
Enhance job security by proving 
your worth to your organization
Track your interventions and productivity

In these days of increasing health care costs and decreasing resources,
it’s essential that case managers get more savvy about documenting
and putting a dollar value to what they’ve accomplished if they’re

going to survive the inevitable budget cuts. 
“Case managers need to take steps so the administration will look

at case management as a revenue center as opposed to a cost center.
Revenue centers don’t get cut when the budget is revised. They get
money to move their operations forward,” says Peter Moran, RN, CM,
BSN, MS, CCM, a nurse case manager in the emergency department at
Massachusetts General Hospital in Boston.

Nurses are considered one of the highest cost centers in health care,
Moran points out. “But in case management, we do have the potential
to save money for our institutions. We need to recognize and document
what we are doing and how it is positively impacting the health of peo-
ple and the financial health of the organization,” he says.

If you think you already are so busy doing paperwork that you can’t
possibly take on another task, think again, Moran says. “If you can put
a dollar value on your work or show a return on investment, I would
sell that as job security,” he suggests.

Paperwork and documentation can be frustrating to case managers,
many of whom got into health care because they wanted to help people,
adds Joann C. Milne, RN, BSN, CRRN, PHN, assistant vice president of
medical management programs with IOA Re, a professional underwrit-
ing manager with headquarters in Plymouth Meeting, PA.

“Nursing has lost so much of its nurturing ability because we have to
cut to the bottom line. The problem is, we’re not going to be around in
10 years to provide the nurturing if we can’t communicate our worth. If
we can prove our worth, we can go back to the things we want to do,”
Milne adds.

There are three ways that case managers can demonstrate their value
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to their organization, Milne says:
1. By assisting in financial planning.
When you have cases that you know are going

to cost a lot, notify your chief financial officer and
the administration so they can make plans to
cover the costs. (For more details, see Case
Management Advisor, June 2002, pp. 64-68.)

2. By saving money through basic
interventions.

This involves tracking both soft and hard sav-
ings. (For details, see related article on p. 135.)

3. By calculating the productivity level of the
case management department. (To learn how to
determine your productivity, see p. 136.)

“When case management does get involved,
redirects care, and does negotiations, it can impact

financial cost and improve clinical outcomes,”
Milne says.

Don’t be afraid to take credit where credit is
due, Milne and Moran suggest.

“Most of us are not trained for the business
end of health care, but in these times of decreas-
ing economic resources and increasing costs, the
administration is looking at where they get a
return on their investment. Yes, you know you
can make the patient feel better, but you need to
document cost savings,” says Moran.

Case managers should get tied in to their orga-
nization’s information system so that they can
produce reports that show their value in a format
that can be distributed and shared, Milne says.

“As clinicians, no matter where we work, we
need to align ourselves with the financial people
in the organization in which we work. We need to
pick their brains and understand the role they
play,” Milne says.

Here is one scenario where a case manager’s
honest appraisal was invaluable:

The case involved a baby with multiple con-
genital problems. Milne asked the case manager
to estimate the cost of caring for the baby over
the next year.

The reply: $250,000-$750,000, because it was
too soon to know exactly what the baby’s care
might entail.

“The fact that this case manager is not afraid to
step up and put a number behind what she is see-
ing clinically means a lot to a lot of people,” Milne
says.

For instance, the chief financial officer of the
baby’s HMO was negotiating to purchase rein-
surance for the following year. Knowing there
was the potential for a $750,000 claim made a
difference in the reinsurance policy amount.

“Putting the dollars behind what we see clini-
cally can help the institution remain in a positive
financial position,” Milne says

Case managers must get involved in the finan-
cial aspects of their organizations, Milne says. It’s
not enough just to manage cases.

Case managers in private practice especially
should beware of turning a blind eye toward the
financial component of case management, she
adds.

“It’s very difficult to succeed until you put the
clinical and the financial piece of any case man-
agement business together,” she says. 

Take credit where credit is due, Milne advises.
When you handle a problem, document it. Create

an invoice and bill for it.
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“That’s what you do. Without those steps, your
program cannot succeed, at least financially,” she
adds.  n

Document the savings 
of your interventions
Learn to put a dollar value on your services

When Peter Moran, RN, CM, BSN, MS, CCM,
was a case manager for a payer organization

that was considering cutting personnel, he was
able to document that case management interven-
tions netted his organization $190,000 in hard cash
savings over the course of three quarters. 

Moran’s cost savings were not intangible costs.
“They involved moving patients from a non-

contracted vendor to a contracted vendor, get-
ting a patient home sooner, getting a patient
discharged to home instead of subacute care, 
or getting a family member to drive someone
home and saving a $300 ambulance ride,” says
Moran, now a nurse case manager in the emer-
gency department of Massachusetts General
Hospital in Boston.

Proving the worth of case management is a
challenge everyone in the field must face, Moran
says.

“The question is, how do we put a dollar value
on our services, whether it’s patient satisfaction,
length of stay, better outcomes, [or] fewer lost
days before the patient returns to work. Those are
the type of things we need to document with hard
facts,” he says.

Example of hard savings

Before you start to tally your savings, make
sure your organization has in place a policy that
documents how case managers can account for
soft savings and how they can account for hard
savings, advises Joann C. Milne, RN, BSN,
CRRN, PHN, assistant vice president of medical
management programs with IOA Re, with head-
quarters in Plymouth Meeting, PA.

“Those policies have to be agreed upon by the
administration. There can be no questions and no
gray areas,” she says.

The policies should not be open for interpreta-
tion. For instance, if a patient is in the intensive

care unit and the case manager gets the patient
moved to a regular bed two days before the date
the physician wrote in the original order, some
people would say it’s a hard savings and others
might argue that it’s a soft savings because you
can’t document whether the patient was moved
because of the case manager’s intervention or
because the physician changed his or her mind. 

Here is an example of hard savings: A patient
needs to go to a transitional care center but lives
in a remote area where there isn’t a center in the
PPO network. The case manager negotiates a
$300-a-day rate with an out-of-network center.
Then, she calls the business office and asks what
the average billed charges are per day. If the aver-
age charges were $650 a day, the case manager
saved $350 a day.

“If there was a skilled facility in network and
the case manager made sure the patient went to
that one, that might be a soft savings. It depends
on how your policies are written,” Milne says.

It doesn’t really matter what you consider soft
savings or hard savings as long as the administra-
tion of your organization agrees to the standard,
she says.

“The last thing you want to do is to submit a
report to the administration and have them pick
it apart, which diminishes the overall value of the
report,” she adds.

Even if you don’t have the technology to track
data, you can start by doing a bit of simple track-
ing on paper, Moran suggests.

Sometimes it’s best to just figure out where
your biggest costs are and then identify where
the cost savings occur, Moran adds.

For instance, look at your organization’s
largest diagnosis-related group and focus your
resources on that. Track your interventions and
your savings.

“If case managers can take a look at what they
are doing in day-to-day practice and where they
are making a difference, whether it’s returning
the patient to work or getting him home with a
family member rather than an ambulance, they
can show that they are making a difference,”
Moran says.

Consider sending surveys to patients and
physicians, asking them to evaluate the services
of case managers, Moran suggests.

Point out to management that patient satisfac-
tion can make a difference when the employee
group chooses a policy. If your patient satisfac-
tion scores are high, they’re likely to choose your
company instead of your competitor.  n
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Productivity tracking can
show how hard you work
Demonstrate what you do, how many hours it takes

By tracking the productivity in her department,
Joann C. Milne, RN, BSN, CRRN, PHN, was

able to show that she and her case managers were
working at 160% productivity.

“Case managers are working at one of the
highest productivity standards in any organiza-
tion, but we don’t track it, document it, or report
it like we should. We need to start tracking pro-
ductivity so when the cuts come, we’re not the
ones who are going to be on the chopping block,”
Milne adds, assistant vice president of medical
management programs with IOA Re, with head-
quarters in Plymouth Meeting, PA.

Her calculations astounded management but
she wasn’t surprised.

“The organization in which we work bases
productivity on a seven-hour day. My case man-
agers were often working 10-hour days and were
accruing sick and vacation [days] because we
couldn’t take them,” Milne says.

Few organizations actually track productivity,
she points out.

That’s why case managers should take the ini-
tiative on their own to keep up with how many
cases they open, how many hours they spend on
a case, how long a case is open, and how much
time they spend on noncase-related activities. 

“When you break it down by specific tasks, the
number of hours you spend per day will likely
exceed your allotted eight hours a day. It’s not
until you list it and think about it that you realize
what all you do and how much time it takes to do
it,” Milne says.

Here are the steps you should take to deter-
mine your productivity level:

• Determine how many hours you are working
in a year by multiplying the hours worked per
week times 52 weeks in a year. (Example: 40
hours per week times 52 weeks equals 2,080
hours per year.)

• From the number of hours worked per year,
subtract the number of hours used annually for
vacation (typically 72 hours a year), sick/personal
leave (about 80 hours in a typical benefits pack-
age), and continuing education time (from 40 to
80 hours annually) to obtain the actual number of
hours available during the year to do your job.

• Calculate the number of hours it takes to 
do your job (for details, see article below)and
divide that by the actually number of hours avail-
able during the year to get your productivity
level.

“Generally speaking, every company has a
minimum productivity standard, otherwise
known as operating efficiency,”  Milne says.

“It is unreasonable to expect that a team oper-
ate at 160% productivity. Productivity standards
between 75% and 90% are considered acceptable,
depending on the specific roles and responsibili-
ties of the individual employee,” she adds. 

If you are working more hours than are avail-
able, you can use the productivity standard and
your productivity rate to determine how many
FTEs it should take to do the job, Milne says.

If your organization is going to grow, you need
to know what kind of growth is expected and
then project your future staffing needs based on
the anticipated growth.

If you have figures at your fingertip of what
case management has done for the organization,
you’ll have an answer if the CFO says the organi-
zation can’t afford to hire a new case manager,
she adds.

“When health plans look at their annual bud-
get, they look at how many members at the
beginning of the budget cycle and how much the
plan is expected to grow over the next year. This
growth is measured in additional covered lives,”
Milne says.

The case management director should look at
how much time it takes per covered life and at
how much staff are need to cover members, she
adds.  n

How to calculate how long 
it takes to do your job

1. Outline and list the core functions of your
daily responsibilities not related to the cases you
manage. 

2. Tally how many hours a day you spend on
these activities, multiply by five, and then by 52
to determine how much time is spent per year at
those activities. 

3. Outline and list the core functions of your
daily responsibilities as they relate to cases
managed.

4. Determine how many hours per case you
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spend doing those activities and multiply the
result by the number of cases you manage in a
year.

5. Add the number of hours spent on both
kinds of activities to determine how many hours
you spend per year on your job function.  n

Team approach helps 
high-utilization patients
Care management is an interdisciplinary plan

Ateam approach to managing patients who 
are likely to be high utilizers of health care

resources has paid off at HealthCare Partners, a
large multispecialty medical group in Los Angeles
County serving more than 450,000 patients.

At HealthCare Partners, the interdisciplinary
care management team includes physicians, a
physician assistant, RN case managers, social
workers, and their case management coordina-
tors who make telephone calls and home visits
when warranted to check on patients.

“In our interdisciplinary practice, we extend
our care management team to external providers,
too. If we’ve got a patient in the hospice or home
health, their providers become part of the care
team,” says Ellen Aliberti, BSN, PHN, MS,
CCM, regional director of care management 
for HealthCare Partners.

The team focuses on patients who are frequent
utilizers of the emergency department or one of
the medical group’s urgent care centers.

The organization has identified five categories
of patients targeted for management: 

• the medically ill;
• the terminally ill who require end-of-life care;
• drug seekers;
• somaticizers — patients who have a lot of

vague symptoms, such as pain, headaches, and
abdominal pain, and receive frequent referrals to
specialists for further tests;

• the frail elderly.
Patients in all five categories have psychosocial

stressors that can impede their recovery or exac-
erbate their conditions, and they need a multidis-
ciplinary approach to care, Aliberti adds.

Patients are targeted through referral data by
physicians and other members of the interdisci-
plinary team who may come in contact with them.

The team educates physicians about the
characteristics of each group and what patients
they should refer to the care management team.

Because HealthCare Partners deals primarily
with globally capitated patients, the primary care
physician is the gatekeeper for referrals. This
gives the organization the advantage of knowing
what services the patients are receiving.

When a patient is identified for care manage-
ment, the case managers do an assessment to find
out what is driving the patient’s utilization. This
includes a thorough record review, and interviews
with the specialist and primary care physician to
find out what’s going on with the patient’s care.

After the assessment is complete, the care man-
ager meets with the physician and the patient or
family members to come up with a care plan.

The team holds a weekly case conference to
discuss the patients and decide what approach to
take. Participants go over the pressing cases and
brainstorm what the next steps should be.

“With finite resources, we have to home in on
the ones we can affect the most,” Aliberti adds.

The team also examines authorization data to
see if the care plan has effectively improved the
care. 

In some cases, if a patient has continued to make
regular trips to the emergency department, the
team will decide that the patient should been seen
more frequently by the primary care physician.

“We also use the case conference time to brain-
storm with the primary care physicians and to
educate them about what’s going on with the
patient on the interventions, such as social work,
that are not really in the physician’s purview,”
she says.

Managing the care of patients should be a part-
nership between the care manager and the physi-
cian, Aliberti says.

Patients may have significant psychosocial
stressors and behavioral health problems that the
physician may not be addressing. That’s when
other team members become critical to a compre-
hensive care plan for the patient.

“It’s important to have an interdisciplinary
approach between the nurse-case managers,
social workers, and the physician,” she says. 

At HealthCare Partners, the social worker acts as
a consultant to give direction or provide clarity
when necessary. For instance, if the physician is try-
ing to manage the care without involving the case
manager, the social worker helps provide resources.

HealthCare Partners has a physician assistant
(PA) on the care management team who can
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Involve primary care docs
in your CM efforts
Team approach better than individual interventions

Managing the care of patients should be a
partnership between the case manager and

the primary care physician, Ellen Aliberti, BSN,
PHN, MS, CCM, says.

“When the primary care physician is involved
in care management, the care managers can do a
better job of managing the patient care and the
resources,” says Aliberti, regional director of care
management for HealthCare Partners in Pasadena,
CA, one of the largest medical groups in southern
California.

HealthCare Partners’ care management umbrella
includes utilization management, quality improve-
ment, and case management.

The primary care physician takes the lead role
in directing patients to specialty referrals and
managing acute care stays.

Because the primary care physicians are the
first members of the health care team to deal with
patients, Aliberti advocates educating them about
the types of populations your case management
program targets and suggesting early interven-
tions they can take to manage the patients.

“Care managers have got to get doctors

involved. The doctor is the clinical expert, and
that’s why their participation on the interdisci-
plinary team is so important. If we recognize that
the primary care physician is the key to the care
management team and arm them with interven-
tions and insights into the population, we may, as 
a team, be able to manage more patients and do it
proactively before their problems get out of con-
trol,” she adds. 

Remember that physicians have their patients’
best interest in mind, she adds. 

“Care managers sometimes think that doctors
are just obstacles to saving money, but what they
are doing is advocating for their patients. We can’t
ignore them. We need to embrace them and ask
them for help in managing the patients, recogniz-
ing their knowledge base and that the patient-
physician relationship is so critical to the success
of patient care,” she adds.

Make sure you keep the primary care physi-
cian in the loop, Aliberti adds. 

Great reports and great documentation don’t
matter if you don’t share them with the primary
care physician. Physicians have to sign care plans
for home health, but they don’t have to sign off
on case management.

“It’s important to enhance communication
with the physicians and involve them in inter-
ventions. Nobody does that enough,” she says.

Aliberti recommends incentives to physicians
who are resistant to participating in the case
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make house calls if they are warranted.
“If we’ve got a concern because the patient has

not seen the primary care physician but has been
in the emergency room several times, the PA
makes a home visit,” Aliberti says.

Identifying and managing high-risk patients
takes an interdisciplinary model in which all
team members are alert to the characterization of
the targeted patients, Aliberti says.

“You need everybody’s eyes and ears and their
vigilance to identify high-risk patients. For exam-
ple, a frequent emergency room user will not be
identified through claims review until you have
six or eight months of data,” she adds. 

Although HealthCare Partners applies an
interdisciplinary approach to care, the organiza-
tion is working toward all interdisciplinary team
members becoming equipped with a core set of
skills. For instance, if a patient needs Meals on
Wheels, the care manager can arrange it, rather
than passing it off to the social worker.

The social worker serves as a consultant to

other case managers but also carries his or her
own primary caseload. The team uses ambula-
tory care coordinators (nonlicensed paraprofes-
sional staff) who support case management
efforts by performing telephonic screening to
check on patients and caregivers.

The coordinator has a scripted set of questions
and notifies the care managers if a patient sounds
like he or she may be having problems.

“We are trying to work toward a delicate bal-
ance of specific and generic expertise to maxi-
mize the skills of the team,” Aliberti says.

HealthCare Partners is moving toward a two-
pronged approach in which individual primary
care physicians initially would be notified of
high-risk patients and would apply interventions
for changing utilization patterns.

“If the patients continue to come back into the
emergency room or show other signs of inappro-
priate utilization, then they will be directed
toward a more interdisciplinary approach to
managing their needs,” she says.  n



management team process. For instance, you might
ask them which five patients give them the most
problems and offer to help with those patients.

“You can have care management do an assess-
ment on those patients, put a care plan together,
and work with the physicians on how to imple-
ment it. Hopefully, you’ll have a positive out-
come, and the physicians will buy into the care
management concept,” she says.  n

Education is first step 
in end-of-life initiative
Insurer’s goal is to make sure wishes are respected

Educating the internal staff was the first step in
Highmark Blue Cross Blue Shield’s Advance

Care Planning/End-of-Life Care program.
“In order to think about what we needed to do

for our members, we needed to be educated, our-
selves,” says Judith Black, MD, senior products
medical director for Highmark.

The insurer, with headquarters in Pittsburgh,
started its advanced care planning initiatives in
summer 2000. A committee guided the process
with representatives from all segments of the
health plan, including case management and care
management. 

“We felt we could do a better job of increasing
members’ awareness of advanced care processes
so they could talk to their physicians. We knew
that an essential part of it was to have a staff that
is knowledgeable about advanced care plan-
ning,” Black says.

Advanced care planning is a process that
guides people through thinking about what kind
of care they want in end-of-life situations.

Documents necessary for advanced care plan-
ning include advance directives, a written plan that
lets health care providers know what kind of care
the person wants, a health care power of attorney
that designates a surrogate to make treatment deci-
sions if the patient can’t make them for him- or her-
self, and a living will (an advanced directive that
goes into effect only if the patient has a terminal
condition or a state of permanent unconsciousness).

“Advanced care planning is a process which
allows people to make choices if they are termi-
nally ill. One of our first concerns was to make sure
that care managers and case managers realized that

advanced care planning is not the same thing as
having advance directives,” Black says. 

The committee decided on a comprehensive
plan to increase awareness of advanced care plan-
ning through working with community groups,
educating health care providers, and guiding
members through the process, she says.

But first, the internal staff needed to be com-
fortable with end-of-life issues before they could
discuss the issues with the members or their fam-
ilies, she adds. 

Training was provided for case managers in
Highmark’s SeniorCareBlue, a case management
program specifically for the frail elderly in nurs-
ing homes; the Blues on Call staff (the insurer’s
disease management vendor), and general case
management staff.

Community organizations that helped edu-
cate the staff about advanced care planning
included palliative care organizations, hospices,
the Pennsylvania Bar Association, the End-of-
Life Partnership of Western Pennsylvania, the
Allegheny County Medical Society, and the
Allegheny County Bar Association.

The Allegheny County Medical Society and
Allegheny County Bar Association provided infor-
mation about advanced care planning, living wills,
and health care power of attorney that case man-
agers can give to members. 

Highmark developed a training video for case
managers and care managers to help them talk to
members about advanced care planning and the
difference between comprehensive planning and
just having advance directives in place.

The video includes role-playing by staff mem-
bers showing scenarios between case managers and
their clients when end-of-life issues are discussed.

The Highmark web site includes educational
tools for physicians and case managers including
information about end-of-life issues, such as pal-
liative care and pain management.  n

CM guide members 
on end-of-life decisions
Clients are stratified to determine needs

When case managers at Highmark Blue 
Cross and Blue Shield talk to their mem-

bers, they take steps to ensure that the members
have advanced care-planning documents in place.
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“We wanted to respect our members’ choices
regarding advanced care planning, whether they
wanted full treatment or limited treatment. We
want to make sure our members know that there
are options in a terminal illness. Our goal is to avoid
last-minute indecisions,” says Judith Black, MD,
senior products medical director for the Pittsburgh-
based insurer.

The health plan administration launched the
advanced care planning initiative because of con-
cerns about the high utilization of the hospital and
the intensive care unit at the end of life instead of
hospice and home situations. Data showed that
only 15% of Highmark’s members are enrolled in
hospice care at the end of their lives, and half of
them died within a week. About 40% of members
died in the hospital. Black used this information to
demonstrate to senior management the need for
improvements in end-of-life care.

“Our goal isn’t to have everyone in hospice.
Our goal is to have people think about these issues
so that when they are at the end of their lives, they
get the kind of care they want,” Black adds.

Case managers use their instincts as to which
members to approach about advanced care
planning.

Black encourages them to stratify the members
they work with into three levels of priority:

• Those whose death within a year wouldn’t
surprise the case manager.

These members get the higher priority. Case
managers make sure they are involved in advanced
care planning, have a health care surrogate, and
have advance directives in place. 

“In the case of these members, the case man-
agers would be proactive in talking with the
members about their end-of-life goals and asking
the physician what kind of care might be appro-
priate,” Black says. 

Case managers talk to the surrogate if the
member has a memory problem.

• Those who are older than 65 or have a
chronic illness.

The case managers encourage these members
to have advance directives, to designate a surro-
gate health care decision maker and to talk to
their physicians.

• The rest of the clients who are relatively
young and healthy.

Highmark’s computer software includes infor-
mation that indicates whether members have
advance directives. That way, case managers
won’t bring up the topic over and over with
members.

“The Patient Self Determination Act requires
that provider talk with members about advance
directives every time they go into the hospital.
We didn’t want them to feel like they were get-
ting the same questions over and over from the
health plan as well,” Black adds. 

Here are some questions the Highmark case
managers ask members:

• Do you have someone who can make deci-
sions for you if you are not able to make your
own health care decisions?

• Does your surrogate know their wishes?
• Do you have a living will?
• Would you like information on a living will?
• Would you like to talk to a health coach

about the advanced care planning process? 
The health plan works with the physicians in

the community so they will ask the members the
same questions.  n

Revised CMSA standards
reflect new CM issues
Organization issues first revisions since 1995

The 2002 version of the Case Management
Society of America’s (CMSA) Standards of

Practice are designed to reflect the role of the case
manager in the changing health care system.

“The development of the CMSA standards
went from infancy in the first 1995 edition to
adolescence in the 2002 updated edition. The
new standards reflect a maturing of case man-
agement as we figure out who we are, and what
we can be,” says Kathleen Moreo, RN, Cm, BSN,
BPSHSA, CCM, CDMS, CEAC, who co-chaired
the Standards of Practice Task Force with Gerri
Lamb, PhD, RN, FAAN.

The Task Force that developed the original
standards never could have predicted the breadth
and extent to which the standards have been uti-
lized, Moreo says.

“The CMSA Standards of Practice are the most
important source of standards of care for case
managers. They have a huge impact,” she adds.

For instance, some accrediting bodies include
the Standards of Practice within their measure-
ment criteria. Health care organizations in other
countries use the CMSA Standards of Practice
as benchmarks for their standards and have
asked for the CMSA Standards of Practice to 
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be published in their languages. 
Many companies on the payer and the provider

side utilize the Standards of Practice in their job
descriptions.

In revising the standards, the Task Force looked
at the growth of managed care and demographic
trends, along with other current issues such patient
rights, quality initiatives, technology, and cultural
competency and how they affect the practice of
case management.

“Instead of the case manager in the center, we
put the patient in the center. We have changed
our focus from identifying resource utilization to
identifying resource management and steward-
ship,” Moreo says.

Although there were many minor changes in
the standards, major changes included:

• Legal issues of consent for case management
services and health care services and products.

The first standards included information on
informed consent but focused on the indepen-
dent case manager. The new standards include
language on informed consent in the current
health care environment, Moreo says.

• Cultural competency for case managers.
“From a personal standpoint, when I look at

my caseloads, they are so different from a cul -
tural standpoint than they were five years ago.
Our country and our health care system have so
much more diversity in cultural aspects than we
did five years ago,” Moreo says.

The standards have guidelines on what cul-
tural competency is and how case managers can
become culturally competent.

• Patient confidentiality issues for case
managers.

“We are privy to a lot of confidential knowl-
edge. Confidentiality has been on the forefront,”
Moreo says

The patient confidentiality portions were par-
tially driven by the Healthcare Portability and
Accountability Act (HIPAA) requirements but do
not specifically mention HIPAA, she says.

“It is not our role and responsibility to speak to
the specifics of any federal legislation,” Moreo adds.

• A shift in focus from resource utilization
and cost of care to resource management and
care management.

“Resource utilization was a huge part of case
management, but now we are doing resource
management and stewardship in our plan of
care,” Moreo says.

Other major trends that are addressed in the
new standards include population-based care

and use of evidence-based guidelines.
“The model of case management has changed

considerably since the standards were developed
in 1994. In the old model, we defined the case
manager as being in the center of activity. In our
current client-centered environment, we placed
the client in the middle,” Moreo says.

The model was changed to reflect four key
processes: assessment, planning, facilitation, 
and advocacy.

“Within those four processes are the steps we
believe we all do, and all we do will fit into those
four key areas,” Moreo says.

As they reviewed the standards, the task force
looked at issues and trends in case management
today.

“We looked at emerging trends and maturing
trends. We realized that the Standards of Practice
couldn’t embrace everything. We were trying to
be as reflective of current practice as possible,”
Moreo says.

For instance, the old standards recommended
achievements in education and certification. The
language was changed in the new standards to
acknowledge the education and certification,
rather than recommending it.

“The consensus among us was that these are
voluntary guidelines and we shouldn’t recom-
mend certain achievements in education and cer-
tification,” Moreo says.

The old standards said that case managers con-
duct research. The new standards say that case
managers read, use, and disseminate research.

A task force of industry representatives with a
wide range of experiences undertook the initial
revision of the Standards of Practice. Their first
draft was reviewed by a reference group of 25
industry leaders.

The task force and the reference group include
representatives of multiple practice settings, all
disciplines, and people from administration, edu-
cation, and research, as well as practitioners.

“Even though nursing dominates a large por-
tion of case management, we believe that will
change, particularly with the nursing shortage,
and we will see other disciplines coming into case
management,” Moreo says.

The revisions went through a public comment
period in the spring. The task force reviewed the
comments and presented another revision for
extensive legal review. The board of directors
received the final draft in the fall of 2002.

Information on the Standards of Practice for
Case Management is available at the CMSA web

December 2002 / CASE MANAGEMENT ADVISOR ™ 141



site, www.cmsa.org, or by calling the CMSA at
(501) 225-2229.  n

RM principles can protect
you from liability
Proactive steps include documentation

Detailed documentation can help case man-
agers minimize their risk if a patient or fam-

ily member sues the organization for which they
work, says Susan Gilpin, JD.

“Documentation is important because you
never know when a situation can go dramatically
wrong. Case managers may end up being named
in lawsuits along with anyone else who ever
touched the patient because attorneys tend to
take a shotgun approach when litigating,” adds
Gilpin, chief executive officer of the Commission
for Case Manager Certification based in Rolling
Meadows, IL.

Even if a case manager is not found liable or if
the judge dismisses the case manager as a defen-
dant before the trial occurs, the attorney fees are
likely to be substantial, Gilpin points out.

That’s why she advises case managers to take
proactive steps to avoid being named in lawsuits
and to protect themselves from liability in the
event they are named. These steps not only help
protect the case manager, but also lead to better
services being rendered to individuals as well,
she adds.

In today’s litigious society, it’s more important
than ever for all members of the health care team
to take steps to protect themselves.

“Patient rights are getting a lot of attention.
There are reports in the media about people suing
their HMO because they didn’t get appropriate
diagnostic tests early on,” Gilpin points out.

She advises case managers to start by explaining
their role to the family and patient and clearly doc-
umenting that they provided appropriate informa-
tion about case management services and received

informed consent for case management. 
This may not keep case managers out of a law-

suit, but it may mitigate their role in it by show-
ing that they attempted to inform the patient and
family exactly what the case manager’s role is so
they don’t have unrealistic expectations about
case management services or expect a case man-
ager to provide hands-on treatment, Gilpin says.

Work with your employer to develop a hand-
out to inform patients and family members about
the role of a case manager, she suggests.

“A lot of times, lawsuits occur when there is a
misunderstanding with regard to someone’s spe-
cific role. People hear different things in a stressful
situation. Case managers should have something
to hand them that they can look at later,” she adds.

Creating a document could just be a matter of
taking your job description and making a bullet-
point sheet out of the parts where you deal
directly with individuals. For example, it could
say, “I will coordinate your care. I will work with
you on getting appointments with specialists . . .”

However, make sure you actually are doing the
tasks that you list, Gilpin cautions.

Use the handout as a checkout sheet to help
you document that you cover each issue. Make
sure that your documentation is objective with no
personal comments, she cautions. For instance,
even if you don’t believe the person is telling you
the truth, don’t put it down on paper.

“Any time you veer away from objective
reporting, you could be putting yourself in per-
sonal jeopardy,” she adds.  n

Don’t get caught in the
‘us-vs.-them’ scenario
Protect yourself when difficult situations arise

• You have a workers’ compensation patient
who insists on having his attorney present at
every meeting.

• A patient refuses to comply with his treatment
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and yells at you each time you see him.
• The outcome of a surgical procedure chosen

by one of your clients isn’t what he had hoped for.

These are three situations where case managers
need to take proactive steps to protect them-

selves from liability.
“There is an ‘us-vs.-them’ scenario that occurs

in health care, and the case manager sometimes is
caught in between, trying to make sure the patient
gets appropriate care,” says Susan Gilpin, JD,
chief executive officer of the Commission for Case
Management Certification in Rolling Meadows, IL.

When you encounter difficult situations, it’s
helpful to follow up with a letter that documents
your intervention with the client. 

Use your word processing software to created
standard form letters you can customize for each
client and for each incident.

In the case of difficult or noncompliant individ-
uals, document every phone call and encounter
you have with that client. In addition to case notes,
send letters repeating the discussion you had and
the actions you agreed upon.

“With noncompliant patients, there is always the
risk of a bad outcome. They aren’t taking anyone’s
advice because of their own stubbornness. But if
they die, family members look around for someone
to blame, even if they understand that the patient
wasn’t doing what they were told,” Gilpin says. 

The same scenario can apply to case managers
who are involved in disease management pro-
grams and encounter noncompliant patients.

“There will be instances involving people who
do not want to take responsibility for their own
errors. It’s easier to blame someone else for their
own weaknesses,” Gilpin adds.

In workers compensation cases, there often is
already a stressful and adversarial situation by

the time the case manager gets involved. 
“In workers’ compensation, the injured person

may have an attorney and is already thinking
about additional lawsuits. It’s not just a benign
situation where you try to get them back to work.
It’s fraught with emotion, and the potential for
legal action against the case manager is never far
away,” Gilpin adds.

In these cases, make sure you send a copy of
your documentation to the attorney. For instance,
document that you set up an appointment for an
independent medical examination and send a
copy to the attorney. 

If the patient misses a physical therapy appoint-
ment or has any other noncompliance issue, send
him or her a letter and send a copy to the attorney.

When you encounter a situation in which an
individual has different treatment options, make
sure they know the pros and cons of all the options.

“While the case manager may explain early on
that there could be a bad outcome, if it happens,
remind them of the discussion about the pros and
cons of the treatment,” Gilpin advises.  n

Six ways to minimize 
your risk in lawsuits

1. Make sure you are covered by your
employer’s liability insurance, and get assur-
ances that you will receive support from your
employer if you are named in a lawsuit.

“By the very nature of the services the case man-
ager provides, typical medical malpractice may not
cover them,” says Susan Gilpin, JD, chief executive
officer of the Commission for Case Management
Certification in Rolling Meadows, IL.
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2. Operate within the scope of your license and
follow the codes of ethics and standards of prac-
tice that may apply for you.

3. Keep up with what is going on in your field
by attending seminars and reading professional
journals.

4. Document every encounter with every patient.
In the case of a noncompliant patient, follow up the
telephone encounter with a letter and keep copies.

5. Seek advice from your employer’s legal coun-
sel as soon as situations arise that may lead to a
lawsuit.

6. When the outcome with a client has not been
what was hoped for, review the situation and
look at ways you can make changes so the same
situation won’t occur again.  n
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CE objectives

After reading this issue, continuing education
participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case man-
agers and clients.

3. Describe practical ways to solve problems
that case managers encounter in their daily case
management activities. n

21. Which of the following are ways case managers 
can demonstrate their value to their organization, 
according to Joann C. Milne, RN, BSN, CRRN, 
PHN, assistant vice president of medical manage-
ment programs with IOA Re?

A. By calculating the productivity level of the case 
management department.

B. By saving money through basic interventions.
C. By assisting in financial planning.
D. All of the above

22. At HealthCare Partners in Los Angeles County, 
which of the following is not a category of patients 
targeted for management as a result of frequent 
utilization of the emergency department or urgent 
care centers?

A. Somaticizers
B. Drug seekers
C. Premature infants
D. The frail elderly

23. Highmark Blue Cross Blue Shield, in Pittsburgh, 
started its advanced care planning initiatives in 
summer 1998.

A. True
B. False

24. The 2002 version of the Case Management 
Society of America’s Standards of Practice repre-
sents the first revision of the standards since what 
year?

A. 1995
B. 1996
C. 1997
D. 1998

Answers: 

CEquestions
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CM intervention help cardiac
patients control cholesterol

Patients who get follow-up care from a nurse
after heart bypass surgery are more likely to

control cholesterol and reduce the risk of further
disease, according to a study from the Johns
Hopkins University School of Nursing in
Baltimore.1

The study followed 228 male and female heart
patients. One group received the usual follow-up
care, enhanced with cholesterol-lowering med-
ication and written reports on cholesterol levels
sent to the patient and the patient’s physicians.

In the other group, a nurse case manager offered
individualized counseling, feedback on lifestyle
modifications, and monitoring of cholesterol-
lowering medications. The program included an
outpatient visit, follow-up telephone calls, and
communication with the patient’s physicians. The
nurse case managers spent an average of less than
five hours total per patient per year.

The nurse case manager monitored the effec-
tiveness of the cholesterol-lowering medication,
adjusted the dosage as needed, and prompted
compliance in taking the medicine.

About 65% of the patients receiving case man-
agement achieved the recommended cholesterol
level, compared to 35% in the group that received
minimal intervention. Patients who were case
managed also reported healthier diet and exercise
patterns.

“Our research suggested that more aggressive
treatment is needed to enable patient with a his-
tory of heart disease manage their cholesterol,
improve their help, and avoid complications,”

says Jerilyn Allen, ScD, RN, professor at the
school of nursing.

Reference

1. Allen J, Blumenthal R, Margolis S, et al. Nurse case
management of hypercholesterolemia in patients with coro-
nary artery disease: Results of a randomized clinical trial.
Am Heart J 2002; 144(4): 678-686. t

Quality ratings have no effect
on consumer choices

Quality ratings for hospitals, health plans,
and physicians have almost no impact on

the choices consumers make, a new study by
Harris Interactive has concluded.

While consumers say they have seen the pub-
lished results of quality studies, less than one per-
cent of adults reported that they have changed
health plans as a result.

The researchers asked a nationwide sample of
1,013 adults whether they had seen any ratings
of hospitals, health plans, or physicians; whether
they had considered making changes as a result;
and whether they had made a change.

A survey in 2001 achieved similar results.
The researchers concluded that over the long

term, the quality ratings could have an influence
because organizations with unfavorable scores
have taken steps to improve their ratings, and
those with high scores use them in their advertiser.

Some employers do use quality indicators
such as HEDIS data in choosing health plans, 
the researchers say.
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“However, our impression is that this influ-
ence is limited, that employers who carefully
evaluate and use objective data on the quality 
of health plans . . . are in a small minority. For
most third-party payers, cost, reputation, and [to
a lesser degree] member satisfaction [or absence
of complaints] are the main drivers of choice,”
says Humphrey Taylor, chairman of The Harris
Poll at Harris Interactive.

For more information, see the Harris Interactive
web site: www.harrisinteractive.com.  t

Limiting allergy, asthma drugs
may adversely affect patients

The move to limit the use of allergy and asthma
drugs by increasing copayments, restricting

access to newer drugs, and requiring preautho-
rization for their use may have had an adverse
impact on allergy and asthma patients, according
to the American College of Allergy, Asthma, and
Immunology (ACAAI).

“Allergists worry that insurance companies,
managed care organizations, and state Medicaid
programs may underestimate the impact on pro-
ductivity and safety that will occur from noncov-
erage of new asthma and allergy medications,”
says Bob Lanier, MD, president.

A recent poll of ACAAI members showed that
physicians feel that they and their patients are
caught in the middle by the move to limit patient
access to asthma and allergy medicines. A signif-
icant number said they would shift their treat-
ment of allergic nasal conditions to topical nasal
steroids to save patients out-of-pocket expenses
for non-covered antihistamines.

For more information visit the ACAAI web
site at www.acaai.org.  t

Brachytherapy is effective
treatment for breast cancer

Brachytherapy is an effective modality for
treatment of breast cancer, according to a

study presented at the fall meeting of the
American Society for Therapeutic Radiology 
and Oncology.

The procedure involves planting tiny radioac-
tive pellets at the site of the tumor. The implants

have been used for several years to treat prostate
cancer.

Most women with breast cancer receive external
radiation treatments following a lumpectomy. The
advantage to brachytherapy is that the pellets are
inserted during the lumpectomy, eliminating the
need for daily radiation treatments over a period
of weeks.

In the study, 199 women with early-stage breast
cancer were treated with one of three protocols.

The five-year results of the treatment were com-
parable to conventional breast conservation ther-
apy and whole breast external beam radiation, says
Peter Yale Chen, MD, lead author of the study.

“Extended follow-up is still required to deter-
mine the long-term efficacy of this treatment
approach,” he adds.  t

Hospital charges rise, LOS drops

The average hospital charge for treating a
patient admitted for a heart attack increased

by about one-third between 1993 and 2000,
according to data from the Agency for Health-
care Research and Quality (AHRQ).

While the average charge for treating a heart
attack patient rose from $20,578 in1993 to $28,663
in 2000, the average length of stay dropped by
26%, from 7.4 days to 5.5 days.

New technologies and rising medication
costs account for much of the increase in hospi-
tal charges while economic pressures have
contributed to shortening the average patient
stay, according to the AHRQ report.

For more information, see the AHRQ’s interac-
tive web site, HCUPnet.  n

Send us Resource Bank items

If you have a new resource, conference, or
seminar that can help other case managers

do their jobs better or more efficiently, Case
Management Advisor wants to hear from you. 

Send items for publication to Mary Booth
Thomas, Editor, Case Management Advisor,
P.O. Box 740056, Atlanta, GA 30374. Phone:
(770) 934-1440. E-mail: marybootht@aol.com. 

CMA must receive news about conferences
and seminars at least 12 weeks prior to the
event to meet our publication deadlines.  n
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hand hygiene, FEB:17

Hepatitis B virus
HBV transmission from surgeon

to patients, AUG:94

Hepatitis C virus
Early HCV treatment safe and

effective, JUL:81
HCV from needlestick like a death

sentence, JUL:76
Patient-MD-patient HCV trans-

mission a first, APR:45
Reuse of needles sparks HCV out-

break, DEC:140
Should you screen new employees

for HCV? SEP:105
Surgeon-to-patient HCV infec-

tions raise questions, AUG:88

Human immunodeficiency virus
(HIV) 

ACOEM: Don’t restrict HIV+
employees, AUG:91

HIV at work: Precautions, not
restrictions, AUG:92

Immunizations
ACIP recommendations on small-

pox vaccine, BTW; SEP:11
CDC prepares for mass smallpox

vaccinations, BTW; NOV:17
EHPs to help safeguard HCWs

from smallpox vaccine risks,
DEC:133

Low flu vaccine rates mean risk 
of outbreaks, NOV:126

No excuses for failing to get flu
vaccine, SEP:104

Questions about smallpox vacci-
nation of HCWs, BTW; SEP:15

Should you vaccinate HCWs
against smallpox?, JAN:3

Smallpox vaccination of HCWs
not enough, AUG:85

Smallpox vaccine Q&A, AUG:87
Vaccine shortages end, MAY:55
Vigilant vaccinia monitoring will

protect HCWs, patients,
DEC:135

Will HCWs take the smallpox 
vaccine? SEP:97

Infection control
Bioterrorism and infection control,

JAN:9
CDC cautions labs on meningo-

coccus, MAY:54
CDC draft hand hygiene recom-

mendations, FEB:19
Make a revolutionary change in

hand hygiene, FEB:17

Influenza
Flu season starts slowly, APR:47
Low flu vaccine rates mean risk of

outbreaks, NOV:126
No excuses for failing to get flu

vaccine, SEP:104
Reuse of needles sparks HCV 

outbreak, DEC:140
Vaccine shortages end, MAY:55

Injury rates
Injury prevention assessment

form, APR:SUP
Needle data show needlesticks

continue, APR:41

Joint Commission on
Accreditation of Healthcare
Organizations

JCAHO halts enforcement of 
needle alert, JAN:1

JCAHO moratorium on needle
safety scoring, JUN:66

JCAHO sees injuries as sign of
staffing problems, DEC:137

JCAHO surveyors focus on 
preparedness, JAN:4

Needle safety not top JCAHO
goal, OCT:112

Surveys to be streamlined, more
consistent, DEC:139

Latex allergy
Consumer demand pushes latex

glove quality, FEB:20
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Latex allergy doesn’t have to end
careers, NOV:128

Latex glove restrictions on food
handlers, FEB:23

Musculoskeletal injuries
MSD hazard worksheet, JUL:SUP
OSHA delays MSD record 

keeping, SEP:101
OSHA ready to cite on ergo,

NOV:124
Washington takes action on ergo,

JUL:78

National Institute for
Occupational Safety and
Health (NIOSH)

New directors for CDC, NIOSH,
SEP:108

NIOSH brochure on violence,
JUL:83

NIOSH drafts occ health survey,
MAY:59

NIOSH finds low toxins in surgi-
cal smoke, MAY:52

NIOSH to study antineoplastic
agents, OCT:119

Second-highest injuries are slips
and fall, OCT:109

Needlesticks (see also Safer needle
devices) 

HCV from needlestick like a death
sentence, JUL:76

Needle data show needlesticks
continue, APR:41

No needle means no needlestick,
APR:39

‘Safe’ devices can lead to needle-
sticks, NOV:127

Safety devices aren’t enough to
prevent stick, JUL:77

Nosocomial infections
HBV transmission from surgeon

to patients, AUG:94
Low flu vaccine rates mean risk of

outbreaks, NOV:126
Make a revolutionary change in

hand hygiene, FEB:17
Patient-MD-patient HCV trans-

mission a first, APR:45
Reuse of needles sparks HCV 

outbreak, DEC:140
Should you screen new employees

for HCV? SEP:105
Surgeon-to-patient HCV infec-

tions raise questions, AUG:88

Occupational Safety and Health
Administration (OSHA) 

Beverly settlement may guide
OSHA ergo plan, MAY:51

E-answers from OSHA, JUN:65
Hospitals lag in needle safety

compliance, FEB:15
Inspections focus on health care,

JUN:65
Needle safety citations hit record

high, JUL:73
Nursing homes are first for ergo

guidelines, JUN:61
Nursing homes get OSHA

scrutiny, OCT:120
OSHA budget stresses compliance

assistance, APR:47
OSHA delays enforcement of

record-keeping rule, JAN:5
OSHA delays MSD record 

keeping, SEP:101
OSHA directive addresses reuse

of blood tube holders, FEB:13
OSHA extends TB comment,

MAY:57
OSHA issues fact sheets, MAR:36
OSHA provides anthrax matrix,

JAN:5
OSHA reaches ergo settlement

with Beverly, MAR:29
OSHA ready to cite on ergo,

NOV:124
OSHA reopens draft TB rule for

comment, MAR:25
OSHA says no problem with GPO

contracts, OCT:112
OSHA sets expert panel on ergo,

JUL:82
OSHA takes comments on lower

TB risk, AUG:93
OSHA to cite for reuse of tube

holders, AUG:92

Record keeping
HIPAA bypasses employee health,

JUN:68
Needle data shows needlesticks

continue, APR:41
OSHA delays enforcement of

record-keeping rule, JAN:5
OSHA delays MSD record

keeping, SEP:101

Respiratory hazards
Feds study asthma, hazards in

HCWs, OCT:114

Safer needle devices
EHPs push for better sharps

designs, APR:37
FDA seeks comment on sharps

ban, SEP:102
FDA to consider banning conven-

tional needles, JAN:6
Hospitals don’t have enough

safety devices, JAN:10
Hospitals lag in needle safety

compliance, FEB:15
JCAHO halts enforcement of 

needle alert, JAN:1
JCAHO moratorium on needle

safety scoring, JUN:66
Needle data show needlesticks

continue, APR:41
Needle safety not top JCAHO

goal, OCT:112
Needle safety citations hit record

high, JUL:73
OSHA says no problem with GPO

contracts, OCT:112
OSHA to cite for reuse of tube

holders, AUG:92
‘Safe’ devices can lead to needle-

sticks, NOV:127
Safety devices aren’t enough to

prevent stick, JUL:77
Sample sharps injury log,

FEB:SUP
Sharp advice: Lock out vendors,

let in leaders, NOV:131

Salary survey
EHPs face midcareer quest,

NOV:Salary Survey SUP

Staffing
Foreign workers part of changing

work force, JUL:79
JCAHO sees injuries as sign of

staffing problems, DEC:137
Latex allergy doesn’t have to end

careers, NOV:128
Lift teams save time, APR:44
Poor work conditions worsen

nursing shortage, MAR:32
Return-to-work form, JUN:SUP
Stress erodes loyalty of workers,

MAY:56
Supreme Court limits ADA,

MAR:31
Transitional work keeps employ-

ees working, JUN:69
WC insurers offers rebates for safe

sharps, MAR:34
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Surgical smoke
NIOSH finds low toxins in 

surgical smoke, MAY:52

Tuberculosis
Aplisol change may reduce false

positives, MAR:33
Complacency leads to TB 

outbreaks, NOV:121
Hospital boosts TB test 

compliance, OCT:117

OSHA extends TB comment,
MAY:57

OSHA takes comments on lower
TB risk, AUG:93

OSHA reopens draft TB rule for
comment, MAR:25

TB programs protect against
smallpox, JAN:8

Vaccinations (see Immunizations)

Workers’ compensation
Return-to-work form, JUN:SUP

Transitional work keeps 
employees working, JUN:69

WC insurers offers rebates for safe
sharps, MAR:34

Workplace violence
Dangerous behavior report form,

OCT:SUP
‘Flagging’ disruptive patients

reduces violence, OCT:115
NIOSH brochure on violence,

JUL:83
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December 2002 / CASE MANAGEMENT ADVISOR ™

Case Management Advisor
Continuing Education Evaluation

Please take a moment to answer the following questions to let us know your thoughts on the continu-
ing education program. Place an “x” in the appropriate space and return this page in the envelope with
your test answer form. Thank you.

For your reference, here is the stated purpose of CMA:
To help case managers based throughout the continuum of care increase their knowledge of case man-

agement and perform their duties effectively and efficiently.

Did Case Management Advisor enable you to meet the following objectives:

yes__ no__ 1. Are you able to identify particular clinical, legal, legislative, regulatory, financial, and
social issues relevant to case management?

yes__ no__ 2. Are you able to explain how those issues affect case managers and clients?

yes__ no__ 3. Are you able to describe practical ways to solve problems that nurses commonly
encounter in their daily case management activities?

yes__ no__ 4. Did these objectives help accomplish the overall purpose of the program?

yes__ no__ 5. Were the teaching/learning resources effective for this activity?

6. How many minutes do you estimate it will take you to complete this entire semester (6 issues) activ-
ity? Please include time for reading, reviewing, testing, and studying the answer sheet, which you will
receive with your certificate. One nursing contact hour equals 50 minutes.______ minutes

yes__ no__ 7. Were the test questions clear and appropriate?

yes__ no__ 8. Were the instructions clear and appropriate?

yes__ no__ 9. Were you satisfied with the customer service for the CE Program?

10. Do you have any general comments about the effectiveness of this CE Program?

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________


