
Prevention program improves 
patient outcomes, saves money
Program attracts physician practice support

Thanks to a community health program that identifies health
problems early on, hundreds of patients are being treated for
chronic illnesses and other conditions before they need expensive

interventions.
The Community Health Institute at Winchester Hospital in Woburn,

MA, launched its Putting Prevention into Practice program as part of its
efforts to invest more in community health. “It’s the best health promo-
tion we’ve ever done in terms of actual outcomes. By preventing com-
plications later, it is helping shorten the period of disability that many
people experience at the end of their life,” says Kathleen Beyerman,
RNC, EdD, director of the Community Health Institute.

The program is self-supporting because physicians pay a fee to have
their patients screened. The program has been so successful that
physicians realize a return on their investment in about three months,
Beyerman says. 

In addition to increased revenues from patients who might not other-
wise come in for screenings or treatments, the physicians also have
experienced an increase in patient satisfaction.“This actually makes a
person realize they have a health problem and they have an opportu-
nity to do something about it,” she says. 

The program has been successful in the short term, but Beyerman
expects the long-term success to be even greater. “Patients can have
hypertension treated as opposed to a stroke. We are discovering their
diabetes before they have retinopathy. Instead of having an MI at 50,
they may have it at 80,” she adds. 

Here’s how the program works. If a physician practice is interested in
participating, it gives the program a space big enough for a chart and a
laptop computer and access to the records. The physician practice pays
for the service on a per-chart basis.

A prevention specialist, a registered nurse from the Community Health
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Institute, goes to the office, goes through the charts
one-by-one, and enters the information into the
computer. The specially created software identifies
patients who are at risk for hypertension, diabetes,
cancer, and high cholesterol and creates a preven-
tion plan for each patient, customized to gender,
age, and risk factors. The computer generates a let-
ter to the patient, suggesting that he or she come in
for tests relative to the at-risk issues. The risk fac-
tors are based on family history, and other factors
such as age, gender, and weight.

For instance, if a patient is not at risk for dia-
betes, he or she will be instructed to come in for a
blood sugar screening every five years. Patients
who are at risk are asked to come in annually.

If the patient doesn’t call for an appointment
within two weeks of the suggested time, the physi-
cian office evening staff follows up by telephone.
The program generates two copies of the preven-
tion plan — one for the patient record and one for
the patient to receive during his or her next visit.

“Patients go home knowing when they are due
for what test,” Beyerman says.

So far, two staff members have enrolled about
50,000 patients of 18 clinicians. Getting the data
from the charts is a labor-intensive process. Since
most physicians still use paper records, the nurse
has to extract the data manually. “That’s why we
use RNs. They know how to navigate a record
and can read the handwriting,” Beyerman says. 

The Community Health Institute is involved
only to the extent of sending the letter that con-
nects the patients with their doctor. The physician
takes it from there. “We do provide the physician
with resources if they have a patient who needs
something like diabetes teaching,” Beyerman says.

Local physicians cover most of the cost of the
program by paying on a chart-by-chart basis to
have their patients screened.

“The doctors have found it is a tremendous
marketing tool. It doesn’t bring in new patients,
but existing patients really appreciated getting a
letter from their doctor. There was a lot of bond-
ing that took place,” she says.

As a result, some practices are so much busier

that they’ve been able to bring in other clinicians
and build the practice, Beyerman adds. For
instance, one practice of two family practice doc-
tors has added three additional doctors and a
nurse practitioner. Beyerman asked the practice
manager if it was because the doctors were
exceptionally good. She was told, “It’s because of
putting prevention into practice.” 

There were other unexpected benefits. Because
Woburn is close to Boston and is a college com-
munity, many patients are transient. The doctors
felt it was beneficial to find out whether patients
had moved away, in which case it would no
longer be necessary to keep the chart on file.

Beyerman’s staff started out by conducting an
assessment of the community to find out where
the health problems were. “We extrapolated some
numbing information from the American
Diabetes Association data — that there were
17,000 cases of undiagnosed diabetes in our com-
munity”, Beyerman says. That inspired their first
project — finding the undiagnosed diabetes cases
in their community of 350,000.

“As a nurse, I realized the implications. It’s hard
enough for people who know they have diabetes
to maintain a good blood sugar,” Beyerman says.

The hospital created a diabetes case-finding
software program. Registered nurses from the
Community Health Institute went to physician
practices with a laptop computer and screened
the patient records for people who had risk fac-
tors for diabetes. The program generated a letter
from the physician asking them to come into the
office for a blood sugar test.

The nurses found that each time they went into
a practice, the physicians asked them to do some-
thing in addition to the diabetes risk screening.
For instance, because diabetics have a greater
chance of elevated cholesterol, they wanted the
letter to suggest cholesterol screening.

“We started looking at why we were limiting
ourselves,” Beyerman says.

It was about that time that Beyerman’s dog got
a reminder from its veterinarian about heart-
worm testing.
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“I wondered why the doctor wasn’t calling me.
We realized this was an opportunity to do early
detection for more than just diabetes and choles-
terol and moved forward to expand our program,”
she says.

The screening program includes factors for
high risk patients; intervals for screening high risk
pa-tients, intervals for screening other patients,
and standards used in determining the risks and
intervals. 

Tips for starting a health screening program

1. Get a handle on your medical staff to know
where to start. The first physicians approached
should be those who are interested in growth. It’s a
hard sell for physicians who are getting ready to
retire unless they have brought on a new physician.

2. Use a registered nurse to get the data from
the physician’s charts. They are experienced in
reading charts — and physician handwriting.

3. Offer a maintenance arrangement with the
physicians after you have enrolled all the existing
patients. Winchester Hospital’s Putting Prevention
into Practice program sends the prevention spe-
cialist back once a month to produce letters and
enroll any new patients that have come into the
practice.

4. Don’t try to do everything at once. Start with
a few practices and increase slowly.

5. Don’t create customer service problems for
the physicians. Enroll several practices gradually
so the physicians won’t be inundated by patients
that they aren’t able to see, or who won’t be able
to get through on the telephone.

Winchester Hospital’s Community Health Institute
will license its Putting Prevention into Practice soft-
ware program to other health care organizations. For
more information contact Kathleen Beyerman at (781)
756-4713, or e-mail: kbeyerman@winhosp.org. n

Watch out for alternative
therapies used by clients
Many patients don’t tell physicians about their use

Two recent studies have shown that more people
are turning to complementary and alternative

therapies, and few are telling their doctors about it.
In fact, patients tend to view medical doctors

as members of a larger, patient-selected health
care team that may include practitioners of com-
plementary and alternative therapies, researchers
in one study concluded.

Case managers should work with physicians to
find out what alternative treatments their clients
are using and take steps to make sure the non-tra-
ditional therapies don’t interfere with or change
the effectiveness of their conventional treatments,
advises Kathleen Moreo, RN, Cm, BSN, BPSHSA,
CCM, CDMS, CEAC, co-founder of Professional
Resources in Management Education, an interna-
tional health care education and case manage-
ment company. 

“Case managers have a rising challenge with
polypharmacy among patients, especially older
patients. Now, coupled with the issue of poly-
pharmacy is the potential for patients to be
using self-prescribed alternative medicines as
part of the repertoire of drugs and treatment,
Moreo says.

Some alternative methods of treatment are not
only ineffective but they can cause harm because
patients use them instead of more conventional
and effective treatments, she adds.

After the first news reports surfaced about
anthrax exposure, Moreo came across a web site
promoting the use of herbs and herbal blends to
combat anthrax — a concept that clearly would
offer no protection.

“This is the type of misinformation that preys
on a confused, vulnerable society while damag-
ing, rather than promoting, the good things that
alternative medicine can do,” she says.

Case managers should be subtle when asking
their clients about complementary and alterna-
tive medicine during the assessment step of case
management, Moreo advises. That’s because
patients may feel uncomfortable discussing alter-
native medicine or avoid telling the truth if they
feel that the physician or other health care profes-
sionals would not approve.

“Any targeted questions about complementary
or alternative medicine can give the perception
that the inquirer is digging for unpleasant facts or
disapproves of the concept in general,” she adds.

Once you find out a client is using alternative
medicine, advise the client that you will provide
this information to the patient’s physician. Explain
that it is in the best interest of the patient because
of the many potential side effects or the possibility
of change in potency or action of a prescription
drug when it is used in conjunction with non-pre-
scribed medicine, herbs, and other remedies.
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Here is some of the information you need to
gather:

• Accurate information about the types of pre-
scribed drugs the patient is taking;

• How and when they are being taken;
• What over-the-counter medicines are being

taken, when and how;
• What types of alternative medicine are being

used, when and how.
Here are the results of the recent studies:
A Johns Hopkins study of 200 patients with

Parkinson’s disease showed more than 40% used
at least one type of alternative therapy, such as
vitamins, herbs, massage and acupuncture, and
that more than half of them failed to inform their
physician of the uses.

“While the public generally assumes that vita-
mins and herbs are safe, a rapidly growing num-
ber of studies show that they can have potentially
harmful effects and interactions with other
drugs,” says Stephen Reich, MD, associate pro-
fessor of neurology at Johns Hopkins and co-
author of the study. 1

The researchers found no relationship between
the severity of disease and use of alternative thera-
pies, suggesting that people are not turning to
alternative therapies out of desperation, Reich
added. Most patients (48%) said they learned about
alternative treatments from family and friends, 23%
from the media, and 11% reported that a health care
provider suggested alternative therapy.

The Parkinson’s patients who use alternative
therapies tended to be younger, more educated
and have higher incomes than patients who did
not use the therapies, the researchers reported.

A nationwide survey conducted by the Center
for Alternative Medical Research and Education
at Beth Israel Deaconess Medical Center found
that 79% of the respondents thought that a com-
bination of traditional and alternative therapies is
superior to either one alone.2

A majority of respondents in that survey did
not share their use of alternative therapies with
their physicians, believing “it is not important for
the doctor to know” (61%), or “the doctor never
asked” (60%). In addition, 31% believed that their
use of alternative therapies was none of the doc-
tor’s business, and 20% believed their physician
would not understand.

“Medical doctors and other conventional care-
givers who are knowledgeable about complemen-
tary and alternative medicine practices have a
unique opportunity to advise patients about the
use or avoidance of these therapies,” points out

David M. Eisenberg, MD, lead author of the
study and director of the Division for Research
and Education in Complementary and Integrative
Medical Therapies and associated professor of
medicine at Harvard Medical School.

Nearly four-fifths of the respondents in the
study expressed support for a combination of
complementary and alternative medicine and tra-
ditional therapies, while only 21% considered
alternative therapies to be superior. 

The researchers concluded that the popularity
of complementary and alternative therapies can-
not be attributed to dissatisfaction with orthodox
care but is more likely because patients increas-
ingly view medical doctors as members of a
larger patient-selected health team. 
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Don’t just manage care —
measure your progress
Benchmark your program against standards

If you’re involved in managing the care of
patients with chronic illnesses or providing dis-

ease management, you need to be measuring and
assessing the effectiveness of your programs.

“If case managers and the organizations for
which they work are worried about quality, they
need to assess what they are doing and know
how to benchmark their program against stan-
dards,” says Dennis Scanlon, PhD, assistant pro-
fessor of health policy and administration at
Pennsylvania State University.

If you’re a case manager for a managed care
insurer, you already may have data at your finger-
tips to give you a head start on determining where
to focus your efforts. Data from the Health Plan
Employer Data and Information Set (HEDIS) and
Consumer Assessment of Health Plans (CAHPS)
survey can be invaluable to insurers as a way of
monitoring quality of care, Scanlon says. 
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Although the performance measurement sys-
tems were developed to inform consumers and for
use in accreditation, MCOs should find the mea-
sures useful for improving quality of clinical care,
he says.

Scanlon is the lead author of a new study that
looks at how managed care plans use perfor-
mance measures to improve the quality of their
members’ health care. Among his conclusions
was that there is a significant variation among
plans in terms of their ability to improve quality.1

If case managers are not already involved in
your organization’s quality improvement efforts,
they should get involved. “Case managers and dis-
ease management people are carrying out a lot of
what is going on in quality improvement,” he says.

And if you are involved in disease manage-
ment or the care of chronically patients at the
population level, you need to be doing some sort
of outcomes measurement, he says.

“If someone is not measuring, I would be skep-
tical about whether they are focusing on quality.
One can’t know what to improve unless they

measure it. The measurement tells you where you
stand and points you in the direction of what
should be improved,” he adds.

Although you may be dealing with patients on
a one-to-one basis, your disease management and
chronic care quality improvement efforts should
be measured on a population basis, he says.

That doesn’t mean that the physician or even
the case manager won’t sometimes deviate from
the plan on an individual basis, he adds.

“The point is that there is enough evidence that
certain things need to be done with certain popu-
lations and they are not getting done,” he says.

As long as health plans are collecting HEDIS
and CAHPS data, they might as well put them to
use; otherwise, they’re just spending money to
collect data, Scanlon says. He expressed doubt
that very many consumers use the data in choos-
ing a health plan. “There is no strong evidence
that consumers are intrigued by this issue.
Accrediting bodies have built some of HEDIS into
accreditation scores, but only a handful of mea-
sures are involved in the scoring,” Scanlon says.
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Focus on population
health in your QI efforts
Choose areas where you most need improvement

If you want to focus on quality of care to mem-
bers, first consider the concept of population

health, rather than individual health, Dennis
Scanlon, PhD, says.

When it comes to common things that afflict
many members, it’s best not to develop one-on-
one quality improvement plans, but initiatives
that are based on a larger population, says
Scanlon, assistant professor of health policy and
administration at Pennsylvania State University,
and lead author of a study on managed care
plans and their use of performance measures in
quality improvement plans.

Here are the steps he suggests:
• Identify the main health concerns at the

population level of your membership.
Whether you deal with Medicare, Medicaid,

or commercially insured populations, your
members are likely to have varying needs based
on your particular geographic location and the
demographics of your population base.

“There is always diabetes and asthma, but in

some areas, the focus may be a little different
from others,” he adds.

• Determine what is the greatest need
within the population you serve.

For instance, if most of your members are
Medicare recipients, you probably don’t need to
focus on childhood immunizations.

• Compare your HEDIS results to bench-
marks from other organizations to identify
areas of opportunity.

One of the advantages of data sets is that they
allow you to benchmark against other organiza-
tions to see where you fall short. “Part of the
process is to recognize your current level of per-
formance,” he says.

• Recognize that you can’t focus on all your
population’s needs at one time. 

“The idea is to decide what wars you’re going
to wage,” he says.

• Benefit from the work of others.
Once your areas of focus are chosen, look for

models that may have been developed by other
organizations. Research what works and doesn’t
work.

“There are a lot of opportunities to learn what
others are doing and assess what you are doing
relative to that,” he says. 

• Measure your progress.  n



He adds that he has not seen any strong evi-
dence that Medicare and Medicaid HEDIS and
CAHPS data are being used much by govern-
ment agencies, either.

However, HEDIS and CAHPS data are invalu-
able to insurers as a means of monitoring the
quality of care, Scanlon says.
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QI initiatives vary among
health plans, study finds
Access to care doesn’t necessarily mean quality care

When Dennis Scanlon, PhD, studied health
plans and their quality improvement initia-

tives, he found a wide discrepancy in the types
and intensity of projects implemented by the vari-
ous plans.

“Everybody says they’re focusing on quality
improvement (QI) and disease management, but I
found a significant amount of variation among
the health plans I studied,” says Scanlon, assis-
tant professor of health policy and administration
at Pennsylvania State University and lead author
of a study on what health plans were doing to
improve the quality of care for enrollees.

For instance, take diabetes care. At the low end
of the spectrum, the diabetes disease management
program for some health plans consisted of send-
ing their physicians the American Association of
Diabetes guidelines in the mail. “They may call
this quality improvement, but they’re not really

doing much to focus on quality,” he says.
On the other end of the scale, Scanlon found

some health plans with case managers who are
nurses trained in diabetes care, who pinpoint the
diabetics in the plan and reach out with a tele-
phone call to get them enrolled in a formal dis-
ease management program. 

These programs often included patient educa-
tion on how to self-monitor, setting up a relation-
ship with a primary care physician, and making
sure that the screenings, and eye and foot exami-
nations diabetic patients need are ordered by the
physician.“Health plans do appear to be involved.
They’re not just saying they have case managers
who focus on disease management, but they have
coordinated programs,” Scanlon says.

While HMOs are measuring and reporting per-
formance, the first step in quality improvement,
not all plans are equally effective in assuring that
their members receive high quality care, he adds.

Scanlon’s message to health care insurers is:
Take your job seriously and understand what the
state of the art is in chronic care and disease man-
agement. If the care you’re providing isn’t up to
snuff, you need to change and improve, he adds.

“This trickles down to the case manager, who
hopefully is involved in the decisions about
care,” Scanlon says. Documented literature shows
that a fraction of primary care physicians are fol-
lowing disease management guidelines when
treating their patients, Scanlon says.

“This implies that if you are allowed to go to
see whatever doctor you want, there is a chance
that your physician might not comply with state-
of-the-art recommendations, and that’s trou-
bling,” Scanlon says.

Current government efforts to expand patients’
access to health care, and the trends among HMOs
to increase access to care may not necessarily mean
that patients get better care, he asserts.  n

Pregnancy management
saves millions in NICU cost
Case managers notified of at-risk patients early on

Aprogram that identifies high-risk pregnancies
early on and notifies payer case managers

has yielded significant improvements in preg-
nancy outcomes for health plans and employers,
Matria Healthcare Inc. reports.
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The Atlanta-based company’s MaternaLink
disease management program generated neo-
natal intensive care unit (NICU) cost savings of
nearly $45 million for the more than 121,000
births it managed during a four year period. 

NICU days per 1,000 births dropped from
1,194 days in 1997 to 1,013 days in 2000 for partic-
ipating health plans, well below the national
average of 1,200 to 1,500 NICU days per 1,000
births, says Gary J. Stanziano, MD, medical
director for Matria. 

The decrease was more dramatic for plans that
participated in the program for three years, drop-
ping to 970 days per 1,000 births in 2000.

When patients who are members of participat-
ing health plans visit their physician for their first
pregnancy visit, the program automatically identi-
fies them and asks them to participate in the pro-
gram by filling out a risk assessment questionnaire.
The screening questionnaire is available by mail, by
fax, telephone call to a Matria customer services
representative, or over the Internet.

About 85% of patients choose to participate,
according to James Reichmann, president of
Matria’s Women’s Health Division. 

The program identifies early on the 10% to 20%
of pregnant women who have high risk pregnan-
cies. “The participation rate with pregnant
patients is very high. Most patients are very inter-
ested and motivated to have a good outcome,”
Reichmann adds. 

All patients who participate in the program
receive a customized newsletter from Matria.
Those who are at risk receive educational material
tailored to their specific condition or risk factor.

The program immediately identifies pregnant
women who are likely to have high cost pregnan-
cies, either because of hospitalization throughout
the pregnancy or adverse outcomes. For instance,
patients with multiple gestation, a history of pre-
term labor, or diabetes in pregnancy are among
the high risk patients.

The immediate notification allows the health
plan’s case managers to begin to manage the preg-
nancy. “We rapidly identify patients who will get
the most benefit from case management services
that are available to the patient,” Reichmann says. 

A common problem is that the plan doesn’t
know a patient is pregnant until she is hospital-
ized. “The program notifies the health plans of
patients who need to be case managed before
they have any additional expenses so the case
managers can intervene early in the pregnancy,”
Reichmann adds.

Pregnant patients are asked to fill out a second
risk questionnaire at around 28 weeks to further
identify patients who may have high-risk condi-
tions in their current pregnancy.

“We chose the mid-gestational time because of
conditions that appear later on in the pregnancy,
such as pregnancy-induced hypertension and
gestational diabetes,” Stanziano, adds.

The MaternaLink program doesn’t replace any
internal pregnancy management programs the
health plans may have, Reichmann says. 

“We do front end risk assessment and send out
customized educational material. We quickly cull
out the population that will benefit most from case
management and allow the case manager to move
the patient to [the most] appropriate and least
expensive medical management opportunity. It
could be home care services or behavior modifica-
tion programs such as smoking cessation or drug
and alcohol abuse counseling,” Reichmann says.

Once a patient delivers, Matria collects patient
outcomes and puts together an outcome report
for the payer.

Here are some of the outcomes for 2000:
The pre-term birthrate for participating plans

was 8.6%, compared with the national bench-
mark of 11.8%.

The low birth weight rate was 6.2% compared
with the national average of 7.6%.

Among MaternaLink participants, only .9% of
births were at less than 32 weeks, compared with
the national average of 1.96%.  n

Identity is important 
for case managers
Make people know who you are and what you do

By Sherry L. Aliotta, RN, BSN, CCM
President/CEO 
S.A. Squared, Inc.
Farmington Hills, MI 

No matter what you “used to be,” you are now
a case manager. I have been a case manager

since before my son was born. As preparation for
this article, I asked him to describe my job.

“Well, you used to be a nurse. Now, you find
people who are really sick, and find cost efficient,
yet effective ways to help fight the people’s ill-
ness. You’re a case manager.” After 16 years of
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living in the same household with a woman who
nearly lives and breathes case management, he
still struggles with a clear definition. 

His and other comments have caused me to
reach the following conclusions. 

First, consumers must have a clear understand-
ing of who a case manager is, what a case manager
does, what they should expect from their case man-
ager, when they should contact a case manager,
and how to contact a case manager. We must make
sure people know who we are and what we do. 

Second, case management outcome measures
are extremely important. We must demonstrate
that we make an impact. However, we can’t just
measure results. Results without a clear defini-
tion of the variables that yield the success can’t be
reproduced. 

Many individuals and organizations have
taken great time and care in mapping out defini-
tions of case managers and case management.
Yet, many case managers find that they have to
explain what they do to anyone outside and
many within the health care industry.

There are many reasons. We come from a vari-
ety of educational and professional disciplines.
We work in a variety of settings, and even our
certifications are diverse

The perspective of each discipline only serves
to enhance our effectiveness in handling the
range of issues we encounter on a daily basis. The
real issue is what we do.

Every day, managers are heard asking poten-
tial applicants, “What does case management
mean where you currently work?” If managers
must ask, and the answers are only meaningful
only to those of us “in the know,” how can con-
sumers be expected to understand? 

We must identify when we are in the case man-
agement process and when we are not.

Our challenge is to communication our func-
tions in a way that consumers understand. We
must make it broad enough to encompass the
diversity of situations faced by case managers
and yet make it precise enough to be understood.

At the onset of case management, it seemed
that “management” was the word that said it all.
Now, case management has become a ubiquitous
term. One physician recently told me, “Everyone
I talk to now seems to be a case manager. I fully
expect to go to Wal-Mart, have a person hand me
a basket, and say ‘Welcome to Wal-Mart, I am
your case manager’.”

What are the hallmarks of case management? 
First and foremost we talk to the person who

is at the center of our efforts — the client. One
colleague recently said, “If you aren’t talking to
the client, you are not doing case management.” 

Second, we are problem-solving experts. We
handle anything relating to problems. A look at
the steps of the case management process will
help drive home this point. With a health care
system that even proponents admit has many
problems, people who can involve individuals to
solve health care problems would seem to be a
valuable asset.

Third, we are guides. We point people in the
right direction. We tell them of the perils ahead
and how to avoid them. We help them navigate
the strange and unfamiliar world of health care
delivery and reimbursement. In a world where
we commonly hear consumers say, “When it
comes to health care, I am lost,” a capable guide
could represent a substantial benefit.

We are also connectors. In addition to guiding
people to the best resources to solve their problem,
we make sure the connection occurs, that the indi-
vidual feels the right connection, and that the con-
nection addresses the problem for which it was
intended.

Case management is a very personal and indi-
vidualized experience for those who are involved.
Most of us derive a great deal of satisfaction from
the relationships and the results. Somehow, this is
often enough. None of us became case managers
for the fame and glory. 

Getting our message across just hasn’t seemed
that important if we are making a difference one
person at a time. Some of us are just plain uncom-
fortable in showcasing our accomplishments and
values. I have often heard case management
referred to as “the best-kept secret of health care,”
and in many ways this is true. 

We must clarify our identity in a way that
allows people inside and outside of health care to
understand the role we play. 

People don’t puzzle when you say you are a
nurse. No one seems confused if you reveal you
are a social worker. The role of the case manager
needs to be as clear as these and others. 

Because the role of the case manager requires
many skills and encompasses a wide variety of
tasks, this will not be an easy job. There are many
documents that speak to this point. And, while we
still need to work making those in health care
understand what we do, we should also try writing
documents directed at our numerous consumer
groups such as patients, health plan members,
employees, and others. 
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We need to define and report what we do and
the impact of those actions through outcomes that
consumers of case management value. These out-
come measurements must clearly reflect our mis-
sion as a professional discipline. Our accountability
needs to be clearly recognized and honored. 

Satisfaction with our services should be
researched and reported. This approval of our
services should also be based upon clearly estab-
lished expectations. Merely stating what should
be expected of the case manager helps educate
the consumer. Our accountabilities will help all of
us decide who is and is not fulfilling the con-
sumer’s expectations.

Most of us have transcended what we used to
be, but we have yet to clearly identify what we
have become. The solution lies in sharing our
story in ways that matter and have meaning to
consumers. Everyone who has ever had an effec-
tive case manager wants one the next time they
find themselves in need. 

Our role is clear to people who have had case
management. It has meaning. It has value. They
can express their results. To them, what we used
to be is irrelevant. They value what we are. The
solution lies in communicating that essence to
those who need us. 

For more information, Sherry Aliotta may be
reached at S. A. Squared, Inc., 30137 White Hall
Drive, Farmington Hills, MI 48331 Telephone: (248)
788-2986, or by e-mail: sasquared@earthlink.net.  n

Case management: What
consumers should expect
Communication is important part of the process

By Sherry L. Aliotta, RN, BSN, CCM
President/CEO 
S.A. Squared, Inc.
Farmington Hills, MI 

When a consumer is assigned a case manager,
he or she should have expectations that

case managers should be prepared to meet.
Consumers should expect to consent to case

management services, to know that a case man-
ager is involved, who the case manager is affili-
ated with, who will know what they tell the case
manager, and how information will be disclosed.

They also should be educated on the process we
that we will follow to help them. 

Clients should expect to talk to their case man-
ager. No one can be their advocate, planner, facili-
tator, assessor, problem solving consultant, guide,
or connector without having talked to the client.

The communication may begin with the initial
assessment, but it should not end there. Case
managers should be in regular contact with the
consumer to make sure he or she is informed and
participating.

Advocacy is incomplete unless the individual
is educated to be as self-reliant as possible. Even
in cases where the case manager must act as the
individual’s advocate, the patient should be as
aware and involved as their circumstances allow.
The consumer should learn about the system,
about their illness, about what they can do to
manage it, about when to seek help, from whom
to seek help, and hundreds of other issues that
are as diverse as the people we serve.

Consumers should expect to participate in
their care and goal-setting. Levels of participation
may vary with individuals, but they should
expect to have their interests represented and
honored every step of the way. Through the
learning process, individuals should be empow-
ered to be the primary decision makers. Goals
should be theirs, not ours. 

In order to participate fully, consumers need to
understand the case management process. How
do we identify them and how do they identify
us? How do we decide which individuals need
case management and which ones do not? How
do they reach us? How can they access case man-
agement information? How do we decide when
our involvement ends? 

No one can fully participate in a process until
they understand it. Not everyone will want all of
this information, but the case manager should
make sure that there is sufficient understanding
to allow for full participation at the level desired.

They should expect competence. The case
manager should be fully qualified to advise con-
sumers with the health problems and issues com-
mon to the consumer group they serve. This
includes cultural competency. Case managers
must maintain their proficiency through contin-
ual learning. 

They should expect integrity and ethical prac-
tice. Ethical practice includes respect for the indi-
vidual’s autonomy and adherence to ethical
principles. Codes of conduct and ethical stan-
dards for case management are published and
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available. Sadly, many case managers are not
aware of their existence. This is not to say that
these case managers are practicing in an unethical
manner. It is merely evidence of yet another gap
in creating consistency and awareness within
case management. Again, if we are not clear
within the practice, how can we clarify the issue
for consumers? 

They should expect that the case manager
could work with them across the continuum of
care, or at least have a clear understanding of the
scope of case managers. The ideal circumstance
involves a case manager who can work with the
client regardless of care setting, payer source, or
other system inspired boundaries. 

In the absence of the ideal, the consumer should
expect to know how long and under what circum-
stances the case manager will be involved and

who will be available when one case manager
must cease involvement.

These expectations exist as my opinion only,
although it is inspired by existing works such as
the CMSA Standards of Practice for Case
Managers and the American Accreditation
Healthcare Commission (URAC) Standards for
Case Management Organizations. While this list
not meant to be prescriptive or all-inclusive, it is
representative of the type of communications we
must have with case management consumers. It
is a part of clarifying our identity and creating
accountability to those we are here to serve.  n

Prepare, but don’t panic
over HIPAA regulations
Make sure your data is secure

When Dennis Melamed talks to health care
professionals about the Health Insurance

Portability and Accountability Act (HIPAA) he
likens it to talking to his son about cleaning his
room.

“HIPAA is something you have to do in order
to do something else,” he says. The complexity of
HIPAA has confused people and promoted a lot
of misconceptions. But while the HIPAA regula-
tions may change the way you do business,
there’s no reason to panic, adds Melamed.

He is co-author of The HIPAA Handbook: What
your Organization Should Know about HIPAA, com-
missioned and published by Washington, DC-
based American Accreditation HealthCare
Commission (URAC), and the editor and pub-
lisher of Health Information Privacy Alert, the old-
est newsletter dealing with HIPAA. 

“In my view, nobody is going to go to jail
because of HIPAA. Health care organizations aren’t
going to be shut down if they are trying to protect
data and there is a lapse. There are no strict liability
standards for accidental releases,” Melamed says.

HIPAA’s privacy and security regulations are
merely a re-negotiation of the confidentiality of
health care data that patients share with their
physicians, he points out. 

“Before computers and HMOs, there was an
implicit contract of confidentiality between patient
and doctor. But now with our new models, there
are scores of people who have a vested interest in
patient data,” Melamed says.
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Steps in the case 
management process
Assessment/Case Identification and Selection 

We have to take a thorough and objective look at
the entire situation and use that data to clearly
help the individual identify the problem.

Problem Identification
It is not enough to simply name the problem, we
have to help the individual understand its roots, its
impact, and why it persists.

Planning
We have to work with our client and all those
involved with the problem and its solution to
develop a plan that reduce or eliminate the prob-
lem. This involves identifying the connections that
must be made and the resources that must be
involved.

Monitoring
We have to see how the plan is working and
make sure everyone on the problem solving team
has input into deciding how we are doing and if
changes are needed.

Evaluating
We have to evaluate the very services that the
health care system offers us as tools. Do we have
the right resources? Are they effective? Is their
quality matching our client’s expectations?

Outcomes
We have to work with the problem solving team to
determine how well we did at solving the problem.
What was the impact? We have to help the team
answer the question, “so what”?



Under HIPAA, covered entities, which include
providers, insurers, and clearing houses, must
provide reasonable protection of patient confi -
dentiality and privacy, Melamed says.

Consent typically is focused on the provider.
The patient has to give consent for treatment, pay-
ment, and health care operations. Typically, the
provider is the only one who is going to get that. 

“A lot of the work that case managers do clearly
falls under treatment. The odds are that when a
case manager becomes involved, the consent for
treatment already has been obtained by the doctor
who made the diagnosis,” Melamed says.

For instance, if you are a case manager work-
ing for an insurer and a patient is referred to you
for disease management, that would be covered
by consent.
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CEquestions

21. In the Putting Prevention into Practice
Program at the Community Health Institute at
Winchester Hospital in Woburn, MA, two staff
members have enrolled about how many
patients?
A. 10,000
B. 25,000
C. 50,000
D. 75,000

22. In a nationwide survey conducted by the
Center for Alternative Medical Research and
Education at Beth Israel Deaconess Medical
Center, what percentage of respondents
thought that a combination of traditional and
alternative therapies is superior to either one
alone?
A. 16%
B. 32%
C. 48%
D. 79%

23. List the first step in developing a population-
based quality improvement plan, according to
Dennis Scanlon, PhD, assistant professor of
health policy and administration at Pennsylvania
State University.
A. Identify the main health concerns at the pop-
ulation of your membership.
B. Determine what is the greatest need within
the population you serve.
C. Benefit from the work of others.
D. Measure your progress.

24. What is the deadline for compliance with the
privacy regulations of the Health Insurance
Portability and Accountability Act?
A. January 2002
B. April 2003
C. October 2003
D. January 2004



The exception might be a population-based
disease management program, he says. However,
he added, in most cases, the company, not the
case manager, would deal with population based
disease management. 

Case managers are unlikely to face any kind of
criminal penalties under HIPAA unless they’re
selling their patient data or otherwise acting in a
criminal fashion, Melamed says.

However, as a case manager, you do have the
responsibility for authenticating and protecting
the data you use. You should focus more attention
on the security of your data and more attention to
people who are taking care of sensitive data.

Case managers should start looking toward
HIPAA by looking at what they do from a data
integrity point of view:

• Who has access to your data?
• What program could affect your data?
• When you submit data, how can you be sure

it’s accurate data?
“One of the best ways to protect accuracy is to

protect that data and who has access to it,” he says.
Since laptops are easily stolen, make sure the

data are encrypted, he says. Make sure people at
work don’t use your computer. Make sure the
data are secure and that you don’t leave disks out.

“These are the everyday kinds of things that
people often don’t pay attention to,” he says. 

If you are collecting health information on
your computer and you have been using it for
anything else, you would be wise to get a new
computer. “The biggest threat is not going to
lapses in privacy or security per se. It’s going to
be a threat to the integrity of the data,” he says.

Melamed offers one other tidbit on HIPAA:
Right now, there are no restrictions on data shar-
ing by anyone. “People who say HIPAA pre-
vents your from sharing data now are wrong.
The privacy rule does not take affect until April
2003 and anybody who tells you they can’t share
data under HIPAA is telling you they don’t want
to share it,” Melamed says. Under HIPAA the
US Department of Health and Human Services
has the authority to defer the deadlines, includ-
ing the April 2003 deadline for the privacy regu-
lations compliance 

But don’t wait until the last minute, he advises.
“If you wait until the last minute you may put

yourself at risk. HHS will require that providers
have made good faith effort to comply, “ he adds.

For more information, contact Dennis Melamed
at hipalert@aol.com. To order the book, contact
Order Fulfillment, URAC (202) 216-9010.  n
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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. n

PROFESSIONAL

DEVELOPMENT/LEGAL/ETHICS:
John D. Banja, PhD 

Medical Ethicist
Associate Professor

Emory University Center for
Rehabilitation Medicine

Atlanta

Jeanne Boling
MSN, CRRN, CDMS, CCM

Executive Director
Case Management Society 

of America
Little Rock, AR

Carrie Engen, RN, BSN, CCM
Director of Advocare

Naperville, IL 

Sandra L. Lowery
RN, BSN, CRRN, CCM

President, Consultants in Case
Management Intervention

Francestown, NH

Catherine Mullahy, RN, CRRN, CCM
President, Options Unlimited

Huntington, NY

Marcia Diane Ward, RN, CCM 
Small/Medium Business

Global Marketing Communications
IBM Corporation

Atlanta

LONG-TERM CARE/GERIATRICS:
Rona Bartelstone

MSW, LCSW, CMC
President/CEO

Rona Bartelstone Associates
Fort Lauderdale, FL

Betsy Pegelow, RN, MSN
Director of Special

Projects, Channeling
Miami Jewish Home and 

Hospital for the Aged
Miami

WORKERS’ COMP/
OCCUPATIONAL HEALTH/

DISABILITY MANAGEMENT:
LuRae Ahrendt, RN, CRRN, CCM

Nurse Consultant
Ahrendt Rehabilitation

Norcross, GA

B.K. Kizziar, RNC, CCM, CLCP
Case Management Consultant

Blue Cross/Blue Shield of Texas
Richardson, TX 

Anne Llewellyn, RN.C, BPSHSA,
CCM, CRRN, CEAC

Owner, Professional Resources
in Management Education

Miramar, FL

BEHAVIORAL HEALTH:
Mark Raderstorf, CCM,

CRC, LP, LFMT
President, Behavioral Management

Minneapolis

Susan Trevethan, RNC, CCM, CDMS
Disability Nurse Administrator

Pitney Bowes
Stamford, CT

EDITORIAL ADVISORY BOARD



December 2001 / CASE MANAGEMENT ADVISOR ™ 1

Health care use has remained
constant over past 40 years

Although there have been major changes in
the organization and financing of health

care, the estimated monthly use of health care
services by Americans has remained consistent
over the past 40 years, according to a study sup-
ported by the Agency for Healthcare Research
and Quality (AHRQ).

Researchers have found that 80% of
Americans experience health problems each
month, and roughly 27% see a physician. 

The study updated a 1961 landmark study by
Kerr White, MD. Researchers found that their
data were similar to White’s estimates more than
30 years earlier. The research team based its esti-
mates primarily on data from AHRQ’s 1996
Medical Expenditure Panel Survey as well as a
Gallup Survey conducted in the spring of 2000.  t

Few older Americans know about
peripheral arterial disease

The majority of older Americans know little
about peripheral arterial disease (PAD), and

many are not being screened for this life-threat-
ening disease, a survey by the National Council
on Aging has revealed. 

The survey shows that two-thirds of Americans
over 50 are not aware of the disease and that more
than half of the respondents with symptoms asso-
ciated with PAD are not being screened by their
health care professionals.

Symptoms include leg pain, cramping, and
exhaustion. Some people with the disease do not
exhibit any symptoms.A simple test comparing
blood pressure readings from a patient’s arm and
ankle can detect PAD. 

“Without treatment, those with PAD are at sig-
nificantly increased risk to experience a stroke or
heart attack, but the good news is that PAD is
easily diagnosed and is treatable,” says Robert
Rosenson, MD, director of Preventive Cardiology
at Northwestern University’s medical school.

For more information about PAD, see the
Vascular Disease Foundation web site at
www.vdf.org.  t

Diabetes, obesity threaten
Americans’ health

Diabetes and obesity increased dramatically
during the 1990s with little change in the

public’s habits that cause the two conditions, the
Centers for Disease Control and Prevention
(CDC) have reported.

From 1991 to 2000, there was a 61% increase in
obesity and a 49% increase in diabetes among
Americans, which can be attributed to the fact
that many Americans are not maintaining a
proper diet and are not getting enough exercise. 

“If we continue on this course for the next
decade, the public health implications in terms of
both disease and health care costs will be stagger-
ing,” says Jeffrey P. Koplan, MD, CDC director.

Currently about 9.4% of national health care
expenditures in the United States are directly
related to obesity and physical inactivity, Koplan
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adds. In 1997, the health care expenditures for
diabetes were estimated at $98 billion.

African Americans and those with little educa-
tion had the highest percentage of both diabetes
and obesity. However, according to Frank
Vinicor, MD, director of the CDC’s diabetes pro-
gram, the recent national increases are caused
more by lifestyle than genetic make up.

“We are encouraged by new studies that show
healthy eating and regular physical activity can
actually prevent or delay the onset of Type 2 dia-
betes even in high-risk individuals. Promoting a
health lifestyle should be a national priority,
beginning in our schools and carrying over into
our work places, communities, and especially
into our health care system,” he says.  t

Women approach health care
differently from men

Women are 33% more likely than men to
visit a doctor, even excluding pregnancy-

related visits, a new report from the Centers for
Disease Control and Prevention has concluded. 

The study concluded that women are signifi -
cantly more likely to receive prescriptions for
hormones and antidepressants. 

The information is contained in the report
“Utilization of Ambulatory Medical Care by
Women: United States 1997-98” which used data
from the CDC’s National Center for Health
Statistics.

Here are some other findings:
On average, women made about 4.6 visits a

year, ranging from 3.8 for those 15-44, to double
that for women over 65.

Younger women tend to visit primary care
physicians and emergency departments, while
older women tend to see specialists.

Black women had higher rates of visits for
hypertension, complications of pregnancy, and
diabetes.

The most common diagnostic or screening ser-
vice for women was blood pressure screening,
followed by pelvic exams and urinalysis.

The most frequent sources of payment for
ambulatory care visits were private insurance
(50%), Medicare (22%), and Medicaid (9%)

For more information, or to download the
report, visit the CDC web site: www.cdc.gov/
nchs. t

Study shows reduction in 
recurrent stroke risk

More than 500,000 TIA (mini-strokes) could be
prevented annually by using a combination

of perindorpril, a high blood pressure medication,
and indapamine (a diuretic), a new study has
shown. 

The study, sponsored by the National Stroke
Association, was a 6,000-patient randomized trial
conducted in 10 countries over the past five years. 

The use of ACEON (also known as perindor-
pril) has was found to reduce the risk of sec-
ondary strokes by 50%. ACEON also reduces
stroke-related dementia and serious cognitive
impairments that stroke victims suffer by 50%. 

“These results are the biggest single advance
in secondary stroke prevention,” investigators
reported. ACEON lowers blood pressure and
reduces the risk of blood clots, which is the sig-
nificant cause of strokes. Secondary strokes are
fatal about 25% of the time and there is great
likelihood that a stroke victim will experience
another stroke within five years of their first.

ACEON is a one-dose-a-day medication that is
effective for 24 hours eliminating the problem of
patients forgetting to take their medication.

“For the thousands of stroke survivors facing
yet another debilitating stroke, the results of this
trial are encouraging and give us another viable
weapon in the fight against stroke-related dis-
abilities and deaths,” says Thomas G. Brott, MD,
vice chairman of the National Stroke Association
and senior associate consultant, department of
neurology, Mayo Clinic in Jacksonville, FL. 

To learn more information on strokes, visit
www.stroke.org.  n

Send us Resource Bank items

If you have a new resource, conference, or
seminar that can help other case managers

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

Send items for publication to Mary Booth
Thomas, Editor, Case Management Advisor, PO
Box 740056, Atlanta, GA 30374. Phone: (770)
934-1440. E-mail: marybootht @aol.com. 

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