
Are your chronically ill patients 
turning to herbal treatments?
Some cause potentially dangerous interactions

Many chronically ill patients become disenchanted with Western
medicine and turn to alternative therapies, including herbal
remedies and supplements. “When Western medicine doesn’t

offer patients an acceptable solution, many start looking for anything
that will help them,” says Doug Murray, PharmD, director of pharmacy
and clinical services at Kershaw County Medical Center in Camden, SC,
and an adjunct professor at the University of South Carolina College of
Pharmacy in Columbia.

American medical journals are taking notice of the trend, Murray
notes. American Health Consultants, for instance, publisher of Case
Management Advisor, publishes a newsletter, Alternative Medicine Alert,
devoted to herbs and other alternative remedies. Archives of Internal
Medicine had a review article on herbs as medicine in its Nov. 9, 1998,
issue. Articles on herbal supplements also have appeared in recent
issues of the peer-reviewed journal American Journal of Health Services
Pharmacy. “Look for information in peer-reviewed scientific journals.
More information is coming out, and I find most of the information I
use in current journals,” says Murray, who has prepared lectures for
pharmacy students on herbal remedies. (For other sources of informa-
tion on herbal supplements, see box, p. 71.)

A great deal of research is available on herbal remedies because they
have been prescribed by physicians and covered by insurance compa-
nies in Germany for years. “The Germans are the backbones of this,”
Murray notes. “They’ve done the research, and it’s been published. The
Germans also have a lot of standard review textbooks that are accepted
now in the United States.”

Congress paved the way to ensure herbal supplements don’t have 
to go through the expensive and rigorous drug-testing process in the
United States through passage of the Dietary Supplement and Health
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Information Act of 1994. While concerned con-
sumer advocates, pharmaceutical representatives,
nutritional supplement manufacturers, and
health care professionals debated whether herbs
were drugs or dietary supplements, the non-drug
advocates won. As a result, herbs are not regu-
lated by the government, which means anyone
with a garden can grow and sell their own.

The recent surge in the popularity of herbal
supplements has caused concern among physi-
cians and other health care providers because
patients may experience dangerous side effects
by combining herbs with their prescription 
medications.

‘What else are you taking?’

“We found that a lot of patients’ doctors were
not even aware that their patients were using
herbs,” says Kathleen Hughes, RN, director of
home care for Kershaw County Medical Center
Home Health Care in Camden, SC. “We have
seen such an increase on medication sheets of
people taking herbs,” Hughes says, explaining
that the agency’s nurses record herbs along with
prescribed drugs on patients’ medication sheets. 

“Our concern was how these herbs might be
interacting with the patient’s other medication,”
she says. “And how could we teach patients
what’s going on with their medicines?”

Murray also has seen an increase in use and
interest in herbal medicines. “I see a steady
increase in questions from physicians who have
patients taking herbs. They want to know about
possible interactions with drugs their patients 
are taking.”

The real risk comes when patients don’t inform
their physicians about their herb use, he notes.
“Many patients are reluctant to talk to their physi-
cians, case managers, and care providers about
taking herbs. They often feel as if they are doing
something their health care providers might not
approve of. Patients have this guilt about herb use.
They also often don’t feel that herbs are medicine.
They think of herb use as something natural that
they are doing for their health.”

Murray says his hospital now formally asks
every patient on admission for a complete medi-
cation history that includes over-the-counter
products, vitamins, and herbal products. He says
it’s important for case managers to do the same
and to consider the possibility of herbal supple-
ments when patients report new or unexpected
changes in their health status. 

“There are some developments that should tip
you off or at least cause you to question the possi-
bility of herbal use; for example, if a patient is
doing well for several months on blood pressure
medication, and then suddenly their medication
no longer controls their hypertension. You have
to start asking questions. It’s like being a detec-
tive,” he says.

Of course, in addition to possible herbal 
use, the patient may have stopped taking an 
old prescription or started a new one, he says.
Questions he suggests case managers ask
include the following:

• Have you stopped taking any medications or
added any new medications since you have expe-
rienced these symptoms?

• Have you started taking any new vitamins or
herbal supplements or stopped taking any vita-
mins or herbal supplements since you have expe-
rienced these symptoms?

• Have you recently tried a new over-the-
counter medication?

Cause for concern

Murray has educated himself on herbal reme-
dies, their side effects, and how they interact
with prescription medications. He suggests case
managers learn about these basic herbal reme-
dies and how they might adversely affect
patients’ health:

❏ Feverfew: This herb is used for prophylactic
treatment of migraine headaches. Pregnant
women should avoid it, and it can increase a per-
son’s heart rate slightly, Murray says. Because of
this potential side effect, medical experts now
think people should avoid using feverfew if they
are taking any of these medications: 
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• calcium channel blockers;
• Ticlid, an anti-platelet drug;
• Coumadin. 
“With these drugs, you could have a potentia-

tion of the effects, so it’s something to be careful
about,” Murray says.

❏ Garlic: Garlic pills, touted as a great choles-
terol reducer in radio and television advertise-
ments, also can decrease blood pressure, as well
as cholesterol. “There are some warnings that
people who take anticoagulants like Coumadin
while taking garlic may increase their chance of
bleeding,” Murray says.

❏ Ginkgo biloba: This herb has received a lot
of news coverage recently about its ability to
increase circulation to the brain and extremities.
Some researchers claim it might be a good antiox-
idant, and they’re studying it for use with
Alzheimer’s disease patients as a way to improve
short-term memory. It’s also thought to help with
ringing in the ears. Less well known are its
adverse side effects, which include restlessness,
insomnia, nausea, and vomiting, Murray notes.
“In the literature, there are three cases of sponta-
neous bleeding from people taking it, and
because of this, some literature is saying you
shouldn’t take this with heparin or Coumadin.”

In addition, people who have hemophilia or
von Willebrand’s disease should avoid ginkgo
because of the bleeding potential. Experts also
warn people on nitrate drugs and antidepressants
to avoid the herb.

❏ Asian ginseng: “Asian ginseng is a real pop-
ular drug that is thought to increase energy,
improve mood, and improve resistance to infec-
tion,” Murray says. “It’s the top-selling herb in
the U.S., with $78 million in sales annually.” 

The herb has been studied for use by post-
menopausal women and Alzheimer’s disease
patients. There are some potential adverse side
effects, such as insomnia, nervousness, and irri-
tability. Pregnant women should avoid this herb,
he says. “They think people with coronary artery
disease, hypertension, or arrhythmia should be
cautious in taking it also.” 

Research shows that Asian ginseng might
interact with digoxin and increase the levels of
digoxin in the blood. This could be a serious
problem because digoxin is a dangerous drug
that has a narrow therapeutic window, meaning
that the amount of digoxin in your body that is
thought to be effective is not too far away from
the amount of digoxin that could cause toxicity,
Murray explains.

Medical experts also are concerned about peo-
ple taking this herb while they are on Coumadin
because it also has a narrow therapeutic window.

❏ St. John’s wort: This herb also has been
widely publicized. Research shows it helps alle-
viate depression and anxiety. Its side effects may
include restlessness and fatigue. “They say until
more is known, you probably shouldn’t take St.
John’s wort with prescription antidepressants,”
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Web sites offer herb info

Case managers who want to learn more about
herbal remedies should consider starting on

line. Doug Murray , PharmD, director of pharmacy
and clinical services at Kershaw County Medical
Center in Camden, SC, and an adjunct professor
at the University of South Carolina College of
Pharmacy in Columbia, says the Internet has sev-
eral useful sites, including these:

• www.egregore.com: This site, Medicinal
Herbs Online, lists more than 100 diseases and
125 herbs, including extensive descriptions of
each. 

• altmed.od.nih.gov/oam: This is the site for
the Office of Alternative Medicine at the National
Institutes of Health in Bethesda, MD. For other
resources available from this government office,
contact OAM, 9000 Rockville Pike, Building 31,
Room 5B-38, Bethesda, MD 20892. Phone: (800)
531-1794 or (301) 402-2466. Fax: (301) 402-4741.

Scientific and technical journals

In addition to Web sites, several scientific and
technical journals regularly publish information on
herbal remedies. The 1996 American Botanical
Council translation of the German Commission 
E Monographs, for instance, is the scientific gold
standard for information on herbal supplements,
Murray says. “This is a source many pharmacists,
myself included, keep on hand and refer to.”
Other journals include the following:
• Chemical Pharmaceutical Bulletin
• International Journal of Pharmacognosy
• Journal of Ethnopharmacology
• Planta Medica
• Professional Journal of Botanical Medicine
• The British Journal of Phytotherapy
• Alternative Therapies in Health & Medicine
• Herbs for Health
• Nutrition Forum
• Nutrition Science News
• The Journal of Alternative and Complementary

Medicine



Murray says. This is because selective serotonin
re-uptake inhibitors such as Prozac form a pow-
erful chemical class of antidepressants that is
fairly new. “If you take those types of antide-
pressants, then you should stop three weeks
before taking St. John’s wort.”

❏ Valerian root: People often take this herb as
a sleep aid for nervousness. Although it appears
to be safe as far as adverse side effects are con-
cerned, medical experts advise people to take it
for only one week at a time, Murray says. “If you
get it really concentrated, when you make your
own teas, for example, it can actually decrease
your blood pressure a little.”

It also may cause orthostatic hypotension, the
dizziness that occurs when a person who is sit-
ting or lying down stands up quickly and loses
his or her balance. For this reason, people who
are taking blood pressure medications should
take precautions when using valerian root.

Like benzodiazepines, Valerian root has a 
sedative effect. Therefore, people taking the 
herb should be cautious when driving.

❏ Chamomile tea: People sometimes drink
chamomile tea to help settle an upset stomach or
relieve tension. The medical literature warns peo-
ple who have ragweed allergies to be cautious
because they also might be allergic to chamomile.

❏ Purple cone flower: Also called Echinacea,
this is used to improve the healing process or
boost the immune system. Current medical litera-
ture suggests the herb does have some properties
that might improve an individual’s immune sys-
tem temporarily. “Some authors are thinking the
effect decreases after eight weeks, so it’s better to
take it intermittently,” Murray says. 

Caution: Avoid at all costs

Some herbs should be avoided altogether
because they are unsafe, Murray cautions. Some
stores may sell these herbs, or people may find
them in the wild:

❏ Blue cohosh: The black cohosh is safe, but
the blue cohosh is believed to increase a person’s
blood pressure and provoke angina.

❏ Chaparral: Believed to have blood-cleansing
and cancer-fighting properties, chaparral is car-
cinogenic and toxic.

❏ Comfrey: This damages the liver and is car-
cinogenic when taken internally. People some-
times use it to promote bone healing, he notes.

Murray says he also worries about people 
buying herbs from questionable sources, such as
small fly-by-night manufacturers, because the
quality and even the ingredients may not be
inspected. (A list of herbal use guidelines case
managers may want to share with patients
appears in the box, above left.)

A worst-case scenario occurred in 1989 when
an outbreak of eosinophilia-myalgia syndrome
(EMS) in the United States was associated with 
L-tryptophan, an over-the-counter dietary sup-
plement used for weight loss. There were more
than 1,500 cases of EMS, including 38 deaths,
reported to the Centers for Disease Control and
Prevention in Atlanta, according to the U.S. Food
and Drug Administration (FDA) in Washington,
DC. Some people with EMS experience severe
pain and bleeding.

More than 95% of those cases were traced to 
L-tryptophan supplied by Showa Denka K.K. of
Japan. Researchers found some trace-level impuri-
ties, suggesting a contaminated batch contributed
to the outbreak. The FDA limited the availability
of L-tryptophan supplements and enforced an
import alert because of the outbreak. 

72 CASE MANAGEMENT ADVISOR ™ / May 1999

Share this with patients

The rapid rise in the popularity and use of
herbal supplements in the past few years has

sparked a great deal of concern in the health care
community. At a recent professional meeting of
hospital pharmacists in South Carolina, Doug
Murray , PharmD, director of pharmacy and clini-
cal services at Kershaw County Medical Center in
Camden, SC, and an adjunct professor at the
University of South Carolina College of Pharmacy
in Columbia, received these guidelines on herbal
use. He suggests case managers share them
with patients:
1. Do not take herbal supplements if you are

pregnant or trying to conceive.
2. Do not take herbal supplements if you are 

lactating.
3. Do not give herbal supplements to infants and

young children.
4. Maintain realistic expectations about the bene-

fits of herbal supplements. They are not mira-
cle drugs.

5. Use standardized products when available.
Products should have the scientific name and
quantity of the botanical clearly identified on
the label. The name and address of the manu-
facturer, the lot numbers, and expiration date
also should be marked clearly on the label.

6. Stop taking a product immediately if adverse
effects occur.



While this type of danger rarely occurs with
food supplements and herbal remedies, health
care professionals still advise people to avoid pur-
chasing these products from unfamiliar manufac-
turers. Recently, several major drug manufacturers
started producing herbal remedies, so consumers
now have choices that include manufacturers with
proven track records, Murray adds.

[Editor’s note: The preceding information on herbal
supplements was provided at the request of a Case
Management Advisor reader. If you have a topic you
would like us to research, please contact: Lauren
Hoffmann, editor, Case Management Advisor, P.O.
Box 740056, Atlanta, GA 30374. Phone: (770) 955-
9252.]  ■

EMF eases fatigue 
in MS patients
Device currently unavailable in U.S.

Adevice no bigger than a man’s wristwatch
delivers a pulsed electromagnetic field

(EMF) that two separate studies have found
reduces the debilitating fatigue common to many
multiple sclerosis (MS) patients.

The Enermed device was developed to relieve
migraine headaches, notes Martha S. Lappin,
PhD, research director for Energy Medicine Devel-
opments (North America) in Vancouver, BC. The
Canadian company had no intention of using the
device for MS patients until a researcher from the
University of Washington in Seattle suggested it.
“He had a National Institutes of Health grant to
study MS. He amended his grant proposal to add
a preliminary clinical study to see if MS patients
would derive any benefit from pulsed electromag-
netic fields,” she says.

MS is an unpredictable, chronic, and often dis-
abling disease of the central nervous system that
causes inflammation and breakdown in the pro-
tective insulation, the myelin sheath, surrounding
the nerve fibers of the central nervous system.
Recent studies indicate that not just myelin, but
nerve fibers, the wire-like connections between
nerves and their targets, are damaged and
destroyed in regions of the brain affected by MS.

The manner in which MS impedes the conduc-
tivity of neurons caused Todd L. Richards, PhD,
professor of radiology at the University of

Washington in Seattle, to think pulsed electro-
magnetic fields might be therapeutic for MS
patients. “Measurements of the bioelectric pat-
terns of MS patients show they have deficits in
certain frequencies. The theory is that if we can
supplement those certain frequencies, we can
help the brains of MS patients function more
effectively,” he says.

Narrowing the focus

The first clinical trial in 1996 involved 30 MS
patients. The double-blind, placebo-controlled
trial found that patients who wore a small device
that generated a pulsed electromagnetic field
individualized to the patient’s specific needs
experienced improvement in many of their MS
symptoms, note Lappin and Richards. “Some
neurologists criticized the way we measured and
analyzed improvements in the first study. The
problem is that MS symptoms vary widely from
patient to patient. Many physicians and the U.S.
Food and Drug Administration [FDA] as well
prefer studies that focus on single symptoms
rather than on composite scores,” Richards says. 

Patients in the study experienced improvement
in more than one MS symptom, including fatigue,
spasticity, and bladder control. MS symptoms are
highly individual and vary in severity and dura-
tion. They include:

• abnormal fatigue;
• impaired vision;
• loss of balance and muscle coordination;
• slurred speech;
• tremors;
• stiffness;
• bladder and bowel problems;
• difficulties with gait;
• partial or complete paralysis. 
The promising results led Energy Medicine

Developments to design a second large study and
begin the lengthy FDA approval process. The
company also shifted its focus from a composite
measure to three specific symptoms: bladder con-
trol, spasticity, and fatigue. “The FDA is less
interested in composite measures than in specific
symptoms,” says Lappin. “They want you to say
this is a treatment for ‘X’ or ‘Y.’

“We were especially interested in fatigue for
two reasons,” she says.” First, fatigue is the symp-
tom most prevalent in all MS patients. Second,
fatigue is one of the symptoms the first study
showed the most promise to improve. Plus, fatigue
often determine whether MS patients can lead full,
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normal lives and remain employed full-time.”
The second study included 119 MS patients

treated at three research sites. During the course 
of the trial, patients were given either an active or
inactive device at four-week intervals. “We com-
pared how individual patients rated their fatigue
while using Device A, the active device, compared
to how they rated their fatigue during their use of
Device B, the inactive device,” Lappin explains.
“Overall, MS patients in the study reported signifi-
cantly less fatigue while using the pulsed electro-
magnetic field device than on placebo.”

The device used consists of a tiny 3V battery, 
a coil, and a computer chip programmed to turn
the electromagnetic field on and off at certain fre-
quencies. The components are housed in a plastic
case. “It was very easy to conduct a double-blind
study,” notes Lappin. “We simply gave everyone
the same plastic case. In some, the wires were
connected. In some, they weren’t.”

The device delivers brief bursts of weak elec-
tromagnetic energy and must be worn close to
the skin, she says. “Human beings are very sensi-
tive to the bioelectric fields that occur naturally
and are present all around us. The field delivered

by the device is weak. Few patients are even
aware it. A few are very sensitive and have to
start by wearing the device only a few hours a
day and gradually step up their wearing time.”
She says symptoms experienced by individuals
sensitive to the magnetic fields include dizziness,
headaches, and a disoriented, “foggy” feeling.

The energy bursts are so mild that some
patients have to wear the device for several days
before they experience a therapeutic effect. The
key to the system’s effectiveness is that each
device is custom programmed to produce fre-
quencies in which an individual patient is defi-
cient, say Lappin and Richards. “We measure the
person’s bioelectric frequencies by placing a sen-
sor over the patient’s head and connecting it to a
computer that performs spectrum analysis,”
Richards explains. “The spectrum analysis shows
the individual’s deficits at certain frequencies.
The device is programmed to supplement the
deficits found in the scan.” 

To measure the ability of the device to relieve
fatigue, researchers used a scale developed by the
Consortium of Multiple Sclerosis Centers Services
Health Research Subcommittee funded by the
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Modified Fatigue Impact Scale: 5-Item Version
Here is a list of statements that describe how fatigue may affect a person. Fatigue is a feeling of physical
tiredness and lack of energy that many people experience from time to time. In medical conditions like multi-
ple sclerosis, feelings of fatigue can occur more often and have a greater impact than usual. Please read
each statement carefully, and then circle the one number that best indicates how often fatigue has affected
you in this way during the past four weeks. (If you need help in marking your responses, tell the interviewer
the number of the best response.) Please answer every question. If you are not sure which answer to select,
please choose the one answer that comes closest to describing you. The interviewer can explain any words
or phrases that you do not understand.

Because of my fatigue, during the past four weeks. . .
Never Rarely Sometimes Often Almost Always

1. I have been less alert. 0 1 2 3 4
2. I have been limited 0 1 2 3 4

in my ability to do things 
away from home.

3. I have had trouble 0 1 2 3 4
maintaining physical 
effort for long periods.

4. I have been less 0 1 2 3 4
able to complete tasks 
that require physical 
effort.

5. I have had trouble 0 1 2 3 4
concentrating.

Source: National Multiple Sclerosis Society, New York City.



National Multiple Sclerosis Society in New York
City. (See box, p. 74.)

Results of the second study were presented in
March at the 10th Annual Montreux Congress on
Stress in Montreux, Switzerland. Because the
study has been submitted for publication, Lappin
was unable to share exact data with Case Manage-
ment Advisor, but she says patients reported “sta-
tistically significant” improvement in their fatigue
levels while using the device. 

The device is approved for use by migraine and
MS patients in Canada. Richards uses an Energy
Medicine Developments device to control his own
migraines. “I haven’t had a migraine headache
since September 1997,” he says. “I used to suffer
from frequent migraines. I also used to experience
symptoms of headache, dizziness, and disorienta-
tion from working at my computer, and that’s
gone now, too,” adds Richards, who wears his
device several hours each day.

He sees future applications of pulsed electro-
magnetic field technology for other conditions,
such as Parkinson’s and epilepsy. “It takes funding
to do the research. However, the applications seem
very promising. 

“The treatment is noninvasive and has no side
effects. We haven’t done long-term studies to mea-
sure whether the changes created are permanent,
but we don’t think they are,” adds Lappin. “This
simply means patients must continue to wear the
small device every day to experience continued
positive effects.” 

[For more about Energy Medicine Developments,
visit the company Web site at www.intergate.bc.
ca/business/enermed/main.htm or address e-mail to
enermed@direct.ca. 

See also: Richards TL, Lappin MS, Acosta-Urquidi
J, et al. Double-blind study of pulsing magnetic field
effects on multiple sclerosis. J Alternative and
Complementary Medicine 1997; 3:21-29. And,
Richards TL, Lappin MS, Lawrie FW, Steghauer KC.
Bioelectromagnetic applications for multiple sclerosis.
Physical Medicine and Rehabilitation Clinics of
North America 1998; 9:659-672.] ■

What can patient surveys
really tell you?
The right focus may help you prove your value

No matter what your practice setting, as a case
manager you have the ability to influence

customer satisfaction with your organization. If
you provide those additional resources that help
your patient understand what will happen next,
where to turn for advice, what insurance benefits
cover, or how to comply with physicians’ orders,
you can positively influence that patient’s perspec-
tive, whether you work for an inpatient facility,
home care agency, or payer.

More importantly, if you regularly measure
patient satisfaction with your performance and
use the data from those surveys to improve that
performance, suddenly you have a powerful 
tool to prove your value to your organization.
However, case management organizations will
find the results of a patient satisfaction survey to
be useful only if they make sure the survey is
valid, reliable, and highlights areas that can be
targeted for quality improvement, says Jan Brien,
MS, director of Parkside Associates in Park
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Short scale measures fatigue

The five-item fatigue scale is only one assess-
ment tool in a battery of scales called the

Multiple Sclerosis Quality of Life Inventory
(MSQLI) developed by the Consortium of Multiple
Sclerosis Centers Services Health Research
Subcommittee funded by the National Multiple
Sclerosis Society (NMSS) in New York City. 

In addition to the five-item fatigue scale, the
MSQLI includes:

• 21-item fatigue scale;
• bladder control scale;
• bowel control scale;
• impact of visual impairment scale;
• perceived deficits questionnaire;
• health status questionnaire (SF-36);
• sexual satisfaction scale;
• pain effects scale;
• mental health inventory;
• modified social support survey.
Each scale in the inventory is validated and

reliable. NMSS has agreed to make the inventory
and its user’s guide available at no charge to
Case Management Advisor readers. To receive
the manual, contact NMSS, 733 Third Ave., New
York, NY 10017. Phone: (212) 986-3240. Fax:
(212) 986-7981. E-mail: nat@nmss.org.

Professional development



Ridge, IL. Parkside Associates, which specializes
in patient, physician, and employee surveys that
guide and evaluate quality improvement pro-
grams, has provided surveys and research ser-
vices to more than 600 health care organizations
nationwide.

Use valid, reliable surveys

As an example of the data health care organi-
zations can glean from patient surveys and how
they can use it, Brien cites a recent Parkside, 183-
agency patient satisfaction survey of 16,727 home
care patients. Overall, 64% of the respondents
said their home care experiences and quality of
care were “excellent.” Only 2% called their home
care services “poor” or “fair.”

However, the survey did highlight areas that
needed improvement. For instance, the survey
found that home care patients expressed more
satisfaction with the area of care process than
with the education process. Patients largely were
satisfied with the amount of time a home care
employee spent with them, made them feel at
ease, or showed concern for them. Patients were 
a little less satisfied with how the staff involved
them in the care decision and goal-making pro-
cess. They also expressed less satisfaction with
how home care staff encouraged questions and
explained medications and procedures.

“It’s important to note that the care process
and patient involvement are the two areas that
have the most impact on how patients rate over-
all quality of their encounter,” Brien says, adding
case managers influence those areas directly. 

Help patients understand

An organization that finds these types of dis-
crepancies in a patient satisfaction survey could
easily target patient education in a quality
improvement project. However, case managers
face an additional obstacle because few patients
understand who the case manager is or what he
or she is responsible for, says Brien.

“On our inpatient surveys, we often use differ-
ent terminology for questions about the same role
or function. For example, we might ask patients
how helpful they found the ‘social worker/dis-
charge planner/case manager.’ It’s simply that
patients often don’t have a clear understanding 
of who’s accountable for different aspects of 
their care,” she explains. “Our job —  and yours,
when you measure patient satisfaction with your

performance — is not to educate patients about
the role of the case manager but to measure their
satisfaction with the functions the case manager
is responsible for.

“Not every survey effectively measures quality
improvement,” Brien says. “You need to make
sure you’re working with a good questionnaire to
begin with.” This is not as easy as it sounds. She
suggests following these guidelines:

• Make sure there’s evidence for reliability
and validity in the survey. Reliability and valid-
ity are related to the type of scales included on
the survey. The survey questions should cluster
to form scales, and the scales should be reliable,
Brien says. “That means the items within the

scales should have strong evidence of internal
consistency, which is the appropriate statistical
term for multi-item scales,” she adds.

• Include at least two items on your scale.
Often, the more items included on a scale, the
stronger the reliability will be. However, there 
are exceptions: One of the scales on Parkside
Associates’ home care survey has only two 
items, yet it is very reliable, Brien notes.

The entire home care survey has four scales,
which are the care process, patient involvement
and education, orientation to home care, and 
perceived medical outcome.

Validity refers to how well each of these scales
predict overall quality of care because improving
quality is the survey’s goal.

• Create an effective sampling method.
The sampling method should be determined

by your overall plan for analyzing data. For
example, a large health system may have case
management services at more than one facility. In
that case, you may want to look at client satisfac-
tion in various sites, and you should stratify your
sample by site. 

Parkside Associates had the home care agen-
cies in its 183-agency study send out 300 cus-
tomer satisfaction surveys. The average rate of
return was 53%.

• Make sure the sample size is adequate for
an analysis. Sample size adequacy is determined
by the estimated number of errors. The larger the
sampling size is, the smaller the chance of error
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“You need to make sure you’re

working with a good questionnaire

to begin with.”



affecting the results will be. Brien says a mailing
of 300 surveys with a 53% response rate is large
enough to yield a low level of error.

Case management organizations can follow
several strategies to make sure they have an ade-
quate response rate, which typically would be in
the 40% to 50% range. Mailing is an inexpensive
way to distribute surveys, but it often yields a
low return rate, she notes. To increase your
response rate, she suggests these methods:

• Send the survey within one week of a
patient’s discharge and send a follow-up letter 
a week later.

• Follow up nonresponders with a telephone
call.

• Set up a system to prevent over-sampling,
or sending repeat surveys to the same patients. 

Brien recommends you send a survey to a
patient only once in a six-month period. “It
might be difficult to track that, to pull the sam-
ples, but that really can affect the response rate.”

Don’t overanalyze the survey results

“When you create a report on your survey,
only do the analysis you need,” Brien says.
“Sometimes people overanalyze the results when
they should just get the key information, no more
and no less, and it should be understandable
because understandable equals usable.”

To integrate satisfaction results into a quality
improvement or continuous quality improvement
process, she has four recommendations:

1. A survey that pinpoints a key aspect of 
service will identify an important customer
requirement.

2. A survey that monitors satisfaction levels over
time can determine if any changes need to be
made or if patient satisfaction has improved or
declined as a result of new policies.

3. Surveys can help evaluate the effectiveness of
quality improvement efforts or the value of new
services. 

4. Survey results can be used as a part of your
employee compensation and incentive program.
The better the satisfaction rating, the better rating
the case manager might receive on an annual
review. Or a whole department might receive a
financial reward if patient satisfaction measures
improve.

“It’s important to keep careful watch over the
outcome of care that’s provided to your patients,
because one outcome is their perception of the
care,” Brien says. “If you’re doing continuous
quality improvement initiatives, then you want 
to measure the impact of your initiatives.”

Chart your own success

Brien says one case management organization
cannot “photocopy” the success story of another
because quality improvement doesn’t always
work the same for different organizations.
However, if you identify a potential problem area
based on patient satisfaction surveys, there are
some basic steps you could take to solve the
problem.

For example, she says, suppose your patients
expressed some dissatisfaction with the amount 
of information they received about follow-up care.
The first thing a case management organization
should do is create an communication flowchart
that tracks the type and timing of information case
managers share with patients.

“The patient satisfaction survey is only the
first step,” she explains. “It’s a useful tool that
may set off red flags in those areas needing
improvement.” 

Before you make a leap and plan an inter-
vention, chart your current process, she says. 
To prove their effectiveness, case managers must
follow an organized quality improvement pro-
cess. For example, Brien says, a systematic qual-
ity improvement approach to a communication
flow problem might include the following steps:

• Chart your pre-intervention patient commu-
nication process.

• Measure your baseline satisfaction rating
with patient/case manager communication flow.

• Identify opportunities for improving com-
munication with patients. 

• Create new communication flowchart that
includes interventions to problems identified in
previous step.

• Distribute and explain new flowchart to all
case managers. 

• Measure your patient satisfaction rating four
months after the intervention.

“If your patient satisfaction rating improves,
you now have a tool you can take to your upper-
level management and say, ‘We did a good job.
We intervened. We saw holes case management
could fill and filling them made a difference to
this organization.’”  ■
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Tips to help you manage 
a diverse staff
Experienced manager offers proven strategies

If you supervise a case management staff, you
know it takes a variety of skills to work effec-

tively with different personalities. One experi-
enced nurse executive has found some effective
management strategies and communication skills
to manage her diverse staff.

“To manage a large staff, a supervisor must
first be visible,” says Karen Waltenbaugh, BSN,
MS, clinical nurse manager for Prentice Women’s
Hospital, a division of Northwestern Memorial
Hospital in Chicago. “You have to look and listen
for potential problems and make an effort to
interact with your staff in informal situations.”

As part of her “visibility” campaign, she regu-
larly spends time with each member of her staff.
Some of her strategies are:

• Eating meals with staff. “I eat lunch with
my staff at least once a week,” she says. “It’s so
important. They are more relaxed. Their guard is
down. I often learn about situations which they
don’t have time to tell me about when I pass
them in the hall.”

• Keeping the office door open. “I only close
my door for private meetings,” says Waltenbaugh.
“If my door is open, my staff know that they have
permission to stop and talk.”

• Dropping by once a shift. “I make an effort
to visit each unit once in the morning and once
every evening,” she notes. “This means I can see
the night shift as they leave in the morning. I can
see the morning shift as they start their day, and I
can see the evening shift before I leave.”

• Rewarding good work. “I have several ways
to recognize staff members who have done a
good job,” she says. “If we’ve had a really hard
week, I bring a bucket of doughnuts in on Friday
and tell everyone, ‘I really appreciate how hard
you’ve worked this week,’” Waltenbaugh notes.
“I also have certificates that I hand out for special
efforts. One copy goes to the staff member who
did the good job. The other copy goes in the staff
member’s personnel file.”

• Listening effectively. “You can’t solve prob-
lems with your staff if you aren’t hearing them,”
she says. “It sometimes helps to clarify the prob-
lem, if you repeat back to the staff what you think
they’ve said. Use their own words and repeat

back what they’ve said, just to make sure you
really understand the situation.”

For example, when a nurse complained that six
new patients were admitted during her shift and
the situation was “unsafe,” Waltenbaugh repeated
the nurse’s words back to her. The nurse admitted
the situation was not “unsafe” but merely “very
busy and stressful.” There is a large difference
between “unsafe” and “busy,” she notes. 

Similarly, a nurse once complained that a
patient care technician was constantly touching
her. “When I repeated her description of the
tech’s behavior back to her, she admitted that the
tech wasn’t touching her but was standing very
close to her, which made her uncomfortable. It
was simply a matter of two very different person-
ality types — one very touchy-feely, one very
reserved — clashing.”

• Softening criticism with positive strokes.
Staff often are more responsive to criticism if you
give positive recognition at the same time, says
Waltenbaugh. For example, a patient care techni-
cian had numerous communication problems
with peers because her demeanor made her seem
uncaring, and Waltenbaugh had received numer-
ous complaints from the technician’s co-workers.
One day, the technician was responsible for trans-
ferring a woman off the maternity floor. During
the transfer, the mother was called to the special
care nursery because her baby was dying. The
technician went with the mother and stayed with
her until after the baby died. 

“I used that moment as an opportunity,” notes
Waltenbaugh. “I went to her and praised her for
going above and beyond the call of duty. Then I
said, ‘You have the potential to do wonderful,
caring things. Your co-workers have the opinion
that you are uncaring, and I simply don’t believe
that’s true.’ I used the situation as an opportunity
to encourage more positive behavior.” 

Are you a hawk or a dove?

Of course, nurses and other staff are individu-
als, and managing staff requires a variety of com-
munication skills. Waltenbaugh says it helps her
communicate more effectively if she first identifies
the personality type of each staff member. “I’ve
found that most of my nurses and techs fall into
one of four personality types. Understanding the
individual’s personality type helps me solve prob-
lems more effectively,” she says. Sharing these tips
with your staff also helps them deal more effec-
tively with co-workers, physicians, and patients,
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she says. Those four personality types are:
• Aggressive. “These people are very con-

frontational,” says Waltenbaugh. “Sometimes,
they are simply intimidating. Sometimes, they 
are almost hostile.”

When managing this type of personality, she
says, it’s helpful for supervisors to step back and
not get pulled into the aggressive behavior.
“Physicians also can be very aggressive and
intimidating. My director once had a physician in
her office who continued to raise his voice. She
simply kept calling him by name very softly.
Eventually, he realized that the louder he got, the
softer she spoke. He realized he was being inap-
propriate and began to back down.”

• Sarcastic. “There are people who simply love
to be sarcastic. Everything they say sounds like
criticism. It can cause a lot of friction and hard
feelings between staff members.”  

Sarcastic personalities often don’t think before
they speak, says Waltenbaugh. “Try saying, ‘You
made me feel as if you were criticizing the way I
handled that situation.’ Often, they immediately
deny they meant to be critical. Very few of us feel
comfortable enough to call attention to inappro-
priate behavior in others, but it is often effective
in diffusing an uncomfortable situation.”

• Unresponsive. This is the type of person
whose opinions you’re never sure of, she says.
“You don’t know what they are thinking. 
You’re never sure whether they understand 
your instructions. It’s hard to know if they are
shy or simply don’t like to share their ideas 
with others.”

This type of personality must be approached
one-on-one, she says. “You must draw them out
on an individual basis. Tell them, ‘We’ve been
working together for some time, and I haven’t
had a good opportunity to get to know you. I’d
like to know how you feel about X and Y,’” she
suggests. “It’s important to give the individual
the feeling that you believe they have good ideas
to share.”

• Super ego. “We need these people around,
because they aren’t afraid to take on responsibility
and tackle hard problems,” notes Waltenbaugh.
“However, if we’re not careful, a few super egos
can overshadow the entire staff and prevent others
from contributing valuable ideas. It’s sometimes
useful to knock your super egos down a peg or
two by gently pointing out the times they may
have done something incorrectly.”

When all else fails, and two or three staff mem-
bers with conflicting personality types clash, she

suggests supervisors turn to role-playing games.
“Having staff members act out a situation often
helps them handle it more effectively the next
time they are faced with a similar situation.

“I once had to prepare for a meeting with the
nurse’s union steward. I asked a friend to play
the part of the union steward to help me prepare
for the meeting,” she says. “My friend was so dif-
ficult that the actual meeting with the union rep-
resentative was easy by comparison.”  ■

Tips help families 
survive depression
Here’s how to help families cope

Patients with clinical depression don’t suffer
alone. Statistics gathered by national psychi-

atric associations indicate that as many as 40%
of the spouses of depressed patients develop
their own mental health problems. 

Sharing tips with family members on coping
with a loved one’s depression will not only help
your patient recover more quickly, it also may
prevent health problems in your patient’s family
members.

“What you hear most when you talk to spouses
of depressed patients is grief,” says W. Daniel
Hale, PhD, a licensed psychologist and a profes-
sor of psychology at Stetson University in Deland,
FL, which recently hosted a one-day conference,
Recognizing and Responding to Depression. 

“They complain that the person has changed.
The person looks and feels like a different person.
The person they’ve loved and enjoyed for years 
is gone. It’s hard for family members not to feel
rejected by the depressed patient,” he says.

Case managers can support the families of
depressed patients by offering them tips for cop-
ing with their loved one’s depression and help-
ing their loved one recover. “Sometimes, with
the best of intentions, family members do and
say exactly the wrong thing, and the situation
worsens,” he notes. Hale suggests case man-
agers share these strategies with the families 
of depressed patients:
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• Develop a clear understanding of the 
condition. “When you listen to someone with
depression talking, you can hear the depression.
You learn to recognize it,” he says. “But many
family members don’t really understand clinical
depression.”

He suggests that in addition to any educational
materials case managers may have on depression,
they also encourage family members to read first-
person accounts of the depressive experience.

• Accept limits. “Family members, just like
health care professionals, must accept that 
there is a limit to how much they can help the
depressed patient,” Hale explains. “Even with
the best of intentions, there is a limit to how
much even the most supportive family member
can help.”

• Seek support. “Living with a depressed per-
son is a major stressor. Case managers should
encourage family members to share their con-
cerns with a close friend, a member of the clergy,
or a support group.”

• Avoid taking words or actions of patient
personally. “One of the best things you can do
for family members, is to help them realize that
often it’s the depression and not their loved one
saying or doing hurtful things,” says Hale.

• Maintain your own routine. “Case man-
agers should encourage family members not to
give up their own lives,” he urges. “They should
keep up activities that reward and uplift them.
Those activities help family members recharge
emotionally.”

• Maintain your own perspective on life.
“Encourage family members to hold fast to their
own views on life. Tell family members not to get
sucked into the depressed person’s perspective
that life is bad.”

• Form your own support team. “Encourage
family members to get in touch with their family
physician and maintain regular contact,” Hale
says. “There are many ways that family members
may need medical advice and assistance as they
live through this experience.”

Of course, coping skills may prevent the 
family members of depressed patients from
developing their own health problems, but they
won’t necessarily help your patient’s efforts to
recover. 

Hale and his colleagues interviewed 50 indi-
viduals who had suffered from clinical depres-
sion and asked them what their families and
friends had done to help them. “What they
reported was that family and friends were 

well-intentioned but often said the wrong
things,” Hale explains. 

Participants in the first set of interviews listed
actions they would take and statements they
would make to a depressed loved one. Then,
another 60 individuals who had suffered from
clinical depression determined which of the
actions or statements would have been useful to
them during their depression, and which would
have been counterproductive. 

Dos and don’ts

From the interview responses, Hale and the
research team created a list of do’s and don’ts:

• Allow the depressed person to cry. “Trying
to prevent a depressed person from crying was
seen as less helpful than letting them cry it out,”
he notes.

• Give physical and verbal support. “Physical
reassurance and affection were seen as very help-
ful, as were statements that the person still was
very important to the family. Repetitive state-
ments of support and affection were also very
helpful.”

• Allow the person to talk about depression.
“Letting patients talk about their feelings and let-
ting them know it was OK to talk about being
depressed was seen as very useful,” notes Hale.

• Include him or her in family activities. “It’s
not easy for depressed individuals to operate at
100% capacity, but the people we surveyed also
said it wasn’t good for families to avoid making
demands on the depressed person,” notes Hale.
“The depressed person doesn’t want to feel as if
he or she is incompetent or not needed.”

• Avoid useless cliches. The survey also
revealed a list of phrases that individuals said
were not helpful and should be avoided by fam-
ily members. Those include:

— “Cheer up!”
— “Don’t be sad.”
— “Don’t let things get to you.”
— “Stop feeling sorry for yourself.”
— “You’ll feel better if you improve your 

attitude.”
“It takes a little sensitivity training for family

and friends to learn how to help a depressed
loved one,” says Hale. “Depression isn’t some-
thing you cure by putting a key in the lock and
turning. It takes consistent expressions of love
and concern. It’s a gradual chipping away. If fam-
ilies realize that, they will be more effective in
helping depressed patients recover.”  ■
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Could social phobia slow
your patient’s recovery? 
Study finds 8.2% of HMO members have GSP

• Your patient consistently refuses to 
attend a substance-abuse support group.

• Your workers’ compensation client is 
increasingly reluctant to return to work.

• Your patient appears unwilling to keep 
follow-up appointments.

If just one of those scenarios strikes a familiar
chord, it may be time to ask yourself whether

your noncompliant patient may be suffering in
silence from a disabling psychiatric disorder.

More than 10 million Americans suffer from
generalized social phobia (GSP) disorder. It is
the third most common psychiatric illness in the
United States, following closely behind depres-
sion and alcoholism. Despite its prevalence, 
only 5% of patients with social anxiety disorder
receive some form of treatment. (See box, p. 82,
for a list of studies on social phobia disorder.)

“Most patients with social anxiety disorder go
untreated because the symptoms don’t shout at
you like those of depression or panic attacks,”
notes Jonathan R.T. Davidson, MD, professor in
the department of psychiatry and behavioral sci-
ence at Duke University Medical Center in
Durham, NC, and director of the Anxiety and
Traumatic Stress Program. “These people are
quiet and reticent. Doctors aren’t trained to take
them seriously.”

Study data released

Left untreated, GSP can be socially and eco-
nomically devastating to individuals and society.
In addition, from a case management perspective,
one study found that 70% to 80% of patients with
GSP suffer from additional psychiatric conditions
that add to the cost of treatment.

A study of more than 9,000 members of a large
health maintenance organization found an 8.2%
prevalence rate of GSP. The study was presented
by Davidson and several colleagues at the 37th
annual Meeting of the American College of
Neuropsychopharmacology in Las Croabas,
Puerto Rico, late last year. Compared with HMO
members without GSP, patients with GSP had sig-
nificantly more missed work hours, lower work

and home productivity, greater overall disability,
and more limitations on education. (See box,
below, for more data from the study.)

These behaviors should cause case managers
to investigate the possibility of GSP, Davidson
says (see assessment tool for social anxiety dis-
order inserted in this issue):

• Absenteeism at critical times. “If you have a
workers’ comp client who fails to show up for an
important evaluation or return-to-work confer-
ence, it may be a form of avoidance that is the
hallmark of this disease,” he says.

• Excessive sweating.
• Nervous trembling.
• Blushing easily.
• Avoiding eye contact. “People with social

anxiety disorder feel very uncomfortable making
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Profile of a phobia

Astudy of more than 9,000 members of a large
health maintenance organization presented

recently at the 37th Annual Meeting of the Ameri-
can College of Neuropsychopharmacology in Las
Croabas, Puerto Rico, revealed this profile of indi-
viduals with generalized social phobia (GSP):
• The mean age of patients was 42.81 years.
• The mean age of onset was 12.71 years.
• Nearly 29% of GSP patients had a mental

health visit in the past 12 months.
• Nearly 30% of GSP patients had filled at least

one antidepressant prescription.
• GSP patients were 10% less likely to graduate

from college than HMO members without
GSP.

• Nearly 25% of GSP patients reported a lifetime
history of suicide attempts compared to 5% of
HMO members without GSP.

• Patients with GSP had total health care utiliza-
tion of $2,466 compared to $1,959 for HMO
members without GSP during the same report-
ing period, for a difference of $685.

• Roughly 44% of GSP patients had a comorbid
diagnosis on the tool to measure mental health
and substance abuse. In 70% of GSP patients,
the onset of GSP preceded the onset of the
comorbid disorder.

• Only 0.5% of the 8.2% of HMO members iden-
tified with GSP had a diagnosis of social pho-
bia in the HMO’s administrative database.

Source: Katzelnick DJ, Kobak KA, Helstad CP, Greist JH,
Davidson J, et al. The direct and indirect costs of social pho-
bia in managed care patients. Presented at the 37th annual
Meeting of the American College of Neuropsychopharma-
cology. Las Croabas, Puerto Rico; Dec. 14-18, 1998.



eye contact, especially with authority figures,”
Davidson says.

• Substance abuse. “People with this disorder
often use alcohol as a form of self-treatment. This
tends to be more prevalent in men than women.”

The good news is that social anxiety disorder is
easily treatable, he notes. “These patients are easy
and pleasant to work with. They want to please
others and are grateful for any improvement.”

Several classes of drugs are very effective in
the treatment of social anxiety disorder, including
selective serotonin reuptake inhibitors, mon-
amine oxidase inhibitors, and benzodiazepines.
In addition, patients sometimes benefit from cog-
nitive or behavioral therapy, says Davidson.

Not only are effective treatments available, 
but most patients have remarkable improvement
within three months of treatment. “If you have a
patient who has been on drug therapy for social
anxiety disorder for more than 12 months with-
out improvement, you need to investigate why,”
he tells case managers. “There are great economic
advantages in providing maximum health bene-
fits and facilitating access to treatment for
patients with social anxiety disorder,” he says.
“We must treat this as a real illness.”  ■

Large payer covers 
new technology

Prudential Healthcare in Newark, NJ, recently
announced it will reimburse for the AutoPap

Primary Pap Smear Screening System developed
by NeoPath in Redmond, WA.

The AutoPap System uses proprietary visual
intelligence technology to identify Pap smears
that have a high likelihood of abnormality. The
U.S. Food and Drug Administration in Washing-
ton, DC, approved the AutoPap system in May
1998 as the first fully automated device for initial
screening of Pap smear slides. In clinical studies,
AutoPap performed significantly better than cur-
rent practice in early detection of cervical cancer,
according to NeoPath. 

Prudential Healthcare is a business unit of The
Prudential Insurance Company of America and
provides health coverage to more than 5 million
members through its managed care networks.

(For more information, visit NeoPath’s home page
at www.neopath.com.) ■

Study finds health 
care costs are high

Second-year findings from a large, ongoing
study of worker health and productivity show

employers are spending more than $8,000 per
employee annually for health care and related
costs. Study results are likely to cause more busi-
nesses to demand that their managed care plans
step up efforts to keep workers healthy, as well as
return them to work sooner when they fall ill, say
the study’s authors.

The study, conducted by The MEDSTAT 
Group in Ann Arbor, MI, and the Houston-based
American Productivity & Quality Center, a non-
profit benchmarking consulting company, found
that total costs among all surveyed employers,
who collectively have nearly 600,000 employees,
was $4.9 billion. Among the 17 firms surveyed
the 1997 median cost for health and productivity
was $8,621 per employee. The biggest portion of

82 CASE MANAGEMENT ADVISOR ™ / May 1999

More on social phobias
❏ Anxiety Disorders Association of America,

1900 Parklawn Drive, Suite 100, Rockville, MD
20852. Phone: (301) 231-9259. Web site:
www.adaa.org.

❏ American Psychiatric Association , 1400 K
St. N.W., Washington, DC 20005. Phone: (202)
682-6000. Web site: www.psych.org.

❏ Freedom From Fear , 308 Seaview Ave.,
Staten Island, NY 10305. Phone: (718) 351-
1717. E-mail: FFFADSD@aol.com.

❏ Ballinger JC, Davidson JR, Lecrubier YU, et al.
Consensus statement on social anxiety disor-
der from the International Consensus Group on
depression and anxiety. J Clin Psychiatry
1998; 59(suppl 17):56.

❏ Schneier SR, Johnson J, et al. Social Phobia:
Comorbidity and morbidity in an epidemiologic
sample. Arch Gen Psychiatry 1992; 49:285.

❏ Stein MB, Liebowitz MR, Lydiard BR, et al.
Paxoetine treatment of generalized social pho-
bia. JAMA 1998; 280:709.

❏ Van Ameringen M, Mancini C, et al. Relation-
ship of social phobia with other psychiatric ill-
nesses. J Aff Dis 1991; 21:93-99.

Managed care



that expenditure, 58%, was $5,003 for health care
expenses. Other annual per employee costs
reported include:

• Turnover cost firms $1,897 per employee, 
or 22%.

• Unscheduled absences cost firms $698, 
or 8%.

• Non-occupational disabilities cost firms 
$630, or 7%.

• Workers’ compensation costs accounted 
for $393, or 5%.

The study’s authors conclude that applying
“best practice” strategies such as a comprehensive
health management program, employers could
reduce their costs by $1,567 per employee, or 18%.
The authors also note that the way companies
track their health and productivity costs also
affects the bottom line. In fact, monitoring costs
alone often helps reduce expenditures, they say.

[For more on the study findings, contact Ron 
Webb at (713) 685-4636. E-mail: ronw@apqc.org. 
Or contact Ron Goetzel at (202) 686-7750. E-mail
ron.goetzel@medstat.com.] ■

Study finds MDs key 
to plan success
How providers relate to patients affects you

Arecent study finds that physicians are crucial
to a health plan’s ability to achieve high

marks from enrollees. But case managers have
the ability to affect many plan performance cate-
gories, as well.

The study conducted by the MEDSTAT Group
in Ann Arbor, MI, surveyed health plan members
in 20 U.S. markets and found three of the four cat-
egories ranked most important related directly to
physicians. Physician-related categories account
for 50% of a health plan’s overall rating by health
plan members. Those categories include:

• choice of providers, defined as adequacy of
the number of physicians to choose from and the
ease of choosing a personal physician (17.1%);

• physician care, defined as listening skills and
attentiveness of physicians and other health care
professionals working on behalf of the plan and
thoroughness of care provided (12.5%);

• time pressures, defined as physicians and
staff being rushed and overworked (12%).

Other findings of The MEDSTAT Quality
Catalyst Enrollee Study provide useful informa-
tion for case management staffs trying to improve
their organizations’ bottom lines and prove their
worth. They include:

• Limits on care, defined as the level and type
of care allowed from specialists and inappropri-
ate limits on tests, medications, procedures, and
types of care, contribute 6.7% to a plan’s perfor-
mance rating.

• Customer service, defined as service repre-
sentatives ratings in terms of courtesy, respect,
friendliness, promptness in returning calls, help-
fulness and knowledge, contributes 7.7% to a
plan’s performance rating.

• Access to care, defined as difficulty or delays
in receiving care, contributes 7.8% to a plan’s per-
formance rating.

• Confidence in the health plan, defined as the
level of trust members have that the plan will
provide and pay for needed services, contributes
12.6% to its performance rating.
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• Personal cost, defined as plan premiums and
out-of-pocket expenses such as co-payments, con-
tributes 7% to performance rating.

• Administration, defined as the type of ser-
vices covered by the plan, availability of needed
information about services and the amount of
time spent filling out forms, contributes 5.9% to 
a plan’s rating.

• Decision-making style, defined as the extent
to which physicians and other providers involve
patients in treatment decisions, contributes 5.3%
each to a plan’s rating.

• Waiting time, defined as the ease of making
physician appointments and waiting time for
appointments and the return of phone calls, con-
tributes 5.3% to a plan’s rating.

In 1998, nearly 32,000 frequent users of health
plans and more than 6,500 physicians rated nearly
150 health plans in 20 U.S. markets as part of The
MEDSTAT Quality Catalyst Program. Results are
published in market-specific reports that include
comparative performance ratings and provide
both local and national performance benchmarks.

[For details, contact The MEDSTAT Group, 777 E.
Eisenhower Parkway, Ann Arbor, MI 48108. Phone:
(734) 913-3000. Web site: www.medstat. com.]  ■

• May 14. Setting a New Standard of Care: An
Office-based Management Program for Hyperlip-
idemia in a Managed Care Environment. Hyatt
Crystal City, Arlington, VA. Sponsored by
National Association of Managed Care Physicians
in Glen Allen, VA, American Heart Association,
and National Cholesterol Education Program.
Cost: $95. Contact NACMP, 4435 Waterfront Drive,
Suite 101, Glen Allen, VA 23060. Phone: (804) 527-
1905. Fax: (804) 747-5316. Web: www.namcp.com. 

• June 16-19. The Case Management Society of
America’s (CMSA’s) Ninth Annual Case Manage-
ment Conference and Expo: Where Ideas Become
Solutions. Minneapolis Convention Center. Spon-
sored by CMSA in Little Rock, AR. Cost: $465
members; $565 nonmembers. Student discounts
available. Contact CMSA conference center, P.O.
Box 75973, Cleveland, OH 44101-2199. Phone:
(330) 425-9330, ext. 803. Fax: (330) 963-0319. Web:
www. cmsa.org.  ■
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CE objectives

After reading this issue of Case Manage-
ment Advisor, continuing education par-

ticipants will be able to:
1. Identify herbal supplements that may

cause harmful interactions with prescription
drugs.

2. Explain mechanism of new therapy 
to fight fatigue in patients with multiple
sclerosis.

3. Implement strategies for communicating
more effectively with difficult individuals.

4. Implement strategies for supporting the
families of patients with clinical depression.  ■
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