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Medicaid patients may need
extra help to obtain their care
Social needs, family problems take precedence 

Managing the care of Medicaid members and ensuring that they 
obtain the services they need is always a challenge, case managers 
report.

Many Medicaid beneficiaries don’t understand the healthcare system. They 
might suspect that “case manager” means a government worker who might 
take their children away and refuse to return phone calls. Several beneficiaries  
move around from location to location and often change their pre-paid cell 
phones, which makes them difficult to locate. 

When case managers do find them, they often are more worried about 
whether they’re going to be evicted from their home or how they’re going to 
provide food for their family, and don’t think about weighing themselves or 
checking their blood sugar level daily. (For more information about establish-
ing a presence, see story p. 124)

“Everybody struggles with making sure that people have enough knowl-
edge and enough resources to stay reasonably well. It is important for case 
managers, providers, and other healthcare professionals to remember that this 
is a very vulnerable population and to be as accommodating and welcoming 
as possible,” says Dana Pepper, RN, MPA, manager of strategic planning and 
business development at Mercy Care Plan, Phoenix, AZ, and former executive 

EXECUTIVE SUMMARY

Many Medicaid beneficiaries have social needs, low healthcare literacy, and 
other issues that make it a challenge to coordinate their care.
• It takes a variety of strategies to help low-income people receive healthcare 
services.
• Make sure patients understand their treatment plan and use simple, easy-
to-understand language in educational materials.
• Help them find transportation, childcare, assistance with medication, and 
community agencies that can help with rent and utilities.
• Go into the community to interact with members, educate them on your 
services,  and build trust. 
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director at St. Elizabeth Health Center in Tucson, AZ. 
“It takes a variety of strategies and a lot of work to 
make sure low-income people receive healthcare ser-
vices. This is not a one-size-fits-all problem.”

Because Medicaid has low or no co-pays, Medicaid 
patients don’t have the financial barriers in terms of 
paying for healthcare services, but they do face other 
barriers to taking care of their health. The Medicaid 
population often faces challenges with navigating 
through the complexities of the healthcare system, 
says Carol Perniciaro, RN, BSM, manager of care and 
disease management for Horizon NJ Health, a West 
Trenton, NJ, Medicaid health plan. In addition, most 
have poor healthcare literacy which can create huge 

barriers to adherence. (For tips on how to reach and 
engage members, see related article on page 124.)

Case managers should go to great lengths to ensure 
that Medicaid members understand what they need 
to do to follow their treatment plan, says Lisa Clark, 
RN, BSN, CCM, supervisor of care management 
for Horizon NJ Health. “Our case managers use the 
teach-back method to make sure they understand,” 
Clark says. In some cases, the case managers go so 
far as to ask the members to walk them through the 
steps they are going to take to get their prescriptions 
filled, including where they’re going to go and how 
they are going to get there. In addition, Horizon NJ 
Health has simplified all of its materials, programs, 
and newsletters to better promote understanding 
among all members, she adds. (To learn other ways 
to engage members, see related article on page 124.)

Many times, making regular visits to see a primary 
care doctor has a low priority for Medicaid benefi-
ciaries, says Donna Zazworsky, RN, MS, CCM, 
FAAN, vice president at community health and 
continuum care, for the Tucson-based Carondelet 
Health Network. They might be hourly workers or 
have jobs as day laborers and work whenever they 
can, and they might skip their doctors’ appointments 
if they are offered jobs. Or they might make appoint-
ments but have family issues that come up, so they 
can’t keep the appointments. Case managers can help 
by assisting patients in finding providers who have 
extended office hours and by steering patients who 
care for young children to providers who offer child 
care, she adds. For instance, St. Elizabeth Health 
Center has a childcare center where children can play 
while their parents are seeing a provider, she adds. 

When you work with Medicaid beneficiaries 
and other low-income patients, expect a lot of no-
shows and cancelled appointments, Zazworsky 
says. “Providers should expect a higher no-show 
rate because of all the barriers these people face, and 
schedule accordingly. At St. Elizabeth Health Center, 
the staff contacts patients who miss an appointment 
to check to make sure they are OK and to try to 
reschedule,” she says. 

Pepper points out that transportation is a major 
roadblock that Medicaid recipients and other low-
income patients face when they seek healthcare. 
Many Medicaid plans offer transportation, but 
it’s still difficult for people to get to appointments. 
Zazworsky adds, “Case managers should make sure 
the providers are at a convenient location for the 
patients and that the offices are on the bus line or 
otherwise easily accessible.”

Recognizing the cultural beliefs and practices of 
your Medicaid patients is also important, Zazworsky 
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adds. “It takes a long time to understand what is 
comfortable for the immigrant population,” she 
adds. For example, women in some cultures want to 
see only women providers. Some want to meet their 
provider on the first visit and be examined the next 
time.  n

CM starts with
telephone contact
Reaching members is a challenge

Sometimes just reaching a Medicaid member can 
be a challenge, Lisa Clark, RN, BSN, CCM, 

supervisor of care management for Horizon NJ 
Health. 

“Our members tend to move frequently and often 
change cell phone numbers,” she says. The health 
plan collaborates with the primary care physician 
offices in their network and community agencies for 
help in locating members. 

Sherry Rumbaugh, RN, director of care coordi-
nation for Passport Health, a Medicaid health plan 
with headquarters in Louisville, KY, reports that 
when Passport Health case managers are unsuccess-
ful in contacting members, they review the member 
history and contact the pharmacy and/or healthcare 
providers the member has used for updated contact 
information. 

Recognizing that many of the members are the 
working poor, Horizon NJ Health makes outreach 
calls during the evening hours to reach members who 
have gaps in care. Clark says: “Often we call some-
one with a specific gap in care in mind, but we don’t 
get to it because the member has more pressing issues 
to talk about.”

Passport Health is expediting help for its Medicaid 
members who have basic needs such as housing and 
food. It has created the Rapid Response line, a toll-
free number that members can call when they need 
help in accessing resources, such as transportation 
and housing assistance, and when they have medical 
questions. Rumbaugh says, “The Rapid Response 
Team is trained to link members who call to what-
ever resources they need, whether it’s clinical or non-
clinical. In addition to questions about their benefits 
and health questions, people call us for help when 
their electricity is about to be cut off or they can’t pay 
their rent.”

The rapport that the Rapid Response Team builds 
with members is an asset when the health plan’s case 
managers or disease managers try to engage mem-

bers in following a treatment plan. “Sometimes case 
managers will call to engage a member in disease 
management, and they are perceived as someone who 
is not going to be helpful. Because they have built a 
rapport with members, the Rapid Response Team can 
convince them that the case manager is here to help,” 
Rumbaugh says.  n

Face-to-face visits
create a bond
Encounters build trust, respect 

Health plans need to reach out to Medicaid 
members to engage them and educate 

them about the services they provide, says Dana 
Pepper, RN, MPA, manager of strategic planning 
and business development at Mercy Care Plan, 
Phoenix, AZ, and former executive director at St. 
Elizabeth’s Health Center in Tucson, AZ.

“A major issue is making sure that all the 
people who are eligible for service are enrolled in 
a Medicaid plan,” Pepper says. “People who are 
eligible for Medicaid may not know it and even 
if they do, they often have difficulty in following 
through with the enrollment process.”

Donna Zazworsky, RN, MS, CCM, FAAN, vice 
president for community health and continuum 
care, for the Tucson-based Carondelet Health 
Network adds: “To reach patients who are eli-
gible for Medicaid, organizations need to station 
outreach people in multiple access points to guide 
people eligible for Medicaid through the enroll-
ment process and make sure the paperwork is 
done properly.” At St. Elizabeth’s Health Center, 
and other hospitals and clinics in Tucson, when 
people come in for treatment, the staff make sure 
they have enrolled in any assistance programs for 
which they are eligible, and helps them overcome 
the barriers to enrollment.  

Once people are enrolled in Medicaid, it might 
take a while for case managers or other health 
plan representatives to build up a relationship with 
them, says Sherry Rumbaugh, RN, director of care 
coordination for Passport Health Plan, a Medicaid 
health plan with headquarters in Louisville, KY. 
“Sometimes we have to work through the mistrust 
that members have. When we see them face-to-
face, it helps us build rapport and get a better feel 
for what they need,” Rumbaugh says. The health 
plan has placed nurses and social workers in two 
high-volume provider offices where they work 
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with patients face-to-face and, over time, build up 
trust. “We’ve had really good success in helping 
members complete health screening, identifying 
their healthcare needs, and eliminating barriers to 
care,” Rumbaugh says.

When they identify members who frequently use 
the emergency department for non-emergent care, 
the Passport case managers ask emergency depart-
ment staff to alert the health plan if the member 
shows up for treatment. Then, a social worker 
visits the members in person and educates them on 
more appropriate ways to obtain healthcare. For 
example, one member was going to the emergency 
department several times a day for minor prob-
lems. When the health plan received a call from the 
hospital, a social worker visited the woman in the 
emergency department and worked with her. Now, 
she’s gone as long as three months between emer-
gency department visits.

“The emergency department was a social net-
work for this member. When she got lonely and 
wanted someone to talk to, she’d go to the emer-
gency room. The social worker built up trust with 
her, and now she calls when she wants to talk,” 
Rumbaugh says.  n

Establish a presence
In the community
Visits can impact Member engagement

Horizon NJ Health, with headquarters in West 
Trenton, NJ, sends its fleet of mobile medical 

and health vans, called Care-A-Vans, into com-
munities throughout the state for outreach, health 
education, enrollment information, and no-cost 
screenings of members. 

The health plan partners with school, commu-
nity, and faith-based organizations. On average, 
the Care-A-Vans participate in more than 300 
health fairs and other events each year. Some of 
the programs are multi-lingual, depending on the 
cultural make-up of the community.

When the Care-A-Vans visit communities, the 
health plan staff assist in enrolling eligible mem-
bers, present educational programs, and conduct 
blood pressure, blood sugar, and other screenings. 
Carol Perniciaro, RN, BSN, manager of care and 
disease management for the Medicaid health plan 
says: “The Care-A-Vans have established our pres-
ence in the community and have had an impact on 

our efforts to engage members. People realize that 
we are there to help them, and they call us when 
they have a need.” 

Sherry Rumbaugh, RN, director of care coordi-
nation for Passport Health Plan, a Medicaid health 
plan with headquarters in Louisville, KY, adds, 
“The process for engaging members has changed 
over the years. When I started in case manage-
ment, we mailed information to members. Now, 
we’re looking at other ways to reach our mem-
bers.”

Passport Health is using text messaging to pro-
vide information. For example, the health plan 
sends regular free texts about nutrition and child 
care to its pregnant members and those who have 
recently delivered a baby. “Many of our members 
have pre-paid cell phones and don’t want a lengthy 
conversation over the phone,” Rumbaugh says.

The health plan participates in community 
events and is working with local churches to get 
the word out to members about the services the 
health plan can provide. A Passport staff member 
presents a short program each week on one of the 
local television stations and discusses the health 
plan’s health management programs.  n

Heart failure program 
cuts readmissions
CMs visit patients in their homes

In the first 10 months of the Heart Failure 
Transition Care Program at Tucson, AZ-based 

Carondelet Health Network, case managers, called 
nurse partners, prevented hospital readmissions 
14 times while managing the care of 62 high-risk 
patients.

 Participants in the program were readmitted to 
the hospital seven times between October 2010 and 
August 2011, mostly because they were end-stage 
heart failure patients. Among the 21 eligible patients 
who refused to participate or whose physician did not 
recommend it, 16 were readmitted, according to Rose 
Quiroga, RN, BSN, one of two nurse partners in the 
program.

The nurse partners work with the patients in their 
homes. They help them overcome barriers to care and 
adhere to their treatment plan. They visit the patients 
two to three times a week during the first few weeks 
after discharge, then gradually taper off. 

It’s the home visits that make the difference in 
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the program, Quiroga says. “We started out doing 
telephonic case management, but it’s not the same. 
In the home, we can see the situations in which the 
patients live and what kind of food they’re eating. We 
can see that a patient’s feet are swelling or that he is 
out of breath and can call or text their cardiologist,” 
she says.

The program originally was designed to follow 
patients for two to three months, but some patients 
stay in the program longer. A number of patients 
have been in the program for about five months, then 
transitioned to a telephonic program.

Most of the patients in the program are out of 
work with no insurance. Others are the working poor 
and do not qualify for Medicaid. Some are undocu-
mented immigrants or homeless. Many have little 
support at home and have been readmitted repeatedly 
because of the challenges they face in following their 
treatment plan. About 25% of the patients in the pro-
gram are younger than age 60.

Amy Salgado, RN, MS, nurse partner says: “These 
patients have numerous social issues, and we spend 
the better part of the first month trying to help them 
get the services they need. We have to deal with the 
social issues before we can start the heart failure 
teaching.” 

The nurse partners work with patients who are 
hospitalized at three Carondelet facilities in the 
Tucson area. Quiroga manages the care of patients 
at Carondelet St. Mary’s Hospital, while Salgado 
sees patients hospitalized at Carondelet St. Joseph’s 
Hospital. They both see patients at the Carondelet 
Heart and Vascular Institute.

They have developed close relationships with the 
cardiologists and hospital-based case managers, and 
receive most of their referrals from them. Whenever 
possible, they visit the patients while they are in the 
hospital, explain the program, and have them sign a 
consent form if they agree to participate. “We start 
educating patients while they are in the hospital, 
working with the nurses and case managers on the 
floor. We try to get patients accustomed to checking 

EXECUTIVE SUMMARY

In the first 10 months of a heart failure care transi-
tion program, case managers at Carondelet Health 
Network in Tucson, AZ, prevented 14 readmissions 
while managing the care of 62 high-risk patients.
• Nurses visit patients in the hospital and then in 
their homes, two or three times a week, initially.
• Patients stay in the program as long as five months. 
• Often for the first month, social issues take priority 
over healthcare issues.

their weight every day and entering it into a log while 
they are still in the hospital,” Salgado says.

Quiroga reports that the nurse partners complete 
a detailed nursing assessment while the patients are 
still in the hospital. “The assessment helps us learn 
the challenges the patients will face in managing their 
own care and identify the kind of support they’re 
going to need,” she says. The nurse partners educate 
the patients on their disease, their treatment plan, and 
their medication regimen. “We want to help people 
take control of their disease and learn how to manage 
it better,” Quiroga says.

Medication reconciliation is one of the first tasks 
the nurse partners tackle on the first visit to a patient’s 
home. Salgado says, “Many of the patients are really 
confused about their medication. We compare the old 
and new medication and show them which to take.” 
The nurse partners show the patients how to fill a pill 
box with their medications. The second week, they 
watch the patient fill the box to make sure they know 
how to do it.

“Some are still extremely ill the first few weeks and 
need extra help. I work with them until they feel well 
enough to take over,” Salgado says. 

The nurses go through the patients’ kitchen cabi-
nets and refrigerators and help them learn which 
foods they can’t eat because of the sodium content. 
“We help them come up with a menu for each day 
and connect them with the resources they need to get 
food. If patients can’t make their own meals, we con-
nect them with Meals on Wheels to provide a low- 
sodium diet,” Salgado says.

The nurse partners accompany patients when they 
visit their primary care physician, cardiologist, pulmo-
nologist, or other specialist. Quiroga says: “Many of 
our patients don’t have anyone to go with them and 
are confused about what they should do. We can be 
another set of ears and explain what the doctor said,” 
she says. (For more information about the Heart 
Failure Transition Care Program, see p. 124.)  n

Nurses help HF patients
with basic needs
Low-income patients need extra help

Taking care of patients’ basic needs such as 
obtaining food, transportation, and medica-

tion is the first priority of the case managers, 
known as health partners, in the Heart Failure 
Transition Care Program at Carondelet Health 
Network in Tucson, AZ. 
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The health partners visit the homes of heart failure 
patients at risk for readmissions and help them learn 
to navigate the healthcare system and follow their 
post-discharge treatment plan. Many of the patients 
in the program are low income or out of work and 
are barely making ends meet. Amy Salgado, RN, MS, 
nurse partner says, “Many of our patients are more 
worried about how they are going to pay the rent or 
their utility bills than about taking care of their own 
health.

It often takes as long as a month to take care of 
the patient’s social needs so they can concentrate on 
learning about how to manage their disease, says 
Rose Quiroga, RN, BSN, one of two nurse partners. 
The nurse partners refer patients to social agencies 
in the Tucson area. Many are referred to the St. 
Elizabeth Health Center, a community health clinic 
that provides care for the uninsured and underinsured 
and helps them sign up for food stamps and other 
programs. “Many of these patients don’t qualify for 
food stamps and can’t get to a food pantry because 
they don’t have transportation or money to catch 
the bus. In that case, we bring food boxes to them,” 
Quiroga says.

Salgado tells of working with one patient who has 
a job paying $8 an hour, but only when he works. 
“He didn’t get paid for the week he was hospitalized 
or when he was recovering at home and was behind 
in his bills. He felt he couldn’t take a couple of hours 
off to see the doctor,” Salgado says. She got him free 
medication, boxes from the food pantry, and assis-
tance with paying his rent and his utilities. 

One patient who did not have a telephone ran out 
of medication and couldn’t afford more. He walked 
to a pay phone and called Salgado, who intervened to 
have his cardiologist give him samples until he could 
sign up for medication assistance. 

“If he hadn’t called, he would have ended up back 
in the hospital,” she says. “These patients want to 
keep their disease under control. They just need a lot 
of support.”  n

Health plan cuts ED 
as primary care  
Members learn appropriate venues

An initiative to cut down on the use of the emer-
gency department (ED) for non-emergent care by 

educating patients on more appropriate levels of care 
resulted in an 11.5% decline in ED use in three years 
by members covered by Blue Cross and Blue Shield of 

Florida, with headquarters in Jacksonville.
“We knew we had a lot of patients who were seek-

ing care in the ED for diagnoses that could be treated 
more appropriately in the primary care setting, such 
as upper respiratory infections, abdominal pain, sore 
throats, and pink eye. We are focusing on how to get 
patients out of the ED and into the primary care clinic 
or a convenience care clinic when they need treatment 
for minor illnesses,” says Uday Deshmukh, MD, 
MPH senior medical director for Blue Cross and Blue 
Shield of Florida.

The focus on the program is to help patients learn 
to utilize the appropriate level of care and to facilitate 
patients receiving care at the primary care level. “We 
want to make sure that our members have a relation-
ship with a provider of their choice who can take care 
of their primary care needs and facilitate preventative 
care services,” he says.

The health plan utilized its claims data to deter-
mine which members have gone to the ED instead of 
seeking care in a more appropriate setting and began 
a program to educate them about alternatives to an 
ED visit. As part of the initiative, the health plan dou-
bled the size of its network of urgent care centers and 
sent members information about the importance of 
seeing a primary care physician or going to an urgent 
care center instead of going to the ED. The informa-
tion includes location and hours of operation of the 
centers in their area and examples of situations in 
which urgent care would be a safe alternative to EDs.

Members who are frequent users of the ED receive 
a telephone call from members of the health plan’s 
Care Consultant Team, who educate them on the 
availability and hours of urgent care centers in their 
area and help them identify a primary care physi-
cian or specialist, if needed. Members of the Care 
Consultant Team are a combination of clinical staff 
and non-clinical staff who have been trained in 

EXECUTIVE SUMMARY

Jacksonville-based Blue Cross and Blue Shield 
of Florida’s initiative to cut down on the use of 
the emergency department (ED) for primary care 
resulted in an 11.5% decrease in three years.
• The health plan doubled the size of its network 
of urgent care centers and provides information to 
members on location and hours of the centers.
• Members who use the ED frequently received 
phone calls educating them about more appropriate 
venues of care.
• Members with chronic conditions who use the ED 
frequently are offered the opportunity to enroll in 
case management.
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engaging members over the telephone.
The team also receives calls from members with 

questions about their diagnosis, their benefit plan, 
and what resources are available to them through 
their insurer. They may want information about 
how to seek care for a particular decision and help 
in deciding what facility is the best option for them 
based on their benefits. Sometimes patients who are 
newly diagnosed with a condition call with ques-
tions about what they should do. Deshmukh says: 
“In many situations, members who use the ED for 
non-emergent situations would benefit from being 
engaged with case management or disease manage-
ment programs. In these cases, the care consultants 
call the members and discuss the programs that are 
available to them.” 

The care consultants work with the member to 
find out if they need community resources such as 
transportation assistance to travel to their primary 
care provider’s office or financial aid for prescriptions 
to keep their conditions under control and avoid trips 
to the ED. When members with chronic conditions 
visit the ED, the care consultants contact them and 
offer them the opportunity to enroll in case manage-
ment or disease management programs.

Some patients go to the ED because they don’t 
have a primary care physician, or they get sick at 
a time when their primary care clinic isn’t open, 
Deshmukh points out. “We try to understand the 
root cause of their emergency department visit and 
provide the type of information they need to establish 
a relationship with a primary care physician and seek 
care in an appropriate venue,” he says.  n

Some cancer patients
diagnosed earlier 
Moms cancer shows earlier in daughters

Women with a deleterious gene mutation are 
diagnosed with breast cancer almost eight 

years earlier than relatives of the previous genera-
tion who also had the disease and/or ovarian cancer, 
according to new research from The University of 
Texas MD Anderson Cancer Center, Houston, TX. 

The findings, published in Cancer, 1 could have 
an impact on how women at highest risk for the dis-
ease are counseled and even screened in the future, 
explained Jennifer Litton, MD, assistant professor 
in MD Anderson’s Department of Breast Medical 

Oncology. 
“In our practice, we’ve noticed that women with 

a known deleterious BRCA gene mutation are being 
diagnosed earlier with the disease than their moms 
or aunts,” said Litton, the study’s first author. “With 
this study, we looked at women who had been both 
treated and had their BRCA testing at MD Anderson 
to determine if what we were seeing anecdotally was 
consistent scientifically, a phenomenon known as 
anticipation.”

It’s estimated that 5% to 10% of all breast cancers 
are associated with the BRCA1 or BRCA 2 muta-
tion, both of which are associated with an increased 
risk for breast and ovarian cancers. According to 
the American Cancer Society (ACS), women with 
BRCA1 or 2 have a 60% lifetime risk of developing 
breast cancer, compared to a 12% risk for women in 
the general population.

Given their greater risk, women with known 
BRCA mutations and/or whose mothers and/or 
aunts from either side of the family have the muta-
tion are screened beginning at age 25. In 2007, as 
a complement to mammography, ACS guidelines 
added Magnetic Resonance Imaging (MRI) in the 
surveillance of these women at highest risk, as 
MRI is thought to catch smaller tumors even ear-
lier. Consideration of prophylactic mastectomies is 
also a component of their surveillance, said Litton. 
“Currently, BRCA positive women are counseled to 
start screening by 25 years, or five to 10 years earlier 
than their youngest affected family member,” she 
says. “However, our findings show that we may need 
to continue to follow these trends with future genera-
tions, and make changes accordingly in order to best 
advice and care for women at greatest risk.”

For the retrospective study, the researchers identi-
fied 132 BRCA positive women with breast cancer 
who participated in a high-risk protocol through 
MD Anderson’s Clinical Cancer Genetics Program 
between 2003 and 2009. Reviewing each woman’s 
pedigree (family tree), 106 were found to have a 
female family member in the previous generation 
who also had a BRCA-related cancer, either breast or 
ovarian. Age at diagnosis, location of mutation, and 
birth year were recorded in both the older (gen1) and 
younger (gen2) women. 

The study found that in gen2, the median age of 
diagnosis was 42, compared to age 48 in gen1. In 
comparing generations within a family, the median 
difference was six years. By using new mathematical 
models to evaluate for anticipation, the difference in 
age between generations was 7.9 years.

“These findings are certainly concerning and 
could have implications on the screening and genetic 
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counseling of these women,” Litton said. “In BRCA 
positive women with breast cancer, we actually might 
be seeing true anticipation: The phenotype or cancer 
coming out earlier per generation. This suggests more 
than the mutation could be involved; perhaps lifestyle 
and environmental factors are also coming into play.”

The research reconfirms that women with BRCA 
mutations should continue to be screened per the 
guidelines — mammography, MRI, and consider-
ation of prophylactic surgeries — yet perhaps with 
increased suspicion and even at an earlier age, said 
Litton, who notes that the addition of MRI screening 
may account for some of the change in diagnosis seen 
in the study. 

Further analysis is needed given the relatively small 
number of women in the cohort and the possibility of 
recall bias, as the gen2 women were providing their 
family histories, Litton explained. In the follow-up 
study, Litton plans to look into biological basis for 
potential earlier diagnosis.
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Chemo is as effective 
before and after

Whether chemotherapy is given before or 
after breast-conserving therapy (BCT) does 

not have an impact on long-term local-regional 
outcomes, suggesting treatment success is due 
more to biologic factors than chemotherapy 
timing, according to a study1 by researchers at 
The University of Texas, MD Anderson Cancer 
Center, Houston, TX.

The study also found that neoadjuvant chemo-
therapy (given before surgery) often shrinks breast 
cancer tumors, which makes them more likely to 
be treatable with BCT or a lumpectomy to remove 
a portion of the breast, followed by radiation.

“Even women who present with clinical stage 
2 or 3 breast cancer may have good results with 
BCT after chemotherapy and not need a mas-
tectomy,” said Elizabeth Ann Mittendorf, MD, 
assistant professor in the Department of Surgical 
Oncology and lead author of the study. “The 
molecular characteristics of the tumor and other 
factors have an impact on treatment success, but 

not the order in which chemotherapy and surgery 
are given.”

The retrospective study of almost 3,000 women 
treated for breast cancer at MD Anderson from 
1987 to 2005 also confirmed several prior studies 
showing BCT offers high rates of cancer control 
for certain patients.

Approaches have similar outcomes

Of the patients surveyed, 78% had surgery 
before chemotherapy and 22% received chemo-
therapy first. Overall, women with cancers that 
had more adverse prognostic factors tended to be 
treated with chemotherapy first.

Five-and 10-year local-regional recurrence-free 
survival rates were excellent for both groups: 
97% and 94%, respectively, for those who had 
surgery before chemotherapy; 93% and 90% 
for patients who received chemotherapy first. 
Mittendorf said that if adverse features, such as 
stage and grade of the cancer, age of the patient, 
and tumor hormone expression were factored in, 
survival rates were essentially the same for both 
groups of women. 

Neoadjuvant chemotherapy resulted in com-
plete pathologic response in 20% of patients and 
lowered cancer stage in almost half of patients 
who had stage 2 or 3 cancer before chemotherapy, 
which increases the likelihood that BCT might be 
effective for many women after chemotherapy.

“This study shows that women appropriately 
selected for BCT, even some women with stage 
3 breast cancer, can have excellent rates of local-
regional control,” Mittendorf said. “The most 
important thing is putting all the factors together 
to determine who can most benefit from this 
approach.”

The group plans to extend the study into MD 
Anderson patients treated after 2005. “Since 
2005, treatment techniques have improved, 
including the ability to add targeted therapies to 
chemotherapy,” Mittendorf said. “In the future, 
we will look at the effects of newer agents, and we 
anticipate the results will be even more favorable 
for women who received these treatments before 
surgery.”
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Trial gives thought 
to using stents 

Patients at high risk for a second stroke had a 
lower risk of stroke and death when treated 

with aggressive medical therapy than patients 
who received a brain stent in addition to aggres-
sive medical therapy, according to a nation-
wide clinical trial that included specialists in 
Stony Brook University School of Medicine’s 
Departments of Neurology and Neurological 
Surgery, Stony Brook, NY. 

The Stenting versus Aggressive Medical 
Management for Preventing Recurrent Stroke 
in Intracranial Stenosis (SAMMPRIS) study,1

reported online first by The New England 
Journal of Medicine (NEJM), included 451 
patients at 50 sites across the United States. 

The clinical care, conducted in the 
Cerebrovascular and Stroke Center (CVC) at 
Stony Brook University Medical Center, included 
a medical regimen that consisted of daily blood-
thinning medications and treatments to control 
high blood pressure and high cholesterol. Some 
patients also received a brain stent. Collectively, 
the NIH-supported investigators had hypoth-
esized that compared to medical therapy alone, 
patients who also received an intracranial stent-
ing system would decrease their risk of stroke 
or death significantly, perhaps by 35% over two 
years.

“The early study results indicated something 
we did not expect,” says David Fiorella, MD, 
PhD, professor of clinical neurological surgery 
and radiology, Stony Brook University School 
of Medicine, one of the national co-principal 
investigators of SAMMPRIS, and one of the lead 
authors of the NEJM paper. “Within 30 days 
of the treatment, the stenting group had signifi-
cantly higher rates of stroke and death than the 
non-stenting group. Therefore, we need to reas-
sess the role of stenting in high-risk stroke popu-
lations, as it appears that stenting with the study 
device is detrimental to this group.” Fiorella is 
one of three Stony Brook colleagues to collabo-
rate on the study locally.

All of the patients in the SAMMPRIS study 
had high-grade symptomatic blockages of their 
brain arteries, and nearly half (224) received an 
intervention of a self-expanding stent designed 
to widen a major artery in the brain to improve 
blood flow. The study device, the Gateway-

Wingspan intracranial angioplasty and stenting 
system, is the only system approved by the Food 
and Drug Administration for patients with intra-
cranial blockages at risk for stroke.

At the 30-day mark, 14.7% (33) of the 
patients in the stenting group experienced a 
stroke or died within that period after enroll-
ment. This statistic was compared with 5.8% 
(13) of the patients treated with medical therapy 
alone. There were five stroke-related deaths 
within those 30 days, all of which came from the 
stenting group. During a follow-up period of just 
less than one year, 20.5% of the patients in the 
stenting group and 11.5% of those in the medi-
cal treatment alone group had a stroke or died, 
or another stroke in the same area of the brain 
beyond 30 days.

Henry Woo, MD, associate professor of clini-
cal neurological surgery and radiology, Stony 
Brook University School of Medicine, director 
of the CVC, and interventional principal inves-
tigator of the Stony Brook clinical trial site, 
said, “These findings are critical in our search 
to discover an optimal way to treat patients at 
Stony Brook who have the highest risk of a sec-
ond stroke. This group includes up to 5-10% of 
stroke patients, many of whom have multiple 
risk factors, which complicates the process to 
finding the most effective way to prevent an 
additional stroke.”
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Are written materials 
easily accessible? 
Intranet not always best for distribution

Making written handouts readily available 
to clinicians interacting with patients is 

an important element of patient education. 
At Miami Valley Hospital in Dayton, OH, a 

patient education listing on the intranet gives 
staff the ability to print most items from a 
computer in their department, explains Janet 
L. Petty, MLIS, AHIP, associate librarian at 
Craig Memorial Library. The rest, such as com-
mercial pamphlets, are ordered online, or via 
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e-mail, fax, or a phone call to the patient edu-
cation department. That department is oper-
ated by the medical library under the guidance 
of the medical staff-driven multidisciplinary 
Patient and Family Education Committee. 
When materials are ordered, the department is 
notified when items are ready. Staff members 
come to the library to pick up their order. 

All materials are distributed free of charge, 
and there is one budget for written educational 
items. When departments are asked to pay for 
their materials, it is usually because they are 
specific to their discipline and not used else-
where in the hospital, says Petty. 

Within the patient education department at 
Mount Carmel East in Columbus, OH, a coor-
dinator tracks supply levels with the help of 
two volunteers. Vendor items are ordered by an 
electronic purchasing system. When in-house 
materials need to be printed, a requisition 
is sent to the Creative Services Department, 
according to Karen Guthrie, RN, MS, manager 
of community and patient education. “While 
some of our staff advocate for only electronic 
access and printing, it can be an inconvenience 
for staff to print handouts that are given out 
frequently,” says Guthrie. 

She encourages departments to use the pre-
printed in-house materials only for topics that 
they frequently cover during patient education, 
she says. The versions that come from the print 
shop are more attractive, with a color header, 
and they are sturdier with a slightly heavier 
paper, Guthrie says. 

The commercial and print materials are 
picked up by staff in the receiving departments 
or delivered by the education department. A 
courier delivers items to off-campus sites. 

Most patient education materials at The 
Ohio State University Medical Center in 
Columbus are created in-house and distributed 
on the Intranet. This system not only makes 
materials accessible across the health system, 
but it also allows for consistent information to 
be distributed, says Diane Moyer, BSN, MS, 
RN, associate director of patient education at 
the center.

The purchased materials that are used are 
coordinated and distributed by other depart-
ments. For example, the cancer hospital pur-
chases some brochures and materials and 
distributes them to the units. Also, the librarian 
at the consumer library coordinates ordering 
commercial materials distributed to the public 

Pep talk helps high-risk 
stroke patients 

According to a recent study1 from the University 
of Michigan (U-M), high-risk stroke patients 

are twice as likely to get follow-up care from a pri-
mary care doctor if they receive a motivational talk 
over the telephone.

“It is unfortunate that these high-risk patients 
often have a lower rate of follow-up with their 
primary care physicians,” says Rajesh Balkrishnan, 
PhD, associate professor in the College of 
Pharmacy and School of Public Health at the U-M, 
Ann Arbor. “They should not ignore their results 
and seek medical help.”

The U-M study, published in the Journal of 
Stroke and Cerebrovascular Diseases, tested the 
effectiveness of telephone interventions with those 
who had two or more stroke risk factors.

More than 200 people participated in the study. 
All participants lived in North Carolina, a state 
in the “stroke belt,” the southeastern region of 
the country with the nation’s highest incidence 
of stroke. They received standard information on 
strokes, such as risk factors, or a telephone call, 
a brief intervention known as the Health Belief 
Model which offers specific health advice and dis-
cusses barriers to seeing a primary care physician. 
“Patients who had the telephone intervention were 
twice as likely to visit their primary care physi-
cian and discuss stroke screening results,” says 
Balkrishnan. “Telephone interviewers worked with 
these patients and reinforced the need for stroke 
care with a primary care doctor.” These patients 
also modified their diet and even talked about see-
ing stroke specialists, he adds.

Three months after the screening, 56% in the 
intervention group, compared to 38% who did not 
receive a call, had visited their primary care doctor 
specifically to discuss the stroke screening results.
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at that location. To obtain copies of the pam-
phlets, people visit the library in person or the 
material is distributed by mail to people who 
call asking for information, explains Moyer.  n



november 2011 / case management advisor ™  131

COMING IN FUTURE MONTHS

To reproduce any part of this newsletter for 
 promotional purposes, please  
contact: 
Stephen Vance
Phone:  (800) 688-2421, ext. 5511
Fax:  (800) 284-3291
Email:  stephen.vance@ahcmedia.com

To obtain information and pricing on group 
 discounts, multiple copies, site-licenses, or elec-
tronic distribution please contact: 
Tria Kreutzer
Phone:  (800) 688-2421, ext. 5482 
Fax:  (800) 284-3291
Email:  tria.kreutzer@ahcmedia.com
Address: AHC Media
3525 Piedmont Road, Bldg. 6, Ste. 400
 Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for edu-
cational purposes, please contact:
The Copyright Clearance Center for permission
Email:  info@copyright.com
Website:  www.copyright.com
Phone:  (978) 750-8400
Fax:  (978) 646-8600
Address: Copyright Clearance Center
 222 Rosewood Drive
 Danvers, MA 01923 USA

1. Recognizing that Medicaid members often have 
low healthcare literacy, what do the case manag-
ers at Horizon NJ Health do to make sure members 
understand how to take care of themselves?
A. Use the “teach back” method and make educa-
tional materials simple. 
B. Visit the patients in their homes to conduct 
medication reconciliation.
C. Accompany patients to physician visits.
D. All of the above.

2. True or False: According to Dana Pepper, RN, 
MPA, manager of strategic planning and business 
development at Mercy Care Plan, people who are 
eligible for Medicaid might not know it, and even 
if they do, they often have difficulty in following 
through with the enrollment process.
A. True
B. False

3. How long are some heart failure patients in the 
transition care program at Carondelet Health 
Network?
A. One month after discharge.
B. Three months after discharge.
C. Five months after discharge.
D. Indefinitely.

4. What strategies has Blue Cross Blue Shield of 
Florida used in preventing emergency department 
use by non-emergent patients?
A. Mailing written materials on the hours and loca-
tions of primary care providers.
B. Calling members who use the ED frequently.
C. Helping members find assistance in getting 
transportation to a primary care clinic and finan-
cial aid with prescriptions.
D. All of the above.

COPD readmits high
among black patients

For patients age 40 and over with chronic 
obstructive pulmonary disease (COPD), 

hospital readmissions within 30 days of initial 
treatment were 30% higher among blacks than 
Hispanics or Asians and Pacific Islanders and 
about 9% higher than whites in 2008, accord-
ing to News and Numbers from the Agency for 
Healthcare Research and Quality. 

Based on data for patients who were hospital-
ized with COPD in 15 states during 2008: 

• About 7% of patients were readmitted within 
30 days principally for COPD, but 21% were 
readmitted for any health condition (all-cause 
readmission). 

• There were 190,700 initial hospital admis-
sions specifically to treat COPD, at an average 
cost of $7,100. The average readmission cost prin-
cipally for COPD was 18% higher, at $8,400 per 
stay, but all-cause readmissions were 50% more 
expensive than the initial stay at $11,100.

• Readmissions were 22% higher among 
patients from the poorest communities than 
among those from the highest income areas.

• Readmissions were about 13% higher among 
male patients compared to females.  n

n Taking a proactive 
approach to 
preventative care

n Ways to prevent 
hospital readmissions

n Keeping the 
chronically ill out of the 
hospital

n New opportunities for 
case managers
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Editorial advisory Board

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.  

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


