
Care management for seniors 
likely to tax health care system
Get ready for the wave of aging baby boomers

Those baby boomers are doing it again.
After dominating the job market, revolutionizing the music and
entertainment scene, and setting American culture on its ear for

all those years, they’re going to create major challenges to the health
care market as they age.

“The long-term care industry primarily serves the senior population,
which is becoming the fastest-growing segment of our population as the
baby boomers age. We are in no way prepared,” says Elizabeth Bodie
Gross, FNP, MBA, CCM, director of Lutheran Home Health Services in
Arlington Heights, IL.

Consider these statistics from the Alliance for Aging Research: In
2002, 6,000 Americans turned 65 every day. By 2012, the figure will rise
to nearly 10,000 people a day.

In 20 years, there will be more than 70 million older Americans who
will have an average of three chronic illnesses and will need intensive
management of care and resources.

Not only will aging baby boomers put a strain on the resources of our
health care system, but they’re going to be very demanding customers
as well, and case managers may have to change the way they do things
in order to deal with them. 

When baby boomers age, they already will have gone through the
long-term care process with their grandparents and their parents, and
they can be expected to insist that their opinions be heard, Gross says.

“Care managers will assume more of a consultant role as baby
boomers age. That generation is going to want to control the care plan,
especially if they are paying for it,” Gross says.

Baby boomers are the first generation in society that has done less
well than its parents per capita. They will not have as much spendable
incomes as their parents. 

It also is the first generation that has had the advantage of medical tech-
nology, which means living a lot longer than the parents. 
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Today’s older generation is a population that
believes in the system and are willing to let the
experts handle it. The baby boomers, on the other
hand, are more questioning of authority. Case
managers need to approach each group in a dif-
ferent way.

“Elders today are more willing to sit down and
talk about working in the system. They will give
up some decision making to the case managers
and often look to their sons and daughters to give
them guidance,” Gross says.

When case managers handle the care of today’s
elderly, they will get a glimpse of what’s ahead if
they compare their elderly clients and how they
react to their experience when the senior citizen’s
children are calling the shots. 

When today’s elderly seek case management
for their long-term care needs, they have likely
tried to navigate the system themselves and want
somebody to come in and handle it. 

When you deal with baby boomers, whether
they are the main caregiver or the one receiving
the care, they want case managers to give them
recommendations, provide them with the pros
and cons, and leave the decision up to them.

Then, based on their decisions, they want the
case manager to help them build a care plan and
to include them every step of the way.

“This is where the challenge will be for case
managers serving the elderly. They must make
the switch of having more control to having less
control. They will be in the educator role instead
of the role of someone making the decisions,”
Gross says.

The current system is not set up to deal with
large numbers of baby boomers who have
chronic illnesses, she adds. 

“When you live longer, there are a lot more
issues to deal with, such as living with chronic
problems,” Gross says.  ■

Helping elderly deal with 
costs of long-term care
Use ingenuity to find community services

When elderly people need long-term care for
themselves or their loved ones, they often

experience “sticker shock” when they find out
the cost.

Many senior citizens believe that all benefits
are free for the elderly, points out Carole Stolte,
RN, MA, CCM, CRC, CDMS, CPC, director 
of Maturity Concepts: Care Management &
Consulting in Towson, MD.

“It’s a reality check for them to find out that
you do have to pay a hefty price,” Stolte says.

The largest payer for long-term care is Medicaid
fee-for-service. Most of this is for people who
started out paying out-of-pocket expenses until
they depleted their assets so they qualified for
Medicaid, adds Elizabeth Bodie Gross, FNP, MBA,
CCM, director of Lutheran Home Health Services
in Arlington Heights, IL.

Medicare pays very little. Long-term care
insurance pays 5% to 7%.

“A lot of people have some means to live in
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their homes, but their chances of outliving their
resources are quite high,” Gross says. 

Dealing with people who are paying for their
own care is quite different from dealing with 
an insurance company that determines what is
going to happen, she adds.

“It is incumbent on case managers to know
how to manipulate the system to meet the needs
of the population,” she says.

Case managers who deal with the elderly must
know about more than just nursing care. They
must be informed about all the resources avail-
able in their community so they can help families
find the best solution for their elderly member,
Stolte points out.

“When we have someone call us with an
inquiry, we should do everything we can to give
them access to free resources. If they can do that,
they can save their resources for when they really
need it,” she says. 

Case management for the elderly means know-
ing how to maximize benefits, whether they are
free, discounted, or full pay, and how to put it all
into a plan that is appropriate for the client.

To do this, case managers have to understand
financing and be extremely flexible, Gross adds.

“You have to understand where the money is
coming from to make it work and how to stretch
it as far as it can be stretched to provide quality of
care and not to have overlap,” Gross adds. 

Most of the time, case managers who deal with
long-term care issues will be working for some-
one who is paying out of pocket.

“If you are working with a senior population,
you have to know a lot of things so you’re not
spending your time looking up services. Experi-
ence-based practice comes through experience 
of working with different providers so you have
this knowledge,” Gross says.

The majority of people do not go into a retire-
ment community. They remain in their homes. 

Case managers need to know how to get
needed services into the home, and what quality
markers to use to determine whether caregivers
are doing what they are supposed to do.

Case managers need to know about programs
that help the elderly stay in their homes, such as
fee-for-service home health, Medicare home health,
and Medicaid home health that may be available
because of state waiver programs, Gross says.

If you don’t feel you have the ability to do the
research necessary to determine the pros and
cons of different resources, contact a national
organization for assistance. Your local council

on the aging or case management professional
society may be able to help. The National
Association of Professional Geriatric Care
Managers in Tucson, AZ, also can provide
resources.

This is where your expertise provides invalu-
able help to the family.

“I can provide information in less than an hour
that the family would have to research for 20 to
30 hours,” Gross says.  ■

Involve patient, family 
in care plan for elderly
Case managers often deal with crisis situation

By the time people come to case managers for
geriatric care management, they already have

dealt with the system and have a lot of frustra-
tions and misinformation. 

“Families usually turn to geriatric case man-
agers when they are in crisis. Timeliness and
responsiveness are very important,” says Carole
Stolte, RN, MA, CCM, CRC, CDMS, CPC, direc-
tor of Maturity Concepts: Care Management &
Consulting in Towson, MD.

Families who consult a case manager for long-
term care planning often bring prior history and
prior relationships to the table. As outside par-
ties, case managers can take a look at the situa-
tion and present findings and recommendations,
Stolte adds.

There is no ironclad solution for seniors. Their
plans must be individualized.

The evaluation process and the case management
process are a little different with elderly clients.

“Most case managers are coming from the
acute care side of things. They are used to control-
ling what is going on when the patient is in an
institution. When you deal with patients who are
not in institutions, you need to be able to articu-
late information in such a way that you can help
people understand which path would make most
sense to them — not just clinically and financially,
but emotionally and spiritually as well,” says
Elizabeth Bodie Gross, FNP, MBA, CCM, director
of Lutheran Home Health Services in Arlington
Heights, IL.

In long-term care planning, it is necessary for
the patient and family members to be part of the
decision-making process. Educating them about
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what is really going on is the key to moving
things forward, she adds.

“When you’re making a long-term care plan,
it’s very protracted. There’s a chronic condition,
and you have to have patient buy-in. You can’t
take it out of their hands,” Gross says.

Don’t be surprised by resistance to change
from your elderly clients, Stolte adds.

She often has suggested that an elderly person
get involved with activities at a senior center and
has met with total refusal. “The generation who
are today’s seniors are very skeptical of reaching
outside their own circle. They adapt to their isola-
tion,” she says. 

Ask the family who has the ear of the parent. It
may not necessarily be the older son. It may be
the daughter who is a nurse.

“The seniors are much more likely to capitulate
if a family member says, ‘It’s important to me
that you see a doctor,’” Stolte says.

When dealing with elderly clients, case man-
agers first should develop a good relationship
with the elderly and talk frankly with them about
their options.

“If there isn’t good communication, plans will
fall apart right and left,” Gross says.  ■

Help family with options
for elderly member
Don’t expect to find a win-win situation

When an elderly person can no longer live at
home without assistance, it helps if the family

can look at all the pros and cons of every scenario,
Elizabeth Bodie Gross, FNP, MBA, CCM suggests.

“Most of the time, people see only the pros, and
it’s only when they are in the situation that they
see the cons. They aren’t prepared, and it can
cause a lot of anger and fighting,” adds Gross,
director of Lutheran Home Health Services in
Arlington Heights, IL.

Allow the elderly person to have as much con-
trol in the decision-making process as possible,
the experts recommend.

In the case of people with Alzheimer’s Disease
or other conditions that inhibit communication,
find out if there is a living will and help the
family understand what the person’s intent
might have been.

Carole Stolte, RN, MA, CCM, CRC, CCM,

CDMS, CPC, director of Maturity Concepts: Care
Management and Consulting in Towson, MD,
cautions against recommending that an elderly
parent move in with the children. 

Elder people who live alone often are accus-
tomed to a high degree of isolation. They are
used to quiet and may be unhappy with life in 
a noisy household, she says.

“It would be an extremely rare, unique situa-
tion to make a recommendation like that. We
want to help all parties maintain as much auton-
omy as they can,” Stolte says. 

When elderly clients have to change their liv-
ing situation, have them list the top five things
that are so important to them they cannot give
them up. 

That way, when you evaluate all the options,
you can cut out 80% of the places, Gross says. 

For instance, one client said her No. 1 priority
was to go to a Jewish facility. Another said he
wanted to live within 10 miles of his children.

Those criteria eliminated a number of options.
Gross coordinated the transition to a retirement

community for a woman who visited her children
extensively during the year. Many facilities would
not allow people to live there if they were going to
be gone three months out of the year.

“The family found a place that met her criteria,
but it wouldn’t have happened if her son hadn’t
pushed her to understand why setting criteria
was so important,” Gross says. 

If the elderly person is going into an institu-
tion, urge the family members to visit each place
they’re considering and gather as much informa-
tion as possible so they can guide their parent
into making a decision.

“No decision is going to be a total win-win sit-
uation. There is always a con to the situation, but
the family members have to choose the con they
can live with,” Gross says.

Seniors who are moving into their children’s
home or an assisted living center don’t want to
give up cherished items. The family should make
arrangement for them to bring their special items
to their new home.

If the senior is going into an assisted living
facility, Stolte recommends delegating some
responsibility for visiting so it doesn’t fall on 
one person.

Make memory books for the elderly person to
take with them. Share family photographs with
them. Take them favorite meals.

In cases where the family already has moved
the elderly person into his or her home or won’t
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consider other options, Stolte recommends that
they call a family meeting to discuss the special
considerations they family has to take into
account when a senior moves into the house.

Seniors’ decreased hearing and decreased eye-
sight make it necessary for a family to look at
safety issues.

Seniors need a routine, with scheduled meals.
This may interfere with a busy household where
the children have after-school activities and
meals are often on an erratic schedule.

In that case, it might be a good idea to consider
Meals on Wheels or a similar option for the senior
living in the home.

“That way, she can plan her own day and
choose when she is going to eat, rather than being
dependent on the family,” Stolte says.

If it’s an intergenerational family with small
children, talk to the kids about keeping floors and
stairs clear of toys.

Pets are another issue. You don’t want the senior
getting up in the middle of the night and tripping
over the dog. Make arrangements to keep the pets
from roaming free in the house at night.  ■

Social CM workers aid 
in care coordination
Program is popular with patients, hospitals

Hospital visits by social case management con-
sultants have paid off for Horizon/Mercy of

Trenton, NJ, the state’s largest managed care orga-
nization serving the publicly insured.

“We can look at data three months to six
months before the program and compare it to
today’s data and see a significant reduction of
readmission rates across the board for these
members,” says Philip Bonaparte, MD, chief
medical officer for Horizon/Mercy.

The 20 social case management consultants,
some of whom are located on site at eight inner-
city hospitals, coordinate care for the plan’s mem-
bers who are disabled and receiving Social Security
benefits.

When the state of New Jersey rolled its disabled
patients on Supplemental Security Income (SSI)
into managed care plans, Horizon/Mercy gained
a lot of members with chronic illnesses and lim-
ited social support system. 

Before then, the majority of Horizon/Mercy’s

members were families with dependent children.
They were a healthy population overall.

“The addition of the SSI population meant we
were serving many more adults with significant
chronic illnesses. For this population, the major-
ity of problems are not so much medical as they
are social issues that impact medical care, compli-
ance, and readmission for conditions that nor-
mally could be treated on an outpatient basis,”
Bonaparte says.

Horizon/Mercy cares for members in all 21
counties in New Jersey. Many of the new mem-
bers had problems with transportation. They
move around a lot, and many do not have access
to a telephone, making it difficult for the case
management department to coordinate their care.

“We wanted to identify these patients and make
contact with as many as possible,” Bonaparte adds.

The social worker initiative started in October
2001 as a pilot program at a key inner-city hospital.

When that program proved successful, the
health plan identified other inner-city hospitals
that treat a large number of their members as
hospitals in which to locate the social case man-
agement consultants. 

“Initially when we went to the hospitals, they
were reluctant to have social case management
consultants in the hospital. They feared that our
case managers would be taking their jobs. Over
time, they realized that we have a good partner-
ship and that our goals are the same, as we are all
targeting the same patients,” Bonaparte says.

The social case management consultants are
located in the hospital, conduct daily rounds, and
work closely with the hospital staff.

Successful program prompts expansion

The program has been so successful that Hori-
zon/Mercy is expanding the program and locating
a social case management consultant in the emer-
gency department of a large urban hospital.

“It is an expansion of something that has worked
extremely well for us. The hospital embraced the
idea when we approached them about emergency
room utilization,” Bonaparte adds.

The program has been an undisputed success, he
says. “With the population we serve, our providers
welcome us. The hospital stays are much shorter if
we can address their needs. We have overcome turf
battles in a few hospitals and seen significant
improvement in our relationships,” he adds.

Once someone is admitted to a hospital and
identified as a Horizon/Mercy member, the on-site
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Social workers facilitate
discharge process
Community resources can help prevent readmission

Avisit from a Horizon/Mercy social worker
often is the only visit that many of the health

plan members get while they’re in the hospital.
“It’s tough having a disease that disables you

and that you know you’ll have to deal with for
the rest of your life. When these members have
contact with someone who shows genuine con-
cern for them, they really appreciate it,” says
Pamela Persichilli, RNC, the manager of clinical
services, utilization management for the Trenton,
NJ-based insurer.

The Horizon/Mercy social case management
consultants work with the health plan’s publicly
insured managed care members who are disabled
with Social Security benefits. 

They work with the hospital’s discharge plan-
ners to ensure that patients’ discharge needs will
be met so they can be discharged on time. 

For instance, if the member needs home oxy-
gen, they set it up in advance.

But perhaps more importantly, the social case
management consultants help the members avoid
re-hospitalization by helping them learn to navi-
gate the health care system and tap into commu-
nity resources.

“When most people are discharged from the
hospital with a plan of care, they call the doctor
and make an appointment as directed. It never
happens with this population,” Bonaparte says.

The social case management consultant makes
the call and sets up the appointment while the
member is still in the hospital. She gives them a
date and time and makes any transportation
arrangements that are necessary.

The social case management consultants
coordinate receiving medications from the phar-
macy, ensuring that the prescription is filled in 
a timely manner so the members can take their
medicine and prevent readmission, Bonaparte
says.

Most of the members need some kind of
durable medical equipment. The social case
management consultants ensure that they have
what they need. 

The health plan provides some of the trans-
portation and coordinates with local transporta-
tion agencies in the 21-county area to get members
to and from their physician appointments.

The social case management consultants help
meet the needs of the members by pointing them
in the right directions and helping coordinate
community services.

Some of the members live in homeless shelters
or on the street. 

Many have substance abuse and behavioral
health problems. 
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social case manager visits the patient at the bedside.
She does an assessment to find out the needs of

the member and how they can tie into Horizon/
Mercy’s case management program.

“The added benefit is that we have the ability
to coordinate with that member while he or she is
in the hospital,” Bonaparte says. 

The social worker case management program
allows the health plan to identify its members
with chronic illness early on and get them into
case management and disease management after
they are discharged.

“I compare it to a safety net. We wouldn’t have
found out that this member was eligible for case
management without the social case management
consultant visiting at the bedside,” says Pamela
Persichilli, RNC, manager of clinical services,
utilization management for Horizon/Mercy.

She notifies the plan’s case management depart-
ment, pharmacy case manager, and other disci-
plines and gets them involved in the members’ care.

In the case of members who don’t have a 
telephone, the social case management consul-
tants get the name and phone number of a friend
or family member to call.

The social case management consultants assess
the members and use the information they gather
to stratify them into risk categories. 

After the member is released from the hospital,
the regular case management staff take over coor-
dination of the members’ care. They call in the
social case management consultant when social
issues come up.

Within five days after discharge, a case manager
calls members to find out how they are, if they
have everything they need, and if they understand
how they are supposed to take their medication.

“It shows that we care and helps establish a
better rapport. If they have an appointment with
a doctor, the case manager reminds them of the
appointment and emphasizes the importance of
seeing the doctor,” Bonaparte says.  ■



Disease management 
pays off for insurer
Plan saves on medical costs for chronic illnesses

Acomprehensive disease management pro-
gram has netted savings of 6% to 7% of med-

ical costs for the conditions included in CIGNA
Health Care’s Well Aware disease management
program.

The program, with more than 500,000 partici-
pants across the country, has resulted in a reduc-
tion in medical costs and an improvement in
quality outcomes. For 2003, CIGNA estimates a
15% reduction in hospital admission rates for dia-
betics, a 16% reduction for members in the car-
diac programs, and an 18% decline in admissions
for those with asthma.

CIGNA Health Care, with headquarters in
Bloomfield, CT, started its disease management
programs in 1998. It currently has programs in
diabetes, coronary artery disease, asthma, con-
gestive heart failure, and low-back pain. 

“With chronic conditions as a leading cause of
illness and death, we want to help our members
achieve and maintain a high quality of life,” says
Pam Mays, MPH, BSRN, RN, assistant vice presi-
dent for care management. 

The company has a collaboration with American
Healthways, a disease management vendor based

in Nashville, TN.
“While we contract with a vendor, it’s very much

a CIGNA program. We are responsible for program
design, identifying members for inclusion, integrat-
ing with other medical management programs
including case management and behavioral health,
and for clinical and financial outcomes,” Mays says.

Once a member is identified as eligible for the
program, the health plan sends them a letter
inviting them to participate and giving them a
number to call if they decline to participate. Only
about 2% choose not to participate.

Participants and their primary care physicians
receive information that familiarizes them with
the program. 

After the patients are enrolled in Well Aware,
an American Healthways nurse calls, welcomes
them to the program, performs a general health
assessment, and answers any questions.

“The American Healthways nurses support 
the Well Aware program through proactive out-
reach,” Mays says.

The programs are customized to fit the needs
of the members. The intensity of the nursing
intervention varies by program and is cus-
tomized to the individual member. 

The CIGNA program takes an integrated
approach. Patients with more than one chronic
disease are enrolled in both programs, but one
disease management nurse addresses all their
problems and coordinates all their care.
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While Horizon/Mercy is not responsible for
the services, the case managers put the members
in touch with agencies that can help them. 

The case management social workers educate
the members’ primary care physicians about
community services so they can make referrals to
drug and alcohol rehabilitation program.

For instance, the social case management con-
sultant identified one member who was a fre-
quent utilizer of the emergency department,
sometimes visiting it several times in a single
day. She got him linked to a behavioral health
program, and the frequency of his emergency
department visits dropped tremendously.

Sometimes it takes little more than a telephone
call to help a member get help. 

“Food and shelter are big issues with these mem-
bers. By the time they pay the rent, they may not
have enough money for food. The social workers
put them in touch with food pantries in their local
area,” Bonaparte says. 

In addition to their disabilities, many of the
members have chronic illnesses, like diabetes and
hypertension, which are exacerbated by poor
nutrition.

At the same time, lack of food also affects their
compliance. “When you are concerned about
where your next meal is coming from, you’re not
too concerned about taking your blood pressure
pill. Hunger pains are a more pressing need,”
Bonaparte points out.

The social case management consultants work
closely with community organizations. During
the assessment, they ask the members if they
have enough money to pay for rent or food. If the
answer is no, they link them with an agency that
can help.

“Some of these members would not have
known about these services or would have 
been embarrassed to admit that they needed
them. We ask the questions up front to break
the ice,” Bonaparte says.  ■



“We don’t want our patients who have dia-
betes and congestive heart failure to be called by
two nurses. We want it to be as streamlined as
possible, with one nurse looking at all the clinical
information and spearheading the goal-planning
process,” Mays says. “The overlap is significant
between cardiac disease and diabetes.”

About 30% of all coronary heart disease
patients also are diabetic. This makes it important
for the member to receive education about both
heart disease and diabetes, she points out. 

Throughout the disease management process,
the American Healthways disease management
nurses work with the CIGNA case managers
when patients’ conditions become exacerbated.
(For details on the collaborative effort, see
related article, right.)

In addition to managing disease, Well Aware
helps members better cope with their chronic ill-
nesses. Because of the high prevalence of depres-
sion as a comorbidity of chronic illnesses, the
nurses do a depression screening that the health
plan developed in conjunction with CIGNA
behavioral health.

“Someone who is depressed is less receptive to
learning. The disease interferes with compliance
and can present a barrier to care,” Mays says.

If the disease management nurse determines
that the patient is at risk for depression, she gets
patient consent, notifies the patient’s primary
care physician, and helps support the patient
through depression management, Mays says.

The nurse tells the member she is going to
conduct a depression screening and asks if she
can share the information with the primary care
physician.

If the screening is positive for depression, the
member is put on a higher stratification level to
receive more intensive disease management,
including more frequent follow-up calls.

If the member has behavioral health benefits
through CIGNA, the disease management nurses
also can connect a member with a CIGNA behav-
ioral health specialist. 

The nurses establish a rapport with the mem-
bers when they do the health assessment and
depression screening. They work with the mem-
ber to establish individual goals for self care.

“We try to provide the kind of information that
people can use in their everyday lives and that
they can help with their discussion when they
meet with their physicians. We help them under-
stand what they hear from their physicians and
to understand their condition and improve their

overall health,” Mays says.
The goal of the program is to teach members to

be more informed health care consumers so they
can make the right choices and timely choices,
Mays says.

The health plan examines its patient databases
on a monthly basis, using pharmaceutical, labora-
tory, and medical claims data to come up with a
detailed composite of each patient for the disease
management nurses to use. 

The health plan data help stratify the patients.
The plan looks at disease state and comorbidity
and uses other clinical information to determine
the risk level of the patient.

The plan examines the ICD-9 codes for dozens
of different disease states and comorbidities and
uses this to determine the level of outreach.

“We present the most consistent and full pic-
ture of what is going on with the patients, Mays
says.  ■

DM nurses, CMs provide
seamless care 
Patients transitioned from DM to CM and back

Disease management is a fluid process that
often involves transitioning patients from

the disease management team to case manage-
ment for more intensive interventions, says Pam
Mays, MPH, BSRN, RN, assistant vice president
for care management of CIGNA Health Care.

CIGNA’s Well Aware disease management
program coordinates patient care throughout the
continuum, whether their case is being handled
by the health plan’s in-house case managers or 
by the disease management nurses at American
Healthways, the Nashville, TN, disease manage-
ment vendor.

“We have a process to support the patient
wherever they are, and regardless of the intensity
of the intervention. When the patient is in case
management, the disease management nurse is
supporting the patient as well,” Mays says. 

If the patient has an exacerbation, or the Well
Aware nurse is aware of a problem, she works
closely with the CIGNA case manager to take
care of the patient’s needs.

For instance, the disease management nurse
may call a patient who mentions that he has a
wound that isn’t healing. 
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The disease management nurse notifies the case
manager, who assesses the patient and may bring
in a home health nurse and notify the patient’s
physician.

At the same time, the disease management
nurse continues the ongoing education in sup-
port of the physician’s treatment plan. 

When a member is hospitalized, the CIGNA
case managers keep the disease management
nurse aware of the patient’s condition. The dis-
ease management nurses go on to communicate
by telephone with the clinical team and the case
manager from CIGNA to share information. 

“We call in the disease management nurse to
discuss the case and participate with the clinical
team. It supports consistency in care,” Mays says.

Once the patient is stabilized, he or she is
referred back to the disease management pro-
gram. “It’s a streamlined process. The interven-
tion through disease management is ongoing. If
the patient needs more intense services, case
management comes into play,” Mays says.

Only a small subset of the 500,000 people in
CIGNA’s disease management programs need
the case management interface, she adds.  ■

Get buy-in from the entire
organization beforehand
Choose outside vendors carefully for best success

For a disease management program to be suc-
cessful, everyone in your organization must

be committed to it and willing to invest the con-
siderable money and other resources it will take
to make the program a success, Pam Mays, MPH,
BSRN, RN, says.

“Disease management is not an operation that
can work if it’s siloed. Everyone has to be tied in,
including medical management, data analysis,
information technology, pharmacy, quality man-
agement, behavioral health, and others,” adds
Mays, CIGNA HealthCare’s assistant vice presi-
dent, care management.

She advises that an organization get buy-in
from all parties involved before starting a disease
management program. 

Choosing an outside vendor that shares your
philosophy of health care is important, she adds.

“We wanted to align with a vendor with the
same commitment to quality and service. We did

a thorough investigation and found a company
that was willing to collaborate on a continuous
process and quality improvement,” Mays added. 

For instance, CIGNA chose to develop a
depression screening tool that the disease man-
agement nurses use with every member in the
disease management programs.

Look for financial stability, investment in the
infrastructure, experience of the clinical team,
and commitment to disease management, she
advises.

Other tips from Mays include:
• Make sure the entire organization has a com-

mitment to disease management.
• Develop a way to integrate the program

throughout your entire operations.
• Determine what data you need and how to

analyze them.  ■

Determine your allegiance
prior to accepting job
Reconciling advocacy and transparency

By Leah E. Perry
Media Relations Coordinator
Commission for Case Manager Certification
Rolling Meadows, IL

As a case manager, you are well accustomed to
working in a number of roles. However, those

roles can become complex when your patient advo-
cate role does not mesh with the obligations you
have to your employer.

Case in point: You discover that one of your
patients is eligible for benefits under the Americans
with Disabilities Act. The sticking point — the
employer for both you and the patient will be out sev-
eral more thousands of dollars. To whom is your alle-
giance, and how do you avoid getting caught in the
crosshairs?

The answers are not so easy. “The bottom line
is that you are juggling two paradigms — the
advocacy one, which is certainly the more tradi-
tional one, vs. a transparency paradigm,” notes
John Banja, PhD, associate professor of clinical
ethics at Emory University in Atlanta and a
commissioner with the Commission for Case
Manager Certification (CCMC) in Rolling
Meadows, IL. 

“Certified case managers are accountable to the
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Standards of Practice, which say that one of a case
manager’s major job components is that of an
advocacy role,” adds Mindy Owen, RN, CRRN,
CCM, a Coral Springs, FL, health care consultant
and chair of the CCMC ethics committee. “So
even though you get your paycheck from that
employer, it’s imperative that you walk that
tightrope and focus on your responsibilities and
accountability in your advocacy role.”

“There are certainly a lot of gray areas, but the
standards give you a road map to follow and pre-
sent to your employer to say, ‘this is who I am,
this is what I do, and in this role I must bring to
the patient relevant information. I am going to be
an advocate for that patient.’ If the employer has
a problem with that, then you as a certified case
manager must evaluate if this is really a place
where you should be working,” Owen says.

“If it is a job you need or wish to continue, then
perhaps it is best to approach the position not as a
case manager but as a consultant instead. Agree
with your employer that you are not in a case
management role at all. Redefine and retitle the
position and then proceed within your new duties.

Banja and Owen offered the following sugges-
tions to help case managers grappling with this
moral issue:

• Abide by the transparency model. In this
model, case managers make their allegiances trans-
parent or known to their patients prior to working
the case. “You are telling your patient, ‘If you are
going to consent to my performing case manage-
ment services for you, you need to know how I
understand my allegiances and how any informa-
tion that you give to me is going to be used. For
example, if you tell me you were inebriated when
you got to work that day and that’s why you fell
off the ladder, that might work against you.”

“If the case manager feels that it is morally
appropriate to reveal to the claimant’s employer
any information that might negatively affect the
employee’s eligibility for benefits or his or her
right to make a claim, the case manager needs to
provide the patient with that information,” says
Banja. 

“If case managers are reluctant to do that, that
says something about the fact they are double
agents and that they are willing to allow a certain
amount of mendacity or deceitfulness to punctu-
ate their relationship with that client, and that’s
no good,” he adds.

• Take the “morality-by-contract” approach.
Banja calls this strategy the “contractualist
approach” or morality by contract. You can avoid

gray areas simply by evaluating what the con-
tract says. “If the contract stipulates conditions
that are acceptable and you sign on the bottom
line, then you are obligated to perform your
duties within those stipulations,” Banja notes. 

To help clarify, ask yourself this question: Are
you a steward of the resources of the third-party
payer? Whether the contract is a workers’ comp
or a health insurance contract, you will “obvi-
ously develop a care plan within the limitations
of that contract, so essentially you are a steward,
but go a step further and ask a more fundamental
question — “Is this client eligible for these bene-
fits to begin with? Does the case manager stand
within the benefit structure of what is owed to
that particular claimant or does in fact she not
only stand in it, but also stand outside of it [so] as
to make determinations as to whether this
claimant can enter into that receipt of benefits?”

• Do not attempt to determine a patient’s ben-
efit eligibility. The reason, Banja asserts, is simply
that case managers are not trained to do eligibility
determination work. “Case managers primarily
are secured to manage an individual’s care or case.
They are advocates for the patient, the claimant,
they are trained to do that and their training is
bounded by making decisions that are going to
secure the best services for this particular claimant
per the benefits that he or she has available,” he
says. “Therefore, this kind of advocacy paradigm
says overwhelmingly the case manager’s first and
foremost duty is to the claimant, similar to the
lawyer-client relationship.”

• Discuss specifics of your advocacy role
prior to accepting employment. “It is perfectly
appropriate to do this, and the case manager is
accountable to have that discussion in the inter-
view process as to how the employer sees the
case manager’s role,” says Owen. “You need 
to get a clear understanding from the employer
as to whether they have a bent or philosophy
towards advocacy or one more toward an
antagonistic relationship. It is the case man-
ager’s responsibility to get this role clarified.

“As case managers, we are pulled in many
directions within and outside of the practice set-
ting we find ourselves in,” explains Owen, and
will consistently face ethical dilemmas as they con-
tinue to work for employers and with clients need-
ing their expertise and assistance. “Remembering
to do the right thing at the right time and for the
right reasons will certainly help guide case man-
agers in serving the public in a professional and
ethical manner.”  ■
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Coalition develops
common vision plan 
Goal is to help CMs address challenges in the future

Case management stands at a crossroad and
needs a common vision plan that unites case

managers across the broad health care spectrum, a
group of case management leaders have concluded.

The Case Management Society of America
(CMSA) and the Academy of Certified Case
Managers hosted “Visioneering Case Manage-
ment’s Future,” an invitation-only meeting in
December for leaders in the field.

The purpose of the meeting was to position
case management for the future and to take a
leadership role as a united front, says Toni Cesta,
PhD, RN, FAAN, director of case management at
St. Vincent’s Hospital in New York City, who was
a representative of hospital-based case manage-
ment at the meeting.

The group of case managers representing a
variety of practice settings, disciplines, organiza-
tions, and certifying bodies came up with a series
of initiatives designed to help case managers deal
with current challenges and those the profes-
sional will face in the future.

The group also identified a list of issues that
are affecting case management and actions that
should be taken.

“The meeting has generated sustained excite-
ment and collaboration. The next steps are for the
groups to pursue the priorities as identified,”
says Jeanne Bolling, MSN, CRRN, CDMS, CCM,
executive director of CMSA.

A follow-up meeting is planned for the sum-
mer. A web site to support the new group is being
developed, Bolling says.

Trends that are affecting the practice of case
management include health care personnel short-
ages, rising health care costs and focus on sav-
ings, burnout, changes in patient demographics
and the nature of disease, technology that affects
care delivery as well as diagnostic evaluation and

costs, and pressure on case managers to abandon
the client advocacy role because of time con-
straints, the group concluded. 

“We believe case management holds a signifi-
cant part of the solution to health care. . . . We
believe that by collecting a group of leading-edge
innovators with broad insights and accomplish-
ments and by working together, case management
practice and its professionals will be renewed with
excitement and significance,” the participants said
in a prepared statement.

Plans of action

Workgroups came up with the following plans
of action:

• Developing consumer-friendly definitions
and frequently asked questions about successful
care management. The purpose is to build aware-
ness and achieve recognition in business and
industry and among consumers. The project is
the first step toward developing consumer expec-
tations for case management.

• Collecting data about case management
practices and work environments in leading
organizations.

• Developing a blueprint to promote and
disseminate research to promote an understand-
ing of what case management is, how to do 
it well, what outcomes it produces, and the
value of case management in health care. A task
force from the Council for Case Management
Accountability and the Commission for Case
Manager Certification Foundation has begun
working on a draft.

• Gathering tools and literature that can be
used to demonstrate cost savings, return on
investment, and other case management out-
comes in a consistent manner.

• Defining core competencies and the means 
to enable case manager to reach them, including
training and outreach.

• Formation of a “Case Management Leader-
ship Coalition” to create a voice for leadership
among a broad spectrum of case management
practices.  ■
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■ How community
case management can
work for your clients

■ The latest informa-
tion on federal
regulations

■ How to improve
your relationship with
physicians

■ How other
providers are
measuring outcomes

■ How CMs must deal
with nursing shortage

COMING IN FUTURE MONTHS
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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. ■

For more information about the CE program, please
contact customer service at (800) 688-2421; e-mail:
customerservice@ahcpub.com.

13. In 20 years, 70 million older Americans will 
have an average of how many chronic ill-
nesses, according to the Alliance for Aging 
Research?

A. One
B. Two
C. Three
D. Four

14. Trenton, NJ-based Horizon/Mercy’s social 
case management consultant initiative started 
in October 2001 as a pilot program at a:

A. Suburban outpatient clinic
B. Key inner-city hospital
C. Small rural medical center
D. Long-term care facility

15. As a result of its Well Aware disease manage-
ment program, CIGNA Health Care estimates 
(for 2003) a ___ reduction in hospital admis-
sion rates for diabetics.

A. 18%
B. 17%
C. 16%
D. 15%

16. Which of the following was not a plan of action 
developed at the “Visioneering Case Manage-
ment’s Future” meeting in December 2002?

A. Lobbying Congress for new laws regarding 
case management staffing ratios.

B. Defining core competencies and the means to 
enable case managers to reach them, includ-
ing training and outreach.

C. Collecting data about case management 
practices and work environments in leading 
organizations.

D. Formation of a “Case Management Leadership 
Coalition” to create a voice for leadership 
among a broad spectrum of case manage-
ment practices.

Answers: 13. C; 14. B; 15. D; 16. A.

CEquestions
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AHRQ puts quality 
measure on the web

The Agency for Healthcare Research and
Quality has launched an Internet-based

national quality measures clearinghouse contain-
ing current evidenced-based quality measures
and measure sets to evaluate and improve the
quality of health care.

The web site, www.qualitymeasures.ahrq.gov,
is designed to be a one-stop shop for health
plans, physicians, hospitals, and others inter-
ested in quality measures.

Users can search the site for measures that tar-
get a particular disease or condition, treatment or
intervention, age range, gender, vulnerable popu-
lation, setting of care, or contributing organization.

The site allows users to compare the attributes
of two or more quality measures side by side to
determine which measures best suit their needs.

“This new clearinghouse is an important
resource for anyone who wants to improve the
quality of health care for patients. Ultimately, this
interactive on-line resource will serve as the pri-
mary source for the most up-to-date, clinically
proven quality measures,” says Tommy Thomp-
son, Health and Human Services secretary.  t

Consent form language 
difficult to understand

The average consent form for clinical trial vol-
unteers is written at the 10th-grade reading

level, while an estimated one in two American

adults reads at or below an eighth-grade level, a
new study has concluded.1

Researchers who studied consent forms at 114
U.S. medical schools found that the sample text for
consent forms generally fails to meet the schools’
own standards for reading comprehension.

The investigators recommended using language
comprehended by someone on a fourth- to sixth-
grade reading level to increase the comprehension
among participants in clinical trials.

“Alternative methods of obtaining informed
consent, such as multimedia presentations, also
may be beneficial. Every time subjects come in,
you have to make sure they understand what is
going on,” says Michael K. Paasche-Orlow, MD,
MPH, lead author of the study.

Reference

1. Paasche-Orlow MK, et al. Readability standards for
informed-consent forms vs. actual readability. N Eng J Med
2003; 348:721-726. t

Common cold causes 
asthma emergencies

For people with asthma, the viral infections
that cause the common cold are a major cause

of health emergencies, including hospitaliza-
tions, a study at the University of Iowa Health
Care has concluded.

Children ages 5 and younger with asthma
have more than twice as many hospitalizations
as older children with asthma and five times 
as many as adolescents and adults with the
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condition, the researchers say.
“Findings over the past 15 years have con-

tributed to a strategy to prevent viral respiratory
illnesses that cause the common cold from pro-
gressing to acute asthma episodes requiring
urgent care,” says Miles Weinberger, MD,
University of Iowa professor of pediatrics and
guest editor of “Treatment for Viral Respiratory
Infection-Induced Asthma in Young Children,” a
supplement to the February 2003 issue of Journal
of Pediatrics (2003; 142:S1-S44).

Weinberger recommends instructing parents
to use an oral anti-inflammatory medication
when a cold first appears but before the actual
difficulty in breathing develops.

Parents should be instructed to begin the med-
ication before the breathing is severely affected
because the steroid requires as much as a full
day for maximum effect, he says.  t

Pap smears not necessary 
for some women

The U. S. Preventive Service Task Force has
concluded that women older than 65 who

have always had regular normal Pap smears may
not benefit from continued routine screenings.

At the same time, the task force continued to
recommend regular cervical cancer screening for
women three years after they begin sexual activ-
ity or at the age of 21. They recommend that
screenings continue through age 65. 

The task force concluded that the harm of false
positive tests and invasive procedures may out-
weigh the benefits of screening in older women. It
recommended against screening for women who
have had a total hysterectomy for a noncancerous
condition.

Their recommendations are consistent with
guidelines from the American Cancer Society,
which recommends annual screening until age
30 and screening once every two to three years
after that.

They pointed out that the most cervical cancer
occurs in women who have never been screened
or who do not have appropriate follow-up after 
a normal Pap smear and called on health plans,
clinicians, and hospitals to identify and screen
women who have had inadequate screening and
follow up. For more information, see www.ahrq.
gov.  t

Conference targets quality 
in case management

Experts will share their proven ideas for success-
ful case management at the 8th Annual Hospi-

tal Case Management Conference, Delivering on
the Promise of Case Management: Making an
Impact in a Challenging Health Care Environ-
ment, to be held April 27-29, 2003, in Atlanta. 

The conference is sponsored by American
Health Consultants, publisher of Hospital Case
Management. The timely topics offer something
for every hospital-based case manager, social
worker, or quality professional. A faculty of
case management experts will address issues
including:
• Skills and Tools for the Effective Case

Management Director
• Finding the Right Software and Getting the

Right Data
• Engaging and Closing the Performance Loop

with Physicians
• Integrating Practice Guidelines into Patient

Care
• Identifying Organizational and Clinical

Outcomes/Variances — How to Find Them,
How to Use them

• Integrating Prospective Payment and Managed
Care Reimbursement Systems with Case
Management

• Quantifying Emergency Department Case
Management

• Reimbursement Update for Case Managers
• How Social Workers can Optimize a Disease

Management Initiative
• Using Comparative Performance Data as

Catalyst for Positive Change
• Supporting Creativity and Compassion in the

New Health Care Environment
• Nurse Case Manager and Social Worker

Collaboration
Each session sets aside time to ask the experts

the questions that interest you most. Up to 19
hours of nursing CE will be offered, as well as case
management clock hours and critical care credits.
The conference fee includes a networking recep-
tion, continental breakfasts, lunches, a course man-
ual, and a form exchange for attendees. 

For information, contact American Health
Consultants, Customer Service, P.O. Box 740056,
Atlanta, GA 30374. Phone: (800) 688-2421. Fax:
(800) 284-3291. E-mail: customerservice@ahc
pub.com.  n


