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New collaborative tool helps case managers 
track diabetes patients

For the first time, organizations representing physicians,
health plans, and hospitals have collaborated in the development
of a common set of evidence-based measures for evaluating
performance in health care. Experts say case managers can 
use these new protocols to as a measuring stick for diabetes
patients. The American Medical Association, the Joint Commis-
sion on Accreditation of Healthcare Organizations, and the
National Committee for Quality Assurance have jointly estab-
lished broadly applicable measures for the management of adult
diabetes. The new tool, called the Coordinated Performance
Measurement for the Management of Adult Diabetes, lays the
groundwork for testing a single-source approach to measuring
performance of care provided to diabetes patients in multiple
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CM can play critical role in reducing medical errors
These days, virtually every hospital in the country is actively

engaged in finding ways to reduce medical errors. And now,
many are catching on to the fact that case management can play
a pivotal role in this pursuit. Indeed, the role of case managers
in reducing medical errors is critical, says Michelle Gofney,
director of case management at Deborah Heart and Lung Center,
a 161-bed hospital with a full-service ambulatory care center in
Mills, NJ. ‘Case managers are the primary specialty voice to
reduce medication errors,’ explains Gofney. She says that is
because case managers alone look at the patient’s medical care
through the physician’s eyes and the nurse’s eyes as well as
every ancillary department in the hospital . . . . . . . . . . . . . . . 99

New collaborative tool
helps case managers 
track diabetes patients
AMA, JCAHO, and NCQA combine forces

For the first time, organizations representing
physicians, health plans, and hospitals have
collaborated in the development of a common

set of evidence-based measures for evaluating per-
formance in health care. Experts say case managers
can use these new protocols as a measuring stick
for diabetes patients.

The American Medical Association, the Joint
Commission on Accreditation of Healthcare
Organizations, and the National Committee for
Quality Assurance (NCQA) have jointly estab-
lished broadly applicable measures for the manage-
ment of adult diabetes. The new tool, called the
Coordinated Performance Measurement for the
Management of Adult Diabetes, lays the ground-
work for testing a single-source approach to mea-
suring performance of care provided to diabetes
patients in multiple settings. Development of the
document was led by a diabetes expert panel com-
posed of clinical leaders and advisors in diabetes
care.

Panel member Tim Kresowik, MD, principal
clinical coordinator at the Iowa Foundation for
Medical Care in Des Moines, says the central aim 
is standardization of various types of measures.
“Unless measures are standardized to the point
where people are using the same definitions, exclu-
sions, and patient inclusion criteria, it is very diffi-
cult to compare what may seem on the surface to
be the same measure,” he explains.
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According to Kresowik, the measures essentially
are designed as a series of performance measures
collected at the physician level, which can act as a
measure of the quality of the care patients receive
for diabetes. For example, one primary measure
would gauge whether recommended diagnostic
testing was performed adequately. 

Case managers with a certain number of patients
they are monitoring can use this tool as a “measur-
ing stick,” says Kresowik. While the measures are
targets at the physician office level, the measures
also are applicable to ambulatory clinics associated
with hospitals, he says.

In fact, Kresowik says, staff at the nurse level
with a set of patients whose care they are helping
to manage can apply these measures. “If you are
talking about diabetes case management, I think
it would be very appropriate,” he says. What is
required in those cases is an adequate compari-
son of performance, whether it is a comparison to
non-case management or among case managers,
he adds.

Kresowik points out that most existing mea-
sures have been hospital-based measures. “Most
of the types of performance that are being looked
at are inpatient.” Two additional measuring sets,
one dealing with the care of ambulatory patients
with coronary artery disease, also are under
development, he adds.

Judy Homa-Lowry, president of Homa-Lowry
Healthcare Consulting in Canton, MI, says that
how useful these new measures are for hospitals
will turn on the model the hospital is using. But
many hospital-owned physician offices are begin-
ning to do more care management in the office,
she notes. “That can be helpful, especially if a
hospital is having problems with direct admis-
sions from physician offices.”

Typically, she says, attempts are made to address
that problem by placing a nurse in the admitting
department or performing care management in 
the emergency room. It requires a fair amount of
education, she says. But increasingly, hospitals are
designing education programs for their outpatient
departments in an effort to keep staff trained and
monitored to reduce inpatient stays. 

According to Homa-Lowry, Joint Commission
performance measures in other areas also are
beginning to take on a broader scope than those
currently measured for ORYX. “Even if it is
directed at inpatient issues, they also want to
see how the hospital-owned outpatient facilities
would be part of the process,” she explains.

For example, if a hospital selected measures for
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Standardized treatment cuts pneumonia deaths
By developing a set of guidelines for admission parame-

ters, antibiotic administration, and treatment, multidisci-
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cardiac care and had a cardiac clinic, it would
want the cardiac clinic to have access to the data
in order to determine what changes could be
made in the outpatient program that might limit
inpatient and reduce readmissions, she says. “It is
really becoming a continuum of care issue.” 

According to Kresowik, collaboration among
the various groups was critical in the development
of these measures. “People have talked for a long
time about trying to come together and develop
some standardization,” he says. These measures
also are very close to measures established by the
Health Care Financing Administration (HCFA).
Ideally, HCFA, the Joint Commission, and NCQA
eventually will adopt the same measures, he adds.

Some previous attempts to establish measures 
in the treatment of diabetes have resulted in “arbi-
trary thresholds,” argues Kresowik. “It is a real
challenge when you are trying to ascribe that to the
performance of the physician, because much of the
patients’ diabetes control relates to the patients’
compliance with their therapy. If you have very
highly motivated patients who follow instructions,
take their medication, and follow their diet, they
will have a good result,” he explains.

In other cases, the physician may do every-
thing correctly but the patient is not as compliant
and may wind up with a less favorable result.
However, those more closely resemble “interme-
diate outcomes measures” as opposed to “process
measures,” such as ordering a certain diagnostic
test, which the physician has far more control
over, Kresowik says.

“When you measure intermediate outcomes,
you have to take into account the role of the
patient more heavily,” says Kresowik. In those
cases, these measures display results in a fashion
that lets hospitals compare the distribution of
patient results to other hospitals without arbi-
trary thresholds about what constitutes a “good”
or “bad” result.

The new measures are designed to be available
for physicians to measure themselves against oth-
ers with the involvement of the Joint Commission
and NCQA to increase accountability, Kresowik
says. “You want to be able to measure at a physi-
cian level because that is ultimately where the
organization is going to succeed or fail.”

When some of the measures are reduced to the
physician level, it may be difficult to make ade-
quate comparisons, he warns. “When you start
talking about a handful of patients, it is difficult to
make comparisons.

“Nevertheless, ultimately that is the level that is

aggregated up to the organization level,” he adds. 
[For more information, contact:
• Tim Kresowik, MD, Principal Clinical Coordi-

nator, Iowa Foundation for Medical Care, Des Moines.
Telephone: (515) 223-2900.

• Judy Homa-Lowry, President, Homa-Lowry
Healthcare Consulting, Canton, MI. Telephone: (734)
459-9333.]  ■

CM can play critical role
in reducing medical errors
NJ hospital takes process improvement approach

These days, virtually every hospital in the
country is actively engaged in finding ways

to reduce medical errors. Now, many are catching
on to the fact that case management can play a
pivotal role in this pursuit.

The role of case managers in reducing medical
errors is critical, says Michelle Gofney, director
of case management at Deborah Heart and Lung
Center, a 161-bed hospital with a full-service
ambulatory care center in Mills, NJ. This year,
Deborah Heart and Lung implemented an ambi-
tious medical error reduction program.

“Case managers are the primary specialty
voice to reduce medication errors,” explains
Gofney. Managers look at the patient’s medical
care through the physician’s eyes and the nurse’s
eyes as well as every ancillary department in 
the hospital, she adds. “They are the hub of the
whole planning process.”

Deborah was established in 1922 as a tubercu-
losis sanitarium and pulmonary center. After the
development of antibiotic medications, the facil-
ity expanded its focus to other chest diseases. It
added the specialty of cardiac diseases and
evolved into the only cardiac and pulmonary
specialty hospital in New Jersey. Today, Deborah
offers surgical techniques and nonsurgical alter-
natives for diagnosing and treating all forms of
cardiac, vascular, and pulmonary diseases in
adults and congenital and acquired heart defects
in neonates and children.

As a means of re-enforcing its ongoing effort to
develop and maintain a “culture of safety” for both
patients and staff, the Deborah Heart and Lung
Center and the Deborah Hospital Foundation’s
executive boards recently adopted a resolution that
supports that commitment. The centerpiece of the
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resolution is a series of recommendations and
directions of leadership, according to Carolyn
Magnotta, RHIA, CPHQ, director of process
improvement, who is responsible for managing 
the effort.

To more effectively coordinate and streamline
medical error reporting, Deborah established six
groups: Adverse Drug Event Steering Group;
Incident Report Subcommittee; Peer Review
Committee; Process Variance Team; Pharmacy &
Therapeutics Committee; and the Ad Hoc Com-
mittee. The full scope of the organization’s medi-
cal error reporting efforts then was outlined in a
medical error reporting grid.

Each group was charged with achieving spe-
cific goals. For example, the Incident Report
Subcommittee was tasked with developing an
organizationwide incident reporting policy, which
incorporates patient occurrences, employee occur-
rences, visitor occurrences, and security breaches
as well as property loss or damage.

The Incident Report Subcommittee also was
responsible for designing root-cause analysis for
high-volume/high-risk occurrences to include
musculoskeletal injury, patient falls, chemical or
mechanical burns, infusion therapy injuries, med-
ication administration, and monitoring errors, as
well as skin breakdown injuries.

The subcommittee also reviews and analyzes
aggregate data for trends over time, supports
education on reporting and investigating inci-
dents, and recommends process improvement
opportunities to the environment of care commit-
tee and QIC.

One major focus of many of the groups is
medical error reporting, since a significant num-
ber of medical errors are attributed to this area.
Multidisciplinary committees then are tasked
with reviewing and analyzing all “unusual
events” that either cause or have the potential 
to cause serious injury.

According to Magnotta, the Adverse Drug
Event policy was revised to include definitions
for medication error vs. adverse drug reaction.
The policy also outlines reporting procedures,
with all errors categorized to meaningful trend-
ing and analysis of reported events. In addition, a
specific medication incident analysis report form
was developed to assist in the reporting process,
she adds.

In order to assess the current environment, the
caregiver’s perception of the “culture of safety,”
and the ease in reporting, Deborah distributed a
survey to all clinical staff and physicians in March.

The set of 13 questions specifically addresses the
perception these two groups have about the com-
mitment of senior managers in the organization to
communicate the importance of patient safety 
and facilitate adverse event reporting as well 
as the extent to which appropriate technology is
employed to support that aim.

Magnotta reports that the response was fair.
Results of the questionnaire were generally favor-
able, with the majority of respondents indicating
that patient safety is a high priority. Respondents
also reported that medical errors generally are
reported and staff that do so receive support
within the organization, she says. 

The response that troubled the steering group
the most was that a large number of respondents
did not agree that a medical error is the result of 
a failure of a complex system when, in fact, data
show that errors are most often precisely that.
Deborah plans to address this problem through
education at inservices, which will include all
clinical staff.

According to Magnotta, the program outline
includes an introduction from the executive direc-
tor regarding the board resolution as well as
administrative support for an environment of
safety. The revised policy and tools for reporting
will be reviewed and discussed, and survey
results will be shared. Attendees then will be
asked to participate in an activity demonstrating
the impact of systems issues along with recom-
mendations about how to evaluate systems and
improve processes.

[For more information, contact:
• Carolyn Magnotta, RHIA, CPHQ, Director of

Process Improvement, Deborah Heart and Lung
Center, Mills, NJ. Telephone: (609) 893-1200.]  ■

Standardized treatment
cuts pneumonia deaths
Guidelines also help lower admission rates

Death rates and hospital admissions for
patients with community-acquired pneumo-

nia were reduced significantly by using standard-
ized treatment protocols developed in Utah. The
results of the five-year study of more than 29,000
Utah pneumonia patients were published in the
April 16, 2001 issue of the American Journal of
Medicine.1
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A multidisciplinary team at Intermountain
Health Care (IHC) in Salt Lake City, began estab-
lishing the treatment guidelines in 1994, notes
Nathan Dean, MD, pulmonary medicine specialist
at IHC’s LDS Hospital, also in Salt Lake City, and
the study’s principal investigator. Dean also chairs
IHC’s lower respiratory tract infection team.

“We had representatives from a number of dif-
ferent specialties, in both rural and urban facilities.
They included emergency departments [EDs], fam-
ily practitioners, pharmacy, respiratory therapists,
nursing, administration, and pulmonary and infec-
tious disease physicians,” he says.

Prior to the establishment of the guidelines,
treatment varied widely from facility to facility,
where in some cases nearly 70 different oral and
intravenous antibiotics were being used to treat
pneumonia patients, with no correlation to opti-
mal clinical outcomes.

Standardizing the risk assessment

The key to the new clinical guidelines was a
standardized risk assessment based on age, his-
tory, coexisting illnesses, and physical and lab
abnormalities. Patients with fewer than two risk
factors were recommended for outpatient oral
antibiotic treatment. Those with two or more risk
factors were evaluated for hospital admission or
outpatient treatment with additional therapy.

At the time, the only existing published guide-
lines for the selection of antibiotics were those of
the American Thoracic Society (ATS), Dean notes.
“We simplified their guidelines and made them
more operational, with bows to local practice,” he
says. For example, there was a common practice
of using an injectible antibiotic, ceftriaxone, espe-
cially in rural facilities. “At the time, it was not
recommended by the ATS,” Dean recalls. “When
we looked at it, it seemed to be a very good prac-
tice that was consistent with the guidelines,
although not part of them.” 

Interestingly, the new ATS guidelines do include
ceftriaxone. “Some of our work helped validate
certain treatments, and some have found their way
back to the revised guidelines,” Dean observes.
Antibiotic selection was organized according to
those medications that cover common pathogens.
In addition, it was decided to administer them as
soon as possible after diagnosis. “Administration
is now initiated in the [ED], or the urgent care cen-
ter, rather than admitting the patient and waiting
several hours for the first dosage,” he explains. 

Admission decision support was based on

objective risk stratification. “This gives an objec-
tive measure of what the patient’s risks of severe
disease are,” Dean explains. Routine preventive
treatment against pulmonary embolism also is
implemented.

The researchers observed the pneumonia
patients over a five-year period. Thirty-day mor-
tality was 13.4% among admitted patients and
6.3% overall, and was similar among patients
affiliated with IHC and those not affiliated before
the guideline was implemented. For patients
admitted after guideline implementation, 30-day
mortality was 11% among patients treated by
IHC-affiliated physicians compared with 14.2%
for other Utah physicians.

“That was a statistically significant finding,”
Dean says. “Another variable outcome we looked
at was admission rates, where there was a pretty
good odds ratio (0.89) trend toward decrease.
Length of stay also had a decrease statewide,
although it was not statistically significant.”

Dean notes that the guidelines have changed
over time, as new literature about antibiotics is
published, and as more information is gathered
around the region. “They also are linked with
contracting by our system,” he adds. “If two
medications are comparable by efficacy, the less
expensive one is chosen.”

Administration guidelines also have evolved. In
1997, it was determined that a patient with fewer
than two risk factors would be recommended for
outpatient oral therapy. That changed to three 
risk factors in 1998. “Doctors were not admitting
patients with two risk factors, and they were treat-
ing them successfully as outpatients,” Dean adds.
“Since they were doing so well, there was no need
for us to try and change the practice.”

The relationship between outcomes and
changed guidelines was covered in a paper in
the May 2000 Chest,2 which Dean co-authored.
“[Guideline] committees tend to be conserva-
tive,” he explains. “It’s important as you put
these guidelines out and get experience, that you
get feedback from the physicians in your system,
look at your own data, and make changes when
appropriate. You don’t want to butt heads with
docs, particularly when they’re right.”

The results of the study seem once again to
underscore the importance of standardization
in a medical setting. “Everyone knows there is
tremendous variation in medical practice,” says
Dean. “But some ways of doing things are clearly
better than others. That’s particularly true with
diseases like pneumonia, which is mostly treated
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by primary care doctors who may not be up on
the latest information or developments. Recom-
mended practice patterns can help guide them
toward the most effective treatment. One of the
problems with most national guidelines is that
they are too long; we made them much more sim-
ple and more directive.”

No set of guidelines should be seen as carved
in stone, he adds. “We assume physicians will
vary from the guidelines when they feel it is clini-
cally appropriate,” he declares. “Compliance
with our guidelines in the year 2000 was 85%,
which is just about where we want it. Practices
should vary, to some degree. It’s like a recipe; if
you’re making stew, you need something to
guide you, but you also need to be able to vary
from the recipe.”

[For more information, contact:
• Nathan Dean, MD, Intermountain Health Care,

333 S. Ninth E., Salt Lake City, UT 84102. Telephone:
(801) 535-8202. E-mail: slndean@ihc.com.]
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Follow-up care reduces
costs in high-risk infants

Aprogram of comprehensive neonatal follow-
up care after hospital discharge for inner-city

high-risk infants reduces life-threatening illnesses
and appears to reduce medical costs by more
than $3,000 per infant as well, according to a
study published in the Journal of the American
Medical Association. Researchers at the University
of Texas Southwestern Medical Center at Dallas

found that when high-risk infants received com-
prehensive follow-up care, 47% fewer of them
died or developed life-threatening illnesses that
required admission for pediatric intensive care.
High-risk infants were defined as those weighing
less than 1,000 g at birth or those weighing 1,001
g to 1,500 g who required mechanical ventilation. 

Comprehensive follow-up care for high-risk
infants was defined as 24-hour access to highly
experienced caregivers and five-day-a-week fol-
low-up care, which included well-baby care,
treatment for acute and chronic illnesses, and
routine follow-up care. Routine follow-up care
was available two days per week and included
well-baby care and chronic illness management. 

For all care between discharge and one year, the
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CEquestions
For your convenience, HCM will be printing CE questions in
each issue, beginning this month. Subscribers will receive a
complete test and Scantron sheet in December 2001.

1. Which of the following organizations did not partici-
pate in developing the Coordinated Performance
Measurement for the Management of Adult Diabetes?
A. The American Medical Association 
B. The American Nurses Association
C. The Joint Commission on Accreditation of 

Healthcare Organizations
D. The National Committee for Quality Assurance

2. Name the group at Deborah Heart and Lung Center in
Mills, NJ, tasked with designing root-cause analyses
for high-volume/high-risk occurrences.
A. Incident Report Subcommittee
B. Adverse Drug Event Steering Group
C. Peer Review Committee
D. Ad Hoc Committee

3. In a five-year study of pneumonia patients conducted
by Intermountain Health Care in Salt Lake City, what
was the overall mortality percentage?
A. 2.4%
B. 5.7%
C. 6.3%
D. 8.9%

4. List the number of new cancer cases per year at the
Regional Cancer Center in Waukesha, WI.
A. 600 to 699
B. 700 to 799
C 800 to 899
D. 900 to 1,000

(Continued on page 111)
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Demonstrate evidence to JCAHO surveyors

In one emergency department (ED) recently,
Kathleen Catalano, RN, JD, was shocked to

notice pharmacists refilling five vials of potas-
sium chloride (KCl). “I asked about the fact that
concentrated potassium chloride was being put
out for use,” she recalls. 

Catalano, who is director of administrative
projects at Children’s Medical Center of Dallas,
learned that ED nurses had prepared an IV with
KCl without calling in pharmacy, as the hospital’s
policy required. To make matters worse, the IV
was not prepared under the laminar airflow hood
— another violation of hospital policy. 

“The pharmacy technician was not the least bit
alarmed about the use of concentrated KCl,” she
says. “There, but for the grace of God, went a
medication nightmare.” KCl is often mistaken for
other medications such as sodium chloride, hep-
arin, or furosemide, and direct infusion of con-
centrated KCl results in death, she explains. 

Concentrated KCl should be removed from all
medication areas, including the ED unless spe-
cific safeguards are in place, warns Catalano, a
former consultant with the Greeley Co., a firm in
Marblehead, MA, specializing in health care reg-
ulatory compliance. 

Dangerous situations like the above scenario
have led to the development of new patient safety
standards from the Joint Commission on Accredi-
tation of Healthcare Organizations in Oakbrook
Terrace, IL. The standards become effective July 1,
2001. The patient safety standards are broader than
the sentinel event standards which became effec-
tive in 2000, according to Catalano. “The new stan-
dards look at more than just the patient who has
been subject to a catastrophic event,” she says. 

Recent reports from the Washington, DC-based
Institute of Medicine spurred the Joint Commis-
sion to focus on patient safety, she adds.

Warning: Avoid these scenarios

Surveyors will be asking what you’ve been
doing to improve patient safety in your ED,
according to Carole Patterson, MN, RN, consul-
tant for Joint Commission Resources (JCR), an
Oakbrook Terrace, IL-based provider of educa-
tion and consulting services established by the
Joint Commission, and former director of the
Joint Commission’s Standards Interpretation
Group. 

“Questions about how the hospital is improving
patient safety by doing proactive risk identifica-
tion and reduction activities will be an important
part of the unit visits, including the ED,” Patterson
points out. 

Any of the following three scenarios will get
you into trouble during a Joint Commission sur-
vey, says Patterson:

1. Staff members fail to respond appropriately
to surveyor questions about patient safety-related
questions.

2. There is no evidence of efforts to reduce
safety risks to patients in the ED.

3. The ED is not involved in hospitalwide
efforts to improve patient safety.

“Special notice would be taken and written up
in the preliminary noncompliance report given to
the hospital at the end of the survey,” Patterson
warns. 

Here are ways to comply with the patient
safety standards: 

Improve patient safety to comply with new standards

(Continued on page 106)
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Source: Presbyterian Hospital of Dallas.
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• Use alternatives to restraint. You’ll need to
be familiar with Joint Commission standards for
the least restrictive use of restraints, both physical
and chemical, and be able to answer surveyor’s
questions about those standards, says Kathryn
Perlman, MS, RN, clinical educator for the ED at
Presbyterian Hospital of Dallas. 

Surveyors will ask nurses what documentation
is required for a patient who is restrained, what
are alternatives to restraints, and how often a
patient who is restrained needs to be reassessed,
she says. 

At Presbyterian, ED nurses are required to
complete a form showing that alternatives are
being attempted. Perlman suggests decreasing
stimulation by dimming lights, turning off the TV
or radio, moving the patient to a room close to
the nurses’ station, or using bed alarms. (See
Alternatives to Restraints/Restraints Flowsheet,
p. 104.)

• Be involved in your hospitals’ patient safety
program. Patterson advises joining the hospital’s
patient safety or environment of care safety com-
mittee. “Bring along one of the ED physicians,
too,” she suggests. “Medical leaders are key to
making patient safety efforts visible as well as
viable.” 

• Order IV admixtures from pharmacy.
Having the pharmacy mix IVs eliminates the
need to keep the admixture drug on the unit, says
Perlman. “It adds another risk-control element
because the pharmacist checks it before it leaves
the pharmacy,” she explains. 

• Do not keep bottles of multidose drugs 
on the counter. Examples of multidose drugs
include Tylenol elixir and Prelone, says Perlman.
“Joint Commission hates this, and it’s danger-
ous,” she underscores. 

“Having medications lying around the room
makes it easy to grab the wrong bottle, thinking
that it is something else, if the bottles look alike,
for example,” adds Perlman.

• Apply conscious sedation standards consis-
tently throughout the hospital. You must apply
the same protocol in any area that uses conscious
sedation, says Cheryl Pinney, RN, BSN, MBA,
director of emergency services at Cheshire
Medical Center in Keene, NH, and the hospital’s
Joint Commission coordinator. (See Conscious
Sedation Documentation Flow Sheet, p. 105.)

“This is not a new standard, but there still con-
tinues to be a lot of focus on this area,”’ she says.

“Along with using a consistent protocol, staff
must be trained to use the protocol.”

The key is that all areas follow the same proto-
col, says Pinney. She suggests having several
training sessions scheduled at various times that
all staff attend, inservicing at staff meetings,
developing self-study packets with a simple post-
test, or implementing a poster campaign in a clin-
ical area that all staff sign off on. 

• Have your hospital risk manager perform
an inservice for your staff. At Cheshire Medical
Center, the hospital risk manager provided a half-
hour presentation to ED nursing staff on sentinel
events and how to perform a root-cause analysis. 

Pinney included information in the staff meet-
ing minutes for staff who were unable to attend.
“We also will review components of the presenta-
tion at future staff meetings,” she says. 

• Perform a visual inspection. Check for evi-
dence of safety issues in your ED, recommends
Pinney. Here are some examples she provides:

— Look around for mishandled items, such as
a syringe left in an inappropriate place.

— Make sure that supply cabinets and crash
carts are locked.

— Be sure that cabinets and storage areas are
clean and items are appropriately stored. 

— Inspect white boards to see if there is any
breach of confidentiality.

The ED uses a department checklist of items to
review before surveyors arrive, says Pinney. 

• Make sure that checklists are up to date.
There should be “no holes,” says Pinney. The ED
staff use crash cart and trauma room checklists
once every 24 hours, and obtain replacements as
needed. 

“Staff are held accountable to make sure no
day is missed in checking the lists,” she says.

[For more information on the patient safety stan-
dards, contact: 

• Kathleen Catalano, Children’s Medical Center of
Dallas, 1935 Motor St., Dallas, TX 75235. Telephone:
(214) 456-8722. E-mail: kcatal@childmed.dallas.tx.us.

• Kathryn Perlman, MS, RN, Emergency
Department, Presbyterian Hospital of Dallas, 8200
Walnut Hill Lane, Dallas, TX 75231-4496. Telephone:
(214) 345-6301. Fax: (214) 345-6486. E-mail: Kathryn
Perlman@texashealth.org.

• Cheryl Pinney, RN, BSN, MBA, Emergency
Services, Cheshire Medical Center, 580 Court St.,
Keene, NH 03431. Telephone: (603) 354-6601. 
Fax: (603) 354-6605. E-mail: Cpinney@cheshire-
med.com.]  ■

(Continued from page 103)



July 2001 / HOSPITAL CASE MANAGEMENT ™ 107

How to define risk factors
among cancer patients

“How do you identify patients who are
most at risk when all of your patients

have cancer?” That’s the question posed by Mary
Gilbert, BSN, CCM, oncology care coordinator at
the Regional Cancer Center in Waukesha, WI.

“There must be one or two triggers that will
identify someone as being at more risk,” Gilbert
says. “Many of the traditional identification sys-
tems we’re struggling with because everyone we
see has cancer.”

Another part of the challenge, she adds, is to
better define the facility’s more global care man-
agement. The Regional Cancer Center serves two
hospital campuses, one of which — a 275-bed
facility — has a dedicated oncology unit of 15
beds, four of which are designated for stem-cell
transplants. The other hospital, which has 130
beds, cares for oncology inpatients on a medical-
surgical unit. Both hospitals have outpatient
medical and radiation clinics for cancer patients. 

“We have about 900 to 1,000 new cancer cases
per year,” Gilbert notes.

The Regional Cancer Center currently has no
formal case management program, but it does
take a care management approach in selected
areas, Gilbert explains. For instance, a nurse prac-
titioner is dedicated to coordinating the care of
patients undergoing peripheral stem cell trans-
plant, leukemic/hematological patients, and
other clinically complex patients.

A coordinator at the Center for Breast Care nav-
igates women through the system from suspicious
mammogram through biopsy, initial treatment,
and supportive follow-up, she notes. Another 
professional supports men through the diagnosis
and treatment options for prostate cancer. Most

recently, Gilbert says, a palliative care coordinator
has been added. That coordinator identifies,
assesses, and supports patients for whom treat-
ment is not expected to result in a cure, she adds.
“We are still deciding how long and to what
degree [the palliative care coordinator] will follow
those patients.”

The nurse practitioner who works with the
stem cell transplant patients stays with them
throughout their care, Gilbert notes. The coordi-
nators who work with the patients who have
breast and prostate cancer, however, are involved
primarily in the diagnostic and early treatment
phase of care. After that, she adds, those patients’
care is overseen by Gilbert and the other oncol-
ogy care coordinator.

“The biggest question revolves around the
majority of other patients — how to identify who
is at risk and/or who needs case management,
and to help patient and family through different
referral systems,” Gilbert says.

A few years ago, Gilbert began screening for
certain risk factors. Those included: an elderly
person with cancer who’s the caregiver for his or
her spouse; someone on multiple medications;
and someone with multiple comorbidities.

That quickly resulted in more referrals than
she could case-manage, Gilbert adds. “What’s
evolved is that I’m just putting out fires.” For
example, she’s called upon to act as a liaison
when a person whose cancer has recurred
appears to be headed for a hospice. Or she is
asked to provide mental health support or coun-
seling for a family that isn’t coping well, or to
investigate a reimbursement failure.

Gilbert and another care coordinator do all the
discharge planning on the inpatient unit and com-
municate with the outpatient clinic on patient
care, she says. “That piece won’t go away.” The
question is how to identify the minimum level of
care that all patients receive, and then to identify
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those who need more, Gilbert adds.
“What we’d like to do is determine more

proactively who is at risk and needs more care
management, more intensity of service,” she
says. “We’d like to head off problems sooner.”

Another issue is determining how to divide
the work between Gilbert and the second oncol-
ogy care coordinator in a manner that best meets
the needs of all oncology patients, she notes.

She says the cancer center is interested in a sys-
tem where the nurse who works most closely
with the patient can do an initial assessment and
reassessment and, based on that, contact the other
members of the care team.

“We don’t want a system where every patient
is reviewed, because it’s not humanly possible,”
Gilbert adds. “I’m curious as to what other mod-
els people have tried and found workable.”

RESPONSE
(Editor’s note: Jackie Birmingham, RN, MS,

CMAC, is a veteran discharge planning and case man-
agement consultant who is vice president of clinical
design for Curaspan Inc., an application service
provider based in Needham, MA, that develops technol-
ogy for connectivity and information exchange between
health care providers. She was named “Case Manager
of the Year” for 2000 by the Little Rock, AR-based Case
Management Society of America. In the response below,
she offers suggestions for developing a case manage-
ment model at the Regional Cancer Center.)

Casefinding and screening are hallmarks of case
management, whatever the setting or patient diag-
nosis. In the situation described on p. 107, all the
patients have met one of the cardinal criteria: They
have cancer. However, further stratifying the crite-
ria into priority categories will be necessary.

One category for establishing a priority rank-
ing is to use a functional health pattern assess-
ment. Rather than looking at the diagnosis
specifically, looking at how the patient is func-
tioning should be helpful. Of particular impor-
tance is the patient’s ability to manage his or her
own self-care needs, nutrition and activity.

A very basic screening of activities of daily liv-
ing and instrumental activities of daily living will
give the case manager an idea of where support
is needed and what kind of support.

Looking at the way Gilbert described her role,
there are a few points that can be considered:

1. All patients need to be screened in some
manner. Her three screening criteria are good, but
she may want to look at the criteria in combination

with the functional assessment. Some patients are
amazing in that they may meet all three (elderly
and a caregiver, multiple medications, multiple co-
morbidities) and still be functional for a period of
time. One cancer center uses a paper and pencil
self-assessment tool when a patient is admitted to
service. It is similar to other nursing-based assess-
ment tools in that it gives a baseline of all the sys-
tems from skin to gastrointestinal, but it provides a
more holistic approach. Anyone who admits the
patient to the center can complete the form, and
there are specific triggers for a referral. 

2. Collaboration with all professional staff
available to the patient needs to be developed. It
appears that there are various health professionals
whose roles are to provide a level of service to can-
cer patients. A clear delineation of role functions
and where they are performed will be helpful, not
only to Gilbert, but to the other professional staff.
Some examples of partnerships are: 

• Gilbert mentions that she is asked to provide
mental health support or counseling for a family
that isn’t coping. This is more appropriately done
by a social worker or a clinical nurse specialist.

• The oncology care coordinators also act as
liaisons with the hospice service. This may be
another instance where someone in a different
area can support Gilbert’s efforts. Nurses or social
workers from a hospice may welcome the chance
to provide coordination for their patients while
they are hospitalized. The clinic staff will wel-
come the opportunity to get consistent feedback
from the hospice on the status of their patients.

• They also are asked to do discharge planning
for inpatients in the unit with 15 beds. It is impor-
tant that the case manager work with the nurses
and/or social workers assigned to that unit since
they will probably be the ones seeing the patient’s
family and coordinating care between more than
one physician, both while the patient is hospital-
ized and when he or she returns home.

• They do case management for two clinic set-
tings and one hospital unit. There needs to be
some method of coverage for these distinct units
that will eliminate the need for frequent travel,
which equates to lost time. 

Maria Hill, RN, MS, senior consultant with 
The Center for Case Management in South Natick,
MA, suggests that the assignment be divided, with
one person assigned to discharge planning for
inpatients and the other to the clinics. Depending
on the volume of patients in each unit, this is a
consideration. 

One recommendation for enhancing the 
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collaborative model of case management is to
develop an interdisciplinary care team. In some
areas, weekly interdisciplinary meetings are
held to discuss patients’ progress. Members of
this type of team ideally include a hospice
nurse, clinic nurse, dietitian, social worker, pas-
toral service representative, and a physician.

The staff from the care center, including the clin-
ical nurse specialists for the breast and prostate
cancer patients, the stem cell coordinator, and the
palliative care team coordinator should regularly
attend these meetings. Sometimes therapists —
physical, occupational, and speech — also attend
the meetings. For centers that treat children, a liai-
son from the school system also might be asked to
attend. 

These meetings should be held weekly, with a
rotating chairperson, and minutes. The chairperson
would be responsible for the agenda and for keep-
ing the meetings short and to the point. If there is 
a patient who is in crisis, the primary caregiver
should call a separate patient care conference. 

My suggestion is that the care coordinators 
for breast and prostate cancer follow their own
patients through the course of treatment, because
the patient and the family need continuity of
providers. Gilbert should act as consultant to
these care coordinators as they take on the com-
plete role of following the patient through the
episode of illness. The functioning of the person
who does the stem cell coordination can be the
model for care coordination.

3. Communicating with external sources is
another focus of case management. 

• Contacting payers for payment questions
(utilization review).

• Contacting referral sources, community
agencies, transportation services.

• Working with families to determine the
needs of the patient at home.

• Keeping the flow of information going
between the inpatient and outpatient service.
(The case manager may be the only person who
knows the patient’s story.)

• Assuring all the legal duties regarding dis-
charge planning are followed, all the ethical duties
of patient choice are followed, and all standards of
practice are met requires a great deal of work. 

Gilbert needs a stronger network of collabora-
tors inside and outside the organization. A look at
the job from the perspective of a collaborative
framework probably will give a clue as to ways to
manage such a significant list of duties and respon-
sibilities. Looking at the numbers of patients and

the numbers of points of contact also will provide
data for determining what needs to change.

The question Gilbert asks is a good one, and it is
not unique. Outpatient centers all over the country
are struggling with ways to care for patients in the
new health care environment. The change in reim-
bursement to outpatient centers as a result of the
ambulatory payment classifications, the incentives
to decrease lengths of stay, and the desire of the
patient and family to be at home during a critical
time all add up to more pressure to manage care
more efficiently. There are many like Gilbert who
are struggling to do a good job in very restrictive
environments.

[For more information, contact:
• Jackie Birmingham at (860) 668-7575 or by e-mail

at jbirmingham@curaspan.com.] ■

‘Payer specialists’ 
save nurses time
New UR requirement sparks innovative solution

When Birmingham’s Montclair and Princeton
Baptist Medical Centers — along with other

Alabama hospitals — had the utilization review
(UR) function delegated to them by Blue Cross
and Blue Shield of Alabama, one of the stipula-
tions was that nurses must perform the review.

“We certify or noncertify admissions based on
Blue Cross/Blue Shield criteria, and Blue Cross
conducts a quarterly audit to verify our UR activ-
ity,” explains Laurie Gautney, RN, MSN, CMAC,
director of case management.

That meant that a few employees who were
certified in health information management and
had been performing the UR function for years
could no longer serve in that capacity, Gautney
says. “They were great reviewers, but Blue Cross
mandated that nurses perform UR after a certain
date.”

One of the recommendations of a consultant
hired by the hospitals to do an assessment of pro-
ductivity and jobs was to delegate certain func-
tions that do not require specific certification, she
says. The hospitals followed this suggestion and,
as a result, the registered nurse UR coordinator
can spend more time doing functions that require
her skills and licensure, Gautney notes.

The hospital administration devised a plan
that makes use of the former reviewers’ skills and
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enables the nurse case managers to perform their
duties more efficiently, she adds.

Now known as “payer specialists,” the employ-
ees make calls to insurance companies to get the
necessary approval for patient stays, freeing up
the case managers to do more direct patient care,
Gautney notes. The nurses all have caseloads of
between 35 and 40 patients each, she adds, and
while not all cases require insurance intervention,
most do.

It works as follows, Gautney says: For every
patient who is admitted, a face sheet is printed 
and sent to the payer specialists, who are equipped
with headsets and personal computers. 

“They look at [the face sheet] and say, ‘This is
XYZ insurance, and I know we need to get a
review in,’ so they contact the case manager, who
performs the review and sends it back via e-mail,”
she explains. “The payer specialist will call the
insurance company, let it know what’s going on,
and receive certification for, say, three days.”

Keeping in touch

If, for some reason, the payer specialist needs
additional information while on the telephone with
the insurer, she will e-mail or page the case man-
ager, Gautney notes. “We use a lot of technology.
All my case managers have alpha pagers, which
means not only the phone number, but the mes-
sage comes across. The payer specialist can page a
case manager and ask, ‘What is the patient’s tem-
perature today?’”

These employees — there are 3.5 full-time
equivalents — are stationed in a room in one
location that serves three hospitals, she says.
“They all have access to the same computer sys-
tems, and we send things to one group e-mail.
They all get the information, so we don’t have to
worry if one is off that day.”

“Everything is dependent on the payer con-
tract,” Gautney points out, and “another benefit
to these [payer specialists] is that they’re familiar
with all that. It keeps us out of the precert denial
range.”

Before this system was put in place in early
1999, she says, the case managers would have to
determine which patients they needed to review,
go and review those cases, and then call the
insurance company to get certified days. “They
would have to wait on hold, or leave a message
and [the insurance company] would call back
and miss them,” Gautney adds. “It took a long
time just to do one review.”

Another plus to having someone who sits by a
telephone, she says, is that the insurance com-
pany likes it. The payer specialist can call United,
for example, with all 20 of its cases, rather than
handle them separately, Gautney notes.

“It’s really been a good thing,” she says. “Once
in a while, the case managers may have to make a
call themselves — maybe because they’re work-
ing at an odd hour — and they just hate it. They
really appreciate what the payer specialists do.
It’s so time-consuming and mundane.”

Because the reviews typically come in about
midday, the payer specialists have time to do
some precert troubleshooting in the morning,
Gautney says. 

“We were having some difficulty ensuring that
we had the right precert number for patients who
are scheduled for surgery, magnetic resonance
imaging, or outpatient testing,” she notes. “The
patients would come in, the admitting people
wouldn’t stop them — because it’s not really up
to them — and they would have the procedure.
Then the insurance company would say, ‘We
don’t have the precert number,’ and wouldn’t
pay us.”

What some people don’t realize, Gautney says,
is that an insurance company may have autho-
rized a patient’s surgery for one date, but if that
date is changed, the authorization is no longer
valid. “Or maybe a vaginal hysterectomy is certi-
fied, but then the physician does an abdominal
hysterectomy and is not precerted for that.”

What happens now is that the payer specialists
get a list of patients scheduled for elective admis-
sion or outpatient testing, and call their physi-
cians to make sure a precert number has been
obtained, Gautney says. This is typically done
about 48 hours in advance of the scheduled pro-
cedure, she notes, to make sure that patients
don’t show up for surgery and discover there is
no precert number. 

“If by noon today, they don’t have a precert
number for a procedure that is tomorrow at 6,
[the payer specialists] contact the physician’s
office and try to put it back in their lap,” Gautney
says. “They don’t want their patient angry, so
they either get the number or they reschedule.
Usually they just get the number.”

When there is a problem with the precert, she
points out, “the physician’s office doesn’t usually
lose the money — the hospital is out the length of
stay.” Thanks to the payer specialists, Gautney
adds, “we haven’t had any [of those losses] in the
past two years.”  ■



estimated average cost per infant was $6,265 for
comprehensive care and $9,913 for routine care.

(See: Broyles RS, Tyson JE, Heyne ET, et al.
Comprehensive follow-up care and life-threatening ill-
nesses among high-risk infants: A randomized con-
trolled trial. JAMA 2000; 284:2,070-2,076.)  ■

GOLD standard 
for COPD released

The National Heart, Lung and Blood Institute in
Bethesda, MD, and the World Health Organi-

zation in Geneva recently released new interna-
tional guidelines for diagnosing, managing, and

preventing chronic obstructive pulmonary disease
(COPD).

The guidelines were a cooperative effort called
the Global Initiative for Chronic Obstructive
Lung Disease (GOLD), commonly referred to as
the GOLD Guidelines. Among other recommen-
dations, the guidelines emphasize the use of
bronchodilators for symptom management in
COPD.

They state:
• Inhaled bronchodilator maintenance therapy
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has been shown to improve health status 
significantly.

• Long-acting bronchodilators are more conve-
nient than alternative treatments.

“The guidelines represent the latest thinking
about COPD management and contain important
information for both physicians and patients,”
notes Stephen Rennard, MD, professor of
medicine at the University of Nebraska Medical
Center in Omaha and a member of the expert
panel that helped developed the guidelines.
“There is clearly a need for better education
about this disease and the best ways to manage it.
My hope is that the guidelines will help raise
awareness and improve the quality of care and
the quality of life for people living with COPD.”

More information on the guidelines is available
on www.goldcopd.com.  ▼

Better education may
reduce back surgery rates

Back surgery rates in the United States are ris-
ing rapidly, according to the Agency for

Healthcare Research and Quality in Rockville,
MD. A recent study in Medical Care finds that an
interactive video helps patients make better deci-
sions about whether or not to undergo elective
back surgery.

Researchers randomly assigned 171 patients
with a range of back problems including herni-
ated disks and spinal stenosis into two groups.
One group saw an interactive video and received
an educational booklet about surgery for their
condition, the second group received the booklet
alone.

Symptom and function outcomes at three
months and 12 months were similar for the two
groups, but the overall surgery rate was 22%
lower in the video group. Patients with herniated
disks in the video group who learned that their
problem usually improves with nonsurgical care
had a surgical rate of 32% compared to 47% for
the booklet-only group. 

Patients with spinal stenosis in the video group
who learned their condition would probably stay
the same for years without surgery had higher
surgery rates than the booklet-only group — 39%
compared to 29%.

The video had little effect on patient satisfac-
tion, but patients in the video group felt better

informed than patients in the booklet-only group,
researchers note.

(See: Deyo RA, Cherkin DC, Weinstein J, et al.
Involving patients in clinical decisions: Impact of an
interactive video program on use of back surgery.
Medical Care 2000; 38:959-969.)  ■
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CE objectives

After reading each issue of Hospital Case
Management, the nurse will be able to do

the following:
• identify particular clinical, administra-

tive, or regulatory issues related to the profes-
sion of case management;

• describe how those issues affect patients,
case managers, hospitals, or the health care
industry in general;

• cite practical solutions to problems asso-
ciated with the issue, based on independent
recommendations from clinicians at individ-
ual institutions or other authorities.  ■
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