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As healthcare reform evolves, 
CM opportunities are increasing
Focus is shifting to transitions in care

As payers and providers grapple with ways to ensure that people 
obtain the healthcare services they need to stay healthy and to keep 
rising costs down, it’s a good time to be a case manager.

“The Patient Protection and Affordable Care Act has put case manage-
ment in the spotlight,” says Cheri A. Lattimer, RN, BSN, executive director 
of the Case Management Society of America, (CMSA) with headquarters 
in Little Rock, AR. “We know that smooth transitions are important as 
patients move through the continuum of care. It’s the case managers support-
ing the collaborative team who are going to help make the difference in pro-
viding appropriate transition planning, and educating patients and caregivers 
to help them become good care partners with their providers.”

In the future, case managers will work in every healthcare environ-
ment where there is a transition of care: skilled nursing facilities, long-term 
acute-care hospitals, home care agencies, and hospices, predicts Catherine 
M. Mullahy, RN, CRRN, CCM, president and founder of Mullahy and 
Associates, a case management consulting firm based in Huntington, NY. 
“As patients move from one level of care to another, they need to know what 
to do in order to be successful at the next level,” she adds. 

Being a healthcare educator and advisor to patients as they navigate the 
healthcare maze is an opportunity case managers haven’t had in the past, 
she says. Case managers can help people understand their diagnosis, make 
informed choices about treatment options, prevent complications, and save 

EXECUTIVE SUMMARY

New opportunities are opening up for case managers as healthcare reform 
provisions are being implemented.
• Providers must ensure that patients transition through levels of care.
• Healthcare executives are recognizing the value of case management.
• Case managers are essential in helping providers comply with reimburse-
ment requirements.
• Case managers have opportunities in patient-centered medical homes and 
as independent contractors who help patients manage their chronic dis-
eases.
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money at the same time, she says. 
Lattimer points out that case managers are already 

located in many entities, for the hospital to the payer 
side, and the skilled nursing facility to hospice. “Case 
managers are the connective thread in the continuum, 
and healthcare executives are beginning to recognize 
the value they bring. There’s a need throughout the 
continuum of care for experienced case managers to 
help people navigate the healthcare system, get the 
resources they need, and stay healthy,” she says. (For 
information on some of the new opportunities for 
case managers, see related article on p. 135.)

Mullahy adds that reductions in reimbursement 
and an increase in public reporting of healthcare data 

challenge providers at all levels of care to provide 
high quality care in a cost-effective, efficient man-
ner. For example, initiatives from the Centers for 
Medicare and Medicaid Services (CMS), such as 
value-based purchasing, reward providers for high 
quality care and penalize those who fall short when 
compared to their peers. The Medicare Recovery 
Audit Contractors (RACs) are carefully scrutinizing 
hospital records for inappropriate payments. When 
the Medicaid RAC program goes into effect Jan. 1, 
2012, their focus will also include outpatient treat-
ment, home health, durable medical equipment, and 
other post-acute providers. The same kinds of prac-
tices are likely to be adapted by commercial payers 
as well, Mullahy says.

“There are a number of websites, including CMS 
Hospital Compare and Health Grades, that rate 
providers are on how well they manage patient 
care. Consumers are using these sites to determine 
where they will receive care, and commercial payers 
are also paying attention. It is obvious that in the 
future, providers whose services are more efficient 
and effective are the ones that are going to pros-
per,” she says. 

The focus on healthcare outcomes and efficiency 
means someone has to make sure that patients 
move quickly and safely through the continuum of 
care, and that they get the services they need, but do 
not incur unnecessary healthcare costs. Hospitals 
are recognizing that they need to follow patients 
beyond their front door, Mullahy points out. 
“Research shows that healthcare providers need to 
provide better transitions when they hand a patient 
off to the next level of care. Case managers talking 
to their peers at the receiving organizations are the 
best way to handle that,” she says.  “Hospital case 
managers can’t manage all of a patient’s needs after 
discharge. Case managers are needed in home care 
agencies, skilled nursing facilities, and other post-
acute providers.”

Healthcare reform and the emphasis on transi-
tions between levels of care has opened up new 
opportunities for case managers who want to 
get back to a one-on-one relationship with their 
patients, Mullahy adds. Many case managers who 
went to nursing school to take care of people, are 
spending their time reviewing charts, entering data 
into a computer, and making telephone calls rather 
than spending time with patients. 

“Patients often feel that their physicians are too 
rushed to take the time to listen to their problems 
and help solve them,” Mullahy says. “The complex 
healthcare system and increasing use of technol-
ogy is creating a disconnect between providers and 
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patients. Patients are crying out for personal connec-
tions and case managers have an opportunity to fill 
that void.”

SOuRCES
For more information, contact:

• Cheri A. Lattimer, RN, BSN, Executive Director of the 
Case Management Society of America, Little Rock, AR. 
E-mail: clattimer@acminet.com.

• Catherine M. Mullahy, RN, CRRN, CCM, President and 
Founder of Mullahy and Associates, Huntington, NY. 
E-mail: cmullahy@mullahyassociates.com.  n

CMs are needed
across the continuum

In today’s changing healthcare environment, case 
managers have opportunities throughout the con-

tinuum of care, and those opportunities are only 
going to increase, says Cheri A. Lattimer, RN, BSN, 
executive director of the Case Management Society 
of America (CMSA), with headquarters in Little 
Rock, AR.

The patient-centered medical home model offers 
tremendous opportunities for case managers to work 
in the physician office setting. “When they work in a 
primary care or specialty physician office, case man-
agers can be a health coach, a resources coordina-
tor, transition coach and a healthcare educator, and 
coordinate with the treatment team to move to that 
patient-centered model of care,” she says.

In today’s healthcare environment, physicians 
don’t have the time to give complex patients the 
time and attention they need to manage their condi-
tions or illnesses, says Catherine M. Mullahy, RN, 
CRRN, CCM, president and founder of Mullahy and 
Associates, a case management consulting firm based 
in Huntington, NY. In the medical home model, case 
managers have the opportunity to identify and work 
with the patient population that needs help navigat-
ing the healthcare continuum, and learning how 
to manage their disease, Mullahy says. “There is a 
definitely a need in group medical practices for some-
one who has the knowledge, the skills, and the time 
to help patients access community resources, learn 
about their medication regimen and treatment plan, 
and ensure that they have recommended tests and 
procedures,” she adds. 

Major insurance carriers are also embedding their 
case managers into group medical practices to man-
age at-risk patients, Mullahy says. “Insurers and pro-
viders will both benefit when they work well together 

and help patients manage their chronic conditions 
and stay out of the hospital,” she says. 

Lattimer reports that one of the fastest grow-
ing areas of membership in CMSA is independent 
case managers who work contractually with payers 
and employers, or directly with patients and fam-
ily members. As healthcare becomes more complex, 
consumers are hiring independent case managers to 
help them navigate the healthcare system, she adds. 
(For details on how one independent case manager’s 
business works, see related article on p. 136.) “The 
healthcare system is quite complicated, and often 
people need help in navigating all the parts of the 
continuum,” Lattimer says. “The patients or their 
family members hire an independent case manager 
to work as their advocate and to ensure continuity in 
care.”

Independent case managers can help people under-
stand their diagnosis, make informed choices about 
treatment options, manage their medication regimen, 
prevent complications, and save money at the same 
time. “Patients and family members need an advocate 
to guide them in making the right choices and follow-
ing their treatment plan,” Lattimer says. 

Independent case managers also have the oppor-
tunity to contract with a group medical practice 
that doesn’t have an on-site case manager, but need 
someone to coordinate care for their most complex 
patients, she adds.

Mullahy says that as the baby boomers age, the 
demand for geriatric case managers is on the rise. 
“So many seniors live in a different city from their 
children and grandchildren and it’s difficult to under-
stand and manage the needs of the elderly from a dis-
tance,” she says. “They can contract with a geriatric 
case manager to make sure their loved ones follow 
their treatment plan and stay safe at home.”

Lattimer points out that as the value of case 
management is recognized, jobs are being created in 
brand new settings, such as big companies. “With the 
emphasis on wellness in the workplace, large employ-
ers are using case managers to work with their 
employees on managing their chronic diseases and 
staying healthy,” she says. Numerous opportunities 
exist for case managers in the wounded warrior pro-
grams and other areas of the military, Lattimer says. 
Nurses can join the service and be on active duty, or 
they can be a contractor, she says.

Medication reconciliation and medication therapy 
management are recognized as being keys in help-
ing patients manage their chronic diseases, Lattimer 
points out. Some retail pharmacists have employed 
nurse case managers to improve education and sup-
port for patients, she says.
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As people travel out of the United States for 
healthcare, they might need a care coordinator to 
help them make the transition back to their country 
and to ensure that the providers who follow-up have 
all the information they need, she says.

In some settings, case managers are on the execu-
tive career track, Lattimer says. “I see case managers 
being groomed to be chief executive officers of hospi-
tals or to assume other executive positions within the 
healthcare world. We’re not done seeing where case 
managers can go,” she says.  n

CM provides complex 
medical management
Working on a private-pay basis 

When Jan T. Homan, RN, BSN, was a home 
health nurse, she encountered several “revolv-

ing door” patients who would receive home health 
services for six weeks, keep their chronic condition 
under control for a few months, then end up back 
in the hospital and be discharged again with home 
health services.

“I knew that there was a way to manage the care 
of these patients better. Medicare pays for home 
health services for a limited time. I decided to try 
something different, where clients tell me how often 
they want me to visit and for how long in order 
to have a better quality of life,” says Homan, who 
started Lakeview Nurse Associates, a Milwaukee, 
WI, independent chronic disease management firm, 
10 years ago. (For details on how Homan started her 
firm, see related article on p. 137.)

Most of  Homan’s referrals come from geriatric 
care managers who provide care coordination for 
seniors on a private-pay basis and refer patients 
who need complex medical care management. 
“Sometimes, people call me about their children or a 
neighbor. I received a referral from the housekeeper 
of an elderly woman who was given my name by 
the housekeeper of another client I visited until she 
passed away,” she says.

Homan sees most of her patients weekly in their 
homes, coordinates with their physicians, and often 
accompanies them to their physician visits. She con-
ducts a thorough assessment every time she visits a 
patient’s home, depending on the patient’s disease 
and risks. For instance, with diabetics, she checks 
the blood sugar log and examines the patient’s feet. 
With heart failure patients, she checks for edema and 

EXECUTIVE SUMMARY

As an independent case manager, Jan T. Homan, RN, 
BSN, contracts with patients and family members 
to provide in-home, one-on-one management of 
chronic diseases.
• Geriatric care managers refer many patients who 
need complex medical management. 
• Homan sees patients weekly and often accompa-
nies them to physician offices.
• When her patients are hospitalized, she provides 
information to the hospitalist team.
• Before starting her business, she researched state 
laws on scope of practice.
• She bills patients on a per-visit basis. 

changes in weight. “The goal is to catch problems 
early and work with the physician over the telephone 
to take steps to keep them out of the emergency 
department and the hospital,” she says.

With the permission of the client, Homan sends 
notes from her visits to the out-of-town family mem-
bers to keep them informed. “I have found that it 
is important to communicate with family members, 
especially those who live out of town. When children 
come to visit their parents a few times a year, they 
don’t really know what is happening day-to-day. If 
I keep them informed, they aren’t blindsided when 
their loved one can no longer live independently at 
home,” she says.

Most of her patients are being treated by multiple 
specialty physicians, who often aren’t aware of what 
other specialists have prescribed and recommended. 
Homan keeps them in the loop and updates them 
on the patient’s current medications and treatment 
plans. When her patients are hospitalized, Homan 
contacts the hospitalists to help them understand 
what was happening with the patient in the commu-
nity. 

When patients don’t think it’s necessary for 
Homan to go with them to their doctor visits, she 
coaches them on questions to ask the doctor and 
symptoms to report. She faxes a one-page update 
on what has been happening with the patient, such 
as their blood pressure ranges, a list of medications, 
and any issues she would like the doctor to address. 
There is a space at the bottom of the sheet where the 
doctor can update Homan on the visit. “Many times 
I receive phone calls from doctors who are sitting 
in the exam room with their patients and have very 
specific questions about what is going on at home,” 
she says.

Recognizing that many of her patients have short-
term memory problems, Homan creates a folder of 
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information that she leaves in the patients’ homes in 
an easy-to-find place such as the kitchen table. The 
folder includes the current medication list, instruc-
tions from the physicians, and goals for the patient. 
For instance, a client’s physician had suggested that 
she take her iron pills with orange juice to improve 
absorption. She forgot to do this until Homan visited 
the next week and added those instructions to the 
folder. 

She goes through the refrigerators and pantries of 
patients who have dietary restrictions and make sug-
gestions about what they should eat and what they 
should throw out. In some instances, she puts post-it 
notes on the items they need to limit. For instance, 
one patient is diabetic and had problems understand-
ing what he could and couldn’t eat. She put notes 
on his favorite cereal instructing him to eat it only 
once a week. “I didn’t want him to have to give up 
the things he likes. I just wanted to make sure he eats 
them only occasionally,” she says.  

SOuRCE

• Jan T. Homan, RN, BSN, Owner of Lakeview Nurse 
Associates, Milwaukee, WI. E-mail: jhoman@ 
lakeviewnurses.com. n 

Do the homework before 
going on your own

Before Jan T. Homan, RN, BSN, started Lakeview 
Nurse Associates, an independent chronic disease 

management company in Milwaukee, WI, she con-
tacted the Wisconsin Nurses Association to find out 
what tasks she could do in her business and still work 
within the scope of practices for nurses in her state. 

An attorney for the nurses association advised 
her to follow the same rules for home care. “I don’t 
administer medication without a doctor’s order 
unless it’s over-the-counter and not contraindicated 
for the patient’s condition and other medications,” 
Homan says. “I don’t do wound care without a doc-
tor’s orders. However, I don’t have to get a doctor’s 
order for the other services I provide because it’s the 
client, and not Medicare or an insurance company, 
that is paying me.”

She advises case managers who want to start a 
similar business to make sure their services fit into the 
state’s scope of practice for nurses. Every state has 
different regulations, she points out.

Homan began her nursing career as a RN in the 
emergency department in 1978, then she worked 

as a nurse case manager in Medicare-based home 
care agencies for 20 years. “I left nursing for a year 
because of a back injury, but realized how much I 
missed it,” she says. “I didn’t want to go to a tradi-
tional home care agency so I decided to try it on my 
own.”

When Homan started her business, she sent a 
one-page letter of introduction “to every person I 
knew” telling them about the services she could pro-
vide. She also contacted the Medicare-based home 
care agencies which refer patients who don’t meet 
the Medicare criteria for home health services. The 
referrals started to trickle in, many of them by word-
of-mouth. Homan tracks the referrals to determine 
marketing opportunities. 

If she determines that a patient meets Medicare 
criteria for payment of home care, she refers them to 
a different agency. “I don’t want people to be paying 
out of their pockets for services that Medicare will 
provide,” she says.

Homan typically visits her clients once a week 
and charges on a per-visit basis. The fee covers 
transportation, telephone calls in between visits, and 
paperwork. She’s also on call 24 hours a day for her 
patients. If the patient calls after hours or on week-
ends, Homan charges for the phone call and time 
and one-half if she has to visit after hours. “Most 
of the after-hours calls can be handled over the tele-
phone,” she says.  n

Immigrants have social, 
healthcare challenges
CMs work to understand their culture 

The key to managing the care of a multicultural 
population is to understand the people with 

whom you are working and to be aware of the 
challenges they face, says Sherry Rumbaugh, RN, 
director of care coordination for Passport Health 
Plan, a Medicaid health plan with headquarters in 
Louisville, KY.

That’s why the health plan requires every 
employee to go through diversity and cultural com-
petency education that provides insight into the 
multicultural community they serve, adds Marcelline 
Coots, manager of public affairs for the health plan. 
In addition, the health plan provides training and 
culture-specific information for providers, and makes 
education available to immigrants about healthcare 
options, and an overview of the health plan to newly 
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EXECUTIVE SUMMARY
Passport Health Plan, a Medicaid Health plan in 
Louisville, KY, provides extensive education to help 
all its employees understand the multi-cultural com-
munity they serve.
• Employees are required to take diversity training.
• Case managers also work with the cultural and lin-
guistics service coordinator to design plans that fit 
into the beliefs and practices of the members.
• The health plan translates its written materials for 
the individual cultures it services. 

resettled refugees. 
The Louisville area has a growing immigrant 

population, Rumbaugh says. In fact, students in 
the Louisville school system speak more than 90 
languages. “We have a large Hispanic population 
in the area, as well as a large number of Somali and 
Vietnamese families,” Rumbaugh says. “Families 
from Iraq, Sudan, and Burma are also settling here.”

Many people have misconceptions about immi-
grants, Coots says. “They don’t know that when 
refugees arrive in America, they are already in debt. 
They have to pay the U.S. government back for 
the cost of transporting them to this country. They 
receive support for only 180 days, during which time 
they have to become acclimated to life in America, to 
go to English as a Second Language classes, and find 
a job. After the 180 days of support runs out, if they 
can’t speak English or get a job, they often become 
homeless.”

One training session required of all Passport 
employees is called, “Our Newest Neighbors,” and 
gives participants a glimpse of what the refugees 
have experienced, beginning in the refugee camps, 
their journey to America, and after they arrive in 
Louisville and receive assistance from the resettle-
ment agency.

Rumbaugh reports that the diversity training pro-
vides great insight for case managers who work daily 
with refugees who are chronically ill and/or high uti-
lizers of healthcare services. “Refugees face the same 
problems as our other members on Medicaid, but the 
refugees’ problems are worse because they are in a 
new place where they don’t understand the language 
or the culture, and they are bewildered by the health-
care system,” she says.

Case managers work with Paige Kolok, a former 
Peace Corps volunteer, who is Passport’s cultural 
and linguistic services coordinator. Before joining the 
Passport team, Kolok worked at a local resettlement 
agency. Coots says: “She understands what refugees, 
immigrants, and undocumented members are going 

through. The fact that she worked with the resettle-
ment agency gives her great insight into the situa-
tion.”

When the case managers have trouble getting 
patients to have screenings or tests, they can call on 
Kolok to help them understand the problem and 
how to overcome it. For example, with some cul-
tures, women don’t feel comfortable making deci-
sions, and the husband has to be involved in setting 
appointments, “It’s very rewarding for the case man-
agers and social workers when we use our under-
standing of a member’s culture to make an impact 
on his or her healthcare,” Rumbaugh says.

The case managers’ goal is to help the members 
understand the healthcare system and learn to man-
age their care. Often, they have to take care of social 
needs first. “If people are worried about having a 
roof over their head, or where their next meal is 
coming from, it’s hard to get them to adhere to their 
treatment plan. We can’t stabilize someone medically 
without first addressing their social and economic 
needs,” she says.

For example, one case manager worked with a 
refugee who was about to become homeless because 
the local housing partnership did not provide him 
with information in a language he could understand. 
The case manager contacted Passport’s Kolok who 
worked with the local housing authority to remedy 
the situation. 

The case managers work with the health plan’s 
provider relations department to identify physicians 
who speak the language of the members, whenever 
possible. When they work with members who are 
not fluent in English, they use a tele-interpreter 
service to enhance communication “The telephone 
interpreter translates questions and answers as we 
educate members on managing their care and the 
importance of adhering to their treatment plan,” 
Rumbaugh says.  n

Advance directives and 
end-of-life expenditures  

Medicare patients with advance directives speci-
fying limits in treatment who lived in regions 

with higher levels of end-of-life spending were less 
likely to have an in-hospital death, averaged sig-
nificantly lower end-of-life Medicare spending, 
and had significantly greater odds of hospice use 
than decedents without advance directives in these 
regions, according to a study in a recent issue of the 
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The Journal of the American Medical Association 
(JAMA)1. 

Patients can use advance directives to document 
their preferences for the use or avoidance of life-sus-
taining treatments (living wills). “Although advance 
directives have become more common in the past few 
decades, evidence is mixed on whether they change 
the course of treatment provided near the end-of-
life,” according to background information in the 
article. “The wide variation in end-of-life Medicare 
expenditures across geographic regions suggests that 
default treatment levels also vary regionally. Advance 
directives specifying limits at the end-of-life may have 
their greatest impact in regions where the norms are 
to provide very high-intensity end-of-life treatment.”

Lauren Hersch Nicholas, PhD, MPP, health 
economist of the University of Michigan, Ann Arbor, 
MI, and colleagues conducted a study to analyze 
the relationship of advance directives for Medicare 
patients with the cost and aggressiveness of end-
of-life treatment in geographic regions across the 
United States. The researchers collected survey data 
from the Health and Retirement Study for 3,302 
Medicare beneficiaries who died between 1998 and 
2007 linked to Medicare claims and the National 
Death Index. Various models examined associations 
between advance directives, end-of-life Medicare 
expenditures, and treatments by level of Medicare 
spending in the decedent’s hospital referral region. 
The average age of the beneficiaries at death was 83 
years; 56% were women. Regions were characterized 
by quartiles of end-of-life spending averaged across 
a seven-year period. Decedent’s region intensity was 
determined by zip code of residence.

Among the findings of the researchers, decedents 
residing in low spending regions were more likely 
to have a treatment-limiting advance directive than 
decedents in high-spending regions (42% vs. 36%). 
In high-spending regions, adjusted spending on 
patients with a treatment-limiting advance directive 
was $33,933, whereas adjusted spending for patients 
without an advance directive was $39,518 (differ-
ence, -$5,585). Having a treatment-limiting advance 
directive was not associated with differences in 
aggregate end-of-life spending for decedents in low- 
and medium-spending regions.

In high-spending regions, patients without an 
advance directive had a 47% adjusted probability 
of in-hospital death, whereas those with an advance 
directive had a 38% probability of in-hospital death. 
“The equivalent results for in-hospital death for 
those in medium-spending regions were 42% with-
out an advance directive and 37% with an advance 
directive. In high-spending regions, patients without 

a limiting advance directive had a 24% adjusted 
probability of hospice use, whereas those with a 
directive had an adjusted probability of hospice use 
of 41%,” the authors write.

Advance directives were associated with higher 
adjusted probabilities of hospice use in high- and 
medium-spending regions, but not in low-spending 
regions.

“Advance directives are associated with important 
differences in treatment during the last 6 months of 
life for patients who live in areas of high medical 
expenditures but not in other regions. This suggests 
that the clinical effect of advance directives is criti-
cally dependent on the context in which a patient 
receives care. Advance directives may be especially 
important for ensuring treatment consistent with 
patients’ preferences for those who prefer less aggres-
sive treatment at the end of life but are patients in 
systems characterized by high intensity of treat-
ment,” the researchers conclude.
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Smart phone apps
to medical monitors

An iPhone app that measures the user’s heart rate 
is not only a popular feature with consumers, 

but it sparked an idea for a researcher at Worcester 
Polytechnic Institute (WPI), in Worcester, MA, who 
is now turning smart phones, and eventually tablet 
devices, into sophisticated medical monitors able to 
capture and transmit vital physiological data.

A team led by Ki Chon, PhD, professor and head 
of biomedical engineering at WPI, has developed a 
smart phone application that can measure not only 
heart rate, but also heart rhythm, respiration rate and 
blood oxygen saturation using the phone’s built-in 
video camera. The new app yields vital signs as accu-
rate as standard medical monitors now in clinical 
use. Details of the new technology are reported in the 
paper, “Physiological parameter monitoring from 
optical recordings with a mobile phone.”

“This gives a patient the ability to carry an accurate 
physiological monitor anywhere, without additional 
hardware beyond what’s already included in many 
consumer mobile phones,” the authors write. “One 
of the advantages of mobile phone monitoring is that 
it allows patients to make baseline measurements at 
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any time, building a database that could allow for 
improved detection of disease states.” 

The application analyzes video clips recorded 
while the patient’s fingertip is pressed against the lens 
of the phone’s camera. As the camera’s light pen-
etrates the skin, it reflects off of pulsing blood in the 
finger; the application is able to correlate subtle shifts 
in the color of the reflected light with changes in the 
patient’s vital signs. 

To test for accuracy, volunteers at WPI donned the 
standard monitoring devices now in clinical use for 
measuring respiration, pulse rate, heart rhythm, and 
blood oxygen content. Simultaneously, the volun-
teers pressed a finger onto the camera of a Motorola 
Droid phone. While all devices were recording, the 
volunteers went through a series of breathing exer-
cises while their vital signs were captured. Subsequent 
analysis of the data showed that Chon’s new smart 
phone monitor was as accurate as the traditional 
devices. While this study was done on a Droid, Chon 
said the technology is easily adaptable to most smart 
phones with an embedded video camera.

Furthermore, since the new technology can mea-
sure heart rhythm, Chon believes the smart-phone 
app could be used to detect atrial fibrillation (AF), 
which is the most common form of cardiac arrhyth-
mia. “We are building that application now, and we 
have started a preliminary clinical study with col-
leagues at UMass Medical School to use the smart 
phone to detect AF,” Chon said.

Chon and colleagues are also at work developing a 
version of the mobile monitoring technology for use 
on video-equipped tablets such as the iPad. A patent 
application for the technology has been filed. 

“Imagine a technician in a nursing home who is 
able to go into a patient’s room, place the patient’s 
finger on the camera of a tablet, and in that one step 
capture all their vital signs,” Chon said. “We believe 
there are many applications for this technology, to 
help patients monitor themselves, and to help clini-
cians care for their patients.”
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high risk for having a stroke, they rarely follow 
up with their doctor for care.

But a new University of Michigan (U-M) study1 
shows high-risk stroke patients are twice as likely 
to get follow-up care from a primary care doctor 
if they receive a pep 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 U-M, Ann Arbor. “They should not ignore 
their results and seek medical help.”

Stroke is one of the leading causes of death and 
disability in the United States. But controlling 
high blood pressure and high cholesterol helps 
reduce the chance of fatty deposits building up in 
the arteries that can lead to a stroke.

The U-M study, published in a recent issue 
of 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. 
The brief intervention is known as the Health 
Belief Model. It offers specific health advice and 
discusses barriers to seeing a primary care physi-
cian.

“Patients who had the telephone intervention 
were twice as likely to visit their primary care 
physician 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,” 
he says.

These patients also modified their diet and even 
talked about seeing stroke specialists, he adds.

Three months after the screening, 56% in the 
intervention group, compared to 38% who did 
not get a call, had visited their primary care doc-
tor specifically to discuss the stroke screening 
results.

Stroke is the third leading cause of death in the 
United States. Nearly 800,000 Americans have 
a stroke each year, and 137,000 die of stroke. 
Strokes are more common among older people, 
but there’s evidence of stroke declining in recent 
decades as more people control high cholesterol 
and high blood pressure and fewer people smoke.

Stroke patients follow up 
after motivational talk 

Even though many Americans learn through 
community health screenings that they are at 
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Patients at risk for 
medication stoppage 

According to a report1 from the The Journal 
of the American Medical Association 

(JAMA), patients discharged from acute care 
hospitals might be at risk for unintentional 
discontinuation of medications prescribed for 
chronic diseases. The report says that the inten-
sive care unit (ICU) might pose an even greater 
risk because of the focus on acute events and 
the presence of multiple transitions in care. 

The population-based cohort study used 
administrative records from 1997 to 2009 of 
all hospitalizations and outpatient prescriptions 
in Ontario, Canada. The researchers studied 
patients aged 66 years or older with continu-
ous use of at least one of five evidence-based 
medication groups prescribed for long-term 
use, including statins, antiplatelet/anticoagulant 
agents, levothyroxine, respiratory inhalers, and 
gastric acid–suppressing drugs. 

Rates of medication discontinuation were 
compared across three groups: patients admit-
ted to the ICU, patients hospitalized without 
ICU admission, and non-hospitalized patients. 

Researchers found that patients admitted 
to the hospital were more likely to experience 
potentially unintentional discontinuation of 
medications across all medication groups exam-
ined. Admission to an ICU was associated with 
an additional risk of medication discontinua-
tion in four of five medication groups vs. hospi-
talizations without an ICU admission. 

One-year follow-up of patients who discon-
tinued medications showed an elevated adjusted 
OR for the secondary outcome of death, emer-
gency department visit, or emergent hospital-
ization in the antiplatelet/anticoagulant agents 
group. 

Researchers concluded that patients pre-
scribed medications for chronic diseases were 
at risk for potentially unintentional discontinu-
ation after hospital admission. Admission to 
the ICU was generally associated with an even 
higher risk of medication discontinuation. 

Frequent office visits – 
improvements in diabetes 

Visiting a primary care clinician every two weeks 
was associated with greater control of blood 

glucose, blood pressure, and cholesterol levels among 
patients with diabetes, according to a report1 in a 
recent issue of Archives of Internal Medicine.

Diabetes has become increasingly common in the 
United States and the world, according to background 
information in the article. Elevated levels of hemo-
globin A1c, blood pressure (BP), and low-density 
lipoprotein cholesterol (LDL-C) are associated with 
an increase in the risk of complications. Reducing 
the levels decreases those risks, but the article notes 
that most patients with diabetes do not have these 
levels under control. Currently, treatment guidelines 
do not include recommendations for how frequently 
physicians should see patients with diabetes, although 
recommended intervals for testing and adjustments to 
medication may range from every two to three days 
for insulin to every three months for hemoglobin A1c. 
“However,” the authors write, “benefits of more 
frequent provider encounters may not be limited to 
treatment intensification and testing.”

Fritha Morrison, MPH, social science research 
assistant from Brigham and Women’s Hospital in 
Boston, and colleagues conducted a retrospective 
cohort study to determine whether more frequent 
encounters with a physician help patients improve 
control of diabetes. The authors analyzed data from 
26,496 adult patients with diabetes and elevated 
hemoglobin A1c, BP, and/or LDL-C levels who visited 
primary care physicians affiliated with two Boston 
hospitals for at least two years between January 2000 
and January 2009. Treatment goals at the begin-
ning of the study were hemoglobin A1c of less than 
7%, BP of less than 130/85 mm Hg (millimeters of 
mercury) and LDL-C of less than 100 mg/dL. The 
researchers assessed the relationship between the fre-
quency of clinician encounters (defined as notes in the 
medical record) and time to control of hemoglobin 
A1c, BP, and LDL-C.

Among patients who had encounters with their 
physicians every one to two weeks, the median time 
to reaching the treatment goals was 4.4 months 
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(without insulin) and 10.1 months (with insulin) for 
hemoglobin A1c, 1.3 months for BP and 5.1 months 
for LDL-C. Among patients who had physician 
encounters every three to six months, the median 
time to goal achievement was 24.9 months (with-
out insulin) and 52.8 months (with insulin), 13.9 
months and 32.8 months, respectively. When, after 
analysis, the time between physician encounters was 
doubled, the median time to reaching hemoglobin 
A1c goal increased 35% without insulin and 17% 
with insulin; for BP and LDL-C, these median times 
to goal increased 87% and 27%, respectively. As the 
physician encounter frequency increased up to once 
every two weeks for most goals, the time to control 
decreased progressively, consistent with the pharma-
codynamics for the respective classes of medication.

“The present findings provide evidence that for 
many patients with elevated hemoglobin A1c, BP, or 
LDL-C, more frequent patient-provider encounters 
were associated with a shorter time to treatment tar-
get, and control was fastest at two-week intervals,” 
report the authors. They suggest that this interval may 
be appropriate for the most severely uncontrolled 
patients, but recognize that innovative approaches to 
achieve this frequency may be necessary because of 
the increasing demand on health care resources. The 
authors add, “The retrospective nature of this study 
prevents us from establishing a causal relationship 
between encounter frequency and patient outcomes,” 
and call for further research.
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Partners of Rhode Island and professor of medicine 
and community health at Brown University, both in 
Providence, RI. Quality Partners is a nonprofit orga-
nization established to be a Medicare improvement 
organization for the state of Rhode Island.

Gravenstein and other researchers decided to test 
an intervention to reduce 30-day hospital readmis-
sions among this population. It is based on the tran-
sitional care work and randomized controlled trial by 
Eric Coleman, MD, MPH, professor of medicine with 
the Divisions of Healthcare Policy and Research and 
Geriatric Medicine with the University of Colorado, 
Denver.

The intervention involves having coaches meet 
with and call patients to empower them to access 
community providers when their symptoms begin to 
show trouble, rather than waiting until they are very 
sick and need to be hospitalized.

“Eric Coleman, who is a geriatrician and science 
professor, demonstrated a few years ago that if you 
taught patients basic skills, they could self-manage 
and speak up for healthcare when they needed it,” 
Gravenstein says. “He called it the care transitions 
intervention and demonstrated that it resulted in more 
than a 30% reduction in readmissions among older 
patients.”1 

The logical follow-up to Coleman’s work was to 
try the intervention in a real-world setting, which is 
what Gravenstein and co-investigators did in a new 
study that found a significant reduction in 30-day 
readmission rates for patients ages 65 years or older. 
Individuals who received the intervention had a 
30-day readmission rate of 12.8%; those who did not 
receive any part of the intervention had a 20% read-
mission rate. And an internal control group of people, 
who declined to participate or who were lost to fol-
low-up before having a home visit, had a readmission 
rate of 18.6%.2

In addition to educating patients and empower-
ing them to be more proactive with their healthcare 
needs, the system needs providers to be ready to see 
patients immediately, in order to work, according to 
Gravenstein.

“The backdrop system has to be ready so when 
doctors get the phone call from patients, they can say, 
‘Yeah, we have a spot for you,’” Gravenstein says. 
“Hospitals have to notify primary care physicians and 
give them information that supports successful coach-
ing.”

“As a real-world intervention, we wanted to 
offer this to as many people as possible, given our 
resources,” says Rachel Voss, MPH, program coordi-
nator of Quality Partners of Rhode Island.

“We did find similar to Coleman’s results a 36% 

Transition intervention 
lowers readmissions
Coaches empower patients in self-care

Medicare spends about $17 billion a year on 
hospital readmissions that could have been pre-

vented, experts say.
About one in five Medicare fee-for-service patients 

are rehospitalized within 30 days of being discharged 
from the hospital. In the best-functioning hospitals, 
about 5% to 8% are readmitted; in some hospitals, 
nearly one-third of Medicare patients have a read-
mission within 30 days post-discharge, says Stefan 
Gravenstein, MD, PhD, clinical director of Quality 
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reduction in the readmission rate when compared to 
people we had never approached about this interven-
tion,” Voss says.

The study selected a random sample of the targeted 
population, but was not designed as a randomized 
controlled trial.

“As a Medicare-funded pilot program, we hired 
coaches to work with six hospitals and work with 
any patient who was cognitively intact and dis-
charged from the hospital to the community,” says 
Rosa Baier, MPH, senior scientist at Quality Partners 
and a teaching associate at Brown Medical School.  n

Partners of Rhode Island and professor of medicine 
and community health at Brown University, both in 
Providence, RI. 

“When you send a nurse to the home, the nurse 
may notice the patient has swollen legs, and the nurse 
might have the patient increase the water pill,” he 
says.

“Coaches, instead, help patients recognize when 
something is going wrong and how to reach into the 
provider system to get the help they need,” he adds. 
“So if the coach sees the patient, and the patient 
says, ‘My legs are swollen; what do I do?’ The coach 
helps them reason through that problem and realize 
that it’s okay to call the doctor and arrange for an 
appointment in the next couple of days.”

Often Medicare patients will ignore their symp-
toms or put off a doctor’s appointment until the 
problem is exacerbated and requires an emergency 
room or urgent care facility visit, Gravenstein says.

“They say, ‘I can just wait,’” he explains. “For an 

Real world intervention
coaches patients

Because Medicare spends an astronomical amount 
of money on hospital readmissions, researchers 

tested an intervention to reduce 30-day hospital read-
missions among Medicare fee-for-service patients. It is 
based on the transitional care work and randomized 
controlled trial by Eric Coleman, MD, MPH, pro-
fessor of medicine with the Divisions of Healthcare 
Policy and Research and Geriatric Medicine with the 
University of Colorado, Denver.

The coaching intervention was based on the four 
pillars of Coleman’s model: medication management, 
a patient-centered record that the patient maintains 
for transferring information to various providers, 
timely follow-up appointments, and watching for and 
responding to red flags or warning signs and symp-
toms.1

“The coaches do not do the work for the patient, 
but empower patients to take care of themselves,” 
says Rachel Voss, MPH, program coordinator of 
Quality Partners of Rhode Island, which is a non-
profit organization established to be a Medicare 
improvement organization for the state of Rhode 
Island.

“They guide people at home through medication 
reconciliation, and they teach them to reach out to 
their physicians so they can self-manage properly.”

The intervention spans a 30-day period and has 
the coach make a hospital visit, a home visit within 
three days of discharge, and two follow-up telephone 
calls within the first week and the first four weeks 
post-discharge. Patients receive a booklet for record-
ing their personal health record, including their main 
health problems, medications, and questions for their 
doctors.2

Coaches are not the same as nurses, notes Stefan 
Gravenstein, MD, PhD, clinical director of Quality 
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CNE OBJECTIVES

After reading this issue, continuing education partici-
pants 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

1. True or False? According to Catherine Mullahy, RN, 
CRRN, CCM, president and founder of Mullahy and 
Associates, a case management consulting firm, 
reductions in reimbursement and an increase in 
public reporting of healthcare data challenge pro-
viders at all levels of care to provide high quality 
care in a cost-effective, efficient manner, opening up 
opportunities for case managers. 
A. True
B. False

2. According to Cheri Lattimer, RN, BSN, execu-
tive director of the Case Management Society of 
America, what are some new opportunities for case 
managers?
 A. The military’s Wounded Warrior program.
B. Patient-centered medical homes. 
C. Independent case managers.
D. All of the above.

3. What is the first thing Jan T. Homan RN, BSN, who 
started Lakeview Nurse Associates, advises case 
managers to do before starting their own indepen-
dent case management business?
A. Send out fliers to geriatric care managers and 
community organizations.
B. Research your state’s laws on nursing scope of 
practice.
C. Determine what fees you should charge.
D. All of the above. 

4. According to Sherry Rumbaugh, RN, director of care 
coordination for Passport Health Plan, women in 
some cultures fail to show up for tests and proce-
dures for what reason?
A. They are confused by Western medicine.
B. They don’t have transportation.
C. Their culture requires the husband to make 
appointment. 
D. Their family obligations come first.

80-year-old with heart failure, that means a 911 call.”
For purposes of the study, the coaches were nurses 

and social workers, Voss says.
“In theory, they don’t need to be nurses because 

they’re not supposed to use nursing skills,” she adds. 
“We have other projects similar in style to this inter-
vention where coaches are not nurses; they have some 
familiarity with the healthcare system, but they don’t 
have the level of background as nurses, and they’re 
still as effective at the intervention of empowering 
patients.”
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SEP:107
Use of comprehensivists grows, 

OCT:117
Working collaborative with SNFs, 

FEB:13

Treatment Adherence
Face-to-face visits, NOV:123
Medicaid patients need extra 

help, NOV:121

Using Technology
E-readers for education, JUL:82
Evaluate all options, JUN:63
Increase your efficiency, JUN:61
iPads for patient education, 

JUN:68
Make materials accessible, 

NOV:129
Manage in real time, JUN:64
Tool increases communication, 

JUL:82

Workplace Wellness
Back pain options, APR:45
Choosing incentives, MAR:34
Metrics point to health risk, 

FEB:22
Money is good incentive, 

AUG:92
Use data to lower costs, MAR:31


