
Give outcomes managers responsibility
for continuum-of-care issues
Free case managers to manage episodes of care

With many hospitals collapsing virtually all their quality-related
departments into case management, some case managers
worry that the added administrative workload could interfere

with their ability to clinically manage patients. But now, some hospitals
have found a solution they say eases the burden on case managers as
well as allowing for more effective population-based management of
patients along the continuum. The answer: giving outcomes managers
responsibility for the “big picture” of cross-continuum care.

“The problem is that it’s hard for case managers to focus on the tasks
of the day and get patients through episodes of care if they’re also try-
ing to run teams and coordinate data,” says Connie Rowe, RN, CPHQ,
director of quality, utilization, and risk management at Enloe Hospital
in Chico, CA.

“There’s no question that case managers are overloaded,” agrees
Michael Newell, RN, MSN, CCM, a managed care consultant in
Merchantville, NJ, and author of Using Nursing Case Management to
Improve Outcomes. “The expectations are too high and they have too
many patients. They’re often doing what discharge planners, utiliza-
tion review nurses, and quality improvement nurses do all rolled up
into one. And there’s not the support infrastructure there to do all
those things when the caseload is up to 30 patients or more.”

At Enloe, Rowe was aware of the danger of overloading her team
when she and her colleagues were asked to assemble a case management
department. At that time, the hospital still had separate staff for utiliza-
tion review and discharge planning. “So the first thing we did was com-
bine those two roles so those people were looking at the patient’s full
episode of care together rather than separately,” Rowe says. 

With that step accomplished, they turned their attention to the needs of
their specific patient populations. In particular, they identified their high-
volume and high-risk populations and used clinical nurse specialists or
nurse educators from those areas to perform a separate function: outcomes
management. Now, one outcomes manager is assigned to each of three

INSIDE

APRIL
1999

VOL. 7, NO. 4
(pages 61-80)

American Health Consultants® is
A Medical Economics Company

■ Outcomes management:
Sample job descriptions from
one prestigious hospital . . . 63

■ Guest column: How to
increase coordination,
effectiveness by merging
departments . . . . . . . . . . . . 64

■ Chart: Inpatient care
management flow . . . . . . . . 66

■ Ischemic stroke: Pathway
focuses on ease of use and
access in emergency
department . . . . . . . . . . . . . 67

■ Critical Path Network: 
A new pathway for ambulatory
surgery . . . . . . . . . . . . . . . . 69

■ Patient Education Quarterly:
Using handouts . . . . . . . . . 73

■ Pathway program: New hip
and knee pathways bring
physicians on board . . . . . . 77

■ News Briefs . . . . . . . . . . 79



areas in the hospital: CV/pulmonary; hematology/
oncology; and trauma, neuro, and ortho. 

“Each of the three of us had worked in our
specialty area for years,” says Carol Butler, RN,
CCRN, outcomes manager for trauma, neuro,
and ortho at Enloe. “For example, I was the
charge nurse in the neuro/trauma intensive care
unit. We were educators and had more of a spe-
cialized clinical focus.”

At Enloe, case managers focus more on the
needs of individual patients, both clinically and
financially. Butler notes that about half their time
is spent on discharge planning. Outcomes man-
agers, on the other hand, focus on the entire ser-
vice line, Butler says. “We look at an entire
population of patients,” she says. “And we get
involved in the specific episodes if problems
arise. In this facility, we’re used very much as
clinical nurse specialists with a focus on structur-
ing services in such a way that we can maximize
resource utilization and keep our patient care
quality as high as possible.”

The outcomes managers’ specific responsibili-
ties differ according to specialty, but they’re all

involved on some level with coordinating patient
care across the continuum. For example, one of
the goals of the outcomes manager for hematol-
ogy/oncology is to make sure her patients
remain outpatients. Because Butler is responsible
for trauma, most of her patients need acute care,
but she’s also responsible for a brain attack pro-
gram that monitors and tracks patients after the
inpatient stay. Also, two of the outcomes man-
agers have taken responsibility for tracking
patients engaged in clinical trials at the hospital.
“[Our responsibilities] are largely tailored to
whatever’s going on with the population of
patients at that time,” Butler says.

Particularly in areas of high managed care
penetration, outcomes management has emerged
as a role separate from but related to case man-
agement. In particular, the emergence of out-
comes management has been driven by the need
for hospitals to get a better handle on patient
populations outside of hospital walls, says Judy
Homa-Lowry, RN, MS, CPHQ, president of
Homa-Lowry Healthcare Consulting in Canton,
MI. Some experts claim it probably isn’t possible
for one person to effectively manage individual
patients in the acute care setting and at the same
time maintain a continuum-based focus on an
entire population of patients.

Others, however, say case managers haven’t
been used enough when it comes to quality
improvement. “Case managers are in an excel-
lent position to see and hear all the quality prob-
lems as they unfold,” Newell says. “You don’t
need to case-manage people who are doing just
fine, who are going to blow right through their
critical path or have an uneventful hospital stay.”
Instead, case managers should be focusing on
bringing outliers back under control. “If it’s a
well-functioning case management program,
then case managers are in an excellent position
to collect the kind of data that can tell you how
you’re doing on a day-to-day basis. So why not
build in some kind of quality improvement/out-
comes measurement program that can give you
adequate feedback on how to tweak your pro-
gram and improve your processes?”

However, at Grant/Riverside Methodist
Hospitals, a hospital system in Columbus, OH,
administrators believed the system’s disease man-
agement efforts required a role that “embraced
research,” says Carmela Hartline, MS, RNC, direc-
tor of disease management services and director of
heart services. “We are a large research facility, but
we didn’t have a separate research department.
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• To ease the burden on already-overworked
case managers, some hospitals are shifting
responsibility for continuum-focused care
to a new breed of outcomes managers.
Some experts say it’s too much to expect
case managers to be able to effectively
manage individual cases in the acute care
setting and maintain a broader focus on
preadmission and postacute care as well.

• One model involves assigning one outcomes
manager to each specific patient population
identified as having high volume and high
risk. Outcomes managers are drawn from
the ranks of clinical nurse specialists and
nurse educators. While case managers focus
on the needs of individual patients and on
discharge planning, outcomes managers
focus on the entire service line.

• In another model, outcomes managers
head up population-based work teams in
partnership with physicians. Case man-
agers serve on the teams as well and main-
tain responsibility for data collection.
Outcomes managers analyze the data and
present results to the work team to deter-
mine possible process improvements.

KEY POINTS



That responsibility remained within the service
lines. But case management was not the [appropri-
ate] role for that.”

Hartline and her colleagues took a long look
at case management two years ago, when Grant
Medical Center began merging with other hospi-
tals in central Ohio. The purpose was to develop
a cross-campus case management initiative with
standardized responsibilities. (For a list of case
management and outcomes management
responsibilities at Grant/Riverside Methodist,
see box, above.)

Out of the case management initiative, Hartline
and her colleagues in heart services realized that
they had “a huge void in following populations 
of patients,” she says. “Case managers geographi-
cally assigned to the unit rather than to physicians.
But we needed a role that oversaw a whole popu-
lation of patients — not just from a case manage-
ment perspective but from a population/disease

management perspective. That’s why we devel-
oped the outcomes management role.”

As they conceptualized the outcomes manage-
ment role, Hartline and her colleagues decided
outcomes managers should be master’s-prepared
and clinically astute. “They needed to be able to
identify pathway variances, care for the patient,
and communicate readily with the physician
group,” she says. At that point, some of the case
managers weren’t quite at that level of clinical
expertise. “They were utilization review folks,”
Hartline says.

Hartline says she requires an MS for outcomes
managers because it lends credibility to the role. 
It also means candidates are more likely to have
expertise in resource utilization. “Outcomes man-
agers here look at the entire population of patients
through the continuum — not just acute care,”
Hartline says. “They look at the time prior to the
patient getting here, while they’re here, and then
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Description of CM Outcomes Management Duties
Outcomes Management provides clinical expertise to acute or chronically ill patients. The responsibilities include
direct patient care, support of systems, education, research, and professional leadership. Understanding ser-
vices to meet an individual’s health needs using communication and available resources to promote quality, cost-
effective outcomes throughout the continuum is essential.
Outcomes manager functions:
• Manages a complex patient caseload/coordinates interdisciplinary team.
• Performs patient assessment and management/revises plan of care with interdisciplinary team.
• Enhances the continuity of care by providing a smooth transition to the next level of care.
• Acts as resource, patient advocate, and communicator.
• Develops, implements, and evaluates clinical pathways.
• Tracks clinical/financial/functional outcomes data.
• Addresses clinical process improvement, performance improvement, and variance tracking.
• Collects, analyzes, and evaluates data to identify process improvement opportunities.
• Participates in clinical research projects.

Case Management is a collaborative process. Responsibilities include discharge planning, clinical understand-
ing, utilization review, and process improvement. Coordinating clinical and financial outcomes of an assigned
patient population in a timely, cost-efficient and effective manner during the acute phase of a patient’s stay is
essential.
Case manager functions:
• Performs unit-based collection and assessment of patient medical information on a concurrent basis for 100% 

of admissions for payer and interdisciplinary te
• Identifies appropriateness of patient admissions and continuing stay.
• Communicates appropriate information to third-party payers.
• Identifies referrals to social services and coordinates activities related to discharge planning.
• Acts as resource for completing retrospective reviews as requested by centralized department.
• Acts as resource for processing third-party payer denials and appeals as requested by centralized department.
• Facilitates the Clinical Documentation Management Program.
• Educates doctors or office staff regarding insurance contract changes, direct admissions to SNF, admission 

criteria, admission reviews.

Source: Grant/Riverside Methodist Hospitals, Columbus, OH.



they do functional outcome follow-up after acute
care.”

Meanwhile, case managers focus on following
patients through the acute care setting. “They
may have some precertification responsibilities,
but they aren’t really responsible for pre- and
postacute care.”

Although their roles and focus differ, case man-
agers and outcomes managers work together on
population-based teams. The teams are led by the
outcomes manager and a physician, who coordi-
nates the day-to-day care of the population. In
addition, case managers, who work on the units
every day, enter outlier data into a computer sys-
tem called MIDAS. “They sometimes identify the
variance, and then the outcomes managers follow
it through,” Hartline says. The outcomes manager
then communicates the data to a multidisciplinary
work team and analyzes the information to deter-
mine possible process improvements or changes
to a certain protocol or pathway.

But an outcomes manager at Grant/Riverside
Methodist doesn’t just crunch data. She sees
patients in the acute care setting and also takes
responsibility for managing patients in the outpa-
tient heart disease management clinic. “She pro-
vides that continuum of care all the way through,
which gives great continuity,” Hartline says. “She
knows the patients along with the cardiologists
who are caring for them.”

To ensure that case managers and outcomes
managers work effectively together, Hartline 
has work teams meet every month to discuss 
the patient population. Rowe has taken a similar
approach at Enloe, where case managers and
outcomes managers hold joint staff meetings. 
In addition, case managers often serve on “focus
teams” facilitated by outcomes managers, and
both participate in what Rowe calls discharge
planning rounds.

“When we’re working on some of the quality
improvement teams in the hospital, the out-
comes managers are usually the facilitators of
those teams, but the case managers are involved
as well on a different level,” Rowe says.

For more information, contact:
Michael Newell, RN, MSN, CCM, Managed Care

Consultants, Merchantville, NJ. Telephone: (609) 665-
8555.

Carmela Hartline, MS, RNC, director of disease
management services, Grant/Riverside Methodist
Hospitals, 111 South Grant Ave., Columbus, OH
43215. (614) 566-9310.

Connie Rowe, RN, CPHQ, director of quality, uti-
lization and risk management; Carol Butler, RN,
CCRN, outcomes manager for trauma, neuro, and
ortho, Enloe Hospital, Chico, CA. Telephone: (530)
891-7339.

Judy Homa-Lowry, RN, MS, CPHQ, president,
Homa-Lowry Healthcare Consulting, 7245 Provincial
Court, Suite 100, Canton, MI 48187. Telephone: (734)
459-9333.  ■

Increase coordination,
effectiveness of CM
Medical center saves money while boosting staff

By Alan Cudney, Associate
Premier Inc.
Charlotte, NC

Many hospitals today are struggling to coordi-
nate the functional responsibilities of utiliza-

tion review, case management, discharge planning,
and social services. Because these services often are
directed through different departments, the result
can be internal conflicts, overlapping responsibili-
ties, and a lack of communication preventing a hos-
pital from achieving truly integrated, coordinated
case management services.

Leaders at Alamance Regional Medical Center
(ARMC) in Burlington, NC, were concerned that
their case management activities were not as
effective as they could be. Frequent insurance
denials and late discharges were part of their con-
cern. Consultants at Premier Inc. were asked to
explore opportunities for improvement at ARMC
in the areas of utilization review, discharge plan-
ning, social services, and clinical pathways. Two
departments were responsible for the majority of
those activities: patient and family services, and
utilization review.

The utilization review department was staffed
by three full-time UR nurses and two part-time
nurses. Because of the low staffing level, these
nurses often were limited to interacting with third-
party payers to get certifications and manage
denials. Most of their time was spent on the phone
talking with insurance providers. The department
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was led by a director who also was responsible for
clinical pathways. However, due to their time con-
straints, the UR nurses usually were not involved
in the pathway activity. 

The nurses in UR were aware that their roles as
case managers were expanding. In their efforts to
coordinate care for the patients, they began to
perform discharge planning activities. However,
a separate department at ARMC was responsible
for discharge planning. That department, patient
and family services, was staffed by three full-time
social workers and one part-time social worker,
plus an administrative specialist. This depart-
ment was responsible for performing discharge
planning and placement, as well as handling
crises and adoptions.

Premier consultants performed a staffing analy-
sis using Premier’s Case Management Staffing
Model. (See related story in Hospital Case
Management, August 1998, pp. 152-156, 161.) This
mathematical model allows an organization to
compare its staffing levels with hospitals of simi-
lar patient volumes and acuity levels to determine
an appropriate range of staffing. ARMC’s staffing
was at or below the low range of peer hospitals. 

Premier also conducted interviews with staff
and physicians. From this assessment, it became
clear that interpersonal and professional conflicts
prohibited the two departments from working

together to coordinate their patient responses. For
instance, each department claimed responsibility
for discharge planning. Because of departmental
rivalry, there was limited communication and
coordination between the two groups.

In August 1998, Premier’s analysis led ARMC
executives to merge the two departments under
one director who could provide strong leadership.
Working as one “care management” department,
the staff could integrate work processes and capi-
talize on their existing resources. While the hospital
recruited a permanent director, Premier provided
an interim director to begin the merger process.

The interim director worked closely with the
two previous department heads. These two staff
members would remain in the new department,
and together they brought more than 30 years com-
bined experience. Their support for the changes
was particularly valuable. A regular staff meeting
was established in which all department members
were encouraged to contribute their expertise to
the change process. For the merged department to
be successful, it was important to establish an envi-
ronment of candor, trust, and collaboration.

Care teams ease merger 

One of the first challenges was to create a pro-
cess that would enable the two groups to work
together effectively. Premier’s interim director, in
collaboration with the two former department
heads, created “care teams,” which were imple-
mented in December 1998. The care teams pro-
vide a successful model for integrating two
complementary disciplines such as social services
and utilization review.

As the flowchart illustrates (see p. 66), the care
team assigned a nurse case manager and a social
worker to work as a team for a specific group of
nursing units, such as orthopedics and med/surg.
Their complementary skills work well together
and help achieve the integration of care that hospi-
tals strive for. The nurse looks at the patient from a
clinical progression of activities (what must occur
during the stay to achieve the best outcome) and
an insurance perspective (how we can be sure this
is reimbursed correctly). The social worker has a
strong knowledge of what services are available in
the community, in addition to his or her knowl-
edge of counseling and crisis intervention. 

The Care Team model was structured to solve
several problems. By beginning the assessment
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• Concerned about insurance denials and
late discharges, administrators at Alamance
Regional Medical Center in Burlington,
NC, chose to merge two of its departments
— patient and family services, and utiliza-
tion review — to create a case management
department.

• The thought was that by working as one
department, staff could integrate work pro-
cesses and capitalize on their existing
resources. Regular staff meetings were held
to solicit input from members of both
departments on the merger.

• Communication among staff improved
greatly after implementation of an informal
daily report in which the team members
discuss their activities and perspectives for
each patient to ensure that their efforts are
coordinated. Team members also partici-
pate in more formal discharge planning
meetings held in each unit.
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within 24 hours, the hospital was able to elimi-
nate many delays. Previously, the family services
staff had waited until the end of the patient’s stay
to begin discharge planning. This often resulted
in a longer length of stay. With the new program,
the social worker is able to identify and prioritize
the patient’s needs immediately and begin plan-
ning for those needs. The case manager is able to
verify the patient’s status on the clinical pathway,
verify insurance coverage and approved length
of stay, and monitor the patient’s progress.

Communication is greatly improved with the
implementation of an informal daily report, in
which the team members discuss their activities
and perspectives for each patient to ensure their
efforts are coordinated. Team members also par-
ticipate in a more formal discharge planning
meeting held in each unit. 

As noted earlier, the departments were under-
staffed as shown by the Premier staffing analysis.
The merged department now was able to hire
additional staff to achieve a staffing level that
came closer to the benchmark of peer hospitals.
This resulted in the creation of three care teams,
plus the addition of weekend coverage and spe-
cialized staff assignments, such as one social
worker dedicated to skilled nursing placements
and the previous department head assigned
housewide for the most difficult cases. 

The results will be measured through a set of
indicators currently being developed. Among
other data, the hospital will collect information on:

• proportion of patients with excess lengths of
stay;

• percentage of patients managed on clinical
pathways;

• insurance denials;
• overall patient satisfaction.
Implementation of care teams at ARMC still is

evolving, but this concept has provided a useful
structure for merging two departments involved
in coordination and planning of care. Working
together in teams already has led to a noticeable
increase in coordination between the two disci-
plines. In addition, relationships with physicians
and floor nurses have been greatly improved as
the team members work in conjunction with the
unit’s staff on a daily basis. Hospital executives
believe their organization is closer to the goal of
effective case management, resulting in integrated,
coordinated care and improved patient outcomes. 

Alan Cudney is an associate with Premier Inc. in
Charlotte, NC. He can be reached at (704) 679-5098.  ■

Ischemic stroke pathway
relies on ED order sheets
Path computerization could standardize ED use

The second time was the charm for case man-
agers at University Hospital-University of

Colorado Health Sciences Center in Denver. The
first time they tried to get an ischemic stroke
pathway off the ground, it foundered because of
a lack of physician support. The second time,
however, case managers enlisted physician cham-
pions and secured the support of emergency
department residents, steps that have helped
facilitate the success of the current pathway.

In developing the pathway, it was thought that
although ischemic stroke represents an individu-
alized disease process, “there are some standard
things you can do to help the patient along,” says
Sharon Baker, RN, MS, CNRN, a clinical nurse
specialist/educator who was integral to the
development of the pathway. “We felt that we
could then decrease the length of stay if we could
teach people what to do on specific days,” she
says. (See sample page from the pathway, p. 68.)

Another thing making ischemic stroke an
attractive candidate for a pathway was that, at
least in theory, much of the required care that
traditionally had been performed in acute care
could be delivered as effectively and in a more
timely manner in an outpatient setting, says Kim
Pollmiller, RN, MS, CNRN, clinical case man-
ager for neurosciences at University Hospital.

One obvious difficulty inherent in managing
stroke patients is predicting when they’ll be
coming. Because almost all strokes are admitted
through the emergency department, the path-
way process starts there. Preprinted physician
order sheets and copies of the pathway are
stocked in the emergency department and can
be easily accessed when a stroke patient comes
in. “When the neurology doctors get calls saying
we have a patient down here who looks like a
stroke, all the paperwork is right there in their
hands instead of in some place where they’d
have to physically go get it,” Pollmiller says.

Although the system has generally worked
well so far, Pollmiller acknowledges that because
of the turnover in residents in the emergency
department, the preprinted orders haven’t been
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How to overcome physician resistance

What do you do if physicians won’t allow
their patients to receive the standardized

information for diagnosis-specific patient educa-
tion? Provide a method for the physician to create
personalized instructions, advises Mary Wolcott,
RN, MSN, patient education coordinator at
Methodist Hospital in Omaha, NE.

Every physician can create what the hospital
calls a personal order set, which are instructions
for a specific diagnosis. These instructions are
entered into the computer, and physicians simply
write instructions for the nurse to give the patient
information from their personal order set.

When the nurse enters the doctor’s name on
the computer, a list of his or her personal order
sets appear on the computer screen and the nurse
prints off the correct one. “The physician has to
order the special instructions. It is treated as a
doctor’s order,” says Wolcott.

Certain policies for education have been estab-
lished at Methodist Hospitals of Memphis (TN)
that permit nurses to initiate certain education
processes without a physician’s order, says
Denise Thornton, RN, MSN, CDE, patient educa-
tion coordinator at the hospital system.

For example, if a patient is confused about diet,
the dietitian can be called to educate the patient
without the doctor’s permission. In cancer care, all
breast cancer patients are referred to a program
called Reach to Recovery following surgery. If a
physician does not want a referral to take place,
he or she needs to write an order, says Thornton.

Also, on many high-volume diagnoses, pre-
printed physician orders have been created. These
orders might state that the patient will see a car-
diac educator, receive education from a dietitian,
and go to cardiac rehab, for example. The physi-
cian must sign the order to initiate the education
process and at that time he or she can delete or
change the information, says Thornton.

“We don’t have any standardized orders; they
are simply preprinted because that is almost the
common practice of the physicians consistently
with this particular diagnosis,” explains Thornton.

While the obstetrics department at St. Joseph’s
Regional Medical Center in South Bend, IN, has
standardized material, it is often tailored to what
each physician wants his or her patient to know,
says Eileen Humes, RN, BSN, LCCE, an obstet-
rics nurse. For example, each physician has an
opinion on when a woman should come to the
hospital when she is in labor.

If one physician does not want a standardized
sheet given to a patient, speak to her in private to
see how she would like the information given to
the patient. By discussing the matter with the
physician, you might be able to persuade her,
says Jo Wells, MS, community education coordi-
nator at St. Joseph’s. 

Educators must try to move patients from a
stage where they are no longer just contemplating
a behavior change but willing to take action. The
same often is true for physicians, says Susan
Karlins, MPH, director of health education of
Santa Clara Family Health Plan and Valley Health
Plan in San Jose, CA.

A patient education manager might have to
work with a physician to discover and overcome
the barrier. “Maybe they have thought about it but
aren’t sure that it won’t interfere with their com-
munication. Or maybe they had a bad experience
where misinformation was given to their patient.
Patient education managers must figure out the
barrier of an individual provider,” says Karlins.

A small pilot study showing the benefits of a
handout to the patients might help persuade phy-
sicians, says Wolcott. Several years ago, when
physicians refused to let nurses give their patients
medication instruction sheets because they were
fearful that patients would be given the wrong
one, Wolcott did a two-month trial study in the
emergency department.

Educational handouts for my patients? No way!
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The nurses gave the patients instructions on
any medication they were sent home with from
the emergency department. “We tracked the
patient satisfaction with the medication instruc-
tions and came up with 98%,” she says.

Wolcott was able to show the medical director
that patients were satisfied and there had been no
problem with patients receiving the wrong sheet.
The medical director gave her permission to have
the medical education committee, which includes
a physician from every department, review the
sheets for approval.

“If you really focus on patient satisfaction or
patient comments, it is persuasive,” says Wolcott.  

For more information on overcoming physician bar-
riers to patient education, contact: 

Eileen Humes, RN, BSN, LCCE, obstetric nurse,
[c/o Joanne Weaver, RN, MSN, CNSN, patient educa-
tion coordinator], St. Joseph’s Regional Medical Center,
South Bend Campus, 801 East La Salle, South Bend,
IN 46617. Telephone: (219) 237-7643. Fax: (219) 239-
4032. E-mail: weaverj@sjrmc.com. 

Susan Karlins, MPH, director of health education,
Santa Clara Family Health Plan and Valley Health
Plan, 3003 Moorpark Ave., San Jose, CA 95128.
Telephone: (408) 885-4038. Fax: (408) 885-5921.

Denise Thornton, RN, MSN, CDE, patient educa-
tion coordinator, Methodist Hospitals of Memphis,
Methodist School of Nursing, 251 South Claybrook,
Memphis, TN 38104. Telephone: (901) 726-8435. Fax:
(901) 726-8638.  ■

Give patients skills 
for responsible self-care
Patients must understand the role they play 

Question: The Joint Commission requires that
hospitals “make clear to patients and families
what their responsibilities are regarding the
patient’s ongoing health care needs, and gives
them the knowledge and skills they need to carry
out their responsibilities.” What do you teach
patients about their responsibilities as far as their
ongoing health care needs? What steps do you
take to teach the skills they need to carry out
these responsibilities?

Answer: Upon hospital admission, each
patient receives a handbook consisting of infor-
mation that is mandated by law, says Megan
Finch, RNC, MS, patient education coordinator at
Union Hospital in Terre Haute, IN. The Patient
Handbook contains legal materials only, such as
advance directives and the patient’s rights and
responsibilities. Information on hospital opera-
tions, such as cafeteria hours or parking, is kept
in a separate guest service book. 

In addition to handing patients and family
members the information in writing, a nurse
reviews the materials with them, explaining
that it is their responsibility to provide accurate
information, participate in teaching sessions,
and let health care workers know when they
don’t understand something, says Finch.

At Memorial Hospital of Sheridan (WY)
County, patients will find a list of global rights
and responsibilities in a folder next to their beds.
The responsibilities they have for their ongoing
health care needs specific to their diagnosis are
given to them in writing. Also, a letter is included
explaining that the patient and his or her family
are the most important members of the care team. 

It is important to solicit patients’ aid in their
own care rather than simply telling them it is
their responsibility to follow instructions that can
be adversarial, says Janet Swift, RN, BSN, patient
education coordinator at Sheridan. “We tell them
how to get the best out of their treatment, the best
out of their stay,” she explains.

Provide the proper tools

It’s important to make sure patients have the
knowledge and skills to carry out their responsi-
bilities and set goals with the patient or family,
depending on who is going to be providing care
at home, says Jean Wadnik, MA, RNC, director of
staff development and health education at
Warren Hospital in Phillipsburg, NJ. 

A teaching record prompts staff to cover all areas
that must be addressed, and written materials rein-
force teaching. For example, for each medication
patients are taking, they receive a fact sheet and a
small card on which to track the medications. They
also receive information sheets on their diagnosis
and a diagnosis-specific community resource sheet
that lists agencies they can contact for additional
information or to meet ongoing needs such as
financial aid for equipment and supplies.

“In some cases, such as diabetes, we do outpa-
tient follow-up because we can’t complete the



teaching in the short time they are in the hospi-
tal,” says Wadnik.

At Union Hospital, preparation for discharge 
is a part of the daily teaching strategy so patients
will be capable of self-care when they go home.
Patients are taught something new each day so
they will be able to take responsibility for their
care upon discharge.

Each patient should be re-evaluated on dis-
charge by asking him or her to either perform a
task or verbally explain a concept such as how to
take their medication, advises Finch. “If patients
can’t demonstrate a skill, it is our responsibility
to point out that we think they need some addi-
tional follow-up by a home care agency, visiting
nurse association, or other community resource
and offer to set it up,” says Finch.

For information on teaching patients the responsi-
bilities they have for their ongoing health care needs,
contact: 

Megan Finch, RNC, MS, patient education coordina-
tor, Union Hospital, 1606 North 7th St., Terre Haute,
IN 47804-2780. Telephone: (812) 238-7535. Fax: (812)
238-4528. E-mail: edmof@uhhg.org. 

Janet Swift, RN, BSN, patient education coordina-
tor, Memorial Hospital of Sheridan County, 1401
West Fifth St., Sheridan, WY 82801. Telephone: (307)
672-1193. Fax: (307) 672-1111. E-mail: mhscpc@
wave.sheridan.wy.us. 

Jean Wadnik, MA, RNC, director of staff develop-
ment and health education, Warren Hospital, 185
Roseberry St., Phillipsburg, NJ 08865. Telephone:
(908) 859-6777. Fax: (908) 859-6848.  ■

It’s on paper, but do
they understand it?
Simple testing gets written handouts on target

Don’t assume the education materials your
staff wrote for the average national level are

right for your facility. Patients’ reading levels
vary widely from area to area; therefore, many
patient education managers are evaluating their
patient groups.

“We assumed that our population would fit
into that national average range [seventh- and
eighth-grade reading level], so we kept writing

right at that national average level,” says Kathy
Ordelt, RN, CRRN, CPN, patient and family
education coordinator at Egleston-Scottish Rite
Children’s Healthcare System in Atlanta.

However, the hospital had never surveyed its
population to be sure. Therefore, in 1998 staff in
the education department decided to verify their
hunch that the materials were written at the cor-
rect level. They purchased the Rapid Estimate of
Adult Literacy in Medicine (REALM) test to
help determine the reading level of the hospi-
tal’s patient population. (For information on
REALM, see the resources at the end of this
article.)

Educators at Medical University of South
Carolina in Charleston also wanted to know the
average reading level of its hospitalized patients.
With South Carolina trailing the nation in literacy,
providing educational materials patients could
understand had been an ongoing problem.

“Educators need to be a lot more creative and
they need more time to teach when you have
patients who can’t read,” says Margaret M.
Duffy, EdD, RN, CNN, CCM, clinical educator
at Medical University. The REALM test helped
them determine that 47% of the patients who
come to the emergency department are not able
to read the handouts.

Assessing the reading level of your patient
population provides valuable information, agrees
Carol Maller, MS, RN, CHES, patient education
coordinator at the Veterans Medical Center in
Albuquerque, NM. She worked on a project
where about 300 patients were interviewed to
evaluate literacy skills and determine the overall
reading level of the medical center’s population.
The Wide Range Achievement Test (WRAT) was
used to evaluate literacy within the medical cen-
ter’s patient population. (For more information
on WRAT, see the resources at the end of this
article.)

“We found that the average reading level of
our patients was beginning seventh grade and
that was valuable information as far as targeting
print materials for the appropriate grade level,”
says Maller.

Often, such projects reveal that written mate-
rials must be rewritten at a lower grade level,
says Mary Jean Kotch, BSN, CRRN, patient edu-
cation coordinator at John Heinz Institute of
Rehabilitation Medicine in Wilkes-Barre, PA.
High-frequency, interdisciplinary patient educa-
tion materials were evaluated using the SMOG
readability scale, introduced by McLaughlin.
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During the nursing assessment, nurses ask
patients what grade level they have completed.
In reviewing more than 200 charts, the average
grade level of these patients was 10.45, yet a
handout on advance directives that all patients
received was written at a 16th grade reading
level.

Designing a project to assess the reading level of
your patient population is not difficult. One draw-
back, however, is time. “Someone has to have the
time to do the sampling,” says Ordelt.

Following are the steps Ordelt and others took
to assess the reading level of their patient popula-
tion to improve written materials:

• Determine patient sample.
To verify that the average reading level of

adults at Egleston-Scottish Rite was seventh or
eighth grade, people were interviewed in every
department except the emergency department.
“We thought that the area [emergency depart-
ment] was too high-stress to ask people to take
tests,” says Ordelt. Candidates were approached
in the waiting rooms of such areas as clinics, day
surgery, and even intensive care units.

Staff at Medical University of South Carolina
targeted the emergency department because 40%
of those patients are admitted to the hospital,
and they determined that would give them a
rough estimate of the reading level of the inpa-
tient population. 

• Select an assessment tool.
Before choosing a tool to assess the reading

level of patients, Ordelt read several journal arti-
cles that discussed various methods. She wanted
a tool that was inexpensive, easy to use, and did
not take a lot of time to administer. She decided
REALM fit those criteria.

Duffy was familiar with REALM because she
had taught several nurses to use the tool. “We
debated on whether to have the nurses use the
tool with each patient, but they have to do so
much already,” says Duffy. The tool is available
to use with individual patients but it is not
mandatory.

• Find a person to survey patient groups.
An emergency department nurse conducted

the readability tests at Medical University of
South Carolina. She selected patients to inter-
view who were not heavily stressed, conducting
about six interviews throughout each 12-hour
shift. The nurse conducted a sampling of 110
patients.

At Scottish Rite, a child life specialist intern
conducted the REALM tests. “We did a sampling

of 50 adults and will repeat the sampling of 50
after the first of the year [in 1999]. We might do
this every year,” says Ordelt. 

• Make use of the information.
As part of a performance improvement project,

the patient education department at John Heinz
Institute of Rehabilitation Medicine undertook the
task of rewriting the advance directives brochure
at a lower reading level. “The patient education
department simplified the information and made
a much more appealing brochure to read. We
included pictures, increased the font size, and
rewrote the copy to a 10.3 grade reading level,”
says Kotch.  

For more information on assessing the reading level
of your patient population, contact: 

Margaret M. Duffy, EdD, RN, CNN, CCM, clini-
cal educator, Medical University of South Carolina,
171 Ashley Ave., Charleston, SC 29425. Telephone:
(843) 792-5078. Fax: (843) 792-5972. E-mail:
Duffymm@smtpgw2.musc.edu. 

Mary Jean Kotch, BSN, CRRN, patient education
coordinator, John Heinz Institute of Rehabilitation
Medicine, 150 Mundy St., Wilkes-Barre, PA 18702.
Telephone: (717) 826-3830. Fax: (717) 830-2028. 

Kathy Ordelt, RN, CRRN, CPN, patient & family
education coordinator, Scottish Rite Children’s Medical
Center, 1001 Johnson Ferry Road NE, Atlanta, GA
30342. Telephone: (404) 250-2757. Fax: (404) 250-
2255. E-mail: Kathy_Ordelt @srcmcntfs3.ccmail.
compuserve.com. 

REALM (Rapid Estimate of Adult Literacy in
Medicine). This test consists of three separate lists of
words that progress in difficulty. People are asked to
read the lists to determine their reading level range.
The kit costs $10. Address inquiries to: Terry C.
Davis, PhD, department of medicine and pediatrics,
Louisiana State University Medical Center, 1501
Kings Highway, Shreveport, LA 71130. Telephone:
(318) 675-5318. Fax: (318) 675-4319. Send no money;
an invoice will be included with the order.

WRAT (Wide Range Achievement Test). This test
consists of three components: reading, spelling, and
arithmetic. It tests people’s ability to pronounce
printed words as well as their ability to count, read
number symbols, and do computation. A starter set
costs $110, with additional aids available at varying
prices. Scoring software, for example, is an additional
$99. Shipping and handling is 10% of the total price
of domestic orders. Address inquiries to: Wide Range,
15 Ashley Place, Suite 1A, Wilmington, DE 19804-
1314. Telephone: (800) 221-9728 or (302) 652-4990.
Fax: (302) 652-1644. ■
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used as consistently as she’d like. On the other
hand, Pollmiller says, “The doctors are good
about notifying Sharon or me when they admit 
a stroke. Whether it’s a just voice mail over the
weekend or a page during the week, they’ll let 
us know that a patient is being admitted. Then
the data process starts.”

Much of Pollmiller’s work with the stroke
patients involves collecting and processing inpa-
tient data. She tracks patients along the pathway
to make sure services like the swallowing screen
are being performed according to the time frame
specified by the pathway. She also administers an
assessment of a functional scale both at the time
of admission and at discharge. In addition to
measuring functional status, University Hospital
also employs an informal severity-of-illness scale.
Three months after discharge, Pollmiller follows
up with patients to run through the health status
questionnaire. Finally, the data are compiled in
quarterly reports, which are distributed to and
discussed by both case managers and the path-
way’s physician champions.

Length of stay for the pathway is from five to
seven days depending on the severity of the
stroke and what the patients’ needs are. Work-ups
typically are done within five days as long as the
patient is medically stable. Patients are considered
discharged when they move on to outpatient
rehabilitation, a skilled nursing facility, or home.
Although the pathway ends upon the patient’s
discharge from acute care, case managers main-
tain some involvement with the patient in terms
of education. They also make themselves avail-
able for questions from rehabilitation staff.

In addition to the clinical pathway itself, Baker
developed a pathway to educate patients about
their condition. “I’m very active in the neuro-
science community and had seen in other areas
where they were looking at patient education path-
ways,” she says. “I thought, why can’t I do that for
stroke patients?” After reviewing examples of
patient pathways, Baker developed her own,
which she then gave to the hospital’s patient edu-
cation specialist. The specialist adjusted the path-
way’s language to the appropriate reading level. 

Other than development of the patient pathway,
however, few revisions or additions to the pathway
have been necessary, Pollmiller reports. That might
change, however, in light of a new project now in
the works at University Hospital: A pathway stan-
dardization committee has been developed for the

purpose of bringing all the hospital’s pathways
into conformity with a standard design.

Other changes under way include a move
toward computerization. The hospital has just pur-
chased a computer system from HBOC in Atlanta,
which eventually will be used to store documenta-
tion for the pathway. The ultimate goal is to move
to computerized pathways, Pollmiller says. “The
stroke pathway has been involved in that [discus-
sion],” she says. “But it’s too difficult to trial in the
system because the admissions aren’t scheduled,
and if the physicians don’t start out with the
preprinted orders, you can’t backtrack.” Under a
fully automated system, that should be less of a
problem, however: “If, for example, the physicians
don’t start the patient off with the paperwork, the
computer still starts them off with the pathway,”
Pollmiller says. “Down the road, it’ll be nice.”

For more information, contact:
Kim Pollmiller, RN, MS, CNRN, clinical case man-

ager for neurosciences; Sharon Baker RN, MS, CNRN,
clinical nurse specialist/educator, University Hospital-
University of Colorado Health Sciences Center, 4200
East Ninth Ave., Denver, CO 80262. Telephone: (303)
372-6470.  ■

Pathways bring dramatic
clinical results
CM department reduces costs, gains recognition 

Physicians with Good Samaritan Health System
in Kearney, NE, failed to see the need for clini-

cal pathways until the system’s director of care
management proved they work. Now, physicians
not only accept clinical pathways; they’re asking
her to create more. 

“The department is relatively new. We started
talking to physicians about pathways, and their
response was very negative,” says Leigh Bertholf,
MS, RN, director of care management. “But we
decided to make a commitment to show the clini-
cal value of pathways and their ability to lower
costs and length of stay.” 

Good Samaritan’s first two pathways were for
acute hip and knee replacement. The 10-member
pathway team adapted the Clinical Value Com-
pass, developed by Eugene Nelson, DSc, of
Dartmouth University, to create its reporting
profile for evaluating clinical pathways. “This

April 1999 / HOSPITAL CASE MANAGEMENT ™ 77

(Continued from page 67)



was a crucial step in developing and promoting
the pathways,” says Bertholf. “You have to
know what you want to report and what is of
value and keep those things in mind as you
develop your pathways. That data is the key to
measuring pathway success.” 

Outcomes in the pathway profile include: 
• number of cases by gender; 
• average age of patients; 
• average length of stay before and at end of

reporting period; 
• disposition of patients (home without home

care, home with home care, subacute facility,
other skilled facility) before and at end of report-
ing period; 

• patient satisfaction; 
• blood transaction summary; 

• average procedure cost, prepathway and
postpathway; 

• average total charges, prepathway and post-
pathway; 

• average distance ambulated on days two and
three in patients discharged to home; 

• average distance ambulated on days two and
three in patients discharged to a skilled facility. 

Education effort launched

Good Samaritan launched an education effort
to explain the pathways to providers and
patients. The team produced a video for each
pathway to include in each patient’s education
packet. The video describes the patient’s care
from preadmission through hospital stay and
skilled home care. 

Team members visited rural skilled facilities 
to educate system providers on the pathways. To
encourage participation, providers were offered
free continuing education credit for attending the
training sessions. “We did a lot of work to foster 
a relationship with our outlying providers,”
Bertholf says. “Our referral area includes a 200-
mile radius between Lincoln, Nebraska, and
Denver, Colorado. Many of our physicians were
uncomfortable sending patients out to local rural
areas for care. They didn’t want to send very ill
patients to unprepared providers.” In addition, a
team physical therapist visited each rural site to
assess the physical therapy capabilities at outly-
ing facilities. 

“Nearly 46% of patients weren’t ambulating
according to pathway goals, and 26% were expe-
riencing pain and nausea,” she says. “We found
that there was almost a perfect correlation
between patients who didn’t meet ambulatory
goals and Demerol use. We didn’t tell physicians
to stop prescribing Demerol, we just showed
them the data,” Bertholf says, adding that Good
Samaritan now uses morphine by pump for pain
control in knee patients. “We’ve almost entirely
eliminated the use of Demerol for pain. Patients
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COMING IN FUTURE MONTHS

• Although physicians at Good Samaritan
Health System in Kearney, NE, first offered
stiff resistance to case managers’ efforts to
implement a clinical pathway program,
efforts to educate the physicians about the
benefits of pathways have led to a turn-
around in which physicians now are asking
the director of case management to create
even more pathways.

• One key step in promoting the pathways
was to create a reporting profile capable of
evaluating clinical pathways. In addition,
the hospital produced a video for each
pathway that describes the patient’s care
from preadmission through discharge.

• Most significantly, case managers at Good
Samaritan avoided creating an adversarial
relationship with physicians in the system.
They dodged charges of pathways being
“cookbook medicine” by establishing a sys-
tem in which pathways are not automatically
applied; physicians have to write an order
for a patient to be placed on a pathway.

KEY POINTS



don’t experience any delays due to pain, and they
walk earlier. I also think our nurses are more
aggressive about calling physicians for changes in
pain medication if patients are uncomfortable.
The pathways identified the relationship between
pain and ambulation, and now nurses are much
more proactive.”

In the first reporting period for the knee path-
way, the average total cost per patient dropped
by almost $2,000. In addition, average length of
stay dropped eight days and patients ambulated
earlier. 

Improved pain control also helped raise
patient satisfaction rates. “If I’m not in pain, I’m
going to be happier,” she says. “Patient satisfac-
tion increased dramatically — nearly 10%.” 

Another major shift in standard practice result-
ing from the pathways was a dramatic reduction in
blood usage. “We were wasting blood,” Bertholf
says. However, “our last blood use scoring showed
we’ve dropped below blood bank guidelines since
implementing the pathways,” she notes.

One of the most gratifying rewards for the
pathway team has been physician buy-in. “Six
months before the pathways were implemented,
physicians were trying to pass referendums to bar
pathway use in the system,” she says. “Now, we
have physicians calling us and asking whether we
can develop a pathway for a specific condition.” 

She attributes physician buy-in largely to the
pathway team’s efforts to avoid creating an adver-
sarial relationship with system physicians. “Phy-
sicians have to write an order for pathways here.
The pathways are not automatically applied,” she
says. “I think if you look at physician motivation,
you realize that physicians only want to do the
right thing for their patients. We kept pathway
use optional, but by measuring and reporting the
effectiveness of the pathways, we now have 99%
physician compliance.” 

In addition, Bertholf has gained the respect of
system executives. “I’m on the agenda of the lead-
ership council and given 45 minutes to present the
results of the pathways. To reduce skepticism and
increase acceptance of the pathways, I document
the source for each data element reported on the
pathway profiles. I’ve gained a lot of recognition
for the work of this department from the system’s
leadership.” 

For more information, contact Leigh Bertholf, MS,
RN, director of care management, Good Samaritan
Hospital, 10 E. 31st St., Kearney, NE 68847. Telephone:
(308) 865-7100.  ■

Warfarin still underused 
in high-risk stroke patients

It costs about $15,000 to prevent a stroke, and
the average total cost of caring for a 65-year-old

stroke patient in this country is $100,000. Despite
its cost-effectiveness, warfarin is used in only half
of eligible patients, according to a new report.1
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Among study participants not prescribed war-
farin at discharge, 62% also were not prescribed
aspirin. Elderly patients with an ischemic stroke
associated with atrial fibrillation are at especially
high risk for recurrent stroke, and the annual rate
of recurrent stroke is higher than 10%. Warfarin
has been shown to be highly effective in reducing
this risk by two-thirds. The report’s authors say
there may be several reasons why warfarin is
underused, including the misperception of hem-
orrhagic risk. To address the issue of underutiliza-
tion of anticoagulation, the researchers suggest: 

• integration of data from many different
sources, including the results of new clinical trials
and management guidelines; 

• the use of simple, individualized reminders
to change physician behavior — telephone or
written follow-up; 

• computer-based alerts to improve compli-
ance with treatment guidelines. 

Reference

1. Brass LM, Krumholz HM, Scinto JD, et al. Warfarin use
following ischemic stroke among Medicare patients with
atrial fibrillation. Arch Intern Med 1998; 158:2,093-2,100.  ▼

Health care spending shows
slowest increase in 40 years

Health care spending in the United States
rose only 4.8% in 1997, the slowest increase

in almost 40 years, according to a new report
released by the Health Care Financing Admini-
stration (HCFA). HCFA reports that health care
spending in 1997 totaled $1.1 trillion, with per-
person spending, on average, at just under
$4,000. 

Longer-term HCFA estimates, however, predict
that health care spending will grow more rapidly
in the coming years. 

The report by HCFA analysts shows that the
gap between health spending paid for by public
and private sources narrowed slightly in 1997,
continuing a trend that began in 1990. Private
funding paid for 53.6% of health care in 1997
($585.3 billion), down from 59.5% in 1990, while
public programs, including Medicare and
Medicaid, paid for 46.4% of health care in 1997,
up from 40.5% in 1990. 

The overall slowdown in health care spending
has been driven largely by rapidly falling growth
in private spending, which reached an all-time

low growth rate of 2.3% in 1994. In addition,
since 1994, the rate of spending from public fund-
ing sources — primarily Medicare and Medicaid
— has slowed, contributing to lower overall
spending growth. 

Total Medicaid spending increased only 3.8%
in 1997, to $159.9 billion, the slowest growth
since Medicaid's inception nearly 30 years ago.
Preliminary data suggest the slowdown can be
attributed to decreases in Medicaid enrollment
in 1995, 1996, and 1997, as well as reductions in
the rate of spending growth per enrollee. 

Expenditures for hospital care accounted for
38% of personal health care spending and were
the slowest-growing service, increasing only 2.9%
to $371 billion in 1997. Spending for physician
services increased 4.4% in 1997, continuing a
trend of single-digit growth started in 1992.  ■
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