
Full disclosure is best route for case
managers to take as patient advocates
Panel takes a hard line on the ethics of managed care 

The reputation of case managers is on the line. If you continue to
call yourself an advocate for patients in today’s managed care
environment, you must ask yourself some tough questions about

your personal ethics, a panel of experts told case managers at the recent
Case Management Society of America’s (CMSA) annual conference in
Minneapolis.

Case management ethics begins with “truth-telling,” says George J.
Annas, JD, MPH, professor and chair of the health law department at
the Boston University School of Public Health. “The patient must fully
understand your role, and that begins with full disclosure and informed
consent for case management services. You cannot be a patient advocate
without truth-telling.”

How do ethics fit into the equation when there is a need to manage
costs and advocate for patients? Annas says it begins when you thor-
oughly explain your role to patients. “The patient must understand your
role. That includes who pays your salary. Patients must know what their
reasonable medical options include. That means fully informing the
patient about the consequences of their medical options — both covered
and uncovered benefits. We don’t have to give patients everything they
want. We have to give them everything they need that is covered by their
insurance contract. If case managers fully inform patients about all rec-
ommended options, it will lead to better decisions about care and less liti-
gation for denial of care.”

A good way to start truth-telling is by obtaining a signed consent or
authorization for case management services for every patient in your
caseload, says Catherine Mullahy, RN, BSN, CRRN, CCM, president 
of Options Unlimited in Huntington, NY, and one of two recipients of
CMSA’s 1999 Case Manager of the Year Award. CMSA is based in Little
Rock, AR.
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“We obtain a signed authorization for case 
management services for every patient,” she says.
“That authorization explains who the case man-
ager is, who the patient is, who the case manager
represents, who the case manager will share infor-
mation with, who is going to pay the patient’s
bills. It’s good, sound business practice.”

Informed consent also means telling patients
about all of their options, not just the covered
ones. “Even when a service isn’t covered, case
managers have the responsibility to break the bad
news,” says Mullahy. “If you are the one plan-
ning for care and the plan only provides for 30
home health visits, and in your opinion the
physician is recommending 60 home health visits,
it’s your responsibility to try to find a way to
cover those 60 visits. That’s the advocacy role.
Look for other funding sources — community
services, state and federal programs. Many of our
patients are eligible for additional benefits from
other sources. We can’t always obtain every ser-
vice our patients need, even when they are medi-
cally necessary, but we must let patients know
what their options include.”

No assumptions, please

Making sure patients are getting what is
appropriate and necessary also is important. 

“Describe what care is necessary in layman’s
terms and also make it clear when you will return
to reassess or monitor the necessary care. Mark
that date on your calendar so that you don’t fail
to keep that appointment. Don’t assume someone
else will take care of this patient’s follow-up or
you will find yourself in troubled waters,” says
Mark O. Hiepler, JD, partner with the law firm 
of Hiepler & Hiepler in Oxnard, CA, which 
has won several of the nation’s largest lawsuits
on behalf of patients against managed care 
organizations.

It’s also important to inform patients about 
all their options because patients may have
resources the case manager is unaware of, adds
John Banja, PhD, a medical ethicist and associate
professor with the Emory University Center for

Rehabilitation Medicine in Atlanta. “The family
may be willing and able to tap into a savings
account to pay for certain treatments or services
out-of-pocket. By being less than honest, by with-
holding information about uncovered treatment
options, the case manager denies the patient the
opportunity to make personal decisions.”

Sometimes, case managers avoid discussing
uncovered benefits with patients because they
don’t like saying “no” to patients, says Mullahy.
“But not only do patients sometimes have
resources we are unaware of, we can also some-
times persuade decision makers to consider pay-
ing for uncovered options if we do the proper
analysis early on in the development of the care
plan,” he adds.

If the case manager advocates for the patient
and does a financial analysis on the front side,
decision makers sometimes agree to cover ser-
vices not provided for in the plan, Mullahy says.
“Yes, the plan does have limits. It only allows for
30 home health visits, but as the case manager
you might also point out that the plan includes
unlimited hospital visits. You argue that if the
patient doesn’t receive the recommended 60
home health visits, the patient is likely to end up
right back in the hospital with multiple complica-
tions. At that point, it doesn’t take a rocket scien-
tist to help an executive in a managed care
organization to say, ‘Wait a minute. That’s good
risk management.’ If we personalize the issues
and do that cost-benefit analysis at the beginning
of the care plan, we can sometimes convince 
decision makers to make changes in covered 
benefits.”

Unraveling the ethics of case management per-
haps should begin with case managers asking
themselves some tough questions, the panelists
told attendees. Those questions include:

1. What is my definition of a good case man-
ager? “Ask yourself and your colleagues what a
good case manager looks like,” suggests Carol
Taylor, CFSN, PhD, MSN, RN, an assistant pro-
fessor at the Georgetown University School of
Nursing and an ethicist and senior research
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scholar with the Center for Clinical Bioethics 
at Georgetown University Medical Center in
Washington, DC. “Then, ask yourself what a suc-
cessful case manager in your organization looks
like. If there is a good match between your defini-
tion of a good case manager and your definition
of a successful case manager in your organiza-
tion, then you have a good work environment
that supports your sense of integrity. On the other
hand, if the two definitions are not the same, then
you have a problem. You must ask yourself how
long can you work in that environment without 
. . . selling your soul.” 

2. For whom am I responsible? “It seems to me
that case managers face a theoretical conflict of
interest every time they go to work,” says Banja.
“They rely on insurance contracts to make deter-
mination for how care is going to be allocated.
But why do you and I buy insurance? We buy
insurance to be spared out-of-pocket expenses
when we need care. Why do insurance compa-
nies sell insurance? To make money by collecting
monthly fees without paying any claims. Both
sides always have this self-interest. The case man-
ager stands in the middle as the bullets start to fly
and tries to protect the interests of both sides.”

Taylor looks back for answers. “Years ago
when most of us were asked why we became
health care practitioners, we said it was to help
people. It was the simple and honest answer,” she
says. “It’s critical for us to ask, ‘To whom am I
primarily responsible?’ Look at the pattern of
your decision making. Who we are becoming is
shaped by what we do every day. You say your
primary concern is for the patient, but is that
your current reality?”

3. Do I have the tools necessary to make good
decisions? “Case managers must accept responsi-
bility for the decisions they make. If you don’t
have the tools you need, you cannot make good
decisions,” says Mullahy. Those tools include the
insurance contract, she notes. “You are held
accountable to the terms of that insurance con-
tract. Many case managers do have access to con-
tracts. Patients are not entitled to receive all the
care they want, but rather all that is covered and
which is medically necessary. You must know
what is covered to make good decisions. Too
many case managers I speak with around the
country have not even seen the terms of the con-
tracts they work with.” 

Case managers must not only be aware of the

terms of their patients’ insurance contracts, but
also the contracts under which they work and 
are paid for their services, notes Hiepler. “You
must beware of the appearances of evil if you 
are to remain ethical and avoid litigation. You
may be doing everything right in advocating 
for your patient and developing the care plan,
but does your contract for case management 
services include a bonus or incentive to reduce
costs or utilization? Imagine how a jury unfamil-
iar with the way capitated contracts are written
and enforced would react to learning that while
your patient was suffering, you were vacationing
in Hawaii as a reward for reducing patient 
utilization.”

4. Does the decision I’m making feel right?
“We can’t lose that sensibility of asking, ‘Does
this decision feel right?’” says Banja. “If we lose
that, we become callous.”

Annas agrees. “Too many times instead of ask-
ing, ‘What is the right thing?’ managed care orga-
nizations today ask, ‘Can I get sued?’” he says.

5. Is the decision I’m making legal? Asking
whether your decision is legal may be relevant to
deciding whether it is also ethical, notes Banja.
Not all laws are completely ethical, but there is a
symbiotic relationship between ethics and law.
Most laws are at least based on ethics, he notes.

6. Where can I turn for support? Case managers
faced with difficult decisions often feel that they
are alone, notes Mullahy. “But you aren’t alone.
There are others in your organization that feel 
the same as you do, find them and ask for their
help.”

Taylor agrees. “First, state your problem —
your dilemma — very clearly. Second, talk to
[those] who have same concerns you have to gain
support for your decision. Then talk the language
your administrators talk and try to advocate for
change. Don’t go to an administrator and say, ‘I
think what we are doing is morally egregious.’
Instead, explain how the wrong decision may
affect such issues as patient satisfaction and
member retention. Explain the long-term conse-
quences of your organization’s current policies.
Tell your administrators, ‘I am a loyal employee,
but I am committed to my patient and I have
some real concerns.’”

Mullahy also stresses the importance of using
the right language when you approach decision
makers within your organization. “Speak to the
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Guideline cuts Alzheimer’s
care down to size
One-page tool ensures no need is overlooked

Physicians receive so many guidelines these
days that rather than becoming tools to

improve patient care they often collect dust.
When the California Workgroup on Guidelines
for Alzheimer’s Disease Management, sponsored
in part by the Alzheimer’s Association of Los
Angeles, set out to develop its “Guidelines for
Alzheimer’s Disease Management,” it was deter-
mined that the document would not suffer the
same fate. 

“We knew from the beginning that we wanted
to develop a one-page guideline that primary care
physicians could keep close at hand,” says Debra
L. Cherry, PhD, associate executive director of the
Alzheimer’s Association of Los Angeles. “We real-
ize that physicians don’t have the resources to
meet all the needs of the Alzheimer’s patient. The
tool suggests other members of the health care
team and the community that are available to help
the physician provide the care suggested on the
guideline.” (See guideline, inserted in this issue.)

“The thing that’s very unique about this guide-
line is that it brings together in one place all the
strategies for comprehensive Alzheimer’s care,”
notes Elizabeth Heck, LCSW, physician educa-
tion and outreach manager for the Alzheimer’s
Association of Los Angeles. “There are other
Alzheimer’s guidelines, including one specifi-
cally for psychologists and one from the govern-
ment on early recognition and assessment of
memory loss. They complement this guideline.
They fit inside the framework.” 

The one-page guideline is organized into four
sections. A booklet that clarifies each of the com-
ponents within the four sections, including sug-
gestions for which member of the health care
team is best suited to provide the suggested care
or evaluation, accompanies the one-page guide-
line. The sections are:

• Assessment. The guideline recommends
assessments of daily function, cognitive status,
medical conditions, and behavioral problems.
“Care managers, social workers, or nurses can per-
form much of the necessary assessment,” Cherry
explains. “As we work with managed care organi-
zations to familiarize them with the new guide-
line, we emphasize that we expect physicians to
work with other professionals to do any assess-
ment or care that is not strictly medical.” 

• Treatment. The guideline includes recommen-
dations for using the newest drugs available for
management of cognitive decline and behavioral

124 CASE MANAGEMENT ADVISOR ™ / August 1999

person you want to influence in the language they
understand. If you speak to administrators using
medical jargon, you may dazzle them with your
footwork, but you will lose the battle. You have to
put the issues involved in layman’s language.”

To get administrators or employer groups to
consider the long-term consequences of their deci-
sions and policies, it helps to force them to con-
sider how their decisions would look to others.
“Ask them, ‘How would you feel if your decision
made the front page of the New York Times?’” sug-
gests Banja. “When you deny someone appropri-
ate care, you never know which patient is going to
turn to a Mark Hiepler and file suit against your
organization. Your administrators may not realize
that their decisions will have consequences. Be the
conscience of your organization. Don’t whine that
one person can’t make a difference. That’s not get-
ting anything done. Take that anger you feel and
use that energy to work for change.”

In addition to their peers, case managers can
turn to their professional associations for guid-
ance. “We have a standards of practice docu-
ment from CMSA; we have ethics statements
from our professional organizations, as well.
These must be living documents in our organi-
zations. Use them in your training of case man-
agers. Refer to them when you are making
difficult decisions.” 

7. Am I following the golden rule? Finally,
Hiepler says to determine whether your deci-
sions are both legal and ethical and avoid man-
aged care litigation, simply apply the golden
rule and treat your patients as you would want
to be treated. 

“You are involved in the lives of real people,
not cases. You have a legal and an ethical respon-
sibility to make sure patient needs are met,” he
says.  ■

Long-term care/geriatrics



issues. It also suggests appropriate activities and
therapies to help maintain and enhance daily func-
tion. Referrals to community service agencies and
support groups also are recommended.

“Alzheimer’s must be addressed on three 
levels — biological, social, and psychological,”
notes Cherry. “Any interventions to support the
patient and the family must also be on all three
levels.” 

• Patient and caregiver education and sup-
port. “This is clearly where the care manager
plays an explicit role,” says Cherry. “But it’s up to
case managers to educate physicians on their
role. Unless case managers say that they have a
role, and consumers demand better care, physi-
cian behavior won’t change. Case managers can
be a tremendous support in making any guide-
line work, but they won’t have a role in the
health care delivery system unless they educate
physicians and the public on how they enhance
patient care.”

• Reporting requirements. Reporting laws 
vary from state to state, Heck says, such as report-
ing suspected abuse and submitting to restrictions
on driving. “Care managers can be invaluable in
helping physicians keep up with reporting needs,
providing the appropriate forms, and making sure
that the process is followed properly.”

Putting them to use

Of course, a guideline is helpful only if it is
used, Cherry and Heck point out. The workgroup
developed an elaborate public relations and
provider education plan to disseminate the guide-
line and encourage providers to use it. The guide-
line was introduced at a statewide conference held
in April. “We invited the medical directors of man-
aged care organizations and community resource
organizations around the state,” Cherry says. The
guideline was introduced to a national audience in
July at the Eighth Annual Alzheimer’s Disease
Education Conference in Long Beach, CA.

“We have a two-pronged campaign planned —
one for physicians and one for consumers,” she
says. “We want consumers to demand better care.
We want them to say, ‘Doctor, that’s not enough. 
I know there are more treatment options and
resources available to help me cope with this dis-
ease.’ We hope to force doctors to work with part-
ners, such as case managers, to meet their patients’
needs.”

“We want to target a wide range of people who
come in contact with this disease,” adds Heck.

“We are also developing additional tools to make
the process even easier. We’re training physicians
and other health care providers on how they can
support the recommendations in the guideline.
We’re explaining how they are integral to making
the process run and move smoothly. We are edu-
cating the care manager, the social worker, the
nurse, on what their role can be to help the pro-
cess.” (If your staff come in contact with
Alzheimer’s patients and their families, disease-
specific training is essential. See story, below.)

[Editor’s note: For more information, contact the
Alzheimer’s Association of Los Angeles. 5900 Wilshire
Blvd., Suite 1710, Los Angeles, CA 90036. Telephone:
(323) 938-3379. Fax: (323) 938-1036.] ■

Training improves
Alzheimer’s care
Be sure you cover the basics

If your staff work with Alzheimer’s patients,
you understand the necessity of Alzheimer’s

training. And if it’s been a while since your last
Alzheimer’s inservice, it’s probably time for an
update.

“The depth of your training depends on the
specific purpose it’s used for,” notes Betsy
Pegelow, RN, MSN, director of the Channeling
Program, an Alzheimer’s caregiver support pro-
gram of the Miami Jewish Home and Hospital 
for the Aged. “But whether we are training our
dementia-specific case managers or support staff,
there is some basic content that we always cover.”

The basic information Pegelow suggests any-
one working with Alzheimer’s patients receive
includes the following:

• Characteristics of dementia. “We cover not
only the definition of dementia and theories for
the causes of dementia and diagnostic testing 
for dementia, but we also cover the impact of
dementia on the caregiver and extended family.
We want our case managers to understand not
only the common problems they might encounter
when working with the families of Alzheimer’s
patients, but how coping with those problems
affects families,” she says.

• Stages of disease. “Alzheimer’s is a progres-
sive disease. Case managers should understand
how to stage the disease in order to help families
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plan and anticipate issues common to each
stage,” she says.

• Drug therapy. “There are drugs available to
enhance memory and manage behavioral issues.
Case managers should be updated regularly on
the newest drug therapies,” she says.

• Caregiver issues. “Case managers, aides,
and home health providers must partner with
caregivers when working with Alzheimer’s
patients. Their relationship will be more with the
caregiver than the patient.”

• “Dementia-proofing” the house. “Living
with an adult with dementia is very similar to liv-
ing with a toddler,” she notes. “Case managers
should help caregivers evaluate safety issues in
the home in order to limit the risk of accidents
and injuries.”

• Behavior management techniques. “There
are so many behavioral issues involved in Alz-
heimer’s care. There is agitation and the potential
for injury. There is aggressive, abusive behavior.”

Pegelow teaches her case managers and 
caregivers communication and distraction tech-
niques to help manage the behavior common 
to Alzheimer’s. “Some techniques can be used
with any frail, elderly population. However,
redirection, distraction, and cuing are specific to
dementia clients.”

• Legal and financial issues. “This is espe-
cially important for caregiver training,” notes
Pegelow. “The primary caregiver must have an
emergency plan that clearly outlines what should
happen if the caregiver becomes ill or injured. It’s
the case manager’s responsibility to explain the
importance of such a plan and help the caregiver
develop it.”

• Resources. Of course, case managers under-
stand the value of information. Pegelow has a
library of dementia-specific written materials and
videos to which she refers regularly. She also has
taken the handouts she has assembled through the
years and placed them in a resource manual for
her case managers. The manual has plastic pages
that case managers can pull out and copy for fami-
lies as appropriate. Many of the sheets discuss spe-
cific issues such as coping with incontinence.

However, no inservice replaces the need for pro-
fessional meetings, she says. “We send our staff to
an annual meeting every year. We are fortunate
enough to have a one-day workshop in our local
area that provides updates on Alzheimer’s and
breakout sessions. It’s very important to keep cur-
rent, and nothing is as effective as a professional
meeting. Consumers are very sophisticated. They
have access to the latest developments via the
Internet. Case managers have to be knowledgeable
enough to answer caregivers’ questions.”  ■

Don’t let your client 
hang up that hoe!
Simple tools make gardening a joy again

Summer is the growing season. Gardening —
planting things and having the satisfaction of

watching them grow — can be therapeutic. Yet
the thought of the deep knee bends and back-
breaking stooping necessary to plant and weed
causes many older adults and people with physi-
cal challenges to give up on gardening.

“With appropriate tools to assist or compensate
for disabilities, gardening can be rewarding and
provide good exercise for even people with very
limited mobility,” says Andrea Tannenbaum,
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The search for diversity

Betsy Pegelow , RN, MSN, director of the
Channeling Program, an Alzheimer’s care-

giver support program of the Miami Jewish Home
and Hospital for the Aged, recommends an
Alzheimer’s resource now available through the
Alzheimer’s Association’s public policy division in
Washington, DC. Resources for Serving Care-
givers in Culturally Diverse Communities: A
Compendium of Products Developed through the
HRSA-AOA Alzheimer’s Demonstration Grant to
States Project sells for $12. 

The resource lists Alzheimer’s-specific commu-
nity resources with an emphasis on respite ser-
vices and other caregiver support programs. It
includes information on handbooks, manuals,
pamphlets, videos, and other training materials.
Pegelow notes that most local chapters of the
Alzheimer’s Association also can provide training
for caregivers, staff, and aides. To order, contact
the Alzheimer’s Association, Public Policy Division,
1319 F St., N.W., Washington, DC 20004. Tele-
phone: (202) 393-7737. ■

■ Tips from the Field ■

(Continued on page 131)



president of Dynamic Living in West Hartford, CT.
“There are alternatives to traditional gardening
methods and tools that make gardening easier and
certainly a lot more accessible.”

Tannenbaum started her on-line catalog com-
pany, www.dynamic-living.com, out of necessity
to help her mother, who lives with Parkinson’s
disease. “I’m not a therapist or a health care pro-
fessional of any kind. My only experience is with
my own family and my customers. I don’t
encourage people to try new things without the
approval or their physician or therapist. I don’t
claim to have all the solutions.” 

What Tannenbaum does claim to do is find the
hard-to-find and stretch her imagination to solve
her customers’ special needs. “Case managers
know, and I know from the case managers I work
with, that each individual client has specific
needs. What works for the majority may not work
for some. When a client contacts us with a partic-
ular need, we ask questions and listen carefully.
We carry a wide range of special products, but
sometimes the real solution can be purchased
from the local Kmart.”

Her suggestions for accessible gardening are a
perfect example of creative problem-solving.

• Container gardening. “Most people think of
windowsill planters and large pots that sit on the
porch or patio when they think about container
gardening,” notes Tannenbaum. “Suggest that
your clients make a gardening table, or a terrar-
ium, or a dish garden. These things can be placed
or built to waist-height to make them more acces-
sible to clients in wheelchairs. And you don’t
have to rule out a traditional flower bed. A land-
scaper can build up a flower bed with railroad
ties to place it at a more accessible height.”

• Selecting the right tools. “Lightweight hand
tools are the best choice for people with weak or
limited hand use,” Tannenbaum says. Case man-
agers should recommend that clients always wear
gardening gloves for additional cushioning, she
adds. Simple adjustments help make your client’s
gardening tools even more comfortable. “If you
insert tool handles into the foam rubber used for
pipe insulation, they are more comfortable to hold.
The foam rubber comes pre-slit for easy insertion
and it only costs about $1.50 for enough insulation
to cover the handles of 10 or 12 tools.” 

Even clients with limited grasp can still enjoy
gardening, she notes. “People with a very limited
grasp can attach small gardening tools to their

wrists and forearms with splints or long Velcro
strips.” Long-handled spades, shovels or pruners
are ideal for working in a raised flower bed.
“These tools extend your client’s reach, but they
also enable greater leverage to the task and
require less bending,” says Tannenbaum.

She carries several products that work well for
single-handed gardeners. “There is a pruning
stick that can be tucked under the arm or guided
by the leg to enable single-handed gardeners to
maneuver the cutter for ground work.”

Case managers or their clients who are not on-
line but still want help finding a product to fit a
special need can call the company (see editor’s
note). “It’s a free service. We don’t mind giving
advice. Sometimes we tell people that they can
buy the product at their local hardware store
rather than from us. Sometimes we find a prod-
uct and the client ends up buying it from some-
one else. I started this business to help people like
my mother, who wanted to live a fuller life and
didn’t like the institutional-looking products
offered to help her modify her home. Many dis-
abled people, including my mother, don’t con-
sider themselves disabled — just challenged.”

[Editor’s note: Dynamic Living can be reached at
(888) 940-0605.]  ■

Think hepatitis C isn’t
worth targeting? Read on!
Early screening, treatment prevent transplants 

More than 30,000 Americans are living with a
slow, silent time bomb set to cut them down

with little warning in their most productive years.
An estimated 33,200 Americans were infected

with the hepatitis C virus (HCV) in 1994 alone.
Over the next 10 years, according to the American
Liver Foundation in New York, about 30% of those
now-asymptomatic people will slowly develop cir-
rhosis or inflammation of the liver, landing them
on a waiting list for liver transplantation. Today,
the Centers for Disease Control and Prevention in
Atlanta (CDC) reports that 12,000 Americans die
each year of HCV, with that annual death rate
expected to reach 38,000 by 2010.

August 1999 / CASE MANAGEMENT ADVISOR ™ 131

Disease management

(Continued from page 126)



The tragedy of those statistics is twofold, notes
John M. Vierling, MD, chairman of the board of
directors of the American Liver Foundation and
director of hepatology at Cedars-Sinai Medical
Center in Los Angeles. “We can’t underestimate
the impact of this disease. First, in the next 10
years we will see adults in their most productive,
wage-earning years — their 30s and 40s —
affected by hepatitis C to the point that they are
debilitated and unable to be productive. Second, if
treated in its early stages, roughly 40% of infected
individuals respond well to available treatments
and slow the progress of disease to the extent that
it will not affect them in their lifetimes.”

HCV is a silent, indolent disease process that
takes years to manifest complications such as cir-
rhosis, he says. “This is why it’s so important for
both American consumers and providers to be
aware of the risk factors of HCV. It’s not effective
to test all asymptomatic people for HCV, but if
patients have a health history that puts them at
risk, early testing and treatment may prevent a
liver transplant down the road.

“Nearly 40% of all adults undergoing liver
transplantation have liver damage related to
HCV,” adds Vierling. “The waiting list for trans-
plantation was 7,300 three years ago with only
3,900 patients receiving transplant. Last year, that
waiting list moved toward 14,000 with only 4,165
transplants done. That’s a nearly 50% increase in
the transplant waiting list, and that figure is
expected to rise. With a liver transplant costing
between $225,000 and $300,000, we simply don’t
have the resources to take care of people with
chronic HCV that may necessitate a transplant
down the road.”

HCV may be spread by exposure to contami-
nated blood, fresh or dried, on infected needles,
during a blood transfusion, or possibly through
sexual intercourse. “The risk of spreading HCV
through sexual intercourse is not clear. However,
there is an increased risk of becoming infected
with HCV in patients with multiple sex part-
ners,” Vierling says. 

He urges case managers to suggest providers
test the following at-risk individuals for HCV:

• those receiving blood transfusions, especially
those receiving transfusions prior to 1990 when
routine testing of blood donors for HCV began;

• intravenous drug users;
• health care workers or laboratory technicians

exposed to blood and blood products;
• individuals who have undergone tattooing

or body piercing.

The problem is that the symptoms of chronic
HCV are generally very mild and vague. Infected
individuals often are completely unaware there is
a problem until significant liver damage has
occurred, he says. “The liver is a silent organ. It
has no nerve endings to send pain messages to the
brain, so that patients can have inflammation of
the liver for more than a decade and not know it.” 

Some symptoms of HCV infection may include
general discomfort, fatigue, loss of appetite, nau-
sea and vomiting, jaundice, small, red, spidery
veins on the surface of the skin, pain or tender-
ness in the upper right abdomen, and fever.

Most HCV-infected individuals are identified
after routine blood tests indicate elevated liver
enzymes. However, Vierling adds that in many
cases routine blood panels don’t reveal HCV
infection, and more specific tests should be per-
formed. (See chart on p. 133 for HCV-specific
tests and recommended treatments.)

“Once HCV infection is identified, it may be
cost-effective to consider a liver biopsy to provide
a score or grade the inflammation and stage of
cirrhosis or scaring of the liver,” he notes. “We
have increasingly effective therapies for HCV, but
not to the extent that penicillin cures strep infec-
tions in nearly 100% of patients. Interferon ther-
apy does cure HCV in about 40% of patients —
not 100%.” 

For that reason, the first priority for treatment
should be given to patients with the greatest like-
lihood to progress toward cirrhosis and those
with mild cirrhosis that, left alone, could progress
to a more serious stage, he notes. “Studies indi-
cate that HCV-infected patients without any 
current signs of cirrhosis may never develop cir-
rhosis in their normal lifetime, making interferon
therapy a possibly unnecessary expense.”

There are three types of interferon currently
approved for treatment of HCV. All can cause 
flu-like side effects, which include depression,
headache, and decreased appetite. Those symp-
toms can be minimized by taking over-the-
counter analgesics such as acetaminophen.
However, because patients must remain on int-
erferon therapy for 12 to 24 months, the cost of
treatment can be significant. In addition, inter-
feron may depress bone marrow, leading to
reduced levels of white blood cells and platelets.
This means that patients must receive frequent
blood tests to monitor white blood cells, platelets,
and liver enzymes while on interferon therapy,
which adds to the total cost of treatment, Vierling
explains.
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In addition to interferon, the Food and Drug
Administration in Rockville, MD, recently
approved the drug Rebetron from Scherring-
Plough for HCV patients who have relapsed
after initially responding to interferon therapy.
“Rebetron is used in combination with one of
the three approved interferons and has shown
good results. The combination therapy may
soon be approved for patients not previously
treated with interferon as well,” he says.

Even patients who do not appear to benefit ini-
tially from interferon treatment in terms of elimi-
nating the virus often show significant slowing of
disease progression, Vierling notes. “Many of
these patients experience such a slowed rate of
disease progression that they never suffer from

cirrhosis and its complications in their normal life
span.”

He hopes providers will become more vigilant
about testing individuals at risk for HCV. 

“Case managers are in a good position to help
get the message about HCV testing to providers.
Only if we test at-risk populations can we iden-
tify the presence of infection and identify the
appropriate medical care for HCV-infected 
individuals. 

“There is a strong tendency for both patients
and providers to deny anything may be going on
in relatively healthy, asymptomatic individuals.
We have little reference point for discussion of
liver disease. It’s an educational issue that deliv-
ery systems must address.”  ■
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TEST

anti-HCV (EIA-2)

anti-HCV (EIA-2)
ALT
supplemental test (RIBA-2)

anti-HCV (EIA-2)
ALT

anti-HCV (EIA-2)
ALT
supplemental test (RIBA-2)

anti-HCV (EIA-2)
ALT
HCV RNA PCR

ALT
(no other symptoms)

RESULTS

positive

positive
normal
positive

positive
elevated

positive
normal
negative or indeterminate

positive
elevated
negative

elevated

INTERPRETATION

chronic hepatitis, chronic
hepatitis C recovered,
recent acute hepatitis C, 
or false-positive test

possible chronic HCV
carrier, may have chronic
hepatitis C

presume chronic 
hepatitis C

presume false-positive 
anti-HCV or recovered

presume false-positive 
anti-HCV

possible fatty liver, chronic
viral hepatitis, alcoholic
liver disease, hemochro-
matosis, drug induced liver
injury, other liver diseases

RECOMMENDATION

further evaluation

further evaluation by HCV
RNA PCR test

further evaluation by HCV
RNA PCR test/consider
interferon therapy

further evaluation by HCV
RNA PCR test if RIBA-2
negative or indeterminate

further evaluation for 
liver disease other than
hepatitis C

further evaluation

Hepatitis C Test Results

DEFINITIONS:

✦ Anti-HCV - Antibody to hepatitis C virus.
✦ ALT - Liver enzyme released from liver cells that are injured, e.g. by virus, alcohol, fat, drug, etc.
✦ RIBA-2 - Supplemental test to detect antibody to hepatitis C virus.
✦ Indeterminate - 1 of 4 antigens positive.
✦ HCV-RNA - Test by polymerase chain reaction (PCR) determines whether the virus is multiplying.

Source: John Vierling, MD, American Liver Foundation, Los Angeles.



MCO updates successful
depression program

Adisease management program is a work in
progress. Even the most carefully designed

program should be monitored and evaluated con-
tinually. If you implement a program and fail to
gather feedback on what works and what doesn’t,
you will fail to meet your goals. 

A randomized controlled study of patients
enrolled as members of Group Health Cooperative
of Puget Sound in Seattle conducted by indepen-
dent researchers in the Seattle area prompted the
managed care organization to develop and imple-
ment its Depression Roadmap in 1998. The study
found that 70% of depression management
occurred in the primary care setting. This meant
that 30% of all patients who presented with
depression either sought help in specialty clinics
or received no help at all. 

The challenge for Group Health was to provide
consistent and appropriate diagnosis and treat-
ment for the 70% of depressed patients who
sought treatment in its primary care clinics. (For a
profile of the roadmap, see Case Management
Advisor, October 1998, pp. 168, 173-174.)

The Depression Roadmap has been in place for
more than a year, and Marvin Rosenberg, ACSW,
BCD, Depression Roadmap team coordinator with
the clinical planning and improvement division of
Group Health, has hit the road — revisiting each
clinic to provide educational updates and gather
feedback from providers about the tools and the
guidelines. “We’re also in the process of making
decisions about which components of the program
to keep, which to revise, which to eliminate, and
which to add based on provider feedback.” 

Group Health has been measuring the success
of its Depression Roadmap using chart reviews to
determine the effectiveness of various elements of
its depression guidelines, including follow-up, and
encouraging treatment compliance and plans to
publish the results soon. “Our initial findings and
feedback from providers indicate that the diagnos-
tic tools are particularly useful,” notes Rosenberg.
“As we’ve toured our delivery system and visited
clinics, our findings have been very positive over-
all. However, we have made some changes.”

• Preserved: depression diagnostic tool/
symptom severity scale. To facilitate an open 
dialog between providers and patients, Group
Health developed a simple two-page depression
screening tool and a five-question depression
severity scale for use in the primary care setting
based on the DSM IV checklist for depression,
Rosenberg says. 

“The depression scale can be explained by
office staff and completed by the patient. The
tools help confirm the diagnosis and also help
track the patient’s progress when used to reassess
the patient at regular intervals,” he says. “Our
treatment goals call for at least a 50% reduction in
the severity scale score or significant improve-
ment based on the provider’s clinical judgment
within four to eight weeks of initial treatment.”

Primary care physicians have reported that the
diagnostic tools are among the best aides they
have used as part of a quality improvement ini-
tiative, he notes. “Providers have told us that the
diagnostic tools give them a common language to
talk about depression with their patients. The
patient reads the form and completes it. The
provider can then say, ‘Because you answered
that question in this way, it means this.’ The tools
provide a ready form of discussion for what is
often a very difficult thing for patients to accept.
People are very reluctant to accept they are
depressed. We simply haven’t made significant
gains culturally to make a behavioral health diag-
nosis acceptable to most patients.” 

Providers often have an algorithm in mind
when they assess their patients, he notes. “If I am
a provider, I might ask a patient a series of ques-
tions in an informal interview. I have a checklist
in my mind that the patient can’t see. The patient
doesn’t know I have an algorithm for diagnosis
in my head. It has less meaning for the patient
than a tool filled out by the patient that the
provider can actually show the patient and use 
to discuss symptoms and treatment.”

• Eliminated: preprinted prescription pads.
Early on, Group Health provided clinicians with
bright yellow preprinted prescription pads that
were placed in exam rooms in one of its primary
care clinics. The pads referenced the diagnostic
tools and listed the drugs used to treat depression
and the recommended dosages.

“The pads provided a visual reminder of certain
things the provider should do when diagnosing
and treating depression,” says Rosenberg. The pre-
scription pads included boxes for the most com-
monly used antidepressants and boxes to indicate
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whether patients received educational materials
and scheduled a follow-up appointment.

“Our initial goal in introducing the prescrip-
tion pads was to provide a visual reminder to
raise clinician consciousness about the recom-
mended treatments for depression. If providers
had liked them, we would have continued them,
but providers told us they didn’t like hunting
around for the right prescription pad, he says.
“Providers reported that it was too cumbersome
to carry or locate multiple pads.”

• Eliminated: pharmacy reminders. When the
program was first initiated, pharmacy reminders
were sent to primary care clinics every two weeks
with a list of patients who required follow-up.
“From the beginning, we knew the pharmacy
reminders were only a preliminary stop-gap mea-
sure until we could get a more sophisticated sys-
tem in place,” Rosenberg says, adding that the
pharmacy reminders have been replaced with a
full-service population registry. 

• Added: full-service population registry.
“Patients diagnosed with depression are auto-
matically entered into the registry and placed
into one of two categories — medication track if
they are given a prescription for an antidepres-
sant or “active support and watchful waiting” if
they either have a diagnosis of mild depression
or are reluctant to initiate treatment.”

Once patients are placed on either of these two
tracks, the registry clocking system automatically
sends clinical reminders and decision support
tips to providers that track the schedule for fol-
low-up visits and reassessment.

The medication treatment track has three
phases — acute, continuation, and maintenance
— each with its own timed reminders. Any
patient who has received a prescription for an
antidepressant and a diagnosis of depression is
placed on this track. “It’s important that there be
a diagnosis of depression. Antidepressants are
sometimes prescribed for other conditions,”
Rosenberg explains. 

The reminders are sent via the clinical worksta-
tions all providers in the Group Health system
have in their clinics. “The registry allows the
entire delivery system to have access to patient
information regardless of the delivery setting,” 
he says. “For example, a patient comes to Clinic
A and sees a provider and is diagnosed with
depression. The patient then comes back for an
unrelated complaint, such as a sinus infection,
and the patient’s regular provider is on vacation.
The treating provider could look on the registry

to identify any necessary assessment or treatment
needs. Any provider in the system, even if the
patient goes to another clinic other than the clinic
where the initial treating provider practices, has
access to the registry and can ask the right ques-
tions and do the right procedure and the patient
doesn’t fall through the cracks.”

It’s often assumed that once patients start an
antidepressant, their symptoms will improve, but
that’s not always the case, Rosenberg points out.
“The guidelines call for reassessment using the
severity scale within the first four to eight weeks
of treatment.”

For patients with mild depression who are
placed in the “active support and watchful wait-
ing” track, the registry sends reminders to have
them reassessed. “It’s a way of capturing a whole
population of patients who are often lost to treat-
ment in primary care. Most primary care struc-
tures are built to provide acute care. But patients
with mild depression may be getting worse and
require additional treatment down the road.”
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• Added: patient education pamphlet. This
year, Group Health introduced a patient educa-
tion pamphlet written in-house that provides
basic information on the spiral of depression,
available treatments, and answers to the most
commonly asked questions about diagnosis and
treatment of depression. In addition, the pam-
phlet includes a self-care section that focuses on
behavioral changes.

“Any clinician who treats depression knows
that refocusing patients on pleasurable events,
encouraging them to make time in their lives for
activities they enjoy, and emphasizing the impor-
tance of spending time with supportive people
helps balance distorted or negative thoughts,”
says Rosenberg. “We also emphasize the impor-
tance of staying physically active and learning
relaxation and stress reduction techniques.”

The Roadmap team reviewed commercially
available materials on depression before writing 
its own pamphlet. “We found that although many
were very good, they were missing one piece or
another. They weren’t integrated with the algo-
rithm we use to systematically treat depression. 
We wanted a piece that fit with our organizational
commitment to doing this work and linked all the
elements of our Depression Roadmap together.”  ■
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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 strategies for making ethical

decisions.
2. Implement guidelines for comprehen-

sive Alzheimer’s management.
3. List risk factors for hepatitis C.
4. Describe reasons a managed care com-

pany abandoned the use of preprinted pre-
scription pads.  ■
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