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Embedded case management
provides growth opportunities 
CMs can move beyond UM and discharge planning 

New opportunities are on the horizon for case managers as the concept of 
embedding case managers in provider offices catches on.

“The role of embedded case manager offers a great opportunity for 
nurses and case managers to advance their practice and participate in a lead-
ing initiative,” says Patricia Hines, PhD, RN, vice president of The Camden 
Group, a Los Angeles-based national healthcare consulting firm. Embedded case 
management is a relatively new phenomenon, that is evolving and increasing as 
insurers and healthcare providers collaborate to manage patients through the 
continuum of care, she adds.

“It’s an exciting role for case managers to move beyond utilization review and 
discharge planning, and to become responsible for coordinating care as patients 
move through the continuum. They have the opportunity to get to know 
patients and follow them over time, rather than seeing them through just one 
episode of care,” Hines says.

Randall Krakauer, MD, FACP, FACR, national Medicare medical director 
for Aetna, a Hartford, CT-based health plan, points out that embedded case 
managers enhance the value of healthcare by working collaboratively with physi-
cians and other providers. Aetna began its embedded case management program 
in 2007, targeting its Medicare Advantage population and now has Provider 
Collaboration projects, many of which include embedded case managers in 

ExECUTIvE SUMMARy

As insurers and healthcare providers collaborate to manage patients as they 
transition between levels of care, the concept of embedded case managers 
is catching on.
• The role of embedded case manager offers opportunities for case manag-
ers to manage care across the continuum.
• Physicians welcome the assistance in managing the care of patients with 
chronic illnesses and complex conditions.
• The goals of embedded case management include better care, better 
health, and lower costs. 
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57 sites in primary care and multi-specialty practices, 
integrated health systems, and with some independent 
physicians who are in close proximity to each other. 
(For details on Aetna’s embedded case management 
program, see related article on p. 17.)

The value in embedded case management is that it 
makes the care process longitudinal rather than epi-
sodic, Krakauer says. Embedded case management 
offers the opportunity for providers to manage care 
across the continuum, rather than just in the emergency 
department, the hospital, the skilled nursing facility, or 
in the home with home health services, he adds.

Many clinicians working as embedded case managers 

are in medical homes, Hines says. “As physicians have 
a high volume of chronically ill, high risk patients, they 
appreciate the role that case managers can perform in 
the physician office,” she says. 

Charlene Schlude, RN, CCM, director of care man-
agement for Capital District Physicians’ Health Plan 
(CDPHP), an Albany, Ny-based physician guided, not-
for-profit health plan, points out that embedded case 
managers offer physicians assistance in enhancing their 
patients’ understanding of their treatment plan, and 
identifying any barriers to adherence. That’s where the 
embedded case managers can help by offering frequent 
interaction, and an individualized plan of care focused 
on the patient’s unique needs. (For a look at CDPHP’s 
embedded case management program, see related 
articles on p. 15).

“We call it peeling the onion. When the embedded 
case managers talk to patients, they can find out what 
is underneath the surface that may make it challenging 
for them to manage their own health. They can take 
the time to identify social, financial, and emotional con-
cerns that can impact their medical care,” Schlude says. 

Krakauer reports that when he introduces the con-
cept of embedded case management to a new group 
of physicians, he points out that when doctors make 
rounds in the hospital and write orders, they have a 
high level of confidence that what they order will be 
done. “When they write a prescription or order con-
sults for patients in their office, they have a low level of 
confidence that the patient is going to follow through. 
I tell them that while we can’t create an inpatient situa-
tion in their office, case managers can do a great deal to 
increase adherence,” Krakauer says.

According to Hines, the embedded case manage-
ment role requires case managers with solid clinical 
experience who can work independently, are good at 
communicating with patients and multiple providers, 
and comfortable providing patient education. They 
need to be skilled, meeting patients at their level, and 
willing to be innovative and creative in order to help 
patients manage their conditions. “Most of all, to be 
an effective embedded case manager you have to have 
a passion for the work you do and love working with 
patients. It moves you to a whole new level of profes-
sionalism,” she says.

Schlude says that when CDPHP hires case managers 
for its embedded case management program, it looks 
for people who have higher than average communica-
tion skills, broad clinical backgrounds, and a can-do 
attitude. “It’s helpful if they have worked in a medical 
practice and understand the work flow of the office,” 
Schlude says. The case managers must fit into the prac-
tice and become part of the team. They must be effi-
cient and have the ability to work independently.
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Tracy Langlais, RN, vice president of medical affairs 
and operations for CDPHP adds: “The case managers 
have to be able to change priorities quickly when they 
are embedded in a practice. They may have their day 
planned but physicians frequently bring patients who 
need a case management intervention into the office, 
and the case manager has to assess the patient quickly 
and intervene.”  n

Embedded CMs partner 
with providers, patients
Goal is to cut unneeded utilization

The goal of embedded case management is to effec-
tively manage patients at high risk for complica-

tions with their healthcare, and improve their quality 
of life. This will subsequently prevent unnecessary 
readmissions, admissions, and overutilization of the 
healthcare system, says Patricia Hines, PhD, RN, vice 
president of The Camden Group, a Los Angeles-based 
national healthcare consulting firm. 

 “It’s a way to put into practice the Institute of 
Healthcare Improvement’s triple aim of better care, 
better health, and lower costs,” she adds.

Hines states that the embedded case management 
role has five principles that every case manager should 
follow:

• helping primary care providers screen and identify 
patients who are at high risk and ensure that there is a 
good plan of care in place;

• conducting an in-depth assessment of their patients 
to determine what they can do to help the patient opti-
mize his or her healthcare status. This includes help 
with medication compliance and adherence, teach-
ing patients to self-manage their conditions, coaching 
them, and determining if they need assistance with 
activities of daily living or socialization;

• developing a care plan with the patient as a part-
ner. Case managers should explain the plan of care and 
how the case managers will support them in following 
the plan;

• implementing the plan and developing a mecha-
nism to help the patient follow it. “Implementation 
strategies will vary from patient to patient. Some 
patients might need a phone call every day or every 
week, or they may need to come into the office every 
week and meet face-to-face with the case manager,” 
she says;

• monitoring the patients’ outcomes related to 
adherence to their plan of care and their healthcare 
status.  n

Embedded CMs 
solve problems for MDs
They develop close relationships 

When a team from Capital District Physicians’ 
Health Plan (CDPHP), based in Albany, Ny, 

was introducing its embedded case management model 
to a new physician practice, solving a problem a physi-
cian had with a patient’s adherence to her medication 
regime helped get buy-in for the program.

The physician asked for help with a patient who had 
reached her Medicare drug coverage gap threshold and 
wasn’t able to afford her $400 a month medication. 
The physician tried unsuccessfully to get samples from 
pharmacy representatives and was interested in other 
options. 

A case manager from CDPHP contacted the mem-
ber and included her in a conference call to the Elderly 
Pharmaceutical Insurance Coverage (EPIC) funded 
through New york State. The woman qualified for 
coverage and two hours later was enrolled in the pro-
gram, and was able to receive her medication with a 
$20 copay, until Medicare Part D started covering it 
again.

“Embedded case managers have the opportunity to 
help physicians meet the needs of their patients with 
linkage to state-funded and community-based pro-
grams. In this case, the case manager consulted with 
our social worker who was familiar with the program,” 
says Charlene Schlude, RN, CCM, director of case 
management for the not-for-profit health plan.

The embedded case management program is part of 
CDPHP’s enhanced primary care practice program in 
which the health plan, physicians and their staffs, work 
as a team to provide patient-centered care. In addi-
tion to the embedded case managers, the health plan 

ExECUTIvE SUMMARy

Capital District Physicians’ Health Plan (CDPHP) has 
embedded case managers in primary care physician 
offices as part of its program to help physicians pro-
vide patient-centered care.
• CMs work with patients who have complex medical 
and psycho-social needs, helping them follow their 
treatment plan.
• They use creativity to overcome barriers to adher-
ence.
• Depending on the size of the practice and the avail-
ability of space, the CMs work in the physician offices 
2-4 days a week.
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also provides telephonic case management for high risk 
patients in the practice. (For details on how the pro-
gram works, see related article, at right.)

The health plan started its embedded case manage-
ment program with a pilot in two practices in 2009, 
added a third in 2010, and now embeds case managers 
at 13 practices. The health plan is recruiting seven case 
managers with plans to expand the program further in 
2012.

Tracy Langlais, RN, vice president of medical affairs 
and operations for CDPHP, adds, “The examples of 
what our embedded case managers do are endless. They 
range from working with patients to follow their treat-
ment plans and educating them on their disease and 
medication, to dealing with social issues and connecting 
patients to community resources. They are skilled at 
thinking out of the box to help patients overcome barri-
ers to adherence.”

For example, a physician asked an embedded case 
manager to work with a man who was morbidly obese 
with severe diabetes. He was hospitalized for a signifi-
cant infection, but he kept signing himself out of the 
hospital against medical advice. She found out that he 
lived alone with few friends and no family in the area, 
and he had no one to take care of his dog when he was 
in the hospital. The case manager found a groomer 
who would board the dog at no charge while the man 
received the necessary hospital treatment. 

“It’s not just about the medical piece. It’s about the 
social aspect in the patients’ lives,” Langlais says.

The case managers gain information through remote 
access to all information in the health plan’s system, 
and the electronic medical records in the practice to 
identify patients who could benefit from a case manage-
ment intervention. 

Typically the embedded CDPHP case manager gets 
a list of patients coming into the practice that week and 
determines which ones need to be seen. They meet with 
patients who come into the office and follow-up by tele-
phone. They encourage patients who need extra sup-
port to come back to the office when they don’t have 
an appointment with the doctor. Whenever possible, 
the case manager steps into the room when the patient 
is waiting for the doctor for a quick chat to build more 
rapport. 

In addition to working closely with patients who 
have complex conditions, the embedded case managers 
make outreach calls to people with gaps in care who 
aren’t necessarily chronically ill. 

Langlais reports that the health plan feels that the 
program is working because of comments from physi-
cians and patients. “We are seeing higher engagement 
rates, and hearing about great successes from the 
embedded case management program. Overall, our 

enhanced primary care program has seen significant 
cost savings inclusive of case management. In 2012, 
we’re going to conduct studies specific to the case man-
agement component,” Langlais says.  n

Pilot project benefits 
health plan
Physicians, patients, CMs target chronic conditions

When Capital District Physicians’ Health Plan 
(CDPHP) began its pilot project, embedding case 

managers in physician offices in 2009, it was a challenge to 
get physicians to accept a health plan employee working in 
their practices. 

Now, physicians are requesting to participate in the 
program after hearing from their peers [about] how their 
patients’ outcomes have improved, says Tracy Langlais, 
RN, vice president of medical affairs and operations for the 
physician-based not-for-profit health plan. 

Charlene Schlude, RN, CCM, director of case manage-
ment, says that the health plan identifies practices where 
about 40% or more of patients are CDPHP members, then 
stratifies the practice’s population to determine if there are 
a high number of members with chronic illnesses, or who 
are Medicare or Medicaid beneficiaries. “We put our case 
managers into practices where there is the highest need,” 
she says.

A team from CDPHP meets with the practice staff 
including the office manager and discusses how the embed-
ded case manager initiative works, and if would be a good 
fit for the practice. 

Making space for an embedded case manager is a 
challenge for many practices that are already operating 
in cramped quarters. They have to rearrange their offices 
to give the case manager a prominent place, where he or 
she is easily accessible, and becomes part of the workflow 
within the practice. Langlais says, “At first when we began 
working with practices, they were willing to give our case 
manager space for only one of two days a week. Now they 
are willing to expand the number of days the nurses are in 
the practice, because of the successes we’ve seen.”

Depending on the size of the practice and availability of 
space, the case managers work in the practice two to four 
days a week. If the practice has a large number of chroni-
cally ill members, the case manager may be there four days 
a week. Some case managers are assigned to two practices. 
They all spend one day a week in the office making phone 
calls to members.

The embedded case management supervisor visits the 
practices and guides the case manager in aligning his or 
her work around the specific goals of the practice. In addi-
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tion, Schlude meets quarterly with the physicians and office 
managers from each practice to talk about how the pro-
gram is working.  n

Embedded case managers 
cut costs, improve quality

Outcomes date from Aetna’s embedded case man-
agement program targeting Medicare Advantage 

members indicates that the program decreases dupli-
cate and unnecessary services, and improved health 
outcomes when compared to data from patients with 
unmanaged Medicare, according to Randall Krakauer, 
MD, FACP, FACR, national Medicare medical director 
for the Hartford, CT-based health plan.

In 2009, Aetna’s regular case management program 
achieved an overall 31% reduction in acute care days 
compared with unmanaged Medicare. In 2010, across 
all participating 20,000 Medicare Advantage members 
in these programs, the embedded case management 
program produced an additional 12% reduction in 
acute care days, he says. 

The embedded case management program builds on 
the success of Aetna’s telephonic case management pro-
gram, Krakauer says. Aetna began its embedded case 
management program in 2007, targeting its Medicare 
Advantage population.

“Many people with Medicare have multiple chronic 
conditions and psycho-social barriers to adherence,” 
he says. “There are considerable opportunities with 
this population to have an impact at the intersection of 
quality and cost.”

Aetna’s embedded case managers work in medi-
cal groups, including primary care and multi-specialty 
practices, integrated health systems, and with some 
independent physicians whose offices are in close prox-

imity to each other. For each practice an appropriate 
population to target in the program is chosen, and 
outcomes metrics are developed. The health plan has 
Provider Collaboration programs at 57 sites through-
out the country with embedded case managers at many 
of these sites. Some case managers are not at the sites 
full time because of the number of Medicare Advantage 
members being served at the site.

In the program, the health plan and providers work 
together for higher quality care, greater coordination 
of care, and to promote a better overall patient experi-
ence, Krakauer says. The embedded case managers 
identify patients to target by using Aetna’s transaction 
records database as well as working with physicians 
and office staff to identify cases. “Sometimes the people 
in the office have a better perception of which patients 
need interventions than we do by looking at the data,” 
Krakauer says.

The case managers meet with the practice team to 
discuss the needs of patients targeted for the program 
and identify barriers to adherence. One goal is to 
reduce avoidable acute utilization, either an admis-
sion or a readmission to the hospital, which benefits 
both the patient and the health plan. “This is not just a 
cost issue, but it’s also a quality issue,” Krakauer says. 
“When a patient with heart failure is hospitalized for 
pulmonary edema, it’s not just costly, but it also does 
further damage to the patient’s already compromised 
heart.”

The embedded case managers become indispensible 
to the practices in which they work, he says. “Their 
responsibility is not just to deliver a case management 
program but to build a mutually supportive relation-
ship with the physician and staff. The case managers 
are Aetna employees, paid by us, but they need to cre-
ate the operational equivalent of being the case man-
ager for the practice,” Krakauer says.

An embedded case management program is most 
effective when physicians and their staff come to the 
case manager when they identify patients with issues 
that have a case management opportunity and, in turn, 
receive information from the case managers that can 
help them provide care for the patients, he says. “We’ve 
found that when embedded case management works 
well, we get significant incremental value,” Krakauer 
says.

The case managers are permanently assigned to 
the physician office, and work there full time, except 
in practices where there is not a sufficient number of 
patients to justify a full-time case manager. They work 
with patients with complex conditions and chronic ill-
nesses, to ensure that they receive the recommended 
tests and procedures, and follow their treatment plan. 

“The best outcome is avoiding unnecessary utiliza-

ExECUTIvE SUMMARy

Aetna’s embedded case management program 
for Medicare Advantage members achieved a 12% 
reduction in acute care days over the reductions 
achieved by the health plan’s regular case manage-
ment program.
• Embedded case managers work with medical 
groups, including primary care and multi-specialty 
practices, integrated health systems, and with some 
independent physicians.
• They identify patients to target by using Aetna’s 
transaction records database as well as working with 
physicians and office staff to identify cases.
• Most work full-time at the physician offices and 
become part of the healthcare team.
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tion,” Krakauer says. “We’re already reducing avoid-
able days with telephonic case management and are 
looking for measured, incremental reductions in addi-
tion to what we’re already accomplishing.”  n

CMs collaborate 
with clinic counterpart

As an Aetna case manager embedded in the 
Cleveland Clinic, Colleen Holland, RN, CM, 

shares an office and works as a team with a Cleveland 
Clinic case manager, to manage the care of at-risk 
patients covered by Aetna’s Medicare Advantage plan, 
who have been recently discharged from the hospital. 

Referrals come from the acute care hospital case 
managers, as well as Aetna. For instance, a patient may 
not meet the criteria to trigger an Aetna case manage-
ment referral, but has had a lengthy hospitalization. 
“When we get a referral, we look at the record to deter-
mine family dynamics and psycho-social issues that 
need to be addressed,” Holland says. Both case manag-
ers work exclusively with Aetna Medicare Advantage 
members.

When patients need community services, psycho-
social support, or other assistance beyond telephone 
coaching, the two case managers work as a team to 
enroll the patient in Cleveland Clinic or Aetna pro-
grams that can help them manage their conditions, and 
avoid readmissions. “Both of our organizations have 
a lot of programs that can provide support to help 
patients stay healthy. Many times, the patients aren’t 
aware of all the programs offered, or need help access-
ing them,” she says. 

Holland doesn’t usually see patients face-to-face but 
has extensive telephone contact with them. She contacts 
her patients two or three days after they get out of the 
hospital, makes sure they understand their medication 
and treatment plan, and that they have made a follow-
up appointment with a physician. “We follow patients 
until we start to see the light at the end of the tunnel. 
It takes a lot of education and follow up calls to make 
sure that patients understand their treatment plan,” she 
says.

Medication reconciliation is a big issue with 
Medicare patients, many of whom are on multiple 
medications. “I pull the discharge sheet and go over the 
medications with them. Sometimes they were taking 
one before they were hospitalized, and were prescribed 
a similar medication in the hospital,” she says. 

 For example, she determined that one patient was 
taking two statins and was experiencing body aches, 
because large doses of statins break down muscles. 

Holland worked with the physician to discontinue one 
medication, and had blood work ordered a few days 
later to check on potential muscle breakdown and car-
diac damage. “Usually, the duplicate medications are 
something benign, but it’s dangerous for patients to 
take large amounts of some medication. We spend a lot 
of time on medication reconciliation so we can catch 
any duplication and keep the patient safe,” she says. 

The case managers have the time to work with 
patients, and drill down to identify barriers to adher-
ence that providers might miss. For example, the 
hospital referred a 96-year-old woman who didn’t 
understand her treatment plan. Holland talked to a 
neighbor and determined that it was because the patient 
was hard of hearing. She arranged for the woman to 
stay in a skilled nursing facility until a better discharge 
plan could be developed, an intervention that prevented 
her from being readmitted.

Holland has experience as a nurse in the emergency 
department, the intensive care unit, and in home care. 
She went through three months of training at Aetna 
before assuming her embedded case management 
duties. When she started her job, she collaborated with 
the Cleveland Clinic case manager to develop a plan for 
managing the care of patients. 

Holland reports that the two case managers working 
together have done a lot to help patients get the support 
they need to stay out of the hospital. She loves her job 
and recommends it for case managers who want to be 
on the cutting edge of healthcare. “Being an embedded 
case manager is a great job for someone who is moti-
vated and can work independently.” she says.  n

Communication critical 
with patient, provider
Misdiagnosis errors avoided

A series of patient testimonies videoed for an ini-
tiative launched by the Agency for Healthcare 

Research and Quality (AHRQ) in Rockville, MD, 
shows the benefit of two-way communication between 
clinicians and patients. 

For one patient, the conversation resulted in a cor-
rect diagnosis and a reduction in medications. Another 
realized that if he had discussed with his physician the 
side effects he was experiencing from his high blood 
pressure medicine, he would not have ended up in the 
emergency department. 

Called “Questions are the Answer” (www.ahrq.
gov/questions), this effort is one of many initiatives 
and tools introduced in recent years to improve com-
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munication. With The Joint Commission evaluating 
institutions to determine if they are working to improve 
patient/provider communication, it’s time to make 
sure plans are in place. What steps might you take to 
enhance patient/provider communication? 

Choose tools that have been identified as a best prac-
tice or promising practice, says Jen Kimbrough, PhD, a 
faculty member at the University of North Carolina at 
Greensboro, and a founding member of the Guilford 
Health Literacy Forum and NC Health Literacy 
Council in Greensboro, and executive director of the 
Guilford Coalition on Adolescent Pregnancy Prevention 
in Greensboro. 

Kimbrough recommends the Health Literacy 
Universal Precautions Toolkit for primary care released 
by AHRQ. It contains some proven communication 
strategies, such as teach-back and information on how 
to do a brown bag medicine review. In that review, pro-
viders request that patients bring all their medications 
and supplements to medical appointments for patient/
provider discussion on their purpose and how to take 
them correctly. (To download a copy, visit www.ahrq.
gov/qual/literacy). 

At WellSpan Health, a healthcare system in york, 
PA, the discussion about tools to improve patient/
provider communication within physician offices took 
place within the Health Literacy Task Force set in place 
by the Healthy york County Coalition, which is affili-
ated with the healthcare institution. The work is part 
of the Aligning Forces for Quality grant funded by the 
Robert Wood Johnson Foundation. Input also came 
from the patient advisory councils at WellSpan Health. 
The interventions selected include brown bag medica-
tion education and teach–back, says Christine Hess, 
MEd, patient and family education coordinator at 
WellSpan Health. 

It is always good to include the people impacted 
by communication tools in the discussion, says Cindy 
Schlough, director of Strategic Partnerships for the 
Wisconsin Collaborative for Healthcare Quality 
(WCHQ) in Middleton. Therefore, when discussing 
communication strategies that impact clinicians and 
patients, include them in the process, she says. 

Do the research

When committees are assembled to examine com-
munication tools, it is important for members to gather 
as much information as possible, says Schlough. Before 
implementing the “Ask Me 3” program at local clinics, 
the group Schlough worked with performed a literature 
search to find research on the tool, which they listed in 
their report on the project. Also, they held conference 
calls with clinics that had implemented the program. 

“We need to look at each program to determine 
where it has been successful and then what made it suc-
cessful,” says Schlough. 

Also important is an assessment of your facility 
to determine what you do well and where there are 
weaknesses, says Kimbrough. Create a plan based on 
the evaluation, she advises. She recommends “The 
Health Literacy Environment of Hospitals and Health 
Centers” produced by The National Center for the 
study of Adult Learning and Literacy in Boston. (To 
obtain a copy, see list of resources at the end of this 
article, p. 20.)

Schlough says the research on “Ask Me 3” revealed 
that patients did not feel comfortable asking questions 
of the physician. One physician realized early on that 
regardless of the best efforts of the clinic staff, patients 
were uncomfortable asking the questions, so he used 
the “Ask Me 3” format to provide information to the 
patient. He told patients their main problem, what 
they should do about it, and why it was important. 
“He found this really changed his interactions,” says 
Schlough.

Staff at WCHQ began to look at programs based on 
culture change, such as informed or shared decision-
making and teach-back, which changes the behavior of 
staff within the organization. “Ask Me 3” is excellent 
for building awareness of the need for better communi-
cation, and some healthcare organizations are using it 
as an introductory tool before implementing something 
more complex, says Schlough.

Whatever methods for improving communica-
tion are selected, be sure to include staff training, says 
Kimbrough. Practicing is a good way to improve com-
munication skills, she adds. 

Staff members at WellSpan Health were alerted to 
the tools being implemented via web sites, e-mails, and 
fliers, Hess says. “The two tools were rolled out to our 
medical groups during staff meetings, and training was 
provided,” she adds.

A practice support specialist from Planned Care at 
WellSpan Health organized training. The specialist, 
along with the medical group administrators, attended 
an inservice conducted by Darren DeWalt, MD, MPH, 
an advisor for Improving Performance in Practice at 
the University of North Carolina Chapel Hill Center 
for Health Promotion and Disease Prevention. This 
university was commissioned by AHRQ to develop the 
Health Literacy Universal Precautions Toolkit. DeWalt 
presented the health literacy background and tools. 
Training was conducted at the medical group practices 
upon request by Robin K. Rohrbaugh, MSW, executive 
director of the Healthy york County Coalition. 

Now there is a new endeavor at WellSpan Health 
to teach communication skills to patients through 
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a train-the-trainer program. The training is based 
on the Patient Empowerment Training curriculum 
of the Washington, DC-based National Partnership 
for Women and Families, and program oversight is 
through the Healthy york County Coalition.

SOuRCES/RESOuRCES

For more information about setting in place tools to improve 
patient/provider communication, contact: 

• Christine Hess, MEd, Patient and Family Education 
Coordinator, WellSpan Health, York, PA. E-mail: chess@wellspan.
org. 
• Jen Kimbrough, PhD, Faculty Member, University of North 
Carolina at Greensboro. E-mail: jbkimbro@uncg.edu. 
• Cindy Schlough, Director of Strategic Partnerships, Wisconsin 
Collaborative for Healthcare Quality, Middleton. E-mail:  
cshlough@wchq.org. 

• “Ask Me 3.” Information on this communication program is avail-
able at www.npsf.org/askme3.
• WCHQ — Improving Patient-Provider Communication. The full 
report on the effectiveness of the “Ask Me 3” program assessed by 
The Wisconsin Collaborative for Healthcare Quality and Wisconsin 
Department of Health Services can be accessed at www.wchq.org/
about/askme3.php.
• Health Literacy Environment of Hospitals and Health Centers pro-
duced by The National Center for the Study of Adult Learning and 
Literacy is available at www.ncsall.net/index.php?id=1163.  n

two or three things they want to get out of the appoint-
ment with their doctor and write down questions they 
have. Also, they are encouraged to take a friend or 
family member to the appointment if they have trouble 
understanding the physician, due to language or cul-
tural barriers.

While physicians provide education, those attend-
ing the class learn it is their responsibility to learn 
about their condition, and they are taught how to 
do a little research. Also, they learn how to evaluate 
information to determine if it is reliable. For example, 
they are encouraged to visit web sites sponsored by 
credible organizations, such as the American Diabetes 
Association. 

Steps taught to physicians are also being taught to 
patients. For example, those taking the class are told 
to bring their medications to the appointment with 
the physician so he or she can see the medications and 
find out if they are being taken correctly. Also, they are 
taught to initiate teach-back by stating, “This is what I 
understand I am supposed to do,” and repeating what 
they thought was taught. 

“It provides a way to correct misunderstanding,” 
says Rohrbaugh. 

SOuRCE

For more information about patient empowerment training 
called “It’s Your Health, Take Charge,” contact:

• Robin K. Rohrbaugh, MSW, Executive Director, Healthy York 
County Coalition, York, PA. E-mail: rrohrbaugh@wellspan.org.  n

Teach patients 
to communicate
Shared information is for their benefit

A program initiated by Healthy york County 
Coalition in york, PA, trains any interested party 

to teach a program titled “It’s your Health, Take 
Charge.” 

The curriculum is based on the Patient 
Empowerment Training of the Washington, DC-based 
National Partnership for Women and Families. 

“We have done a lot of work to augment some of 
the different topics that are covered in that curricu-
lum,” says Robin K. Rohrbaugh, MSW, executive 
director of the Healthy york County Coalition. 

The curriculum is based on the concept the patient 
is the most important person on the healthcare team. 
Therefore, the patient learns their role as a team mem-
ber. They learn that for the physician to be fully help-
ful, they must share information with him or her, such 
as whether they can afford the medication prescribed or 
adhere to the exercise regimen. 

Also consumers learn how to prepare for a visit to 
their physician. For example, they are taught to identify 

Hands-on workshop 
provides practice

Knowing how to develop an individualized teach-
ing plan for patients is a skill each newly hired 

nurse must know at Massachusetts General Hospital 
in Boston. Therefore, a two-hour orientation gets 
them up to speed on how to access online resources 
to support the plan and document the teaching out-
comes. 

This hands-on workshop is scheduled monthly 
and taught by a masters prepared patient educa-
tion nurse, who works in the hospital’s Maxwell & 
Eleanor Blum Patient and Family Learning Center. 
Teaching is a mixture of didactic presentation illus-
trated with real life examples, hands-on computer 
experience with available online resources, and 
a case study example, explains Brian M. French, 
RN, BC, manager of the learning center and The 
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Knight Simulation Program. (For more information 
about one-on-one instructions of the program, see 
related story, at right). The class includes computer-
ized graphics with the talking points, and there are 
instructions for the teacher that explain the content 
to be covered. 

The instructor begins with a discussion of the 
teaching/learning process, then the steps to effective 
patient education including the following:

• Assessment.
The instructor covers the process of patient edu-

cation and discusses the need to find out what the 
patient already knows, what the patient wants or 
needs to learn, what he or she is capable of learning, 
and if there are any factors that might impact the 
learning.

Also covered is the Nursing Dataset Form, which 
is to be filled out within 24 hours of admission. That 
form documents issues that could impact a patient’s 
learning such as language barriers, pain, cultural 
beliefs, and vision and hearing problems. 

Assessing readiness to learn is the final point in 
this category, which includes looking for cues in ver-
bal and nonverbal behavior and then verifying your 
assumptions, says French. For example, the nurse 
might ask: “So what I am hearing you say is that 
you are very anxious about your diagnosis?”

• Planning.
In this category, the instructor covers the need 

to review the assessment to determine how best 
to teach the patient by identifying appropriate 
resources and whether an interpreter is needed to 
overcome language barriers. Also covered is the 
need for the instructor to set mutual goals with the 
patient and family, says French. 

• Intervention.
Many tips for effective teaching are reviewed in 

this category. They include using plain language, 
involving a family member or friend, and making 
sure the content of printed materials is reviewed 
with the patient. 

• Evaluation.
Staff members are encouraged to use the teach-

back or show-back method for evaluation. 
• Documentation.
Nurses are taught to document the problem, what 

the knowledge deficit is related to, the assessment of 
a patient’s readiness to learn, who was taught, the 
teaching method, the patient’s response to the teach-
ing intervention, and what progress the patient has 
made toward an expected outcome. 

The instructor goes over the content covered with 
a practice scenario using a patient who has been pre-
scribed warfarin. 

SOuRCE

For more information about the nursing orientation on patient 
education at Massachusetts General Hospital, contact:

• Brian M. French, RN, BC, Manager, The Maxwell & Eleanor Blum 
Patient and Family Learning Center and The Knight Simulation 
Program, The Institute for Patient Care, Patient Care Services, 
Massachusetts General Hospital, Boston. E-mail: BFrench@
MGHIHP.edu.  n

Venues supplement 
orientation instruction 
Staff learn with in-services, modules, tip sheets

While a two-hour orientation on patient 
education provides a good introduction to 

resources and teaching methods at Massachusetts 
General Hospital in Boston, it is difficult to 
provide all the details in such a short time, says 
Brian M. French, RN, BC, manager of The 
Maxwell & Eleanor Blum Patient and Family 
Learning Center and The Knight Simulation 
Program at the hospital. 

Therefore, the patient education nurse from 
the learning center conducts unit-based in-ser-
vices upon request and one-on-one coaching, or 
small group sessions on how to find information 
on the hospital’s intranet. 

Two modules for Healthstream, the hospital’s 
online learning management system, are being 
developed. One is on teach/show-back technique, 
and the second covers online resources. Because 
Massachusetts General Hospital has a decen-
tralized patient education system, resources are 
not found in one online location but in several 
places.

When the patient education committee was 
planning the curriculum for the orientation, it 
performed a brief survey of staff. It found there 
was a lack of awareness of available resources 
for teaching patients, and even when staff mem-
bers were aware of the resources, they lacked the 
ability to find them online, says French. 

A sub-group of the patient education commit-
tee creates tip sheets or articles for the Patient 
Care Services’ newsletter as well. One tip sheet 
was on teach-back. 

“We try to do multiple things to raise aware-
ness, help staff know the resources better, 
and improve their teaching technique,” says 
French.  n
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death and 105 days for death from all causes. The 
gain in life expectancy free from cardiovascular 
death corresponds with one day (0.89 days) gained 
per month of treatment. For all-cause mortality, the 
gain in life expectancy from one month of antihyper-
tensive drug treatment was estimated at a half day 
(0.59 days). 

The authors also found that the active treatment 
group was associated with higher survival free from 
cardiovascular death compared with the placebo 
group (669 deaths [28.3%] vs. 735 deaths [31%], 
respectively). 

“Reporting that each month of antihypertensive 
therapy was associated with one day prolongation 
of life expectancy free from cardiovascular death is 
a strong message that may result in increased patient 
adherence to drug therapy and decrease the degree 
of therapeutic inertia by healthcare providers,” the 
authors write.

REFERENCE

1. Kostis J, Cabrera J, Cheng J, et al. Association Between 
Chlorthalidone Treatment of Systolic Hypertension and Long-
term Survival. JAMA 2011;306:2,588-2,593.  n

Hypertension treatment 
means longer life  

A new study1 in the Journal of the American 
Medical Association (JAMA) says that patients 

with systolic hypertension who were treated with 
the diuretic chlorthalidone for 4.5 years as part of a 
clinical trial had a significantly lower rate of death 
and a gain in life expectancy free from cardiovascu-
lar death about 20 years later compared to patients 
who received placebo. 

“Antihypertensive drug therapy has been shown 
to decrease nonfatal and fatal cardiovascular events 
in controlled clinical trials and meta-analyses. 
However, long-term data on gain in life expectancy 
are not available,” according to background infor-
mation in the article.

John B. Kostis, MD, professor of cardiology, 
professor of medicine and pharmacology, and chair 
of the department of medicine at the University of 
Medicine and Dentistry of New Jersey (UMDNJ), 
Robert Wood Johnson Medical School, New 
Brunswick, NJ, and colleagues, conducted a study 
to examine the effect of blood pressure (BP) lower-
ing on long-term outcomes such as life expectancy. 
The researchers obtained long-term mortality data 
for participants in the Systolic Hypertension in the 
Elderly Program (SHEP) trial, which was a random-
ized, placebo-controlled, clinical trial designed to 
assess the effect of antihypertensive drug treatment 
(chlorthalidone) in reducing the risk of stroke in 
patients with isolated systolic hypertension. After 
the end of a 4.5-year randomized phase of the SHEP 
trial, all participants were advised to receive active 
therapy. The time interval between the beginning 
of recruitment and the ascertainment of death was 
approximately 22 years. Of the 4,736 participants 
enrolled in the SHEP trial, 2,365 (49.9%) were 
randomized to active treatment therapy and 2,371 
(50.1%) were randomized to placebo. The average 
age of participants was 72 years, 57% were women, 
and 14% were black.

At the end of follow-up, 2,851 of the 4,736 ran-
domized patients (60.2%) had died, with 1,416 
deaths (59.9%) in the active treatment group, and 
1,435 deaths (60.5%) in the placebo group. The 
researchers found that both life expectancy and time 
to the 70th percentile survival at the end of follow-
up were longer for the SHEP participants who were 
randomized to the active group compared with those 
randomized to the placebo group. Life expectancy 
gain at 22 years was 158 days for cardiovascular 

Drug-related visits
to ED vary by area

Major metropolitan areas show significant varia-
tion in the rates of emergency department (ED) 

visits involving illicit drugs. In terms of overall illicit 
drug-related emergency department (ED) visits, Boston 
has the highest rate (571 per 100,000 population), fol-
lowed by New york City (555 per 100,000 population), 
Chicago (507 per 100,000 population), and Detroit 
(462 per 100,000 population). By comparison, the 
national average was 317 per 100,000 population.

This report, published by the Substance Abuse and 
Mental Health Services Administration (SAMHSA), was 
drawn from the agency’s Drug Abuse Warning Network 
(DAWN), a public health surveillance system that 
monitors drug-related ED visits throughout the nation. 
This information was collected from 11 metropolitan 
areas including Boston, Chicago, Denver, Detroit, 
Miami (Dade County and Fort Lauderdale Division), 
Minneapolis, New york (Five Boroughs Division), 
Phoenix, San Francisco, and Seattle.

“When friends, family members, and health profes-
sionals miss the signs and symptoms of substance abuse, 
the results can be devastating,” said SAMHSA admin-
istrator Pamela S. Hyde, JD. “One consequence is the 
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costly and inefficient use of emergency [departments] as 
a first step to treatment. Substance abuse prevention and 
early intervention can keep people off drugs in the first 
place and clear the path to healthier lifestyles.”

The ED findings were similar to the overall trend 
regarding visits related specifically to heroin use. Again, 
Boston had the highest rate (251 per 100,000 popula-
tion), followed by Chicago (216 per 100,000 popula-
tion), followed by New york City (153 per 100,000 
population), Detroit (150 per 100,000 population), 
and Seattle (118 per 100,000 population). The national 
average was 69 per 100,000 population.

The same differences also were evidenced between 
these major metropolitan areas and the national aver-
age when it came to rates of ED visits involving illicit 
drugs in combination with alcohol. New york City 
had the highest rate (223 per 100,000 population), fol-
lowed by Boston (153 per 100,000 population), San 
Francisco (150 per 100,000 population), Chicago (120 
per 100,000 population), and Detroit (112 per 100,000 
population). The national average was 60 per 100,000 
population.

This survey was developed by SAMHSA as part of 
its Strategic Initiative on Data, Outcomes, and Quality 
— an effort to create integrated data systems that help 
inform policymakers and providers on behavioral health 
issues.

 
RESOuRCES 

• National Estimates of Drug-Related Emergency Department 
Visits : http://1.usa.gov/vi3Hc1.
• The survey is available on the web at: http://1.usa.gov/vVyMT5. 
For related publications and information, visit http://www.
samhsa.gov.  n

Physician visits
after discharge

According to a study by the Center for Studying 
Health System Change, and commissioned by the 

National Institute for Healthcare Reform, about one-
third of hospitalized adults who are discharged into the 
community do not see a physician within 30 days. 

The study, based on data from the national Medical 
Expenditure Panel Survey, found gaps in care after dis-
charge are common for adults covered by all types of 
insurance. The study’s coauthor, Anna Sommers, PhD, 
senior research analyst, The Hilltop Institute at the 
University of Maryland, Baltimore County (UMBC) 
says, “The implication is that reforms specific to one 
payer and focusing only on care processes within hos-
pitals may fall short unless efforts to coordinate with 

community providers, and to encourage patients’ access 
to these providers, receive at least as much attention.” 

RESOuRCE 
• National Institute for Healthcare Reform: http://www.nihcr.org/
Reducing_Readmissions.pdf.  n

Drug communications 
available in Spanish

The Office of Communications at the Center for 
Drug Evaluation and Research has launched a pilot 

program to provide Spanish language versions of the 
agency’s Drug Safety Communications (DSCs). The 
Spanish versions are available at: http://www.fda.gov/
Drugs/DrugSafety/ucm263010.htm.

Given various time and review constraints, the 
Spanish version DSCs generally will follow the English 
version by about 1-2 weeks.  n

n The Wounded Warrior 
program means CM 
opportunities

n How palliative care 
benefits patients,  
payers

n Community case 
management: The new 
frontier

n Initiatives your peers 
are using to reducing 
readmissions
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Editorial advisory Board

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 man-
agement.

2. Explain how the clinical, legal, legislative, regula-
tory, 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 man-
agement 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 references 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 mailing 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 semester, your 
browser will be automatically directed to the activity evalua-
tion form, which you will submit online. 

5. Once the completed evaluation is received, a credit letter will 
be e-mailed to you instantly.  n

Marcia Diane Ward 
RN, CCM, PMP  

Case Management Consultant 
Columbus, OH

1. True or False: According to Randall Krakauer, 
MD, FACP, FACR, National Medicare Medical 
Director for Aetna, embedded case managers 
offer the opportunity for providers to manage 
care across the continuum and not just in the 
emergency department, the acute care hospi-
tal, the skilled nursing facility, or the home.
A. True
B. False

2. Embedded case management is a way to 
put into practice the Institute for Healthcare 
Improvement’s “Triple Aim”, according to 
Patricia Hines, RN, PhD vice president of The 
Camden Group. What are the components of 
the “Triple Aim”?
A. Compliance, follow-up, quality.
B. Better care, better health, lower cost.
C. The right treatment, the right time, the 
right level of care.
D. Length of stay, good discharge plan, pa-
tient satisfaction.

3. What percentage of Capital District Health 
Plan members must a practice have in order 
for the health plan to target it for embedded 
case management?
A. 40% 
B. 50%
C. 60%
D. 70%

4. How often do Aetna’s embedded case man-
agers work at the physician practices where 
they coordinate care for patients?
A. Two days a week.
B. Three days a week.
C. Full-time.
D. Whenever needed.


