
Accountable care organizations 
emphasize prevention, coordination
Partnerships aim to improve care, eliminate waste

As talk of reimbursement reform and pay for performance escalates 
and health care stakeholders look at ways to improve patient 
access and outcomes while reducing waste and costs, payers and 

providers are joining together to create accountable care organizations 
(ACOs), partnerships that agree to be accountable for the quality, costs, 
and overall care of a patient population. 

Accountable care organizations are patient-centered partnerships 
between payers and providers and have an emphasis on prevention and 
care management across the continuum. 

In an accountable care organization, the payer, the providers, and, in 
some cases, the purchaser agree on a payment model and share the sav-
ings as waste is eliminated. 

According to Richard Bankowitz, MD, MBA, SACP, enterprise-wide 
chief medical officer for Premier, an alliance of health care providers with 
a mission to improve the health of the communities, the ACO initiative 
has a triple mission: 

• to improve population health;
• to improve the care experience;
• to reduce the total cost of care.
“To be part of an accountable care organization is any case man-

ager’s dream. Accountable care brings to the forefront what case 
managers have been talking about for decades: the need to have sol-
idly constructed and effective multidisciplinary teams. As case man-
agers, we know how important it is for the patient experience across 
the continuum of care to be seamless; but it remains a bumpy ride. 
ACOs are designed to eliminate the bumps and gaps in care,” says 
Victoria Choate, RN, CCM, RN-BC, CCP, PAHM, vice president of 
performance excellence and chief quality officer at Cheyenne Regional 
Medical Center in Cheyenne, WY.

Cheyenne Regional Medical Center is partnering with a local health 
plan and a physician organization to develop and implement an ACO. 
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(For details, see related article on page 3.)
The accountable care model places the focus in 

health care back where it belongs — on improv-
ing the health of individuals, says David Epstein, 
MD, CIGNA senior medical director for Georgia. 
The Philadelphia-based health service company 
and Piedmont Physicians Group, part of Atlanta-
based Piedmont Health, have launched an ACO 
pilot program. (For details on their program, see 
page 5.)

“Health care in the United States has shifted 
away from prevention and primary care, which 
has resulted in a ‘disease care’ system that 
relies more on specialist intervention and res-

cue procedures rather than improving health 
and providing greater value to patients. The 
patient-centered model places the emphasis on 
improving the health of individuals through 
comprehensive primary care services and deliver-
ing better outcomes through enhanced care coor-
dination,” Epstein says. 

The goal of the accountable care organization 
initiative is to improve quality and moderate costs, 
Choate says.

“We don’t want to eliminate necessary costs, 
but by anticipating what the patients’ care needs 
are and by shepherding them across the care con-
tinuum, we want to eliminate the costs associated 
with unnecessary care,” she says.

Studies have shown that up to 30% of health 
care funds are spent on unnecessary and duplica-
tive tests, treating complications that could have 
been avoided, and providing care in an expensive 
setting when it could have been provided at a 
lower level of care, Bankowitz says. 

“The current system simply is not sustainable. 
The accountable care model is an exciting concept 
and one that is badly needed,” he says. 

The primary problem with the current health 
care system is that care is fragmented and not 
coordinated from the patient’s point of view, 
Choate says.

“Patients often see several providers in multiple 
settings. Sometimes their records are available, 
and sometimes not. There is a lot of duplication of 
services and waste. Accountable care organizations 
provide a mechanism to coordinate care and elimi-
nate duplication across the continuum,” she says.

Fragmented care can lead to medical errors and 
waste, Bankowitz says.

Accountable care organizations are designed to 
eliminate waste and unnecessary spending and to 
ensure that patients get preventive care that will 
keep them well by proactively managing chronic 
disease and coordinating care provided in multiple 
settings, Bankowitz says.

“Everybody tries to eliminate waste, but one 
of the realities of the current model is that if you 
eliminate waste and reduce unnecessary emergency 
department and hospital visits, the savings go to 
the payer, and hopefully back to the purchaser and 
the consumer. There is no incentive on the part of 
the provider to eliminate waste,” he says.

Accountable care organizations require an infra-
structure that includes a person-centered health 
home provider, a mechanism for coordinating 
care, and a way to share information.

“We need health care professionals who are 



January	2011	/	case	management	advisor ™		 3

trained to think about the whole continuum of 
care, how to coordinate care, and how to be pro-
active to help patients get the level of care they 
need but not receive wasteful or unnecessary care,” 
Bankowitz says.

The model may differ depending on the needs 
of the communities and the structure of the col-
laborating organizations, but all include payer/
provider partnerships and reimbursement models 
that reward providers for providing value rather 
than on the basis of patient volume, Bankowitz 
says.

Payers always have been especially interested in 
cost and quality, he says.

“Their role is to provide for efficient care of the 
patient, and that hasn’t changed. What is changing 
is that we are looking at the whole delivery model 
and not just the payment model. The delivery 
model is changing with better coordination of care 
and emphasis on the patient’s health home,” he 
says.

Premier is partnering with nearly 80 health 
care systems nationwide to help them develop and 
implement the accountable care model in their 
areas.

The ACO Implementation Collaborative is 
designed to assist health systems in partnering with 
payers and physician practices to implement the 
model in their area. Twenty-four health systems 
with more than 80 hospitals are participating in 
the collaborative.

More than 50 health care systems are part of 
Premier’s ACO readiness collaborative and are 
developing the organization, skills, team, and 
operational capacities needed to develop the model 
in their areas.

“We brought hospitals to the table because the 
organization’s owners are hospitals, but it can’t 
be solely a hospital activity. Patients receive care 
along the continuum within multiple levels. If care 
isn’t coordinated, it results in excess services and 
waste and has the potential for errors,” he says.

Regardless of the structure of the model, 
accountable care organizations all include people-
centered health homes that delivery primary 
care and coordinate with other providers as 
patients move through the health care continuum, 
Bankowitz says.

“Historically, continuity of care has been a 
series of hand-offs. Now people are sitting at the 
table and discussing what the patient needs in their 
environment and what is needed when the patient 
goes to another level of care,” Choate says.

The initiative refers to “person-focused care” 

rather than “patient-focused” care and “health 
homes” rather than “medical homes” because 
an accountable care organization looks at the 
health of a population and keeping a population 
healthy.

“Many individuals in that population may 
be healthy and they’re not patients. We want to 
keep them as healthy as possible. That is why this 
model has greater emphasis on primary care and 
preventive care,” he says.

Under the accountable care model, the case 
managers’ role will continue to be to promote bet-
ter coordination of care, elimination of waste, and 
duplicated efforts, Bankowitz says. 

“The scope of work for case managers may 
change because now case managers tend to 
focus on a patient or a case, whereas in the new 
accountable care organization, their job may be 
more of health management. We are not interested 
only in taking care of sick people; we want to keep 
people healthy and out of the system if they don’t 
need to be there,” he says.

The principles and goals of accountable care 
organizations are similar to those envisioned in the 
capitated payment programs in the 1990s, Epstein 
says. 

“The premise of the capitation program was to 
empower the primary care physicians to improve 
their patients’ overall health and to guide them 
effectively through the health care system when 
necessary, as opposed to simply referring them to 
various hospitals and specialists when they need 
specialty care. Some primary care groups were pre-
pared to take on population health management 
tasks and did quite well under the capitated sys-
tem. But the program did not succeed in moving 
the quality dial due to lack of infrastructure and 
constructive dialogue between the provider com-
munity and the payers. Accountable care organiza-
tions have the potential to deliver more efficient 
care and better health outcomes through enhanced 
care coordination,” he says.  n

Insurer, physicians team 
up for patient care
Goal of ACO pilot to increase quality, cut costs

When CIGNA members being treated by 
Piedmont Physicians Group in Atlanta are 

high-risk or noncompliant, Jennifer Farlow, RN, 
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BSN, clinical care coordinator, contacts them and 
helps them get back on track for regular visits and 
recommended tests and procedures.  

The health plan and the physician group split 
the cost of Farlow’s salary as part of the two 
organization’s accountable care organization pilot 
project.

The program, which began July 1, 2010, focuses 
on 10,000 individuals covered by CIGNA who 
receive care from one of more than 100 primary 
care physicians who are members of the Piedmont 
Physicians Group. 

“Our goals are to increase quality and decrease 
the cost of care at the same time. We believe that 
we can achieve better clinical outcomes by col-
laborating to ensure that patients are receiving rec-
ommended care in a timely manner,” says David 
Epstein, MD, CIGNA senior medical director for 
Georgia.

Epstein and other CIGNA officials meet every 
other week with the physician practice operational 
group and every other week with the clinical team 
to discuss how the project is going and brainstorm 
on any changes that need to be made.

CIGNA is providing data from its own case 
management and disease management program to 
the Piedmont organization.

“We are sitting at the table with providers, and 
for the first time in my career, I feel that instead of 
duplicating resources, we are sharing information 
and optimizing resources,” Epstein says.

Farlow enhances patient care by coordinat-
ing CIGNA data and clinical programs of the 
Piedmont Physicians Group, Epstein says.

Each month, the health plan sends two reports 
to Farlow. A gap report shows patients who are 
missing recommended care, such as a diabetic who 
hasn’t had a hemoglobin A1c test recently or a 
patient with heart failure who hasn’t filled his pre-
scription for a beta-blocker. 

The other report, called the previse risk report, 
shows who is at highest risk in the patient popu-
lation, such as patients who use the emergency 
department for certain diagnosis codes. 

When CIGNA’s claims information indicates 
that a patient has a gap in care, Farlow reviews the 
chart in the electronic medical record to make sure 
that the patient hasn’t already seen the doctor.

“Sometimes there is a lag in the claims data, and 
when I look at our records, I find that the patient 
saw the doctor last week,” she says.

When she identifies patients who have gaps in 
care, Farlow makes an outreach call and works to 
get them back in to see the doctor. 

“When a doctor tells a patient to follow up in 
six months, he or she has to trust the patient to 
follow up. This program gives us a chance to make 
sure that they do follow through,” she says.

Farlow contacts all patients who show up on 
the gap report, regardless of their disease state or 
medical conditions. 

“Many patients have multiple comorbidities. 
When I call the patients, I find out how educated 
they are about their conditions and identify their 
goals. I reinforce the education they have gotten 
and work with them to follow their treatment 
plan,” she says. For instance, she says she finds 
that many diabetics check their blood sugar only 
once a week.

“I try to establish a rapport with every person I 
contact. If I know they have a lot going on or are 
having trouble being compliant, I make follow-up 
phone calls and support their adherence with the 
treatment plan,” she says.

After she talks to the patients, Farlow sends a 
follow-up letter to them and sends the information 
to the physician by entering it into the computer-
ized charting system.

She helps patients who have issues getting their 
prescriptions refilled or have a question about 
medication.

The program also targets patients who are mak-
ing multiple visits to the emergency department 
for simple things that should be treated in another 
venue. When Farlow talks with them, she identifies 
the barriers to care. 

For instance, some patients have told Farlow 
that they use the emergency department frequently 
because they can’t afford the copay for a primary 
care visit.

In those cases, she works with the physician 
practice manager to set up a payment plan so the 
patient can get treatment at the appropriate level 
of care.

“Access to care is a big issue. Some patients try 
to see the doctor, and they can’t get an appoint-
ment so they end up going to the emergency 
department for treatment. One of our major 
focuses in improving access to care is making sure 
there are same-day appointments available for 
patients who need to be seen,” she says.

The physician group is working on ways to 
increase the number of same-day appointments 
available by expanding office hours, providing 
weekend care, and, in some cases, triaging after-
hours callers rather than having a recording that 
tells them to hang up and go to the emergency 
department, Epstein says.
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The primary goal of the care coordinator is to 
get patients with gaps in care or who are using the 
emergency department inappropriately back into 
the physician office, Epstein says. 

“In a way, she’s playing family therapist trying 
to get the two parties back together. That is the 
epicenter of how this process works. The patient 
needs to see his or her physician on a regular basis 
and receive recommended care. At the same time, 
the physicians need to make sure patients have 
access to care. If someone has a sore throat, they 
can’t wait three weeks for an appointment,” he 
says.

The outreach calls are particularly effective 
because they are coming from the patient’s doctor 
and not from CIGNA, Epstein points out. 

“It’s not the message as much as it is the mes-
senger. The subject of the call and the informa-
tion passed on could be exactly the same, but 
because it’s coming from within the physician 
practice, and not from the insurer, the patient is 
more likely to pay attention. The physician prac-
tice has a lot more credibility than the insurer,” 
he says.

The initiative also is addressing hospital read-
missions in real-time, Epstein points out.

“When patients leave the hospital, there’s often 
not enough good communication with the primary 
care physician. This program bridges that gap and 
makes sure patients receive a follow-up visit, that 
they get their medication, and understand their 
treatment plan,” Epstein says. 

Farlow collaborated with the case managers at 
Piedmont Hospital and is able to access their docu-
mentation system for information on the patients 
she is following.

“I can see who is in the hospital, who is in the 
emergency department, when they are discharged, 
and follow up to make sure they receive appropri-
ate outpatient care. Our hope is to get them back 
to see their primary care physician or a relevant 
specialist and avoid any rehospitalization,” she 
says.

She typically coordinates care for patients over 
the telephone. The physician group has 40 offices 
throughout the metropolitan Atlanta area, which 
makes it impossible for her to see everyone in 
person.

Farlow has a weekly conference call with 
the lead CIGNA case manager assigned to the 
Piedmont account, the health plan’s health service 
specialists, and Epstein. 

The health service specialist is the individual 
who understands the benefit plan eligibility and 

what each employee has purchased.
That way if the care coordinator is working 

with a patient with diabetes who doesn’t know his 
or her benefits, the health service specialist can let 
that coordinator know what the health plan can 
offer the patient.

“We cover the administrative bases as well as 
the clinical bases,” Epstein says.

The project is a collaboration between CIGNA 
and Atlanta-based Piedmont Physicians Group 
and is the first accountable care organization in 
Georgia. The project is one of several accountable 
care organizations the Philadelphia-based health 
service company is developing nationwide.

“We have a relationship with the Piedmont sys-
tem on two levels. They are a key provider system 
in our network, and we administer their health 
benefits plan,” Epstein says. 

CIGNA is paying the primary care physicians 
as usual for the medical services they provide in 
addition to a fee for care coordination and other 
medical home services. The physicians also will be 
rewarded through a pay-for-performance structure 
if they meet targets for improving quality and low-
ering medical costs.

“We are going to analyze data from the project 
using evidence-based measures and compare it to 
baseline quality performance. We’re also looking 
at the effects on costs year over year and trends in 
cost reduction. We believe this project will result 
in better clinical outcomes and save money at the 
same time,” Epstein says.  n

Payer, providers  
collaborate on ACO
Initiative to reduce waste and variance in care 

In Cheyenne, WY, a regional medical center, 
a small health plan, and a community-based 

provider group are working together to develop 
an accountable care organization with the goal of 
reducing fragmentation, waste, and variance in 
care.

Cheyenne Accountable Care Organization 
LLC is a partnership between Cheyenne 
Regional Medical Center, Southeast Wyoming 
IPA, and WIN Health Partners, a health plan 
owned jointly by the hospital and the provider 
group.

“We are part of one big infrastructure, and 
while we historically had different employers, now 



6	 case	management	advisor ™	/	January	2011

we all have the same parent organization,” says 
Victoria Choate, RN, CCM, RN-BC, CCP, PAHM, 
vice president of performance excellence and chief 
quality officer at Cheyenne Regional Medical 
Center.

Cheyenne is a small city (60,000) in a sparsely 
populated state of about half-a-million residents.

The hospital started conversations with the IPA 
and the health plan about two years ago under 
the leadership of John Lucas, MD, MPH, FACPE, 
CEO of the medical center.

“We knew that a lot of changes were coming 
down the pike and that our past efforts to create a 
seamless continuum of care had been less successful 
than we would like them to be. We knew that we 
had to be positioned to optimally manage chronic 
diseases and coordinate care for patients through 
the continuum,” Choate says.  

The hospital started by bringing together the key 
stakeholders, educating them on what accountable 
care means, working together to develop a business 
plan, and designing the model.

“The partnerships and unification of the vision 
is happening here in Cheyenne. We have moved 
beyond having separate camps and have built 
partnerships and relationships where they’ve never 
existed. We have a widespread understanding 
among all the participants that our success is going 
to be achieved through unification and collabora-
tion,” Choate says.

The organization has a three-year plan to 
develop and implement the accountable care orga-
nization.

“We are moving into acting as a collaborative 
model. In two years, we will be in an integrated 
model and ready for accountable care across the 
entire organization. It’s been evolutionary, and it 
continues to be evolutionary. We are learning every 
day as we build an accountable care structure,” 
Choate says.

The organization is managed by committees 
that include members of the boards of all three 
entities.

Choate is a member of the medical home pilot 
committee and chair for the organizationwide pop-
ulation and health data committee, which held its 
first meeting in mid-November. Members of that 
committee include case managers from all the enti-
ties, hospital physicians, physicians from the com-
munity, and data specialists. 

“Care coordinators across the continuum have 
interfaced with each other daily for long periods of 
time, but we’ve never sat down and talked about 
what we do. When care coordinators from all lev-

els of care get together, they can talk about the 
challenges and the needs at each level of care and 
set meaningful goals,” she says.

The committee will use population and health 
data to make informed decisions as the initiative 
progresses, Choate says. 

Committee members are sharing what 
patient data they currently are collecting, how 
they are measuring it, how frequently they are 
measuring it, and what they do when they find 
outliers.

“We are looking at where we are duplicating 
the effort and identifying gaps in the collection of 
data. Our committee will work with all of the enti-
ties to ensure that we are measuring quality appro-
priately and we are truly building the continuum 
of care that allows us to create a seamless experi-
ence for every patient,” she says. 

For instance, most physician practices don’t col-
lect quality or utilization data. The hospital and 
health plan collect quality data; the health plan 
collects utilization data and the hospital clinical 
outcome data.

“There are suites of metrics for every level of 
care. Our goal is to use the data collected by all 
entities to address population health outcomes. 
We need to decide as a group what metrics we 
will review to ensure that we are successful. We 
will all own the outcomes of these metrics,” she 
says.

For instance, if a physician practice is treating 
3,000 diabetics, the team can analyze the entire 
population’s hemoglobin A1c and identify the out-
liers. Then case managers can come in through the 
medical home to support the physicians in seeing 
that the diabetics get the recommended care and 
lower their blood sugar levels.

“In order to be accountable, all entities have 
to have quality-focused programs. At this point, 
we’re very much in the building stage,” Choate 
says.

The initiative gets the stakeholders together to 
look at evidence-based resources to guide what 
care a patient needs from the home health nurse 
to the nurse in the hospital to the provider who 
orders the treatment, she says.

“One of the goals is to decrease variances in 
care. For instance, if the treatment of heart fail-
ure patients in the hospital varies by provider, 
we are not assured that every patient is getting 
the best treatment. We are going to start using 
evidence-based treatment protocols so that the 
case manager and the rest of the team can be 
assured that the patient is receiving the best 
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practices,” she says.
As part of the accountable care initiative, the 

hospital has completely redesigned its case man-
agement model, incorporating the Milliman care 
guidelines, an evidence-based clinical decision-
making tool for case managers.  

The guidelines can be used to determine whether 
a patient should be admitted as an inpatient or 
receive observation services. They outline what the 
treatment plan should be on each day of the stay, 
what the clinical improvement should be, where 
the patient should be discharged, and what level of 
service he or she should receive at the next level of 
care, she says.

“This is not a cookie-cutter approach to health 
care. The guidelines are used through the lens of 
individual patients and clinical providers. The pro-
viders still have to write orders implementing the 
evidence-based order set,” she says.

The hospital began using the guidelines Nov. 1, 
2010. The goal is to have them used systemwide 
when the accountable care organization becomes 
fully operational.

“The guidelines can be an evidence-based 
resource, whether they’re being used by a hos-
pital physician, a primary care provider, or a 
home health nurse. They are one way to promote 
accountability by all the clinicians throughout the 
continuum,” she says.

The ACO model is still in the development 
stage, but some components have already been 
rolled out.

For instance, the hospital’s inpatient heart fail-
ure program follows patients into the outpatient 
setting.  

The case manager starts educating heart failure 
patients about their disease and how to manage it 
in the hospital and gives patients a set of scales at 
discharge.  

“An integral part of the heart failure manage-
ment program is follow-up calls to make sure that 
the patient is weighing himself. If he keeps gaining 
weight, we may connect him with home health or 
the primary care physician,” she says.

The goal of the program is to ensure that heart 
failure patients have optimal health management 
and reduce unnecessary utilization.

“If we catch an exacerbation early enough, it 
can be treated at home or through the medical 
home office and eliminate a trip to the emergency 
room or a hospitalization,” she says.

Coordination of care throughout the continuum 
is a key component of the accountable care model, 
Choate points out.

“If the patient is getting care in his or her medi-
cal home, the case manager may be there. If they 
are in the hospital, the case manager may be at the 
bedside. As they transition to other levels of care, 
we’ll follow them, if not in person through case 
review and contact with the person following the 
care,” she says.

The hospital and physician group are work-
ing together on a medical home model, which 
is being piloted at the Cheyenne Health and 
Wellness Center, the area’s federally qualified 
health center.

The pilot, which began Oct. 1, 2010, is begin-
ning to focus on patients with chronic conditions 
who are discharged from the hospital and who 
have no source of ongoing primary care.

“We are calling it a ‘health home’ model instead 
of a ‘medical home’ because we want to promote 
health and wellness,” Choate says.

In Cheyenne, the health plan is providing busi-
ness support for the model, helping with designing 
the reimbursement structure, the claims payment 
piece, and providing outpatient case management 
and disease management. 

The project is still in the early stages, but 
already it’s making a difference, Choate says 

“Health care reform has been a great launching 
pad for this initiative. Reimbursement reform and 
pay for quality is changing the landscape for how 
health care is delivered. The health plan, medical 
center, and provider group are combining their 
vision and talent to create a single, state-of-the-
art accountable care system,” she says.  n

Economy still affecting CM 
salaries, work increases
Reform should bring more money, options for CMs

As health care organizations tighten their belts 
to deal with today’s health care environment, 

case managers report working harder with fewer 
raises and benefits. But, there is hope on the hori-
zon as new opportunities open up for case manag-
ers under health care reform, experts say.

As she works with case managers in a variety of 
settings across the country, Catherine M. Mullahy, 
RN, BS, CRRN, CCM, has observed that for most 
case managers salaries are remaining the same, 
with few case managers, if any, receiving raises. 

“I think the economy has a lot to do with this, 
as many hospitals and other practice settings have 
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to do more with less. We continue to see RNs and 
case managers being laid off — a sign of the times 
as well,” says Mullahy, president of Mullahy & 
Associates, LLC, a Huntington, NY, case manage-
ment consulting firm. 

The work day for case managers in all settings is 
being expanded, and night, weekend, and holiday 
shifts are becoming more common.

The opportunity to have nights, weekends, and 
holidays free initially was one of the attractions for 
case managers “in the early days,” Mullahy says. 

However, the practice of requiring case manage-
ment coverage for longer hours during the week, 
weekends, and holidays does create employment 
opportunities for case managers who need to work 
a flexible schedule, she points out.

“But if we’re really trying to ‘walk the walk’ 
instead of ‘talk the talk,’ isn’t this a positive ini-
tiative to creating patient-centered care? Patients 
don’t get sick only from 9 to 5 Monday through 
Friday,” she adds. 

The good news on the horizon is that the demand 
for qualified case managers will increase under 
health care reform and is likely to drive increases in 
salaries and benefits, predicts Teri Treiger, RN-C, 
MA, CCM, CCP, a case management consultant 
based in Holbrook, MA, and president of the Case 
Management Society of America. 

“The need for qualified case managers is going 
to gradually increase, and with the increased 
demand, the options for case management careers 
will expand, creating a scarcity. Employers could 
be in a bidding war of sorts as they do their best 
to attract qualified case managers,” she adds.

Achieving certification is a way that case man-
agers distinguish themselves as someone who has 
a knowledge base within their profession, Treiger 
adds.

“Credentials are widely recognized in health 
care across all professions,” she adds.

The movement in many acute care settings is 
toward achieving nursing magnet status, and as 
a result, many organizations are hiring certified 
case managers or encouraging their staff to pursue 
certification, points out Margaret Leonard, MS, 
RN-BC, FNP, senior vice president for clinical ser-
vices for Hudson Health Plan. 

Some institutions are paying for case managers 
to take the review courses and the exam, and a few 
are giving salary bumps, she adds.

Hudson Health Plan pays for the review man-
ual, the course, and gives staff time off to take the 
exam. Case manager receive a $3,000 bump in sal-
ary for certification, she adds.

In the future, case managers will have new 
opportunities in a variety of settings, Treiger pre-
dicts.

As examples, she cites patient-centered primary 
care homes and accountable care organizations 
that are being created as a way to improve patient 
care and cut health care costs.

“With hospitals getting penalized for avoidable 
readmissions, more people coming into the system, 
a growing scarcity of resources along with more 
complex treatments, there will be an increased 
demand for case management. The big question 
will be, will payers (private and public) eventually 
specifically reimburse for these services,” Mullahy 
says.

The changes in health care are bringing an over-
due recognition of the services case managers can 
provide, Treiger says.

“However, if reimbursement remains at the cur-
rent level or is reduced, the expectation of expanded 
care coordination may not be fulfilled,” she says. 

The Case Management Society of America is 
actively working to have case management recog-
nized as a separate reimbursable activity, she says.

“As with most things within the current 
paradigm of health care, it is not an easy goal to 
attain,” she says.  n

Use hand cleansers to 
decrease absenteeism
Get workers thinking about it

Use of alcohol-based hand cleansers signifi-
cantly reduced several common infections 

and reduced absenteeism in a study of 129 
white-collar workers in 2005 to 2006, accord-
ing to research from the Institute of Hygiene 
and Environmental Medicine in Greifswald, 
Germany.¹

Participants were told to wet their hands fully 
with the rubs at least five times a day, especially 
after visiting the restroom, blowing their noses, 
before eating, and after touching other people or 
papers. No hand-hygiene behaviors were suggested 
to the control group. 

Putting disinfectants on employees’ desks helped 
reduce absenteeism as well, with workdays lost 
because of diarrhea cut dramatically. 

“Hand cleansers are an important com-
ponent of an overall approach to creating a 
culture of health at a business location,” says 
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Brent Pawlecki, MD, corporate medical direc-
tor at Stamford, CT-based Pitney Bowes. “Hand 
hygiene is something that we want our employees 
thinking about at all times.”

Because the hand sanitizing stations are so notice-
able, their strategic placement can set a tone for the 
workplace. “This has symbolic value, by encourag-
ing hand hygiene even when the employees are not 
passing by the station itself,” says Pawlecki.

At Pitney Bowes’ headquarters, the first sanitiz-
ing station that visitors and employees who use the 
main entrance see is right in the lobby. In addition, 
sanitizers were installed in high-traffic locations: 
The entrances to the main cafeteria, fitness center, 
and the on-site clinic.

Every single restroom in the company’s facili-
ties has signage with tips on how to wash hands 
effectively, and instructions on how to leave the 
restroom in a hand-healthy manner. That means 
drying your hands with a clean paper towel, and 
using that same towel to turn off the water at 
the sink and open the door when leaving. 

“We provide a wastebasket next to the outer 
door of every restroom for convenient disposal of 
used paper towels,” says Pawlecki. 

Pawlecki says that he believes that accessibility of 
hand cleansers does have an impact on absenteeism. 

“It certainly helps, although we have not under-
taken a comprehensive study to prove the degree to 
which it helps,” he says. “There are many factors 
that influence absenteeism, but having a compre-
hensive and aggressive healthy-hands program can 
be a meaningful contributor to overall employee 
health, well-being, and productivity.”

REFEREnCE

1. Hubner, NO, Hubner C, Wodny M, et al. Effectiveness of 
alcohol-based hand disinfectants in a public administration: 
Impact on health and work performance related to acute respi-
ratory symptoms and diarrhea. BMC Infect Dis 2010; 10:250; 
doi:10.1186/1471-2334-10-250.  n

Is employee being
less than truthful?
Story may contradict the facts

You probably get the feeling, more often than 
you’d like, that there is more to the story 

than what a worker is telling you about an injury. 
There are several possible reasons for the facts not 
adding up.

“We are trying to make everyone more 
mindful of the mechanism of injury,” reports 
Laurie Heagy, RN, COHN-S, president of the 
Berks County Pennsylvania Association of 
Occupational Health Nurses. “We are  trying to 
look more critically at that issue right up front 
when seeing a new injury.” 

An employee once told Heagy that he had 
injured his hand at work. When the X-ray 
revealed a boxer’s fracture, it did not fit the 
“mechanism of injury” that he had reported. 
“After digging some more and talking to the 
employee, he finally admitted that he had 
punched his locker and that was how he was 
hurt,” says Heagy. 

Another employee presented with a bump on 
his leg, and immediately went to the hospital. He 
was diagnosed with a cellulitis and infection, and 
was admitted to the hospital within only a few 
hours of the injury. “The mechanism did not fit 
that scenario in the time frame he reported,” says 
Heagy. 

Studies ordered for employees may reveal 
inconsistencies. If the results show that there is a 
full thickness rotator cuff tear, for example, you 
need to determine if that result fits the reported 
body movement that was the mechanism of 
injury, says Heagy. 

It may be that the employee has a triangular 
fibrocartilage complex tear in one hand and is 
treated for hand pain with no acute injury. This 
may be a degenerative tear, and may call for stud-
ies to be done on the other hand to see if the tears 
are bilateral, says Heagy. “The employee may 
have been in a motor vehicle accident in the past, 
and braced themselves on the dashboard. That 
may have been the cause,” she says. 

Go look at the job

Workers may not want to admit that they 
got hurt by doing something unsafe. One left-
handed worker claimed that he lacerated his 
right forearm by cutting strapping from a stack 
of boxes. “He was, in fact, cutting. However, 
he was reaching way over his head with a box 
cutter in his hand, which is unsafe practice, “ 
says Susan L. Zarzycki, RN,COHN,CM, an 
occupational health manager at Finch Paper 
LLC in Glens Falls, NY.

How did Zarzycki find out the truth in this situ-
ation? By going to the job site and asking the same 
questions over and over. 

“I don’t understand, so can you show me? How 
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did it happen? Can you please show me what you 
were doing so I can understand the injury?” are 
some of things she asked. 

If an employee presents with repetitive 
strains or sprains, Zarzycki always looks at 
their job and asks what they do outside of work 
for recreation. “People may bowl, fish, or hunt. 
They sometimes don’t realize that what they do 
for fun might have an impact on their body,” 
she says. 

If the injury doesn’t match the job, then 
Zarzycki documents  “The employee states that the 
incident occurred….”

To catch inconsistencies, however, you need 
to have a solid understanding of the job someone 
does. “I work in a paper mill and I don’t have to 
know how to make paper, but I do need to know 
if the injury matches the job they are doing,” says 
Zarzycki. “If someone is complaining of right 
shoulder pain and their job does not involve the 
upper body, this is important to note.” 

Misplaced anger

A right-handed employee may tell you that he 
has carpal tunnel in both wrists, with the right 
wrist being much worse. He then goes on to say 
that he bowls three nights a week. Do you have an 
obligation to tell the employer?

When it comes to a work-related injury, the 
employer has a right to information about what 
happened, says Zarzycki. “If the stories don’t 
match up, eventually somebody has to question 
the employee a bit further” she says. 

At times, the inconsistency in the employee’s 
story may result in denial of workers’ compensa-
tion or disciplinary action. “They may not be 
happy with the outcome, and may be angry at 
you,” says Zarzycki. “They will, most times, 
understand, if it is explained that the facts need to 
be documented and consistent.”

Zarzycki tells workers, “You stated…, I will be 
documenting… Others can learn from this inci-
dent. We may be able to prevent a more serious 
injury by understanding exactly what happened.” 

The bottom line, though, she says, is that 
people are working adults responsible for their 
actions. In order to gather all of the information 
about an incident, sometimes hard questions have 
to be asked.  

“Demonstrate that you are fair and consis-
tent by asking the same questions after any 
injury occurs. Everyone appreciates this,” says 
Zarzycki.  n

Did a worker admit
something to you?
It’s a tough situation to be in

Who knew what when? At times, you can be 
put in a tough position because of what a 

worker tells you. “We are not safety and we can’t 
discipline, so employees tend to tell us more than 
they would tell others,” says Susan L. Zarzycki, 
RN,COHN,CM, an occupational health manager 
at Finch Paper LLC in Glens Falls, NY. Here are 
some common scenarios and how to deal with 
each:

1. An employee’s story changes. 
An employee may tell you he was horse playing 

with his buddy and slipped and injured his ankle, 
but tells somebody else that he tripped on a floor 
drain. “The truth is eventually going to come out,” 
says Zarzycki. “First and foremost, I tell them, 
‘Let’s get you treated and we’ll figure out the rest 
later.’”

Zarzycki usually repeats what she is told, and 
advises the employee of what she will be passing 
on to safety and management. 

2. An employee comes to you with a cut finger, 
and reports they were wearing their gloves, but 
you notice they are the wrong ones. 

It’s not part of your role to challenge the 
employee. “However, the information stated or 
observed gets passed along to safety. They will do 
a more thorough investigation,” says Zarzycki. 
Their findings will then be reported to the man-
ager and human resources.

3. An employee tells you he or she has a sub-
stance abuse problem.

A distraught employee admitted he had a prob-
lem to Zarzycki. The first thing she did was to 
facilitate his getting help at a facility, but he then 
wanted to return to work before his treatment was 
completed. 

“He worked in a dangerous area, and I had 
to tell him that knowing the dangers of his job, I 
couldn’t allow him to come back to work,” she 
says. ‘I told him, ‘It’s not only for your protection, 
it’s for your coworkers. We don’t want anyone at 
risk.’”

4. An employee tells you medical information 
that suggests an injury may not be 100% work-
related. 

A worker may tell you that his right arm was 
broken in a car accident years ago and he has had 
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Assessing websites and 
low health literacy 
Simple review guidelines 

Patient education managers faithfully assess 
written materials to make sure they are appro-

priate for people with low health literacy or poor 
reading skills. They must be just as diligent when 
selecting websites for educational purposes, says 
Abigail Jones, MLIS, MA, consumer health librar-
ian at the Library for Health Information in the 
Atrium at The Ohio State University Medical 
Center in Columbus.

“It is important to be able to evaluate websites 
and know where to direct people for good, easy-
to-read information, so they have the opportunity 
to have the best information available to them,” 
says Jones.

As a consumer health librarian, Jones has become 
skilled at selecting websites that provide appropriate 
information for patients and families who may not 
read well or are unfamiliar with medical terminol-
ogy or certain diseases and health issues.

The first step in evaluating a website is the 
assessment of the general cyber information to 
determine if it will be a valuable health resource 
for consumers, Jones explains. Determine if the 
information is current by looking for a notation of 
the last update. If it is a website with lots of pages 
and documents, look to see if each is dated and 
when updates occur.

Another important aspect, according to Jones, 
is the source for the information. Often, there is an 
“about us” tab or link that tells the user the author 
of the material or website sponsor. It’s important to 
ask what makes the source an expert and, if he or 
she has credentials, what those are, says Jones. 

Also important is objectivity or absence of bias. 
Determine if the website has a board or oversight 

problems ever since, but later claim that it’s only 
hurting now because of his job. 

This puts you in a sticky situation with docu-
mentation. “When given this kind of informa-
tion, we can’t tell anybody what the other issues 
are. All we can say is that the patient has other 
contributing medical issues,” says Zarzycki. “We 
have to separate personal private information 
with the actual injury and work-related informa-
tion. We are always juggling, and some days, it’s a 
tough balance.”  n

group in addition to the authors or editors of the 
material, Jones advises. She adds, “Is there informa-
tion on the website about the review policy or edi-
torial policy?”

Sometimes the organization sponsoring the 
website is enough of an authority that people 
would know everything on the site is authoritative 
and has been written by experts, says Jones. This 
is the case with MedlinePlus, a consumer health 
website from the National Library of Medicine 
and National Institutes of Health.  n
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CNE OBJECTIVES

After reading this issue, continuing education 
participants will be able to:

1. Identify clinical, legal, legislative, regulatory, 
financial, and social issues relevant to case 
management.
2. Explain how the clinical, legal, legislative, 
regulatory, financial, and social issues relevant 
to case management affect case managers and 
clients.
3. Describe practical ways to solve problems 
that case managers encounter in their daily 
case management activities.  

1. According to Richard Bankowitz, MD, MBA, SACP, 
the mission of the accountable care organization 
initiative includes:

A.  improving population health
B.  improving the care experience
C.  increasing the total cost of care
D.  A & B

2. The pilot at the Cheyenne Health and Wellness cen-
ter is beginning to focus on patients with chronic 
conditions who are discharged and have no ongo-
ing source of primary care.

A.  True
B.  False

3.  Which is true regarding hand hygiene and absen-
teeism, according to a recent study?

A.  Use of alcohol-based hand cleansers did not reduce 
any common infections.

B.  Use of alcohol-based hand cleansers had no impact 
on absenteeism.

C.  Use of alcohol-based hand cleansers significantly 
reduced several common infections and reduced 
absenteeism.

D.  Putting disinfectants on employees’ desks had no 
impact on lost workdays.

4. Which is true regarding the occupational health 
response when employees are being untruthful 
about their injury?

A.  It is not a good practice to document inconsisten-
cies in the employee’s story.

B.  If the injury doesn’t match the job, this information 
should be documented.

C.  It is not advisable to share information about an 
employee’s incorrect use of personal protective 
equipment with safety.

D.  Information about the specific medical condi-
tions contributing to an employee’s injury can and 
should be shared with supervisors.

	 Answers:	1.	D;	2.	A;	3.	C;	4.	B.
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Economy still impacting CM salaries while work increases
Health care reform should bring more money, more options for CMs

2010 Salary Survey reSultS
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As health care organizations tighten their 
belts to deal with today’s health care envi-
ronment, case managers report working 

harder with fewer raises and benefits.
But, there is hope on the horizon as new oppor-

tunities open up for case managers under health 
care reform, experts say.

Case managers today are more experienced 
and are putting in longer hours than ever before 

but aren’t necessarily getting more compensation 
for it, according to the results of the 2010 Case 
Management Advisor Salary Survey.

The 2010 Salary Survey was mailed to readers 
of Case Management Advisor in the June 2010 issue. 

Half of the respondents were case management 
directors; the rest were case managers. 

Case managers who responded to the survey are 
older and experienced, with 75% reporting 22 years 
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or more in the health care field and 50% who have 
been a case manager 25 years or longer. 

The majority of respondents (50%) are age 56 
or older. A quarter of those returning the survey 
reported being under age 40. The remaining 
25% are between 51 and 55.

A quarter of respondents reported salaries in 
the $60,000 to $69,999 range, half make between 
$70,000 and $79,999, and 25% make $90,000 or 
more. 

Fully half of the respondents (50%) reported 
that they got no salary increase last year. The 

rest received raises of 1% to 3%. This compares 
with the 2009 Salary Survey in which 37.5% of 
respondents reported no salary increases, anoth-
er 37.5% got raises of 1% to 3%, and 35% 
received a raise of 4% to 6%. 

At the same time, respondents to the survey 
report putting in long hours. The vast majority 
of respondents to the survey (75%) report work-
ing more than 40 hours a week, with more than 
25% reporting working 62 hours or more. As 
she works with case managers in a variety of set-
tings across the country, Catherine M. Mullahy, 
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RN, BS, CRRN, CCM, has observed that for most 
case managers salaries are remaining the same 
with few case managers, if any, receiving raises. 

“I think the economy has a lot to do with this, 
as many hospitals and other practice settings have 
to do more with less. We continue to see RNs and 
case managers being laid off — a sign of the times 
as well,” says Mullahy, president of Mullahy & 
Associates, LLC, a Huntington, NY, case manage-
ment consulting firm. 

The work day for case managers in all settings 
is being expanded, and night, weekend, and hol-
iday shifts are becoming more common.

The opportunity to have nights, weekends, 
and holidays free initially was one of the attrac-
tions for case managers “in the early days,” 
Mullahy says. 

However, the practice of requiring case man-
agement coverage for longer hours during the 
week, weekends, and holidays does create 
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employment opportunities for case managers who 
need to work a flexible schedule, she points out.

“But if we’re really trying to ‘walk the walk’ 
instead of ‘talk the talk,’ isn’t this a positive initia-
tive to creating patient-centered care? Patients 
don’t get sick only from 9 to 5 Monday through 
Friday,” she adds. 

The good news on the horizon is that the 
demand for qualified case managers will increase 
under health care reform and is likely to drive 
increases in salaries and benefits, predicts Teri 
Treiger, RN-C, MA, CCM, CCP, a case manage-
ment consultant based in Holbrook, MA, and pres-
ident of the Case Management Society of America. 

“The need for qualified case managers is 
going to gradually increase, and with the 
increased demand, the options for case manage-
ment careers will expand, creating a scarcity. 
Employers could be in a bidding war of sorts as 
they do their best to attract qualified case man-
agers,” she adds.

Achieving certification is a way that case man-
agers distinguish themselves as someone who has 
a knowledge base within their profession, Treiger 
adds.

“Credentials are widely recognized in health 
care across all professions,” she adds.

The movement in many acute care settings is 
toward achieving nursing magnet status, and as a 
result, many organizations are hiring certified 
case managers or encouraging their staff to pur-
sue certification, points out Margaret Leonard, 
MS, RN-BC, FNP, senior vice president for clinical 
services for Hudson Health Plan. 

Some institutions are paying for case managers 
to take the review courses and the exam, and a 
few are giving salary bumps, she adds.

Hudson Health Plan pays for the review manu-
al, the course, and gives staff time off to take the 
exam. Case manager receive a $3,000 bump in sal-
ary for certification, she adds.

In the future, case managers will have new 
opportunities in a variety of settings, Treiger pre-
dicts.

As examples, she cites patient-centered primary 
care homes and accountable care organizations 
that are being created as a way to improve patient 
care and cut health care costs.

“With hospitals getting penalized for avoidable 
readmissions, more people coming into the sys-
tem, a growing scarcity of resources along with 
more complex treatments, there will be an 
increased demand for case management. The big 
question will be, will payers (private and public) 
eventually specifically reimburse for these servic-
es,” Mullahy says.

The changes in health care are bringing an 
overdue recognition of the services case managers 
can provide, Treiger says.

“However, if reimbursement remains at the cur-
rent level or is reduced, the expectation of expanded 
care coordination may not be fulfilled,” she says. 

The Case Management Society of America is 
actively working to have case management recog-
nized as a separate reimbursable activity, she says.

“As with most things within the current para-
digm of health care, it is not an easy goal to 
attain,” she says.  n


