
Hone your collaborative skills to 
better manage patient care
Multitude of case managers presents a communications challenge

When Gary Wolfe, RN, CCM, talks about how case managers in
multiple venues should work together, he often quips: “Will
the real case manager please stand up?”

It’s not unusual for patients with co-morbidities and chronic illnesses
to have case managers from the hospital, insurance company, durable
medical equipment company, home care agency, a large physician prac-
tice, and maybe even a disease management company all helping man-
age their care.

Not only is having multiple case managers on a single case stressful for
the case managers, it’s particularly confusing to the consumer and to pri-
mary care providers, says Wolfe, a case manager in private practice in the
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Communication is key to good CM

Regardless of the segment of health care you work in, communica-
tion is integral to your job. Case managers must be strong com-

municators, both orally and on paper. It’s up to you to coordinate the
different facets of patient care and to promote teamwork.

That’s why Case Management Advisor is devoting this issue to 
communication.

In this issue, we’ll show you the importance of collaborating with
case managers in other venues and why it’s so important to know
whether your patients really understand their condition and treat-
ment plan. You’ll learn why it’s important not to turn over jobs that
involve communication to an assistant, how to mediate a problem in
the workplace that may be interfering with a patient’s recovery, and
how coordinating care throughout the community improves out-
comes for at-risk pregnant women.  ■

Inserted in this issue:
Resource Bank



San Francisco Bay area and editor-in-chief of Care
Management journal.

Toni Cesta, PhD, RN, FAAN, tells of a cartoon
that made the rounds a few years ago. It showed
a bed-ridden patient with 10 people hovering
around him, all of them labeled “Case Manager.” 

“It’s an area of confusion for all of us, including
the patients,” says Cesta, director of case manage-
ment at St. Vincent Hospital in New York City.

Conflicts even can occur between people who
manage patient care and work for the same
venue, says Alan Cudney, RN, MBA, MHS,
CPHQ, CHE, an associate with Premier Inc. in
Charlotte, NC, a health care alliance enterprise
owned by more than 200 nonprofit hospitals and
health systems.

For example, he says, tension often exists
between nurses and case managers in the hospi-
tal setting. “I know of one hospital — and there
probably are more — where there was a case

manager, a social worker, and clinical nurse spe-
cialists who did disease management, and a bed-
side nurse, all trying to manage care at the same
time. This only leads to confusion and chaos,” 
he adds.

And, then there are the physicians who just
want to get all of these case managers out of their
hair.

“In this country’s increasingly complex health
care milieu, someone needs to be a coordinating
linchpin to help the various services meet the
needs of the physician and the patient,” says
Cudney. “I promote collaboration at every step of
the way and encourage each party to be clear on
what their responsibilities are.”

Case managers should take a proactive role
and pull the whole health care team together,
adds Cesta. (For tips on how to collaborate, see story,
p. 135.) “The health care system has become so
fragmented and so complicated, and people tend
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COMING IN FUTURE MONTHS

When multiple case managers are working
with a single patient, the case manager

who controls the dollars ultimately coordinates
the care, asserts Anne Llewellyn, RNC, BHSA,
CCM, CRRN, CEAC, an independent case man-
ager in private practice and founding partner 
of Professional Resources in Management
Education Inc.

“The payer case manager is likely to be the per-
son who is coordinating the activities. It’s up to
the providers to give the payer case manager
information, but the person in charge of the
money has ultimate control,” she adds.

As an independent case manager, Llewellyn
often coordinates the work of all providers and
payers. In this role, she is the only person on the
team who works directly with the payer case man-
ager. “With only one person, it’s more stream-
lined,” she says.

The person who has the financial risk is the one
who really is in charge at the time, but all case
managers should work together to promote and
facilitate good care for the patient, adds Gary
Wolfe, RN, CCM.

In some cases, there may not be an identified
risk holder. For instance, the insurance company
doesn’t have the patient in case management, but
the hospital does. In that case, the hospital case
manager might be the one to start the initiative,
Wolfe says.

As an independent case manager in private
practice, Wolfe has seen the value of coordinating
case management throughout the continuum.

“Although the outcome may be specific to
your health care venue, a case management 
plan is really for the patient, and it should be
supportive of all outcomes along the contin-
uum,” he says.  ■

Coordination and control: Who should call the shots?
The case manager who controls the dollars usually controls the care



to work in a vacuum. The case manager should
bring the whole team concept back,” he suggests.
“It’s not always possible for everybody to be
physically together, but there should be a com-
mon link of communication.”

Cesta’s case management department has
forged a collaborative relationship with payer
case managers who work on-site. (For details, see
story, p. 136.)

Wolfe calls for enhanced communication and
suggests that all case managers articulate their set
of care management goals for the patients. “It’s
really the patient’s plan. You should show how
the plan and case management work for that
patient regardless of the setting,” he says.
“Everybody should know what the real goal is,

whether the person is in the hospital, home care,
or the ambulatory setting.”

For example, home care case managers may be
involved in only part of the plan. However, they
should understand how they fit in, what is going
to happen, and how the patient moves across the
continuum, he adds. 

If the patient is moving through the contin-
uum, case managers should forward their care
plan with the patient so the case manager in the
new setting can continue working on the same
plan, Wolfe says.

“You wouldn’t think of discharging a patient
to another provider without sending medical
information along,” he notes. “Why pass a
patient to another case manager without sending
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Acute care providers sometimes think of case
managers from insurance companies as hard-

hearted tightwads who are more interested in sav-
ing money than saving the patient.

On the other hand, insurance case managers
may see their counterparts on the provider side as
spendthrifts who want to pour more money into a
patient’s care even if they aren’t sure the interven-
tion will work.

An antagonistic relationship doesn’t help any-
one, says Toni Cesta, PhD, RN, FAAN, director of
case management at St. Vincent Hospital in New
York City. That’s why case managers in all aspects
of health care need to communicate and collabo-
rate on creating the most effective and cost-effec-
tive plan of care for the patient. 

The relationship between payer case managers
and providers doesn’t have to be adversarial, says
Alan Cudney, RN, MBA, MHS, CPHQ, CHE, an
associate with Premier Inc. in Charlotte, NC.

“Physicians who work with a true case man-
ager who is trying to empower them instead of
manage them, tend to be delighted with the
results,” Cudney adds.

Here are some tips from both sides of the fence
on how payer case managers and acute care
providers can better work together:

• Stay calm, cool, and collected as you collab-
orate. Bad attitudes and animosity don’t help any-
one, least of all the patient.

• Share your case management plan with the
other case managers on the case.

• Be cognizant of time constraints and speed
up your responses to providers when you’re
dealing with a situation that needs a timely
response. 

“Sometimes [payer-based] case managers block
us from getting to the medical director, or the
medical director doesn’t respond and we’re deal-
ing with a window of hours,” Cesta says.

• Understand that clinical credibility is the key
to having a good relationship with providers.
Make sure that whoever fields your telephone calls
knows what he or she is talking about.

“When someone asks us how to spell common
medications, that gives us a sense that we are
working with someone who is not able to make a
credible decision about what care a patient does
or does not need,” Cesta says. 

• Make sure your case management team is
understanding and willing to work with
providers for the patient’s benefit.

“When people come at it with a bureaucratic
approach and no discussion or negotiation, it’s a
problem,” Cesta says.

• If you’re a provider, don’t be afraid to have
case managers actually visit your site.

“If the care processes are what you want them
to be, it’s a perfect chance to show them that the
person is really sick,” Cesta says.  ■

How to collaborate with CM counterparts
Relationships between payer- and provider-based professionals don’t have to be adversarial



a case management plan?”
Wolfe, a case manager in independent prac-

tice, has experience working with other case
managers across the continuum of care. “The
biggest challenge is getting people to share the
information. It takes some time and effort to
make sure the plan wends its way along, but 
it really gets down to basic communication,” 
he says.  ■

Health system focuses
on at-risk pregnant women
Interventions cut length of stay, costs

Aprogram to coordinate health care and com-
munity services for high-risk pregnant

women has paid dividends for Madison, WI-
based Dean Health System Inc., a multispecialty
group practice with an affiliated HMO that serves
about 243,000 patients in 50-plus clinics in 17
southern Wisconsin counties.

The program’s case manager works with local
human services organizations to meet the medical,
nutritional, financial, educational, and domestic
needs of pregnant women whose socioeconomic
and domestic situations reduce their chances of
receiving appropriate prenatal care.

The goals of this program are to reduce the
incidence of premature births, complications due
to delayed prenatal care, and the use of drugs
and alcohol by the patients, as well as cutting the
cost of care. 

Since the Prenatal Care Coordination
Program’s inception in 1995, the incidence of low
birthweight and premature births has declined,
and the gestational age for the first prenatal visit
has decreased as well. 

Reduced hospital charges

For example, patients who participated in the
health system’s Prenatal Care Coordination
Program incurred total hospital charges of
$1,274 for a delivery, compared with $2,434 for
women who were eligible but chose not to par-
ticipate. Days in the infant intensive care unit
were .35 days for program participants, com-
pared with 1.14 days for nonparticipants. Total
length of stay was 2.16 days for participants vs.
2.76 days for nonparticipants.(Instituting a suc-
cessful program requires advance planning. For tips,
see story, p. 137.)

The program started with roughly 125 patient
referrals. About half were on Medicaid. Of the
remaining patients, 40% were uninsured.

In the third year of the program, the practice’s
affiliated HMO received a contract to provide
care to a Medicaid population, resulting in a dra-
matic increase in referrals.

The program now receives about 450 referrals
a year. About 40% of the patients receive “at-risk”
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On-site case manager
creates win-win situation
An example of a collaboration that works

At St. Vincent Hospital in New York City,
the case management department has wel-

comed a payer case manager who works on-
site five days a week.

“He has almost become part of my staff. It
really fosters a positive relationship and is to
our advantage,” says Toni Cesta, PhD, RN,
FAAN, director of case management.

In addition, the hospital has a physician
advisor who works out of the case manage-
ment department and intervenes with insurers
when he feels that hospital is right.

“His relationship with insurance company
medical directors has served us well,” says
Cesta. “He overturns 79% of the denials he gets
involved with.”

The secret to the physician’s success in over-
turning denials may be that he won’t get
involved unless he feels that patient is truly
sick and needs to be in the hospital.

“He has increased his credibility because
they know when he calls that his comments are
legitimate,” Cesta says.

The on-site insurance case manager works
directly with the staff and has office space and
a telephone at the hospital.

“Some places find it scary to have an
insurer’s case manager physically in the hospi-
tal looking at patients and charts. In reality, I’ve
found it to be quite the opposite,” Cesta says.
“They are on-site, so they get to see how sick
patients are. We have fewer denials by having
people on-site for the insurance company.”  ■



scores during the screening process and are given
the option of participating in the program.

“Members of the practice feel there is a
tremendous need to increase the service to non-
Medicaid-eligible patients who still present with
high risk factors,” says Jeanan Yasiri, adminis-
trator of service initiatives at Dean Medical
Center. 

Physicians or other medical professionals,
social workers, public health professionals, or
school officials refer patients to the program.

Assessing risk

Kate Piotrzkowki, RN, the nurse case man-
ager, meets with new referrals to ensure each
patient completes the Wisconsin Pregnancy
Questionnaire, a six-page risk assessment tool
that covers information on education, housing
status, medical history, living situation, nutri-
tional intake, and use of tobacco, alcohol, medica-
tions, and other drugs. Questions that indicate
risk are given point values, up to a maximum of
300 points.

If a patient receives more than 40 points, a
complete Prenatal Care Coordination care plan is
developed.

If women choose not to participate in the pro-
gram, they are invited to call at a later date to
participate, or just to ask Piotrzkowki questions.

The program has been well-received by
clients, referral sources, and the rest of the com-
munity, Yasiri reports. “We are providing vul-
nerable patients access not just to care but in
dealing with circumstances that created barriers
to care,” she says. (To learn about the role commu-
nication plays in breaking through those barriers, see
story, p. 138.)

The program also has helped the health system
collaborate with the rest of the community, pro-
moting universal recognition of the importance of
prenatal care, she adds.

“We get so caught up in the day-to-day grind
of dealing with different circumstances that we
don’t stop to think through proactive additions in
how we work that can help get people in for
care,” Yasiri says. Also, the program has built up
Dean Health System’s reputation as a caring
entity, she adds.

“As a result of their knowledge about our pro-
grams, social workers, school counselors, physi-
cians, and other people in the community can
give word-of-mouth testament to our commit-
ment to our community,” she says.  ■
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The staff at Dean Health System in Madison,
WI, did extensive planning before embarking

on their Prenatal Care Coordination Program for
at-risk women. 

“It took us some time to develop the model,
and we did it in collaboration with the commu-
nity,” says Jeanan Yasiri, administrator of service
initiatives at Dean Medical Center. 

The multidisciplinary planning team includes a
clinical obstetrical nurse supervisor, the director
of community services and director of advocacy, a
perinatologist, a family practitioner, and the vice
president of reimbursement.

The committee studied other programs, com-
piled data to determine how many patients might
benefit from the program, and formed partner-
ships with local human service agencies.

“We had a physician champion who was 
dedicated to serving this population,” 
Yasiri says.

During the first year, Kate Piotrzkowki, RN,
the program’s case manager, met with physicians
and nursing staff in obstetrics and family plan-
ning to make providers aware of the program.

Yasiri offers the following tips for others who
may be considering implementing such a program:

• Make sure that you have the support of your
administration.

• Do a financial analysis to determine the feasi-
bility of the program.

• Research whether state- or county-level sup-
port exists for the initiative.

• Look at other models for inspiration.
• Consult other experts on how to work with

the population and how to develop assessment
tools.

• Make sure your advisory committee has a
physician champion.

• Keep track of your outcomes so you can
quantify the program’s success.  ■

Plan carefully before embarking on CM program
Make sure you have both community and internal support



Communication breaks
down barriers to care
Pregnant women often bond with case manager

Kate Piotrzkowki, RN, builds up such a
strong relationship with the at-risk pregnant

women she works with that she’s often the first
person they call when they think they’re in labor.

Piotrzkowki is the case manager for Dean
Health System’s Prenatal Care Coordination
Program, serving at-risk pregnant women in the
Madison, WI, area. 

She follows the patients through the pregnancy
and for 60 days postpartum, meeting with them
monthly in her office, visiting the home before
the baby is born, and visiting again within a few
days after the mother is discharged from the hos-
pital. Often, Piotrzkowki develops such a rapport
with the clients that they call her with questions
or concerns in between visits.

“As a registered nurse, I can talk to [the client]
and suggest she go to the physician immediately
if I think it’s necessary,” she says. “I always refer
them to the physician for follow-up.”

When she meets with program participants,
Piotrzkowki looks for clues as to their needs. “I
have a laundry list of barriers to health care,” she
explains. “I ask them if they have transportation to
their appointment, do they sometimes run out of
food, do they smoke or use drugs, is the father
involved, is there support from family or friends?”

During the initial evaluation, she assesses each
patient’s knowledge about medical issues, com-
munity resources, nutrition, prenatal care, and
baby care and then refers her to community pro-
grams where she can get help.

Piotrzkowki assists the clients in other ways.
For example, many of the women have trouble
accessing dental care, so they may develop an
infection. In this case, she coordinates between the
dentist, who may be uncomfortable giving antibi-
otics to a pregnant woman, and the physician.

During the monthly visit, Piotrzkowki conducts
an educational program that’s broken down into
trimesters and geared to the needs of each client.

She gives all of the clients information about
what is normal and not normal in pregnancy and
asks to be notified right away if something is not
normal. Preterm labor, labor in general, and
safety issues for the baby are other topics that are
included in the educational component.

Piotrzkowki encourages the patients to attend
breast-feeding and childbirth classes and helps
them get enrolled in classes. When appropriate,
she refers patients to community-based smoking
cessation and drug abuse programs.

The home visit assessment gives Piotrzkowki
a clearer picture of the mother’s needs. For
instance, if the home reeks of smoke, she steps
up her discussion about second-hand smoke and
the effects smoking can have on the baby.

The home visit enables her to see first-hand how
many people are living in the household and what
the baby will need. For example, in some house-
holds, everyone in the family sleeps on the floor.
In that case, Piotrzkowki helps the mother connect
with community resources that can provide a crib. 

The post-birth home visit gives her an oppor-
tunity to see if the baby or mother has any prob-
lems that need immediate care. “I always notify
the physician of any needs I see in the home,”
Piotrzkowki says.

Piotrzkowki has developed a wide network of
resources in Dane County, as well as through
public health departments in other counties.

“If I can’t identify the resources, I use outside
resources to help me,” she says. “Many women
will call on their own once I give them the number.
If a mother has difficulty hooking up with the ser-
vices she needs, I will help her get the help.”  ■

Be proactive when hiring 
a CM assistant
Make sure job description doesn’t pre-empt you

Faced with the increasing cost and complexity
of health care and a growing number of

patients who need case management, your boss
may be considering hiring less educated assis-
tants to help case managers handle their duties.

If that's the case, it behooves you to take an
active role in setting the job description of the
new person to make sure the essential duties of a
case manager aren't watered down.

"The cost of health care is increasing, [and] the
population is aging and in need of increasingly
complex health care," says Jeanne Boling, MSN,
CRRN, CDMS, CCM, executive director of the
Case Management Society of America (CMSA),
based in Little Rock, AR. "Those pressures may
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lead to an attempt to reformat the case manager's
job, an attempt to delegate part of the job to non-
licensed personnel."

The current nursing shortage is likely to speed
up any plans for case management assistants at
your place of business, Boling adds. 

"With a shortage of nurses, when we move
patients from one level of care to another, it's not
assured that we get the kind of care that the
patients need to keep them safe," adds Catherine
Mullahy, RN, BS, CRRN, CCM, president of
Options Unlimited in Huntingdon, NY, and new
president of the CMSA.

Case managers need to understand their scope
of practice. They need to look at their licenses and
what it allows them to do and not to do, Mullahy
says. "Case managers have a role and a responsi-
bility, as well as standards of practice they must
follow. That means you shouldn't automatically
accept a change in your job description," she adds. 

Case managers are advised to be absolutely
certain that this kind of delegation will not lead
to fragmentation of their contact with patients,
Boling says. 

"You cross the line when the assistant gets
involved in the case manager's interaction with
the patient and family. Even what would appear

to be simple communication in my opinion
shouldn't be delegated," Boling says.

Case managers may pick up on something that
will help them manage the case during the most
routine encounter with patients and their fami-
lies, she points out.

"Even though the encounter may be a mundane
activity, the case manager may pick up an expres-
sion that helps them gain information or offer
some subtle, effective information. It's something a
clerical person wouldn't pick up," Boling says.

You can't expect your boss, especially if he or
she is an accountant or risk manager, to automati-
cally understand how complex a process case
management is without educating them your role.

"Sometimes they can easily minimize what it is
we do if they don't come from that professional
discipline," Mullahy says. That's why Mullahy
advises case managers to take a proactive role in
setting the job description and hiring any case
management assistants. "We do a disservice to
ourselves and our patients by assuming a passive
role," she says.

If your boss suggests hiring a nonmedical per-
son, you can explain by illustration what can hap-
pen when a professional vs. a nonprofessional
looks at a similar scenario.
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The Nurse Partners who act as case managers at
the Carle Clinic Association’s (CCA) Partners

in Care program for the high-risk elderly work as
a team with case management assistants, called
care assistants.

“Care assistants are vital to helping us manage
the case load,” says Tuni Miller, RN, MS,
Community Nursing Organization program man-
ager for Mahomet, IL-based CCA. “For us, it’s
really a team effort. The nurses and care assistants
have formed a good working partnership.”

The care assistants maintain the office, make
monitoring telephone calls that the Nurse Partner
doesn’t have time to make, schedule patients,
schedule provider contacts, and maintain records.

The care assistants typically have experience
being an assistant in a community agency and feel
comfortable working with the elderly, says Cheryl
Stirred, RN, PhD, FAAN, who heads the health
system research center. 

Your job setting can determine what role a case
management assistant can take, says Catherine
Mullahy, RN, BS, CRRN, CCM, president of
Options Unlimited in Huntingdon, NY, and new
president of the Case Management Society of
America in Little Rock, AR.

A host of administrative and clerical functions
can be carved out and done by a less educated
person. For instance, you may have professional
staff and administrative support staff with differ-
ent roles and functions. If you need a rehabilita-
tion facility for a patient, the assistant could
gather the information on potential sites, which
the case manager, the physician, and the patient
can use to make a selection. 

“There are various ways a paraprofessional
can be a part of case management, but they
should never been given a caseload and should
never be the primary person for managing care,”
Mullahy says.  ■

Assistants can perform a variety of duties
Job description depends on the case manager’s special situation



"A case manager can do certain things because
of our knowledge and experience," Mullahy says.
"A nonprofessional person may increase risk and
liability by doing the same things without profes-
sional knowledge."

If you use concrete examples of how case man-
agers work vs. how nonprofessionals work, you
can explain risk management and liability to your
boss and have the potential to change a hiring
decision, Mullahy says.

Here are some other suggestions on coping
with the situation:

• Get involved with setting job descriptions for
any assistants you hire.

"Case managers have to be extremely careful
that they retain that part of their job that involves
interaction with patients. The heart and soul of
case management is interaction with the patients.
If you're not interacting with patients, you're not
doing case management," Boling says.

• Make sure the new job description preserves
the role of case managers. 

• Bring to your boss's attention the things that
can be delegated, but be firm about the tasks a
case manager must retain.

• If you're not comfortable with what's going
on, contact your professional organization.

"That's why such organizations exist. One indi-
vidual faced with an issue doesn't feel like he or
she can make a difference. Professional organiza-
tions can help you find resources for solving
these problems," Mullahy says.  ■

Jody: A case study
By Susan Merrill, RN, BS, CCM
With assistance from Pat Eshleman, RN, CCM

Note: Resourceful case managers make a difference
in the quality of health care. Stories like the one that
follows illustrate how skilled professionals facilitate
client care while lowering costs. All stakeholders 
benefit when case managers provide knowledge,
know-how, and excellence in process control. These
leaders have the tools of the trade and know how to
use them.

Introduction
Jody was referred to me after her case was tran-

sitioned from non-managed to managed
Medicaid. Reports of previous services adminis-
tered or supplies used had not been received at the
time of transition. However, it was known that
Jody had mental retardation and developmental
disability caused by encephalopathy. Case man-
agement began on a late Friday afternoon when
Jody’s mother came to our office asking for dia-
pers and bottle nipples for her daughter. I assessed
Jody’s needs while interviewing her mother and
then developed the case management plan.

Client’s history
The mother reported that Jody experienced

normal development until she was six months
old. After receiving a DPT shot, the child devel-
oped seizures. The effects of a related high fever
led to cerebral atrophy, developmental delay, and
hyperactivity. At three years, Jody was dependent
in all safety and care areas, except that she was
able to occasionally finger feed. Jody also had a
tonic bite reflex that caused her to chew through
bottle nipples, sometimes chewing through as
many as six per day. She was not toilet-trained
and needed diapers. 

Addressing Jody’s physical and safety needs
Following the interview with the mother, I

spoke to the child’s physician and to the
Medicaid disability manager. I learned that Jody
was receiving early intervention services consist-
ing of physical and occupational therapy. I then
formulated a plan designed to meet Jody’s physi-
cal and safety needs. 

Ordering a sufficient supply of bottle nipples
was an immediate priority. However, I expressed
concern that there was a significant risk that Jody
would aspirate when she chewed through the
nipples. I asked the physician to order an occupa-
tional therapist to evaluate the child and recom-
mend alternative feeding methods. The therapist
recommended that Jody be weaned from bottle
nipples to a plastic sippy cup. Even through the
cups were not covered under the health care plan,
I was able to convince the client care committee
to pay for them in the interest of decreasing the
risk of aspiration. 

Safety while sleeping, an insurance denial,
and subsequent approval

Safety at home also was addressed in the case
management plan. Jody had no sense of danger
and was unaware of her own safety needs. Her
crib collapsed from constant rocking, and she slept
on a mattress on the floor. Because the family lived
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in an upstairs apartment, there was great concern
that this sleeping arrangement was unsafe. 

The evaluating therapist recommended a metal
hospital crib. Because Jody could climb over the
top of the crib, a bubble top was needed to con-
fine her. The total quote for the crib and bubble
top was $3,700. The equipment was not covered
under the client’s policy, and the claim was
denied by the insurance company. I shopped for
a metal crib and found one for $117 at a local
store. A net cover for the bed was also found. I
then helped the parents appeal the insurance
company’s denial of the hospital crib and bubble
top. The purchase of the alternate equipment was
approved. 

Transporting Jody safely and meeting those
costs

Safe automobile transport of the child was
another challenge. Because of her size and dis-
abilities, Jody could not be transported in a stan-
dard car seat. I found a specialized car seat
designed to accommodate a handicapped child
weighing up to 65 pounds. The seat also fit into a
specialized stroller that could be used for trans-
port outside of the car. I convinced the insurance
company that Jody’s safety was in peril, and the
equipment purchase was approved.

Safe sleeping is again an issue 
When Jody reached the age of 4 1/2, she

became more mobile and destructive. She
destroyed the mesh cover of her crib and the mat-
tress. Confining Jody to her bedroom during
sleeping hours became impossible. I researched
options for safely confining the child while not
completely caging her in. A specialty bed priced
at $5,500 was located. Purchase of the bed was
not covered under the policy, and the insurance
company denied the claim. 

A safe-sleeping environment is created and
the costs approved

I researched less costly alternatives and found
the components of a suitable bed. These included
a specialized mattress with a heavy-duty cover,
and for the top enclosure, a nylon parachute fab-
ric impermeable to chewing. Using this material,
a protective tent was made by a local seamstress.
With photographs of the proposed bed in hand, I
attended a client care committee meeting. The
case was made that the child was severely handi-
capped, and that risks to her well-being would be
far more expensive to the insurance company
than the cost of a bed. The total cost of the bed
components was $1,423.74, and the claim was
approved.

Current client status
Jody is now eight years old and continues to

live at home with her parents. She is not toilet
trained and functions at a 12- to 18-month level.
She is nonverbal, extremely hyperactive, and
aggressive. Jody has no appreciation for danger,
has a high pain tolerance, attempts to put every-
thing in her mouth, and is often at risk. She needs
constant attendance while awake due to severe
cognitive impairment and high mobility function. 

The case plan continues as developed. The par-
ents contact me when they need additional sup-
plies. Jody continues to attend special education
classes. Due to aggressiveness toward other chil-
dren, she needs a one-on-one attendant. The fam-
ily has respite care available despite attempts of
an early intervention to find someone to stay
with the child.

Psychosocial family issues and summary
Jody’s mother is on social security disability

for ADHD and bipolar disorder. The father is
unemployed pending a social security disability
claim. An older brother is disabled with
schizophrenia. Despite many family difficulties,
Jody’s physical and safety needs plus her overall
well-being have been improved substantially
through case management intervention, plan-
ning, and execution.

Susan Merrill and Pat Eshleman are certified case
managers. They received the CCM credential from the
Commission for Case Manager Certification in
Rolling Meadows, IL. ■

Low health literacy hurts
patient compliance
Costing the health care system $73 billion a year

If you deal with patients who appear to be non-
compliant, frequently miss appointments, and

seem to ignore medical advice, they may be suf-
fering from poor health literacy instead of a bad
attitude. 

Poor health literacy is a pervasive problem that
accounts for an estimated $73 billion a year in
unnecessary doctor visits, hospitalizations, and
longer hospital stays.

Consider these statistics from the American
Medical Association (AMA) Foundation and the
National Adult Literacy Survey:
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• More than 90 million Americans demonstrate
low health literacy.

• The biggest prevalence of low health literacy
is among native-born whites.

• More than 66% of Americans older than 60
have either inadequate or marginal literacy skills.

• Only about 45% of functionally illiterate
adults live in poverty.

• Patients hide their illiteracy well. A study of
adults with reading difficulty showed than 67%
had never told their spouse about their problem.

About 21% of American adults are illiterate
and an additional 27% have difficulty with read-
ing comprehension.

“Health care illiteracy is a big problem, and it’s
a newly recognized problem that we need to work
on to figure out what kind of interventions will be
most effective. The problem crosses socioeconomic
strata and affects all type of people. We also know
that it’s a major problem with the elderly, who
have the most health care information needs,” says
Ruth Murphey Parker, MD, associate professor of
medicine at Emory University School of Medicine
in Atlanta and chair of the AMA’s steering com-
mittee on health literacy.

“Health literacy is not just reading,” says
Scott Ratzan, MD, editor of the Journal of Health
Communications and a member of the AMA
steering committee on health literacy. “It’s being
able to understand and act to make appropriate
decisions.”

Patients need to do more than just obtain the
information you are offering. They need to know
what you are saying or showing them, under-
stand it, and then act upon it, he adds. 

Health illiteracy takes different forms, depend-
ing on the patient. One may not understand a con-
sent form. Another may not understand test
results or be able to fill out his or her medical his-
tory form. Others may not know what their health
insurance covers or how to use a pharmacy.

“Everybody doesn’t know what it means to
take something four times a day. In a Medicare
study, 30% of the patients didn’t know what it
meant to take something on an empty stomach,”
Ratzan says.

Here are some other true examples of how
patients didn’t understand:

• An elderly woman took her prescription for
an anti-depressant only when she felt depressed
because she believed that’s how it worked. 

• A mother put medicine for an ear infection in
her child’s ear instead of her mouth because she
couldn’t understand the instructions.

• A patient told his doctor he knows he doesn’t
have blood in his stool because there is no blood
in his chairs at home.

• A diabetic injected his insulin into an orange
every day at home just the way the diabetes edu-
cator taught him.

Shame prevents many patients from asking
questions and seeking help when they don’t
understand instructions, Parker points out.

“You can’t tell by looking if a patient doesn’t
understand. You often can’t tell by listening to
them. You should ask direct questions and put
them in the right context,” Ratzan says. 

Older patients with chronic illnesses require
special care because of their high instance of low
health literacy and because they may process
information differently from younger patients.

That’s why diabetes education needs to go far
beyond just handing a patient a brochure from
the American Diabetes Association, Ratzan adds. 

Make sure the information is in an appropriate
form for the person who is going to get it, he sug-
gests. For instance, a diabetic or elderly person
may have trouble with vision. Information geared
to them should not be in small print. (To learn
more about gearing the information to the audience,
see story, p. 143.)

Information is a two-way street, Ratzan adds.
You need to make sure you are getting the proper
information from the patients, as well. For exam-
ple, many patients give the wrong information on
their intake forms because they can’t read or they
don’t understand a question, says Ratzan.

Patients who have a low literacy level often
check “no” for everything so they don’t have to
explain it, he adds. “We assume that patients
know basic information about allergic rhinitis,
decongestants, antihistamines — but it all can be
confusing,” he says.

Health literacy goes beyond just understand-
ing how to take your medicine, Ratzan says.

“There are so many choices today. People need
to know about appropriate self-care, appropriate
prevention protection, and treatment. This ranges
from breast self-examination to colon screening for
people over 50 to taking baby aspirin,” he says.

Ratzan suggests that payer systems develop
material listing preventive measures that are age-
or gender-specific and make sure all their clients
get them. It might be a quick list such as “10
Things You Need to Do This Year.”

“The whole idea of case management is to
think about all the potential ways you can make a
difference and prioritize them,” Ratzan says.  ■
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Take a tip from educators:
Gear message to audience
Help clients understand what they need to know

If you’re at a loss about how to communicate
with your clients who may have health literacy

issues, take a tip from elementary school teachers,
Sue Binder, RN, CCM, suggests.

“The principles of case management — assess-
ment, treatment plan, and evaluation — are not
too far away from the educator’s principles,” 
says Binder, principal of Integrated Healthcare
Consultants in Caldwell, NJ.

The educator assesses the education and
knowledge base. The clinical case manager
assess the health status and knowledge base, she
points out.

Try a pre-test to assess existing knowledge

You might start with a pre-test to assess what
clients already know. Make sure the test is simple
so they can understand it, Binder says.

If your clients can’t even read on a fourth-
grade level, there are other ways of teaching
them. If you find they aren’t able to comprehend
written literature you’ve given them, use some
other medium, such as symbols or pictures, 
she advises.

“People need to get information through a
variety of different communication channels 
but most providers and most health plans 
think the old-fashioned way,” asserts Scott
Ratzan, MD, editor of the Journal of Health
Communications and a member of the American
Medical Association’s steering committee on
health literacy. 

Ratzan suggests using the Internet, videos, CD-
ROMs, audio cassettes, and, for people with low
literacy, visual presentations that don’t even have
words, such as picture demonstrations.

Have clients teach back to you

After the clients have seen your presentation or
read the materials, ask them to repeat the infor-
mation so you’ll know they understand it.

“What is absolutely essential is feedback and
validation from the learner,” Binder says.

Here are some other ways to make sure your
clients’ health literacy is up to snuff:

• Make an assessment of every client. Ask
yourself if this patient is struggling with health
literacy because of culture, illiteracy, or for other
reasons. 

• Make it a point to use language that your
patients and their families can understand.

• Use visual and other cues to make sure
patients understand the appropriate treatment
plan and what they should do to follow up.

• Develop materials than don’t require high lit-
eracy to understand them. Remember that if
patients can’t read, it doesn’t help to give them a
brochure or information sheet. 

• Ask your patients to show you or teach you
back how they are supposed to take their medica-
tions, or what diet they should follow.

September 2001 / CASE MANAGEMENT ADVISOR ™ 143

Case Management Advisor™ (ISSN# 1053-5500), including Resource Bank™

and Reports From the Field™, is published monthly by American Health
Consultants®, 3525 Piedmont Road, NE, Building Six, Suite 400, Atlanta, GA
30305. Telephone: (404) 262-7436. Periodical postage paid at Atlanta, GA 30304.
POSTMASTER: Send address changes to Case Management Advisor™, P.O. Box
740059, Atlanta, GA 30374.

This continuing education offering is sponsored
by American Health Consultants®, which is accred-
ited as a provider of continuing education in nursing
by the American Nurses Credentialing Center’s
Commission on Accreditation. American Health
Consultants® is an approved provider (#CEP10864)
by the California Board of Registered Nursing for
approximately 18 contact hours. American Health
Consultants is approved as a provider from the

Commission for Case Manager Certification for approximately 16 clock hours.
Opinions expressed are not necessarily those of this publication. Mention of

products or services does not constitute endorsement. Clinical, legal, tax, and
other comments are offered for general guidance only; professional counsel
should be sought for specific situations.
Editor: Mary Booth Thomas, (770) 934-1440, (marybootht@aol.com).
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcpub.com).
Editorial Group Head: Coles McKagen, (404) 262-5420,

(coles.mckagen@ahcpub.com).
Managing Editor: Russ Underwood, (404) 262-5521,

(russ.underwood@ahcpub.com).
Production Editor: Caralyn Davis.
Copyright © 2001 by American Health Consultants®. Case Management
Advisor™, Resource Bank™, and Reports From the Field™ are trademarks of
American Health Consultants®. The trademarks Case Management Advisor™,
Resource Bank™, and Reports From the Field™ are used herein under license. 
All rights reserved.

Editorial
Questions

Questions or
comments? Call 

Mary Booth Thomas
at (770) 934-1440.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291,
(customerservice@ahcpub.com). Hours of operation: 8:30 a.m.- 
6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m. Friday.
Subscription rates: U.S.A., one year (12 issues), $337. Outside U.S.A., add $30
per year, total prepaid in U.S. funds. Two to nine additional copies, $202 per
year; 10 to 20 additional copies, $135 per year; for more than 20, call (800)
688-2421. Missing issues will be fulfilled by customer service free of charge
when contacted within one month of the missing issue date. Back issues, when
available, are $56 each. (GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any form or
incorporated into any information retrieval system without the written permis-
sion of the copyright owner. For reprint permission, please contact American
Health Consultants®. Address: P.O. Box 740056, Atlanta, GA 30374.
Telephone: (800) 688-2421. World Wide Web: http://www.ahcpub.com.



• If you find that some clients don’t under-
stand what you are saying, develop strategies to
deal with it. You could refer them to an adult lit-
eracy program. In the meantime, you could show
them a video about their disease.

• Use teaching principles to help your clients
understand what they are supposed to do. If
you’re not certain of how to do it, talk to friends
who are educators.  ■
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CE objectives

After reading this issue, continuing educa-
tion participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case
managers and clients.

3. Describe practical ways to solve prob-
lems that case managers encounter in their
daily case management activities. ■
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CEquestions

9. The physician advisor at St. Vincent Hospital in New
York City helps to overturn what percentage of the
denials with which he becomes involved, according to
Toni Cesta, PhD, RN, FAAN, director of case man-
agement?
A. 23%
B. 52%
C. 79%
D. 97%

10. Patients who participated in the Prenatal Care
Coordination Program at Madison, WI-based Dean
Health System Inc. incurred total hospital charges of
what amount for a delivery?
A. $1,274
B. $542
C. $2,434
D. $1,856

11. The case manager for Dean Health System’s Prenatal
Care Coordination Program follows patients through
pregnancy and for how many days postpartum?
A. 30
B. 60
C. 90
D. 120

12. How many Americans demonstrate low health liter-
acy, according to the American Medical Association
Foundation and then National Adult Literacy Survey?
A. 45 million
B. 66 million
C. 73 million
D. 90 million



Flu shot advisories available 
at CDC web site

Faced with another anticipated delay in avail-
ability of influenza vaccines, the Centers for

Disease Control and Prevention (CDC) in
Atlanta is encouraging health care providers to
administer the vaccine to the people at greatest
risk as early as September.

The CDC’s recommendations are intended to
phase in the vaccine use to provide early protec-
tion to those at greatest risk for flu and its compli-
cations. These include health care workers, people
older than 65, residents of nursing homes and
other chronic care facilities, adults and children
with chronic pulmonary or cardiovascular disor-
ders, children and teen-agers at risk for Reyes
syndrome, women who will be in the second or
third trimester of pregnancy during the influenza
season, and people who have required regular fol-
low-up or hospitalization during the last year for
chronic metabolic diseases, renal dysfunction,
hemoglobinpathies, or immunosuppression.

Concrete information about this year’s flu vac-
cine will not be available until early fall. To help
avoid a repeat of last year’s flu vaccine shortage,
the CDC’s National Immunization Program
offers the latest developments on the vaccine for
the 2001-2002 influenza season. The bulletins are
available at www.cdc.gov/nip/flu.  ▼

AMA, JCAHO, NCQA release 
diabetes care measures

For the first time, organizations representing
physicians, health plans, hospitals, and

other health care entities have cooperated to
develop a common set of health care perfor-
mance measures.

The Coordinated Performance Measurement
for Management of Adult Diabetes was released
July 12 by the American Medical Association, the
Joint Commission on Accreditation of Healthcare

Organizations, and the National Committee for
Quality Assurance.

The adult diabetes performance measure set is
the first in a series of measurement sets that the
three organizations plan to develop. Consensus
measures on cardiovascular disease, and preg-
nancy and neonatal care are expected to follow
in the next two years.

The performance measure set is designed to
be used in multiple settings to measure the per-
formance of care provided to diabetes patients.

The measures were developed by a Diabetes
Expert Panel of clinical leaders and advisers in
diabetes care who conferred with participants in
the Diabetes Quality Improvement Project, a
coalition of major stakeholders in diabetes care
formed under the sponsorship of the Centers for
Medicare and Medicaid Services.

The next step is a demonstration project
designed with the Maine Medical Assessment
Foundation, a not-for-profit health services
research and quality improvement organization
that will test the feasibility of “single data collec-
tion” — collection of data to be used in both
provider and health plan performance measures
from a single source.

A copy of the diabetes measures is available at
www.ama-assn.org/ama/pub/category/
3798.html.  ▼

Treatment guidelines available
for specific osteoporosis

New guidelines for the prevention and treat-
ment of glucocorticoid-induced osteoporo-

sis have been published in the July issue of
Arthritis & Rheumatism, an official journal of the
American College of Rheumatology (ACR).

The article reviews new information on the
condition and the role of glucocorticoid therapy
as a risk factor for fractures and includes treat-
ment strategies, strategies for prevention of bone
loss and fractures, and information on therapies
still under investigation.
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The ACR develops practice guidelines for the
purposes of reducing inappropriate care, control-
ling geographic variations in practice patterns,
and making effective use of health care
resources. Because of major advances in manage-
ment of this disease, the ACR updated its guide-
lines after only five years. The article,
“Recommendations for the Prevention and
Treatment of Glucocorticoid-Induced
Osteoporosis,” is currently on-line at
www.rheumatology.org.  ▼

Forum releases report on 
serious medical errors

Areport identifying 27 “adverse events” that
should never, or rarely, occur in health care

is available on the National Quality Forum’s 
web site.

Serious Reportable Adverse Events, released in
July, includes performing surgery on the wrong
body part or the wrong patient, using contami-
nated drugs or devices, leaving a foreign object
in the patient after surgery, and discharging a
baby to the wrong family.

The events are proposed as the basis for stan-
dardizing data collection and reporting the most
egregious medical errors.

“The errors on our list represent health care’s
crashes,” says Kenneth W. Kizer, MD, president
and chief executive officer of the National
Quality Forum. “When a plane goes down … the
incident is reported and studied in detail, which
usually results in improved safety. The same
thing should be done in health care.”

The report is being reviewed by more than 
120 organizations, all of them members of the

Quality Forum, including consumer groups,
insurers, hospital and physician organizations,
and government agencies. The recommendations
may ultimately be used by the government or by
private purchasers of health care.

The goal is to have a standard set of reportable
events, resulting in better patient care, Kizer says

The report and additional information are
available at www.qualityforum.org.  ▼

‘Smart site’ customizes 
diabetes information

The American Diabetes Association in
Alexandria, VA, has redesigned its web site

to make it easy for consumers to access personal-
ized content. Consumers may enter their profile,
enabling them to customize the information they
see on the site. 

Initially, the customization is limited to local
information, such as events and programs hap-
pening in their area. Eventually, consumers will
be able to receive information about their specific
form of diabetes.

The new design is easier to navigate and now
includes message board forums for specific
groups, such as parents of children with type 1
diabetes, adults with type 2 diabetes, Latinos,
African Americans, and Native Americans.

A Youth Zone with interactive games teaches
children about diabetes self-care and an interac-
tive virtual grocery story includes nutritional
information.

The web site, www.diabetes.org, has more
than 9,000 pages and receives 1.5 million visits a
month.  ■
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If you have a new resource, conference, 
or seminar that can help other case man-

agers do their jobs better or more efficiently,
Case Management Advisor wants to hear from
you. 

Send all items for potential publication to
Mary Booth Thomas, Editor, Case Management

Advisor, P.O. Box 740056, Atlanta, GA 30374.
Phone: (770) 934-1440. E-mail: marybootht
@aol.com. 

CMA must receive information about 
conferences and seminars at least 12 weeks
prior to the event to meet our publication
deadlines.  ■

Send us Resource Bank items


