
For diabetics, compliance involves
more than just knowing what to do 
Award-winning program helps members overcome lifestyle issues

Coaching diabetics to make lifestyle changes, helping members
overcome issues that affect their compliance, and offering classes
to help patients cope with chronic disease have paid off for MVP

Health Care’s award-winning Diabetes Care program.
The American Association of Health Plans and the Washington

Business Group on Health recently recognized the program for clinical
excellence. MVP was one of only two managed care organizations to be
recognized in the National Exemplary Practice competition to identify
successful approaches to improving the quality of health care. 

Taking a creative approach to working with diabetics is the key to the
success of the program, says Jerry Salkowe, MD, senior medical direc-
tor of the Schenectady, NY, health plan.

The plan has seen significant impact on Health Plan Employer Data
and Information Set (HEDIS)-related measures such as LDL cholesterol
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Executive Summary

Diabetes takes a tremendous toll on Americans. The Centers for Disease
Control and Prevention (CDC) estimates that the disease costs Ameri-

cans $132 billion a year — $92 billion in direct medical costs and $40 billion in
disability, work loss, and premature deaths attributable to diabetes. 

The CDC estimates that 17 million people — 6% of the population have
the disease, and only 11.1 million have been diagnosed. Diabetics have a
two-to-four times higher risk for stroke and heart disease than the rest of
the population. The disease is the leading cause of new blindness cases
and the leading cause of treated end-stage renal disease. 

In this issue of Case Management Advisor, you’ll learn how an award-win-
ning health plan takes a creative, mind-body approach in persuading diabetics
to comply with their treatment plan. We’ll show you how incentives for mem-
bers and physicians have paid off for another health plan. You’ll learn what it
takes to bring a comprehensive disease management program in-house.  ■



screening, eye examinations, and hemoglobin A1C
blood tests.

“We’ve seen improvement over time, particu-
larly in the high-risk group where we have found a
dramatic difference in the measures for those who
are actively involved in the program, Salkowe says. 

The plan is in the process of completing an
investment analysis, but preliminary results
have shown that the diabetes program has had
a return on investment that exceeds the cost of
the program, he says.

The goal of the MVP Diabetes Care Program is
to identify members with the illness, educate
them, and encourage them to actively participate
with their physicians in a disease management
program that includes frequent blood sugar test-
ing, eye examinations, and cholesterol testing.

MVP started its diabetes disease management
program in 1997 and added the high-risk compo-
nent in early 2001. Members in the high-risk
group are assigned to nurse case managers who
act as health coaches to help members achieve
lifestyle changes.

The group decided to develop the plan in-house
rather than hiring an outside vendor because it
allows them to customize the program to meet the
needs of its medical groups and members over a
wide geographic area, Salkowe says.

Finding interventions that work with diabetics
and health care providers often is a challenge 
for disease management programs, adds Gayle
McLaughlin, RN, BSN, case manager for the
high-risk diabetes program.

“Many of the standard approaches are dry, and
it is hard to get people interested. We have differ-
ent approaches in a form where people can get
the message quickly and understand it quickly,”
she says.

The nurse case managers in the high-risk dia-
betes management program call members regularly,
help them set goals for changing their lifestyles, and
help them deal with behavioral or family issues that
may interfere with their compliance.

They may be referred to a therapist for individ-
ual counseling or to a program offered by MVP,
the Personal Health Improvement Program
(PHIP). MVP works with Mertech, a Norwell,
MA, consulting firm, to deliver the PHIP program
to MVP’s members. The program is designed to
help patients cope with stress-induced physical
symptoms and the pain caused by chronic dis-
eases. It is a series of six weekly two-hour sessions
designed to help the patient respond to everyday
situations more effectively.

“The PHIP is based on the mind-body theory
that mood and physical health are closely corre-
lated. It helps patients reduce suffering and the
symptoms of chronic illnesses by allowing them
to become aware of how their bodily reactions are
related to behavioral patterns and by teaching
them new behaviors that will relieve their pain or
discomfort,” Salkowe adds.

Physicians treating any MVP member with
diabetes receive an informational summary twice
a year with details on each patient in the diabetes
management program.

The one-page summary, which the physician 
can insert into the patient chart, lists recommended
treatment or testing for diabetics and checks off if
the member has had the recommended tests.

The format for the report evolved over time
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with feedback from the physicians.
“The summary points out the red flags where

the physician will want to work more closely
with the members,” Salkowe says.

Members receive a companion document with
information about their care and boxes to check
off when the test is completed. The plan includes
educational information so the members can
understand why they need to have the tests done.

“We want them to take a more personal owner-
ship of the management of their diabetes,” Salkowe
says.

The plan sends members information about
the importance of eye examinations and points
out that they don’t need a referral and that the
insurance will pick up the cost.

“It helps the members better understand their
coverage. Some members tell us they haven’t got-
ten the eye examination because they thought
they’d have to pay out of pocket,” Salkowe says.

The health plan sends the entire membership 
a quarterly newsletter that covers myriad health
topics.

Diabetes patients receive a targeted newsletter at
least twice a year with information such as the ben-
efits of getting flu vaccine. The newsletters include
interactive quizzes and information on how to get
in touch with the diabetes disease management
team.

Active participants in the high-risk program
receive a one-year membership to the American
Diabetes Association. 

If the health plan’s data show that a member
with diabetes hasn’t had an eye examination in the
past year, the nurses call the member to remind
him or her to have it done. In some cases, the mem-
ber has had an exam but the health plan didn’t get
a claim.

For more information on the PHIP, see Mertech’s
web site, www.mertech.org/PHIP, or call (888) 794-
7447.  ■

Coaching, counseling help
promote compliance 
Program targets high-risk members

Awoman with diabetes who has struggled
with compliance for years before getting her

disease under control told Gayle McLaughlin,
RN, BSN, “Every time I start to go off track, I

keep hearing your voice in my head.”
The woman is just one of the success stories for

MVP Health Care’s high-risk diabetes program.
That particular patient had lost her job just

after her husband was diagnosed with cancer,
recalls McLaughlin, case manager for the high-
risk diabetes program.

“She had so many things going on in her life
that she couldn’t handle any of them. She had
an insulin pump and didn’t test it properly or
give herself insulin prior to meals,” McLaughlin
explains.

The case manager finally got the woman to
realize that she was sabotaging her own health
and agree to go to counseling.

She’s started counting carbohydrates and giv-
ing herself insulin as directed.

Behavioral health issues often get in the way 
of compliance with treatment regimes, but once
they get help addressing them, patients are more
likely to comply, McLaughlin points out.

“Once people can handle the stresses in their
lives, they are more interested in their diabetes
and their general health. Then we can see good
outcomes, better control, and they follow through
on their treatment plan,” she adds.

For instance, one patient who had seasonal
depression was compliant part of the time, 
but when he became depressed, he ignored his
treatment regime. 

McLaughlin helped him get counseling and
attend MVP’s Personal Health Improvement
Program, a series of classes that teaches partici-
pants how to address stress, how to handle rela-
tionships, better eating behaviors, and other
techniques for having a healthier lifestyle.

After a few weeks, the man’s condition improved
so much he was able to get off one oral medication
and his hemoglobin A1C level dropped to six.

“He was able to sustain good eating habits and
had a very good outcome,” McLaughlin says.

MVP Health Care, based in Schenectady, NY,
identifies people in the high-risk population
through a health risk appraisal, physician refer-
rals, and claims patterns. 

The program is primarily a health-coaching
type of program, McLaughlin says.

When a member is referred to the program, 
his or her nurse case manager does a telephone
assessment of his or her educational needs and
how well or how poorly he or she is managing
their diabetes.

“We find out from members if there are family
issues or behavioral health issues that could be a
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problem and, if so, we refer them to our behav-
ioral health department,” McLaughlin says.

She helps members set goals for what they
want to accomplish, whether it’s self-managing
the diabetes or other lifestyle changes and helps
them identify barriers to accomplishing the goals.

She is in touch with the members as often as
every week and as infrequently as every month.

“I make follow-up calls to check in with the
members, learn how they are doing, and discuss
what is and what isn’t working. I do whatever I
can to help the member move forward,” explains
McLaughlin.

Since the program started, McLaughlin has
seen drops in members’ A1C levels. A number of
members have quit smoking and enrolled in exer-
cise programs.

The nurse case managers call the physician
occasionally if there are concerns and to obtain
lab results so they can keep tabs on the members’
A1C and LDL cholesterol levels, according to Gail
Sapone, RN, MS, health promotions manager.

Blood sugar testing

A key to successful diabetes management is
regular tests of blood sugar levels.

Diabetics know that they should test their
blood sugar level, but they may need a jump-start
to get them to do it regularly, McLaughlin says.

“Many of them are in some level of denial.
They don’t want to see the results because they
know it is going to be bad. I tell them that if they
don’t know what their blood sugars are, they
don’t know if the diabetes is going well or not
going well,” she says.

McLaughlin starts out getting members to
agree to test their blood sugar at least once a day.
If they won’t test but once, she gets them to stag-
ger the tests — before breakfast one day, after
breakfast the next day, then in the afternoon, and
before bedtime.

“If they stagger the testing, we can get a pic-
ture of what is going on, and they aren’t totally
overwhelmed by having to test numerous times 
a day,” she adds.

Sometimes, the staggered tests pique the
members’ curiosity and they start testing more
frequently to see how what they are eating
affects the level. “When members need to test
their blood sugar on a regular basis, I talk to
them quite often and find out what is getting 
in the way. We work together to help them be
successful,” she adds.

The health plan has two nurse case managers
dedicated to the program. The plan aims to have
each case manager work with 100-120 members
at a time.

“We are constantly trying to find people for 
the program. Some people agree to be in the pro-
gram but we can never reach them again. It is a
struggle to keep them engaged,” McLaughlin
says. 

Members typically are in the high-risk pro-
gram from six to 12 months and are discharged
when they reach their goals, Sapone adds.

“If a member has made behavioral changes and
is successfully keeping their A1C and LDL choles-
terol levels down and has lost weight, we pull back
with the health coaching and talk to the member
about taking control on his own,” McLaughlin says. 

She encourages members to call if they need
help in sustaining their goals or have a concern 
or a question.  ■

Incentives back plan’s
management program
Patients, endocrinologists earn rewards

Case managers at Oxford Health Plans have a
new set of tools to help noncompliant mem-

bers in the plan’s diabetes disease management
program.

The case management program, for Oxford’s
diabetics with the highest risk of complication, is
backed by a gift certificate incentive program for
members who see an endocrinologist; the plans’
Best Practice Network of endocrinologists who
are certified in diabetes care; and outbound calls
by nonclinical staff who offer to make appoint-
ments with specialists.

Oxford Health Plans, based in Trumbull, CT,
has had disease management programs for about
nine years. About 3,000 of its 35,000 members
with diabetes who face the risk of complications
or already have complications of diabetes are
assigned to a case manager.

Members whose diabetes is well controlled
with no complications are stratified as lower risk
and receive educational materials on a regular
basis from the health plan.

Those members and their physicians receive
regular reminders when blood sugar tests or
retinal examinations are needed.
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The revamped disease management program
for high-risk diabetics was rolled out last spring.

High-risk members are assigned to case man-
agers who educate the members about their dis-
ease and the importance of complying with their
treatment plan and call them at intervals deter-
mined by the severity of the illness, noncompli-
ance issues, or other problems going on with the
members.

The redesigned program helps facilitate getting
members to see a specialist and encourages spe-
cialists to see Oxford’s most severe diabetics. 

The Medicare population as well as the com-
mercial population is in Oxford’s diabetes disease
management program.

“We are encouraged by the receptivity to the
initiative, but it will take another nine months to
assess results of the program in terms of blood
sugar control, hospitalizations, and emergency
room visits. We believe we are going to see
improved clinical outcomes and reduced cost
trends,” says Alan Muney, MD, MHA, executive
vice president and chief medical officer for
Oxford Health Plans.

“Case managers with the right interventions
are what it’s all about. They establish a relation-
ship with members, educate them through tele-
phone calls, and encourage them to get testing.
Now we have another set of tools for when they
run up against barriers to facilitating appropriate
care for our members,” he says.

Examining data

The plan, which covers 1.5 million people in
New York, Connecticut, and New Jersey, launched
an initiative last year to identify barriers to care
and close the gaps in care for the most severely ill
members after an analysis of data on the members
in the diabetes case management program showed
some alarming results.

About two-thirds of members with a hemo-
globin A1C greater than 9.5% and a significant
number with levels above 11% had not seen an
endocrinologist in a year.

“Despite the fact that we had evidence of them
having significant diabetic illness, lab tests that
chronically showed poor sugar, or hospitalization
or emergency room visits for complications of
diabetes, they had not seen an endocrinologist,”
Muney says.

The health plan carefully examined its data in
an effort to understand what was going on. Their
study found two primary reasons: 1) members

fail to comply with physician orders and physi-
cians are not aware of it; 2) physicians don’t fol-
low clinical practice guidelines surrounding
diabetes care, such as how often a patient’s blood
sugar levels should be tested and how often they
should get retinal examinations.

“We found there were multiple problems and
multiple potential for slips in the system,” Muney
says.

Oxford’s physicians and members of the qual-
ity management department called the primary
care physicians. The case managers called the
members.

“We told them our records showed that there
was a large gap in care between the level of ill-
ness the patient shows and the amount of special-
ist involvement. We asked the physicians, the
members, and their families what we could do to
help because the evidence shows that the mem-
ber’s blood sugar is not in control,” Muney says.

Part of the problem turned out to be fragmen-
tation of the health care system, he adds.

In many cases, the physicians had recommended
a visit to a specialist, but there was no follow-up to
find out if the patient saw the specialist.

“The primary care physicians don’t see the
patients that often. It could be two years before
the members decide to come in for a visit,” he
says.

The same was true of recommendations to get
their blood tested for blood sugar levels. Either
the physician didn’t order the test, the patient
didn’t have it done, or the physicians didn’t get
the lab results. In many cases, the physician told
Oxford he or she didn’t get the lab tests and did-
n’t know the blood sugar was not in control.

Addressing noncompliance

When the health plan called its high-risk dia-
betic members, many of them said they knew
they should see an endocrinologist but just
hadn’t gotten around to it or that transporta-
tion problems or other social issues interfered
with the visit.

“Part of it is that people don’t understand the
serious nature of not controlling blood sugar,”
Muney points out.

“There are a lot of reasons for patient noncom-
pliance or physician noncompliance. In many
cases, it may look like the physician isn’t following
guidelines when in actuality, the patient isn’t com-
pliant,” he adds. 

The plan set out to educate both the primary
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care physicians and the members about the
importance of specialist care for diabetics.

“We wanted to determine what incentives we
could give the member to see a specialist and if
we were going to go out of our way to get mem-
bers to be compliant, what specialists were the
right people to treat our patients,” Muney says. 

The health plan sent letters to all of the endocri-
nologists with whom they had contracts and fol-
lowed up with a telephone call.

The plan offered to pay for the endocrinologist
to become certified by the National Committee
on Quality Assurance for diabetes care.

Once the physicians were certified, the health
plan agreed to give them extra compensation for
caring for the most severely ill diabetics. “Having
these specialists care for our sickest diabetic mem-
bers was such an important part of this initiative
that we believe paying for the certification and
providing additional fees is appropriate,” he adds.

Outbound calls

One of the keys to a successful disease man-
agement program for high-risk diabetics is help-
ing the members make and keep an appointment
with a specialist, Muney says.

Oxford began an outbound call campaign by
staff at its customer service center, to persuade
people to see an endocrinologist.

The callers, nonclinical staff who are sup-
ported by clinicians, tell the members that they
have spoken with their primary care physician
and noticed that the member hasn’t seen a spe-
cialist as recommended. They suggest a physi-
cian near the member’s home and offer to make
an appointment for them.

“This is a specialized team that is educated on
how to make the calls. They have resources they
can call on the clinical side if there are other
issues,” Muney says.

The health plan uses staff at its service center
because they can call members earlier in the
morning and later in the evening when working
people are at home and more receptive to tele-
phone calls.

The health plan’s social workers follow up
when members have transportation issues and
other problems that kept them from getting to the
physician.

“These are the things that the primary care
physicians don’t have the resources to do,”
Muney reports.

When Oxford gets claims data showing that

the member has seen an endocrinologist, it sends
the member a $50 gift certificate from American
Express. “We’ve had a very high success rate. In
one week, the callers got 80 of these patients into
appointments. We are very happy about that,” he
says.

“It is a win for the primary care physician
because it helps their patient get the care they did
recommend in most instances. The primary care
physicians have been very supportive,” he adds. 

Members like the program as well, Muney
says.

“The callers tell them they know it’s difficult for
people to get to doctor appointments and Oxford
wants to provide the gift certificate as an extra
incentive. People are actually engaged around it.
They are amazed that their health plan is calling
and trying to get them to spend its money,” Muney
says.  ■

Health plan moves diabetes
management in-house
Care managers work with members at highest risk

After four years of positive experiences with
a national disease management vendor,

Fallon Community Health Plan in Worcester,
MA, decided it would be more beneficial to
members and providers if the diabetes manage-
ment program was transitioned in-house.

The health plan chose an outside vendor when
it started its diabetes management program in
order to get the program under way quickly, says
Wally Mlynaryk, MHA, director of disease man-
agement for the health plan.

“They definitely did have a positive impact
on our program, not only in terms of decreasing
resource consumption by members but also in
improving the clinical parameters as gauged 
by HEDIS [Health Plan Employer Data and
Information Set] figures,” he says.

Fallon Community Health Plan decided to
bring the program in-house to give the program a
local focus. Care managers are assigned to spe-
cific clinic sites throughout the health plan’s ser-
vice area so that the related physician group has a
single point of contact for its enrolled members.

Under the vendor’s program, physicians might
receive phone calls from several different care
managers, Mlynaryk says.
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“It gives the providers an opportunity to talk
to one person about all of their patients. They
have one person to call if they have questions
about the program or want help in maximizing
the benefits of the program,” he says.

Fallon Community Health Plan’s diabetes
management program includes care for both
high-risk and low-risk members with diabetes.

Among the 13,000 diabetics covered by Fallon
Community Health Plan, about 3,000 have been
assigned to the high-risk subset. High-risk mem-
bers typically are not managing their condition
and are regularly telephoned by a care manager
who monitors, educates, and supports the patient.

The health plan mines its claims data for mem-
bers who have the potential to have complica-
tions of diabetes in the future. Risk factors the
plan considers include hemoglobin A1C levels,
creatinine levels, and past utilization history.

“These are strong predictors of future utiliza-
tion for the diabetic population,” Mlynaryk says.

The health plan monitors lab values of mem-
bers monthly. If a member’s A1C levels and creati-
nine levels are stable, he or she may be moved to
a lower category or moved into the high-risk
management program.

Members who are not in the high-risk popula-
tion receive a quarterly educational newsletter
created by the care management staff.

The diabetes team at Fallon Community
Health Plan is working to develop a group fol-
low-up program that would allow members to
meet other members enrolled with the program
as well as have a face-to-face meeting with their
care manager.

It took the staff at Fallon Community Health
Plan about a year of planning to make the switch
from using a vendor to handling disease manage-
ment in-house. 

The plan already had established an Internet
data registry for its other disease management
programs and was able to include diabetes data
in the registry fairly quickly, Mlynaryk says.

“We were able to take the same snapshot of the
platform and modify it for diabetes,” Mlynaryk
says.

The vendor had established a high-risk group,
some of whom did not meet the criteria set by
Fallon Community Health Plan for its high-risk
group.

When the program started, those members
received letters notifying them of the changes in
the program and telling them that even if they
did not meet the new high-risk criteria, they still

would be monitored. 
The health plan visited providers and told

them the rationale for moving the program in-
house and the benefits the new program would
provide. Physicians also received a letter describ-
ing the new program.

When a member is referred to the high-risk
program, whether by the health plan’s stratifica-
tion process or a direct referral, the plan gets the
approval of the primary care provider before
starting the disease management program and
gives the member an opportunity to opt out.

A few members have refused to participate,
Mlynaryk adds.

“Since we’re look at a high-risk group, we use
a combination of education and training. The real
thrust is to try to get the members to check their
blood sugars at home,” says Janice Betz, RN,
senior clinical manager at Diabetes Care.

The care managers have rough guidelines for
frequency of calls and often take their cues from
the members as to how often to call, she says. 

Members could get a call as frequently as
weekly or as infrequently as quarterly.

“Some have a lot going on and don’t want to
be called every week. We will negotiate on how
often we call,” Betz adds. 

The care manager takes into consideration how
long the member has had diabetes and assesses his
or her knowledge of the disease to decide if the
member needs a full-blown educational program. 

If so, he or she is referred to the diabetic educa-
tion programs, a diabetes nutrition program, or
both.

The diabetes program’s nurse care managers
also address comorbidities, such as asthma or
congestive heart failure, Betz says.  ■

Lifestyle change hardest
part of managing diabetes
Members are encouraged to take small steps 

Prompting members who are at high risk for
complications of diabetes to change their

lifestyle to better control their disease is the hard-
est part of Fallon Community Health Plan’s dia-
betes program, points out Janice Betz, RN, senior
clinical manager for diabetes care at Fallon.

Betz, the team leader for the Worcester, MA-
based health plan should know. She has more than

October 2003 / CASE MANAGEMENT ADVISOR ™ 115



20 years experience in diabetes management. 
It’s essential for patients to take responsibility

for their diabetes treatment plan and work to
control their blood sugar by managing what they
eat and how they exercise, says Joseph Cohen,
MD, FCHP, associate medical director of disease
management program.

“They have to understand that this is a disease
they are living with and that there is no cure for
it. They are going to die with diabetes and could
die because of it, but if they take an interest in
controlling diabetes, they’ll have better results
and a healthier life,” Cohen says.

During their initial call to members in the high-
risk disease management program, the health
plan care managers try to determine whether the
members have thought about making lifestyle
changes and find out what changes they are will-
ing to undertake, Betz says.

Of the patients in Fallon’s high-risk popula-
tion, 90% have adult-onset diabetes and 80% of
those are obese, Cohen says. All are at high risk
for other health problems such as heart attack,
stroke, and blindness.

“Diabetes affects every part of your body,
rather than just one aspect. The toll on human
lives and the people who take care of diabetics
are tremendous. Patients can achieve control 
of their blood sugar levels by improving their
behavior pattern, exercising, and losing weight.
It can have a dramatic effect on their lifestyle,”
he says.

Many of the members are not at the point
where they are ready to change, Betz points out.

“A psychologist who consults with the dia-
betes program has educated the case managers
on the stages of change, how the patients go
through them, and what the health plan can do to
help them become ready to change, she says.

The care managers encourage the members 
to take small steps that can add up to a bigger
impact in the long run.

For instance, a member may decide to switch
from sugar-filled soda to diet soda, a simple
change that can have a big impact on blood sugar
levels.

“It’s not our goal to change everything overnight.
That is a setup for failure,” she says.

The company has set up an interactive voice
recognition system that allows members to call 
a toll-free number and record their blood sugar
levels verbally.

“Instead of having to touch numbers on the
phone, they can speak their blood sugar levels.

The system will automatically enter the blood
sugar levels into an Internet-based application 
and generate an e-mail alert for the care manager,”
Mlynaryk says.

The goal is for members to check their blood
sugar levels seven times a day, something that
rarely happens. The health plan care managers are
pleased if the members enter pre-mealtime and
post-mealtime readings at a reading at bedtime.

People in the high-risk group are encouraged
to use the voice recognition system to call in their
blood sugar levels every day.

The care managers explain to the members that
it’s important to report their blood sugar levels,
even when they are high, in order to help the
health care providers manage the diabetes.

“Our goal here is self-management. It’s their
diabetes and their health and we’ll do everything
possible to empower our members to take con-
trol of their condition,” says Wally Mlynaryk,
MHA, director of disease management for Fallon
Community Health Plan.  ■

Flextime appeals to care
managers in program
Nurses allowed to work at home

When it needed to hire nine nurse care man-
agers for its in-house diabetes management

program, Fallon Community Health Plan found a
way to overcome the area’s nursing shortage. It
gave the nurse care managers in the diabetes pro-
gram the opportunity to work flexible hours.

“Allowing the nurses to work in flextime made
it possible to hire nine nurses in a short time frame.
They all felt that flextime was a plus,” says Janice
Betz, RN, senior clinical manager for diabetes care
at Fallon.

The nurses are allowed to flex up to 50% of
their time and work at home as long as they have
a computer and access to the Internet.

The nurses typically call seniors during the day
and target the working population in the evenings,
Betz says. 

The care managers are expected to monitor
about 200 patients each.

The health plan monitors productivity of the
care managers who work at home.

“We look at the number of calls they’ve made
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and the number of members they’ve made notes
on,” Betz says.

Many of the care managers say they are more
productive working at home because they have
fewer distractions, such as people talking in the
next cubicle and co-workers dropping by to
socialize, she adds.

The nurses hired for the program went through
an intensive weeklong program on diabetes care.

In addition to classroom information, includ-
ing physiology, epidemiology, diabetes types, and
current state-of-the-art management techniques,
the nurse were encouraged to “live with dia-
betes” during the time they were at home.

In order to understand what diabetics go
through, the nurses were asked to count their car-
bohydrates while doing meal planning. They were
asked to use insulin pens filled with saline and
check their blood sugar using glucose meters.

“We wanted to give them real-life experiences
so they would know what their patients encounter.
However, they had to do it only for a week, and I
asked them to imagine having to do it for 30 years
or longer,” Betz says.

Betz, who has worked in the diabetes field for
more than 20 years, designed the educational
program to give the care managers an intensive
look at every aspect of diabetes.

She was assisted by an endocrinologist and a
psychologist who still works in the program.

The care managers will continue to go through
training. The plan’s new associate medical direc-
tor for the diabetes disease management pro-
gram, Joseph Cohen, MD, FCHP, provides
regular updates to the care managers on new
products and changes in standards of care.  ■

When tracking outcomes,
start with job description
Show what you contribute to your organization

More and more often, case managers are
being called on to demonstrate their value

by reporting on outcomes. But there are no hard-
and-fast rules as to what outcomes to measure
because they differ from organization to organi-
zation, says Mary Jane McKendry, RN, CCM,
MBA, director of education, training, and con-
sulting for McKesson Health Solutions. 

McKendry is president of the Case Management
Society of New England.

“Case management is considered a value-
added service and in most venues, it’s not
reimbursable. Hospitals or health plans usually
can’t charge for case management services. What
the organization needs to know is what value
you bring to the table,” she says.

Documentation

Case managers should be able to track out-
comes that clearly demonstrate the return on
investment for their services and show how they
assist their organization in meeting its goals.

For instance, the organization may be focusing
on quality or complying with Medicare and
Medicaid regulations — or both.

Before they can start tracking outcomes, case
managers should be able to recognize what they
are required to do from multiple levels, McKendry
says.

Case managers should start by understanding
the standards of practice from national organiza-
tions and how they fit into the job definition.

For example, look at what the job entails, the
rules case managers must go by, professional
licensure requirements, the expectation of the
employer, and the laws and regulation that
apply to each particular practice. Examples
include Medicare, Medicaid, workers’ compen-
sation, and the Americans With Disabilities Act.

“Case managers should link what they do for
their job with what the national organizations 
say and evaluate where there are synergies,” she
says.

Case managers should ask themselves what
their organization expects of them. Is your focus
to decrease cost and maintain quality or to main-
tain costs and improve quality? Does the organi-
zation have any major compliance issues with
Medicare or Medicaid regulations that case man-
agers can help with?

“The biggest problem case managers face in
managing outcomes is that they touch people in
so many different ways that each case manager
almost has to create a unique set of outcomes to
document,” McKendry says.

Once the case managers determine what out-
comes to measure, the next step is to develop an
easy and practical way to document what they do
and to compile an outcomes report.

McKendry offers this example:
Your goal is to decrease costs, but first you
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have to understand why costs are out of line and
put in place a plan to address them.

Frequent flyers, or people who have repeat
admissions to the hospital or the emergency
department, may be one avenue on which to
focus.

As a case manager, you may want to have a
discussion with the admitting physician to see if
there is an alternative to admitting the patient to
the hospital.

Find out if the patient needs more support at
home or simply doesn’t know how to take his or
her medication regularly. Look at what you can do
to cut down on admissions. For instance, a patient
may be medically complex and may need home
health services or to be in an assisted living center
where he or she can be monitored regularly.

Track each individual case over time, then
compile information on case management inter-
ventions and the resultant decrease in admis-
sions. This type of outcome demonstrates the
value of case management involvement.

“I’ve found out through my audits of hospitals
and health plans that the patient population is
getting sicker. Data related to this fact is another
way both case managers and utilization man-
agers can show the value they bring to the table
when thoroughly documenting their work,”
McKendry says.

If case managers document the trend toward
sicker and more medically complex patients, and
the level of services these patients receive, they
also can document improvements in quality or
drops in cost — such as decreased readmissions
— as a result of case management interventions,
she points out.

For instance, case managers could document
the educational support for patients as they go to
the next level of care, admissions to wellness pro-
grams, and the times that they proactively get
patients in to see physicians so they don’t have
an emergency admission.

Here’s an example from McKendry: You assess
Mrs. Jones and find she has been admitted to the
hospital three times in 12 weeks for the same
diagnosis. 

This is the time to alert your risk manager and
the physician. Talk to the patient and find out
what her problems are. 

Mrs. Jones may not be getting her prescription
filled or may not be eating well. Maybe she does-
n’t drive and can’t afford a taxi to pick up her
medicine and doesn’t know that some pharma-
cies will deliver. 

Mr. Jones may not be aware of the health plan’s
or hospital’s help line she can call with questions or
may live alone and call the ambulance whenever
she feels sick because she has no one else to call.

The case manager can document what she did
(their interventions) and address issues such as
cost, quality, and compliance with federal regula-
tions that prohibit hospital admissions for social
reasons. 

“Case managers need to create metrics for
themselves, to look at each individual case and
identify issues that impact quality and cost of
treatment,” she says.

For instance, if you have managed 350 cases
and 40 of them were people with diabetes, docu-
ment that you connected them to a diabetes edu-
cator, helped them set up a self-care plan, and
taught them how to monitor their lab values and
other health factors.

Look at similar medical records for one or two
previous years and compare patient outcomes
and document any decreases in admissions or
urgent care for those 40 patients after case man-
agement interventions were started. Or you can
document an increase in the number of patients
who received retinal examinations or had their
hemoglobin A1C levels checked after the interven-
tions started.

Look at what you did in each case and break it
down.

The challenge is coming up with a way to pull
data from your records and turn it into objective
information, McKendry says.

“Case managers have to learn to decrease their
free text in the documentation reports and
increase their objective indicators,” she adds.

For instance, McKendry says, if your organi-
zation’s goals are to address cost and quality,
pick some areas in which to measure outcomes.
It may be decreasing readmission, increasing use
of observation status, or increased use of home
support services instead of hospital admissions.

Look at the whole population you managed
over the past year and try to stratify them to cre-
ate specifics to your population.

Study admissions for various diagnoses and
come up with a way to address them.

“Look for commonalities, such as a lot of 
people with diabetes or chronic obstructive pul-
monary diseases. Document that you were able
to direct them into disease management pro-
grams or outpatient screening programs,” she
suggests.

Document when you give patients instructions
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on who to call if they have a question, or when
they should call you with a health question so
perhaps, you coordinate a visit to a physician
before their problem is bad enough to send them
to the emergency department. 

“There are a lot of outcomes that case man-
agers can demonstrate from both a quality and
cost perspective,” McKendry says.

For instance, if an urgent admission costs an
average of $5,000, and you diverted 80 of them in
one year, you save your plan $400,000. If you tab-
ulate the savings from all the case managers in
your department, it can add up to a large sum
each year.  ■

Stay connected to meet
today’s challenges

In order to meet today’s challenges and those of
the future, case managers need to “stay connected

and keep their finger on the pulse of today’s health
care system,” says Anne Llewellyn, RN, BHSA,
CCM, CRRN, CEAC.

Llewellyn, co-founder of PRIME, a Miramar,
FL-based health care educational company, is the
new president of the Case Management Society
of America (CMSA). 

Today’s case managers are challenged to be
responsive to the needs of consumers while fac-
ing increasing restrictions on resources, pressure
to curb escalating health care costs, and legisla-
tive change, she adds. To address these chal-
lenges, case managers need to take a proactive
role in addressing those issues locally and in cre-
ative ways, she says.

Incorporating advances in technology while
maintaining the human side of health care is
another challenge case managers will face in the
future, Llewellyn says.

She suggests case managers check CMSA’s
web site, www.cmsa.org, for updates on educa-
tional opportunities and other information 
that will help them stay informed; subscribe 
to CMSA@Work For You, a free newsletter from

CMSA, and attend local chapter meetings and 
the organization’s national conference.

Through CMSA, professionals can join the spe-
cial interest groups where they can network with
other professionals to address the challenges and
issues they face. Local chapters of CMSA give
case managers an opportunity to address issues
in the community. 

“The primary goal I have set for my presidency
is to represent members as well as prospective
members who are involved in the practice of case
management throughout the health care system.

October 2003 / CASE MANAGEMENT ADVISOR ™ 119

■ How case managers can
help with end-of-life planning

■ Disease management
approaches in addiction
treatment programs

■ How to measure your case
management outcomes

■ Creative solutions 
for engaging patients

COMING IN FUTURE MONTHS

Mark your Calendar!

9th 
AnnualHospital Case Management Conference

TThhee  CChhaannggiinngg  FFaaccee  
of Case  Management

Looking Forward, Looking Back
Program Chair Toni G. Cesta, PhD, RN, and her committee
have put together an agenda for the 2004 Hospital Case
Management Conference that promises to deliver the high level
of in-depth and insightful case management information you
have come to expect from us.

Join us in Atlanta, MMaarrcchh  144  -  166,,  22000044,, at the Swissotel
Atlanta to explore the case management issues that affect you
and your colleagues every day. Some of the topics that will be
discussed are:

•  A practical legal update for case managers
•  Role functions and departmental design
•  Best practices from the field
•  Case management for the uninsured
•  From discharge planning to transitional planning

Look for more information on program topics including 
valuable pre- and post-conferences that you will not want to miss!

CCaallll  1-880000-668888-2244221 ttoo  hhaavvee  aa  ccoommpplleettee  bbrroocchhuurree  mmaaiilleedd  ttoo
yyoouu  ttooddaayy!!  BBee  ssuurree  ttoo  rreeffeerr  ttoo  pprroommoottiioonn  ccooddee  5500000022  ttoo  
qquuaalliiffyy  ffoorr  tthhee  $$10000  eeaarrllyy  bbiirrdd  ssppeecciiaall!!**

*Paid registrations must be received by February 14
to take advantage of the $100 savings.

From the publisher of Hospitall  CCase  Mannagemennt  and CCase  Mannagemennt  Advisor



To do this, we need to hear from case managers,”
Llewellyn says.

The new board of directors of the CMSA
adopted a strategic plan at its first meeting in
June. 

The goals include:
• providing basic, advanced, and innovative

education for case managers;
• pursuing initiatives to determine outcomes

for case management;
• identifying CMSA as the “voice of case man-

agement” through coalitions, National Case
Management Week, and outreach to physicians,
consumers, and employers.

CMSA is working with other organizations
through the Case Management Leadership
Coalition to bring together various groups and
look for solutions that can address the chal-
lenges case managers face, Llewellyn points
out.  ■
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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. ■

16. MVP Health Plan’s Personal Health Improvement
Program is designed to help members cope with
stress-induced physical symptoms and pain from
chronic disease. 

A. True
B. False?

17. Oxford Health Plans has persuaded its high-risk
diabetic members to see an endocrinologist by:

A. Having case managers call them weekly.
B. Sending out reminder cards.
C. Offering them a $50 gift certificate.
D. All of the above

18. What percentage of Fallon Community Health
Plan’s high-risk population with adult-onset dia-
betes is obese?

A. 40%
B. 50%
C. 80%
D. 100%

19. According to Mary McKendry of McKesson,
what distinguishes the patients being treated
today from patients in the past?

A. They are sicker and more medically complex.
B. They are less compliant.
C. They have better insurance.
D. Their care is more expensive.

20. What challenges do today’s case managers
fact, according to Anne Llewellyn, new president
of the Case Management Society of America?

A. Being responsive to the needs of consumers
B. Coping with pressures to cut health care costs
C. Complying with legislative changes
D. All of the above

Answers: 16. A; 17. C; 18. C; 19. A; 20. D.

CEquestions


