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Who should come first for CMs: 
patients or employers? 
Walking a tight rope between advocacy and finances

Suppose you’re a hospital case manager under pressure to move 
patients to another level of care and free up beds for patients board-
ing in the emergency department. What do you do if you think a 

patient really needs to stay in acute care?
Or maybe, you’re a case manager for a health plan that has a program 

to provide bonuses to staff for keeping down the cost of care. If a patient 
has a certain benefit and needs the services, what do you do?

Both of these scenarios describe dilemmas for case managers who want 
to do the best for their patients but are being pulled in another direction 
by divided loyalties or financial considerations.  

On the one hand, the case managers’ roles and responsibilities have 
been defined by the employer, and they know that their job security 
might depend on bed turnover or moving patients to a lower level of care. 
On the other hand, they know their patients’ needs, points out Catherine 
M. Mullahy, RN, BS, CRRN, CCM, president and founder of Mullahy 
and Associates, a case management consulting firm based in Huntington, 
NY. 

“In today’s healthcare environment, many case managers feel the ethi-
cal pull because of finances,” Mullahy says. “In the past, nurses and 
social workers never had to be involved with money matters and never 
were directed to push patients out of the hospital. We did not have the 
technology to enable patients to survive, and few lived long enough to use 

EXECUTIVE SUMMARY

Case managers often grapple with the dilemma of which master to serve, 
but professional organizations are clear on the subject: A case manager’s 
first duty is to the patient or client.
• It’s never ethical to deny a patient a service he or she is reasonably owed.
• Often a case manager’s obligation to patients is constrained by his or her 
benefits.
• Real dilemmas arise when there are new treatments, modalities, interven-
tions, and research on a particular disease, and third-party payers deem 
them experimental.



74	 case	management	advisor ™	/	July	2011

Case Management Advisor™ (ISSN# 1053-5500), is pub-
lished monthly by AHC Media, a division of Thompson 
Media Group LLC, 3525 Piedmont Road N.E., Building Six, 
Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. 
Periodicals Postage Paid at Atlanta, GA 30304 and at addi-
tional mailing offices. 

POSTMASTER: Send address changes to Case 
Management Advisor™, P.O. Box 105109, Atlanta, GA 30348.

AHC Media is accredited as a provider of continu-
ing nursing education by the American Nurses 
Credentialing Center’s Commission on Accreditation. 
This activity has been approved for 15 nursing contact 
hours using a 60-minute contact hour. Provider 
approved by the California Board of Registered 
Nursing, Provider # 14749, for 15 Contact Hours.
This activity has been approved by the Commission 
for Case Manager Certification for 18 clock hours.
This activity is valid 24 months from the date of 
publication.
Opinions expressed are not necessarily those of this publication. Mention of 
products or services does not constitute endorsement. Clinical, legal, tax, and 
other comments are offered for general guidance only; professional counsel 
should be sought for specific  situations.

Editor: Mary Booth Thomas, (770) 939-8738, (marybootht@aol.
com).

Executive Editor: Joy Daughtery Dickinson (229) 551-9195 
(joy.dickinson@ahcmedia.com).

Managing Editor: Felicia Willis.
Production Editor: Kristen Ramsey.
Copyright © 2011 by AHC Media. Case Management Advisor™ is a  trademark 
of AHC Media. The trademark Case Management Advisor™ is used herein 
under license. All rights reserved.

EDITORIAL 
QUESTIONS

Questions or 
 comments? Call  

Mary Booth Thomas 
at (770) 939-8738.

SUBSCRIBER INFORMATION
Customer Service: (800) 688-2421 or fax (800) 284-3291, 
 (customerservice@ahcmedia.com). Hours of operation: 8:30 
a.m.- 6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m. Friday.
Subscription rates: U.S.A., one year (12 issues), $399. Add 
$17.95 for shipping & handling. Outside U.S.A., add $30 
per year, total prepaid in U.S. funds. For approximately 15 
CE nursing contact hours, $449. Discounts are available for 
group subscriptions, multiple copies, site-licenses or electronic 
distribution. For pricing information, call Tria Kreutzer at 404-
262-5482. Missing issues will be fulfilled by customer service 
free of charge when contacted within one month of the missing 
issue date. Back issues, when available, are $67 each. (GST 
registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in 
any form or incorporated into any information retrieval system 
without the written permission of the copyright owner. For 
reprint permission, please contact AHC Media. Address: P.O. 
Box 105109, Atlanta, GA 30348. Telephone: (800) 688-2421. 
World Wide Web: http://www.ahcmedia.com.

a million dollars worth of benefits.”
Because healthcare is being run like a busi-

ness, case managers find themselves reporting to 
business managers who might not understand or 
be sympathetic to ethical dilemmas. “Just as we 
want the CEO, the hospital director, or the medi-
cal director to understand our role, we have to 
comprehend their need to balance the budget. 
They face the same ethical dilemmas and are as 
unequipped as we are to address them,” Mullahy 
says.

John Banja, PhD, professor, Department of 
Rehabilitation Medicine, and medical ethicist 

at the Center for Ethics at Emory University in 
Atlanta, says, “Balancing the best interest of 
patients and employers is a problem that is always 
present in the healthcare field. However, our pri-
mary obligation is to the people we serve, and 
that’s our patients. That’s what ethical healthcare 
is all about.” 

It’s never ethical to provide someone with less 
than what he or she is reasonably owed and rea-
sonably needs, Banja says.  “If a patient needs a 
service and is reasonably owed it, a case manager’s 
ethical responsibility is to see that he gets it,” he 
adds.

All healthcare professionals, regardless of their 
discipline, should make being a patient advocate 
their greatest priority, says B.K. Kizziar, RN-BC, 
CCM, CLP, owner of B.K. & Associates, a 
Southlake, TX, case management consulting firm. 
The standards of practice for case managers devel-
oped by the Case Management Society of America 
(CMSA) and the Code of Professional Conduct 
for Case Managers developed by the Commission 
for Case Management Certification (CCMC) 
emphasize that case managers’ first responsibility 
is to their patients or clients, Kizziar points out. 
“Regardless of the area of practice, the purpose of 
case management is to remain on the side of the 
patient and the outcome,” she says. “If we do right 
by the patient by being a good steward of their 
funds and ensuring that they get what they need, 
we’ll be successful in our jobs, and the patients 
will have the best outcomes.”

Case managers have always been faced with the 
issue of serving too many masters, says Annette 
Watson, RN-BC, CCM, MBA, president and 
founder of Watson International Consulting, 
with headquarters in Mount Laurel, NJ, and 
chair of the Commission for Case Management 
Certification (CCMC), an organization represent-
ing more than 30,000 certified case managers. This 
issue is especially prevalent in organizations and 
areas of practice in which the case management 
role might include utilization management and 
other roles that are not consistent with the CMSA 
standards of practice or the CCMC code of con-
duct, Watson says. 

“If someone is being true to the definition of 
case management and true to the role as defined 
by professional organizations, they will always 
put the patient first. The first duty of a certified 
case manager is to the patient, and no role is more 
important than the advocacy role,” she adds.

So how do you put your patient first and still 
keep your employer happy? First of all, case man-
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agers and patients should keep in mind that there 
is no guarantee of unlimited free healthcare for 
anyone. Kizziar says, “Being a provider doesn’t 
mean giving patients the Cadillac of everything 
that is available and being a payer doesn’t mean 
cutting costs on everything. As case managers, we 
should work to get patients the best possible ser-
vices for this particular episode of care, and being 
a good steward of their funds means doing it in 
the most cost effective way. (For more information 
on being a good steward of patient resources, see 
related article on right.)

Provider case management is not about managing 
the length of stay, it’s about controlling the cost of 
care, Kizziar points out. “You can meet any length 
of stay requirements every single time but can still 
go broke if you don’t monitor the cost of care. Case 
managers should make sure patients get what they 
need when they need it without any extra tests or 
procedures,” she says. For example, a patient who 
is hospitalized with pneumonia doesn’t need a colo-
noscopy as an inpatient procedure, Kizziar adds.

Banja says, “Case managers should use their 
wisdom and experience to look at all the variables 
and make good choices for their patients.” The 
case manager’s obligation to the patient  is often 
constrained by the contractual relationship spelled 
out in an insurance policy or workers compensa-
tion benefit if the patient is injured on the job, he 
says. Taking the contractual approach to advocacy 
has a lot going for it, particularly if you keep in 
mind that a patient’s benefits are likely to be what 
he or she chose, Banja says.  “Most patients have 
a lot of choices when it comes to insurance cover-
age, and when they have a claim, they get what they 
pay for,” he adds. “But there are instances when 
a person is legally entitled to, say, 10 treatments 
and needs them, but because of money incentives, 
the case manager will strongly try to persuade the 
powers that be to cut it off at five visits. That will 
go down as an attempt to defraud an individual for 
personal gain.”

Real dilemmas arise when there are new treat-
ments, modalities, interventions, and research on 
a particular disease. Every patient wants the latest 
and greatest treatments, but sometimes third-party 
payers won’t pay for a new treatment, deeming it 
“experimental” or not an improvement over what 
is already out there, Banja says.

 “This is an issue that case managers deal with 
daily,” he says. “There are new treatments coming 
down the pike every day for a variety of conditions. 
We have to determine how to do what is best for 
the patient and use his or her resources judiciously.”

RESOURCES

For more information, contact:

• John Banja, PhD, Professor, Department of Rehabilitation 
Medicine, a medical ethicist at the Center for Ethics at Emory 
University, Atlanta, GA. E-mail: jbanja@emory.edu.
• B.K. Kizziar, RN-BC, CCM, CLP, Owner of B.K. & Associates, 
Southlake, TX. E-mail: bkandassoc@verizon.net. 
• Catherine M. Mullahy, RN, BS, CRRN, CCM, President and 
Founder of Mullahy and Associates, Huntington, NY. cmullahy@
mullahyassociates.com.
• Patrice Sminkey, Chief Staff Executive for the Commission for 
Case Management Certification, Mount Laurel, NJ. E-mail: psmin-
key@ccmcertification.org

• For the Case Management Society of America’s Standards of 
Practice, visit: http://www.cmsa.org/SOP.

• For the Commission for Case Management Certification Code 
of Conduct, visit http://www.ccmcertification.org, and click on 
Knowledge Center.  n

Advocating means 
being a good steward
Keep limits to coverage in mind

Being an advocate for your patients is more than 
just trying to get them every treatment avail-

able. It’s being a good steward of their healthcare 
funds so they’ll have benefits for treatments in the 
future, says B.K. Kizziar, RN-BC, CCM, CLP, 
owner of B.K. & Associates, a Southlake, TX, case 
management consulting firm.

“Nobody has an unlimited bucket of resources,” 
Kizziar says. “Case managers in all practice areas 
should be aware that patients are going to have 
needs after this particular episode of care and con-
serve their resources whenever possible.”

The first step in the process is to be informed 
about your patients’ benefits and resources and 
develop a plan to make them work for the best 
possible transition of care, she adds. Look at 
your patients’ lifetime benefits while developing 
a treatment plan, Kizziar says. “For instance, if 
a chronically ill patient needs home care, look at 
the annual limit on home care visits. It might be 
wonderful if he could get five visits a week but if 
the limit is only 20 for the whole year, suggest the 
minimum he can get by with so he’ll have funding 
to last the rest of the year,” she suggests.

Remember that even when a patient has no life-
time maximum, that doesn’t mean he or she has a 
blank check for healthcare costs. Even unlimited 
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lifetime benefits usually have some kind of annual 
maximum, Kizziar points out. “Case managers 
should be concerned about doing the right thing 
for the patient at one particular time. Patients 
don’t necessarily need a comprehensive total work 
up if they come in for one particular ailment. Part 
of the role of case managers is to partner with the 
physician to ensure that patients get what they 
need to transition as smoothly and appropriately 
as possible,” she says.

Case managers should ensure that their patients 
know all the options for care and become actively 
engaged in the healthcare process and decision 
making. Case managers should also provide the 
information they need to make informed decisions, 
Kizziar says.

Beware of making personal judgments about 
what patients can or can’t afford if their insurance 
doesn’t cover a particular service, says John Banja, 
PhD, professor, Department of Rehabilitation 
Medicine, and a medical ethicist at the Center for 
Ethics at Emory University in Atlanta. “Often 
healthcare professionals make up their mind as 
to how much patients can afford, and they don’t 
mention a modality if they think the client can’t 
afford it. This is always a mistake. You never 
know what the client or patient has in the way or 
resources. Case managers should always inform 
the patient about whatever reasonable options 
there are and not make judgments about what he 
or she can afford,” Banja says.

For example, if a patient could benefit from 
home care but doesn’t have coverage for it, talk 
to the family. They might be able to find a way to 
pay for it. Kizziar says, “In healthcare we tend to 
think we know what is best for our clients, and 
we have made them dependent on us. But with the 
changing healthcare environment, it’s critical to 

help them become more engaged in their own care 
plans. This means giving them more information 
about what is covered and what is not, and giving 
them the option, and letting them make their own 
decisions,” Kizziar continues. Doing otherwise 
takes the decision process away from the patients, 
she adds. 

In some cases, when spending a little more now 
can save a lot more later, providers and payers 
might be able to work out a way for patients to 
get what they need, Banja says. For example, a 
patient might have a limit of 10 physical therapy 
benefits, but when he is reaching the limit, the case 
manager sees that he is doing so well that if he has 
five more visits, he could be entirely fit to return 
to work and avoid reinjuring himself. In this case, 
not only would the patient benefit, the third-party 
payer also might benefit by saving money down 
the road, he says.

“The case manager could make a plea for the 
insurer to cover extra visits. If that doesn’t work, 
she could ask if the physical therapist would give 
a self-pay patient a discount and ask the patient if 
he’s willing to pay a reduced rate out of pocket,” 
Banja suggests.  n

EXECUTIVE SUMMARY

Case managers should be informed about their 
patients’ resources and be a good steward of their 
patients’ healthcare benefits so that funds will be 
available if they need care in the future.
• Keep patients’ lifetime limits and annual caps on 
healthcare funds in mind when you design a treat-
ment plan.
• Don’t omit a necessary treatment or service 
because you think the patient can’t afford it. Give 
patients all the options, and let them decide.
• If a patient needs a treatment and it’s not covered, 
contact the insurer and provider and try to work out 
a way for the patient to receive it. 

Look to peers when 
ethics questions arise
Ensure your employers understand your role

When you’re troubled by an ethical dilemma, 
don’t go it alone. Reach out to your peers 

and your professional organizations for help, the 
experts say.

Case managers should consult with col-
leagues they trust when ethical issues arise, says 
John Banja, PhD, professor, Department of 
Rehabilitation Medicine, and a medical ethicist 
at the Center for Ethics at Emory University in 
Atlanta.

For example, you might be in a situation in 
which you’re being pressured to move a patient 
with a long length of stay in the intensive care unit 
to a lower level of care, either at the hospital or in 
another setting. “This is a slam dunk ethical situ-
ation. If the case manager thinks the patient needs 
this intensity of service, he or she should speak up 
and resist the pressure,” he says.

On the other hand, if you ask five other case 
managers to evaluate the same patient, two might 
say the patient would do well at a lower level of 
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care. “This illustrates the fallibility of prognostic 
judgment. This is one of those gray zones that 
healthcare professionals face all the time,” Banja 
says.

Patrice Sminkey, chief staff executive for the 
Commission for Case Management Certification 
(CCMC) adds, “If there is a conflict, the case 
manager should go back to the other stakehold-
ers within the team and help them understand 
the impact of the decision, whether it’s moving a 
patient from one setting to another or eliminating 
part of the treatment.” 

In today’s fast-paced healthcare environment, 
the people who are pushing for a patient to be 
members of the treatment team might not be 
aware of the patient’s psycho-social issues or other 
challenges that could prevent him from being 
discharged or moved to a lower level of care, 
Sminkey points out. Reach out to your colleagues 
and fellow case managers for advice and direction, 
she says. “One of the challenges case managers 
face is to help team members understand how a 
decision will impact a patient,” Sminkey says.

Case manager must take patient safety and 
patient health into account when they look at 
transitioning patients to another level of care, and 
this consideration might mean keeping them in 
one level of care a little longer than average to pre-
vent problems down the road, says B.K. Kizziar, 
RN-BC, CCM, CLP, owner of B.K. & Associates, 
a Southlake, TX, case management consulting 
firm. “One of the good things that came out of 
healthcare reform is the issue of readmissions,” 
Kizziar says. “The focus has shifted from getting 
patients out in a certain number of days to making 
sure we are providing a good outcome for patients. 
Case managers at the payer level as well as the 
provider level need to look for the same things in 
terms of readmissions and outcomes.”

Make sure your employer is familiar with case 
management standards of practice and the CCMC 
professional code of conduct, Sminkey suggests. 
(For information on how to access the Case 
Management Standards of Practice and the Code 
of Conduct, see Resources on page 75). “Our code 
of conduct goes into great detail about how to be 
a patient advocate and avoid conflicts of interest,” 
she says.

Look to the professional organizations for help 
with ethical issues, Sminkey says. The CCMC has 
created an advisory service for certificants and 
offers opinions or case studies to answer questions 
about potential ethics violations.

In addition to its efforts to educate people in the 

healthcare field about the roles and responsibili-
ties of case managers, the CCMC is expanding its 
efforts to the policy and regulatory levels of gov-
ernment to make sure that everyone understands 
that the case manager’s primary responsibility is 
to the patient, Sminkey says. “As new models of 
care, such as the patient-centered medical home 
and Accountable Care Organizations (ACOs) are 
developed, it is increasingly important to be clear 
about the roles and responsibilities of professional 
case managers,” she says.

Care coordination is frequently mentioned in 
The Affordable Care and Patient Protection Act, 
“but the legislation doesn’t include a definition 
of care coordination or spell out who will do it,” 
says Sminkey, who adds that care coordination is 
one function of case managers, but they also have 
to assess and evaluate before they can coordinate. 
A case management assessment is different from a 
physician’s assessment. “It’s not about diagnosis 
of a disease, but it looks at the person from all 
perspectives and all issues so the care coordination 
plan will work,” she says. 

“We want to make sure that the new models 
don’t result in that kind of lack of clarity we found 
in the past where people are combining utilization 
review and care coordinating, or coding and utili-
zation review, and calling it case management. As 
the voice of certified case managers, we want to 
make sure people understand the roles and respon-
sibilities of case managers,” says Sminkey.  n

EXECUTIVE SUMMARY

When case managers face an ethical dilemma, they 
don’t have to face it alone.
• Reach out to your colleagues when ethical issues 
arise, and obtain their opinion about the matter.
• Educate the treatment team or people who are 
denying the care about the patient’s situation and 
needs.

Project cuts costs, 
admissions and more
Health plans and physicians join forces

An innovative care coordination pilot project 
jointly developed by AmeriHealth Mercy 

Family of Companies’ Keystone Mercy Health 
Plan based in Philadelphia, PA, and providers 
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affiliated with the Mercy Health System, also 
based in Philadelphia, PA, resulted in decreased 
costs, reduced hospital admissions, and a decrease 
in inpatient days for members in the health plan’s 
Medicaid managed care plan. 

In the pilot, the health plan placed a care man-
ager in the provider setting to help overcome bar-
riers to care for participants. The care manager 
addressed social concerns such as transportation 
and child care and provided coaching on self-care 
issues such as medication adherence and preventa-
tive care measures.

The program started in November 2008 with 
the care coordinator working at the practice one 
day a week with the physician champion and nurse 
manager. The pilot program was so successful that 
the care manager works with the entire team at the 
physician practice five days a week, and the health 
plan is looking at ways to implement similar pro-
grams at other provider settings. (For details on 
the start-up of the program, see “Collaboration 
between providers, payers helps reduce gaps, Case 
Management Advisor, July 2010, p. 73.)

“The project started as the result of a work-
ing relationship between the health plan and 
the health system,” says Karen Michaels RN, 
MSN, MBA, vice president of clinical services for 
AmeriHealth Mercy. “We were serving the same 
people and wanted to find a way to leverage our 
strength and improve our services.” 

Spreading the model is a goal, but they know it 
won’t work the same way at all provider settings, 
particularly if they don’t provide care for a large 
percentage of Keystone Mercy members, Michaels 
says. “We’re looking at other ways the health plan 
can support care coordination at the physician 
practices,” she says.

Among patients engaged in care coordination, 
hospital days per 1,000 members dropped from 
2,689 to 1,408, while hospital days for those not 

in the program remained stable. Members partici-
pating in the pilot spent an average of 2.7 days in 
the hospital per admission, compared to 4.3 days 
before the program began.

Face-to-face encounters 

Having a care manager on site is a key compo-
nent of the program’s success, says Grace Lefever, 
PT, MS, MPH, project leader for coordinated care 
management at Mercy Health System.

“We found that the face-to-face encounters 
with the patients were more effective than when 
the care manager worked with them on the tele-
phone,” Lefever says. “Patients are more willing to 
engage in a relationship when they meet the care 
coordinator in person.”

The program focuses on coordinating care for 
high-needs Medicare members who have health 
conditions that put them at risk for increased hos-
pitalization, but it looks at the entire population 
of members as well. (For more information about 
care for members with complex needs, see story, p. 
79.) If members are overdue for a visit or missing a 
recommended test or procedure, the care manager 
reaches out to them, Michaels says. “The health 
plan has an outreach team who works in the com-
munity and attempts to contact members if they 
can’t be reached on the telephone.”

The health plan assigned Lynne Major, MSW, 
CCM, a social worker who is a certified case man-
ager, to work at a physician practice where 80% 
of the patients are AmeriHealth Mercy members. 
Major works closely with the physicians and the 
medical residents in training at the practice to 
ensure that the needs of the members are met. She 
leverages the information gathered by the health 
plan, as well as records at the physician practice, 
to identify gaps in care and ensure that members 
have the recommended screenings and preventive 
care they need to keep their chronic conditions 
under control.

Major has a laptop that connects remotely to 
the information system at the health plan, which 
allows her to access information not immediately 
available to the physician practice, such as what 
medications have been filled. She also has access to 
physician office information such as X-rays, labo-
ratory results, and physician notes about member 
visits, which gives her a broad view of the patient’s 
condition and helps her identify areas where she 
can help improve the outcomes. 

Michaels says, “The health plan has a much 
broader view of patient care than the physician 

EXECUTIVE SUMMARY

By placing a care manager in the provider set-
ting, Keystone Mercy Health Plan decreased costs, 
reduced hospital admissions, and decreased inpa-
tient days for Medicaid managed care members.
• The case manager reviews records in the physician 
office as well as health plan records to identify gaps 
in care before patient visits.
• Case managers conduct a comprehensive assess-
ment when patients are in the office.
• Patients respond when they receive better face-to-
face encounters than telephonic interventions.
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Care coordinator for 
complex needs 
Collaboration with treatment team is key

AmeriHealth Mercy’s care coordinator, Lynne 
Major MSW, CCM, touches base with every 

member who comes into the physician office 
where she works, encourages them to call her if 
they have questions and spending extra time with 
those who have complex needs. 

Major meets with all the members covered by 
the Philadelphia-based health plan at least once 
and conducts a comprehensive assessment that 
includes a medical and psycho-social assessment, 
as well as the patient’s individual motivation and 
confidence to manage their own care.  She gives 
members without complex needs her card, and she 
encourages them to call if they have questions or 
concerns.

Karen Michaels RN, MSN, MBA, vice presi-
dent of clinical services for AmeriHealth Mercy 
says, “She touches base with any of our members 
who come into the office, even if they have no 
special needs. When patients need extra support, 
she spends time with them while they are in the 
office.”

She follows those with complex needs through 
the continuum, contacts them between visits, and 
helps them access health plan resources, such as 
diabetic educators. When members schedule an 
appointment, the care manager compiles as much 
information as possible on the patients the day 
before they are scheduled for a visit, and she orga-
nizes it for the office staff. Major has daily huddles 
with the treatment team to discuss who is coming 
for an appointment that day and who has special 
needs.

She identifies any gaps in care based on national 
guidelines for chronic condition, and she uses 
the health plan database to access pharmacy uti-
lization information. In some cases, Major has 
determined that the patient is taking a medica-

tion prescribed by a different physician and that 
it might interact with something else the patient is 
taking.

While patients are in the office, Major visits 
them and conducts a brief assessment to identify 
the barriers to care the members are dealing with 
at that particular time. She updates the physician 
and works on overcoming the barriers, connect-
ing the members to resources at the health plan, 
referring them to the community food bank, or 
helping them with housing assistance applications. 
Major educates patients about their condition and 
coaches them on ways to adhere to their treatment 
plan. She helps them access community resources 
or get appointments for tests and procedures or 
visits with specialists. 

Grace Lefever, PT, MS, MPH, project leader for 
coordinated care management at Mercy Health 
System, based in Philadelphia, says “The care 
manager helps patients overcome barriers to care 
that are difficult to address in the physician’s 
office. She is able to improve all the connections to 
resources in the community and help the member 
deal with whatever issues are interfering with their 
care,” Lefever says. 

When patients are hospitalized, the care man-
ager in the physician office works with the hospital 
case manager, the health plan case manager, the 
health plan’s pharmacist, and behavior health 
staff, if appropriate. The health plan also has a 
transition manager at the hospital who works with 
the patients and the hospital case manager on the 
discharge plan.

All of the health plans care managers go 
through training on motivational interviewing and 
engagement techniques as well as available com-
munity resources.  n

ACO rules could create 
variety of new burdens
Expert says problems can be corrected 

The Department of Health and Human 
Services’(HHS) recently published pro-

posed rule (42 CFR 425) for Accountable Care 
Organizations (ACOs) could result in some posi-
tive changes for the health care industry, but there 
are a few problems that should be corrected, an 
expert says.

The proposed rules for the ACOs greatly 

office does and can give the provider a comprehen-
sive picture of the patient. We have access to all 
the claims for services or prescriptions the patient 
has received outside of the physician’s system. 
The physician doesn’t have a health information 
exchange with other providers and has to depend 
on the information the patient shares and any 
information in his system.”  n
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expand quality domains and measures to be 
reported to the Centers for Medicare & Medicaid 
Services (CMS), and this reporting likely will be 
onerous for hospitals, says Lisa Graberg, MPH, 
senior associate director for policy at the American 
Hospital Association in Washington, DC. One 
issue is that the proposed rule will have ACOs 
meet 65 quality standards in these five areas:

• patients’ care experience;
• extent of care continuum;
• patient safety;
• emphasis on preventive health;
• success in treating Medicare beneficiaries who 

are sick and frail.
“CMS did a physician group practice demon-

stration project that is a precursor to ACOs, and 
these sites are required to report on only 32 mea-
sures,” Graberg says. “To more than double the 
measures is concerning to us because our members 
are already reporting 60 measures for hospitals, 
and they’ll have to report on 65 more without a 
whole lot of overlap.”

Of course, hospitals don’t have to establish 
ACOs, but starting an ACO will require extensive 
funding and infrastructure, so hospital systems are 
the best positioned to take on this task, she says. 
The proposed rule includes a downside risk with-
out providing front-end funding. CMS estimates 
the ACO start-up costs would be nearly $2 mil-
lion, Graberg notes.

The ACO program is based on the fee-for-ser-
vice payments and system, but provides incentives 
to cut costs through shared cost savings. ACOs 
that do well will receive an incentive payment 
reflecting part of that savings. They also can be 
penalized financially for exceeding their spending 
targets.

 “When exposed to downside risk in the private 
sector, you typically receive some upside capital in 
a capitated budget, and then you stay within that 
budget,” Graberg says. “But they’re not getting 
any upside capital at all in this program, and the 
ACOs make the full investment themselves.” (For 
more information about proposed ACO rule, see 
story, right.)

CMS could change this imbalance in the final 
rule. “We’d rather see CMS come out with a par-
tial capitation option that holds them account-
able for risk and also gives them some capital,” 
Graberg says.

Also, CMS could have done more to emphasize 
care coordination by providing upfront capital, she 
adds. “Even if you do qualify for a savings bonus, 
it’s likely you won’t see any money for maybe 20 

full months after you start the program,” Graberg 
says. That’s a long time to receive money that 
could be used to improve care coordination, she 
adds. “I do think for the most part our hospitals 
are already doing things like tackling readmissions, 
reducing infections, and so forth, but they’re pay-
ing for all of those themselves,” Graberg says.

The ACOs shift incentives slightly in the direc-
tion of capitated care, but hospitals still will oper-
ate in a fee-for-service environment in which they 
are paid when patients are admitted and reducing 
readmissions actually reduces revenue, Graberg 
says. “So when you don’t receive additional 
upfront capital for the savings you are generat-
ing for the program, it becomes a tricky financial 
dance to continue,” she explains. “The more suc-
cessful you become, the less revenue you receive.”

Hospitals increasingly are bridging the care 
transition process, and the creation of ACOs drives 
home the importance of this trend continuing, 
Graberg says. (For more information about next 
level of care, see story, p. 81.) “Whether or not 
a hospital elects to do an ACO, our members are 
fully on board and understand that we are respon-
sible and give accountable care to all patients who 
come into the hospital,” she adds.

SOURCES
• Beverly Cunningham, MS, RN, Vice President of Clinical 
Performance Improvement, Medical City Dallas Hospital, 7777 
Forest Lane, Dallas, TX 75230. Telephone: (972) 566-6824. E-mail: 
beverly.cunningham@hcahealthcare.com.
• Lisa Graberg, MPH, Senior Associate Director for Policy, 
American Hospital Association, 325 Seventh St. NW, Suite 700, 
Washington, DC 20004. Telephone: (202) 626-2351. Twitter: 
@ahahospitals.
• Donna Zazworsky, RN, MS, CCM, FAAN, Vice President for 
Community Health and Continuum Care, Carondelet Health 
Network, 1601 W. St. Mary’s Road, Tucson, AZ. E-mail: donnazaz@
aol.com. 
• To access proposed rule, visit http://www.regulations.gov and 
search for 42 CFR 425.  n

Proposed ACO rules 
stress care coordination
Financial burden would grow 

Proposed rules for the creation of Accountable 
Care Organizations (ACOs) will require par-

ticipating organizations to provide primary care 
to 5,000 or more patients and to meet 65 quality 
standards. Because the new ACOs also will require 
substantial start-up costs, some experts say it will 
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be a challenge and an opportunity for hospitals.
“ACOs is a concept that would allow our hos-

pitals to participate and get recognized for many 
things they’re already doing well, including coordi-
nating care for purposes of reducing readmissions 
and eliminating certain hospital-acquired condi-
tions,” says Lisa Graberg, MPH, senior associ-
ate director for policy at the American Hospital 
Association in Washington, DC.

The Centers for Medicare & Medicaid Services 
(CMS) recently released its proposed rules for 
creating accountable care organizations with a 
focus on extent of care coordination and treat-
ment of Medicare beneficiaries who are sick and 
frail. “These are things a lot of our members are 
already doing, and there’s a financial incentive for 
doing these sorts of things,” Graberg says. “Under 
ACOs, when you drive down costs, you generate 
additional savings overall for the Medicare pro-
gram, and then you’re eligible to share in that sav-
ings with CMS.”

Hospitals are better positioned than most pro-
viders to form ACOs because many already have 
several components of continuous care coordina-
tion in their systems, she notes. “Also, hospitals 
and health systems tend to have greater access 
to capital, and to become an ACO will require 
a significant investment that CMS estimates at 
$1.8 million for start-up and first year of ongoing 
costs,” Graberg says. “We’ve done some internal 
analysis and hired a contractor, and we think it’s 
actually much more than $1.8 million.”

Large physician groups also seem interested 
in the ACO model, says Beverly Cunningham, 
MS, RN, vice president of clinical performance 
improvement at Medical City Dallas Hospital. 
“CMS did an open-door call in April, and the 
people who called in and asked the most questions 
were mostly large physician groups,” Cunningham 
says. “I think hospitals will take this slowly.”

Many hospitals now are focused on understand-
ing their own readmissions, particularly in the big 
three of pneumonia, acute myocardial infarction, 
and heart failure. They also are putting processes 
in place that will help reduce them, Cunningham 
adds. “While hospitals wait to see what happens 
with the rollout of health care reform, they’ll have 
these processes in place,” she says.

ACOs likely will improve the overall coordi-
nation of care, reduce duplication, and enhance 
prevention efforts, says Donna Zazworsky, RN, 
MS, CCM, FAAN, vice president for community 
health and continuum care at Carondelet Health 
Network in Tucson, AZ. “This includes working 

with primary care providers,” Zazworsky says. 
“We have those pieces in place for diabetes coor-
dination of care, and we’re already showing cost 
savings in being able to coordinate care better in 
the primary care.”

The point of forming an ACO is to provide 
care in different ways that might improve health 
care access and efficiency. An example might be 
Carondelet Health Network’s 24-hour, seven-
days-a-week telecardiology program that serves 
rural hospitals, she notes.  n

Home health visits
being redefined

Hospitals are working more proactively in forg-
ing relationships with the next-level-of-care 

providers, the experts say. “We’re working with 
home health agencies and skilled nursing facili-
ties to design agreements that help clearly define 
the transition process,” Donna Zazworsky, RN, 
MS, CCM, FAAN, vice president for community 
health and continuum care at Carondelet Health 
Network in Tucson, AZ, says. “With home health 
agencies, we expect our patients to be seen within 
24-48 hours post-discharge.”

This immediate home health visit sometimes is 
necessary for step-down care, and it also ensures 
the discharge plan is being followed. Hospitals no 
longer can assume patients will follow through 
on discharge plans once they return home, she 
adds. “Our experience now tells us they don’t,” 
Zazworsky says. “It’s not because they don’t want 
to, but they might not have the support system to 
get their medications for several days, which ends 
up with them returning to the hospital.”

Beverly Cunningham, MS, RN, vice president 
of clinical performance improvement at Medical 
City Dallas Hospital in Dallas, TX, says when 
home health care and other providers are not part 
of the major payer groups that serve the hospital’s 
patients, the hospital will encourage payers to con-
tract with the providers. “We encourage payers by 
saying, ‘This is a company that is good; we have 
seen as we track them that they don’t have a lot 
of readmissions and are really focused on manag-
ing the patient outside of the hospital,’” she says. 
“Then we tell the providers, ‘So why don’t you 
work together and get a contract so you can take 
our patients?’”
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These kind of efforts might accomplish some of 
the same benefits and reductions in readmissions 
that ACOs are designed to do. Some hospitals 
might choose to continue their own efforts before 
committing to an ACO, she says. “We’re not 
jumping into an ACO endeavor, but we’re aggres-
sively looking at readmissions and that next-level-
of-care provider,” Cunningham explains. “We feel 
if they go to that provider, they won’t bounce back 
to the hospital.”

Medical City Dallas Hospital also uses mid-level 
practitioners to manage high-risk patient popula-
tions. These include a heart failure nurse practi-
tioner who identifies high-risk patients who are at 
risk for readmission, she says. “We have wellness 
clinics for them,” Cunningham says. “We identify 
the people who will be the most difficult to man-
age, and we assure their transition is appropriate 
and at the right level of care.”

This effort has been going on for a few years, 
but the healthcare reform bill has encouraged the 
hospital to improve and to become better orga-
nized, she adds.

“Healthcare reform has forced us to be better 
than we are,” Cunningham says.  n

Smartphone users are beginning to use a device 
called a “barcode scanner” that allows them 

to open Quick Response (QR) codes. These codes 
are found on a multitude of items including 
magazine ads, signs, business cards, and museum 
graphics, says Fran London, MS, RN, a health 
education specialist at The Emily Center, a fam-
ily health library at Phoenix (AZ) Children’s 
Hospital. 

Anyone with a barcode scanner on their phone 
can read the code by putting it in the telephone 
camera’s view, she explains. The scanner takes 
the smartphone user to the link associated with 
the QR code, which can be anything from a web 
site URL to a Google map location. (For more 
details on QR codes, see the source, at right.)

According to London, there are web sites that 
can be used to create a QR code for free. Just 
search for “QR Code generator,” she instructs. 
Once a QR code is established, it can be included 
on a teaching handout, for example. When the 
code is scanned, it might connect to a video that 
demonstrates the self-care skill for an area such as 
a dressing change, London explains. 

While the QR code is not a way to communi-
cate essential information to patients and their 
families, it is a free tool that facilitates interac-
tion, she emphasizes. 

SOURCE

For more information, contact: 

• Fran London, MS, RN, Health Education Specialist, The Emily 
Center, Phoenix Children’s Hospital, 1919 E. Thomas Road, 
Phoenix, AZ 85016-7710. Telephone: (602) 546-1408. E-mail: 
flondon@phoenixchildrens.com. Web: http://notimetoteach.
com/. To read detailed article: http://notimetoteach.com/2011/
qr-codes.

Or scan this QR code to link to the article mentioned above.  n

Purpose drives choice 
of content for e-readers
Feedback from patrons assists effort

What content should go on electronic readers, 
such as iPads and Nooks, purchased for use 

in community health libraries and facility-based 
resource centers? 

Staff at the Community Health Library within 
the Samuel and Sandra Hekemian Medical Library 
at Hackensack (NJ) University Medical Center 
wants to offer information found at their library in 
a new way. The plan for the pilot project, which 
is still in the research process, is to put a selection 
of materials on certain topics on each electronic 
device so there is variety from which to choose.  
For example, there might be books on asthma and 
cancer on one electronic reader, and books on car-
diac disease and diabetes on another. Also, there 
might be two or three of the same titles on every 
device. One iPad and one Nook will have identi-
cal content so staff can determine which device 
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patrons prefer. Each device will have 30 to 40 
titles.

According to Barbara Reich, MLS, AHIP, direc-
tor of the medical library, her first thought was to 
have one Nook and one iPad dedicated to a spe-
cific disease, such as cancer. Then she realized that 
if the device was checked out, the topic would not 
be available to other patrons. “I began to realize 
things should be more evenly divided, with a few 
subjects on each device,” says Reich.

As the project progresses, it will be easier to 
determine what content to put on the electronic 
readers, says Deborah Magnan, PT, MLIS, AHIP, 
associate librarian. If patients are asking for books 
that are not on the iPads and Nooks, the librarians 
will know which titles to add. Also they will learn 
the value of the content by asking patrons to fill 
out a brief questionnaire after they use the iPad or 
Nook. Questions might include: “Was what you 
read helpful to you?” “Did you ask your doctor 
a different kind of question based on what you 
read?” “Did you look at your disease differently 
because of something you read?” and “Did the 
information change the way you make decisions?”

The questionnaire will help librarians know if 
the content impacted the patient’s care and deci-
sion-making process, explains Magnan.

Feedback from patients and family members 
using the electronic readers will provide future 
guidance for content choice. “In going forward it 
is important to have the patient give us feedback. 
This is a very new project, and we don’t know 
how it will be received,” says Magnan.  n

n Keeping the senior 
population healthy and 
out of the hospital

n Are you providing 
culturally competent 
care coordination?

n Improving the 
transitions between 
levels of care

n Challenges in 
managing the care of 
pediatric patients

Caregivers lack skills 
for home care

Paid caregivers make it possible for seniors to 
remain living in their homes. The problem, 

according to a new Northwestern Medicine study, 
is that more than one-third of caregivers had dif-
ficulty reading and understanding health-related 
information and directions. Sixty percent made 
errors when sorting medications into pillboxes.

In a first-of-its-kind study, nearly 100 paid, 
non-family caregivers were recruited in the 
Chicago area and their health literacy levels and 
the health-related responsibilities were assessed, 
said Lee Lindquist, MD, assistant professor of 
geriatrics at Northwestern University Feinberg 
School of Medicine and physician at Northwestern 

Memorial Hospital, both in Chicago.
“We found that nearly 86% of the caregiv-

ers perform health-related tasks,” said Lindquist, 
lead author of the study. “Most of the caregivers 
are women, about 50 years old. Many are foreign 
born or have a limited education. The jobs typi-
cally pay just under $9.00 per hour, but nearly 
one-third of the caregivers earn less than minimum 
wage.”

Lindquist found that despite pay, country of 
birth or education level, 60% of all the caregiv-
ers made errors when doling medication into 
a pillbox. This statistic is alarming, because 
patients who don’t take certain medications as 
prescribed could end up in the hospital, Lindquist 
said. “Many of these caregivers are good people 
who don’t want to disappoint and don’t want to 
lose their jobs,” Lindquist said. “So they take on 
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CNE INSTRUCTIONS 

Nurses participate in this continuing education program 
and earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests can 
be taken after each issue or collectively at the end of the 
semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mail-
ing label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the activ-
ity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.   n

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 the Case Management Society of 
America’s Standards of Practice and the Com-
mission for Case Management Certification 
Code of Professional Conduct, a case manager’s 
first loyalty should be to what entity?
A. Your patient
B. Your employer
C. Your patient’s health plan
D. Your conscience

2. True or false: According to John Banja, PhD, a 
medical ethicist at Emory University, a case 
manager’s obligation to the patient often is con-
strained by the contractual relationship spelled 
out in an insurance policy or workers compensa-
tion benefit.
A. True
B. False 

3. According to B.K. Kizziar, RN-BC, CCM, CLP, owner 
of B.K. & Associates case management consult-
ing firm, what should case managers take into 
account when developing a treatment plan?
A. The patient’s healthcare benefits.
B. The lifetime of healthcare benefits.
C. The annual limit of healthcare benefits. 
D. All of the above

4. Care coordination is just one function of profes-
sional case managers, Patrice Sminkey, chief 
staff executive for the Commission for Case 
Management Certification points out.  What are 
two other functions?
A. Assessment and evaluation
B. Evaluation and treatment
C. Assessment and benefits management
D. Evaluation and utilization review

health-related responsibilities, such as giving out 
medications and accompanying clients to the doc-
tor for appointments. Most physicians and family 
members do not realize that while the caregiver 
is nodding and saying ‘yes,’ she might not really 
understand what is being said.”

The title of the study is “Inadequate Health 
Literacy Among Paid Caregivers of Seniors.” 
The study will be published in the Journal of 
General Internal Medicine. It has been published 
online at http://www.springerlink.com/content/
t3h82492566524p8.  n


