
Creative solutions engage Medicaid
patients in disease management
Bilingual nurses, counseling pay off with publicly insured population

Medicaid recipients with chronic diseases are a difficult popula-
tion to reach. Often, they're transient and face economic, lin-
guistic, and cultural barriers to health care.

That’s why McKesson Corp., based in San Francisco, came up with 
a series of outside-the-box initiatives in its disease management pro-
grams for Medicaid patients whose care is not covered by a managed
care contract. 

“Disease management has undergone an exciting revolution in caring
for the chronically ill population, particularly those in vulnerable popu-
lations where the services didn’t exist two years ago,” says Sandeep
Wadhwa, MD, vice president of medical management services at
McKesson. 

McKesson has established Medicaid disease management programs in
Colorado, Washington, Oregon, Florida, Mississippi, and Montana using
registered nurses who do telephonic disease management and collabo-
rate with the patients’ physicians, complemented with field nurses who
do face-to-face counseling, educating the patients on self-management.

“Those Medicaid recipients don't have the benefit of the infrastructure
provided by a managed care contract. We can contract with the states 
to provide disease management without a full managed care contract,”
Wadhwa says.

When it made the commitment to offer disease management pro-
grams for the publicly insured, McKesson took its successful programs
for its commercial population and tweaked them to meet the needs of
the Medicaid population.

“We’re not married to everything being done by telephone and by 
a registered nurse. A big part of our model is to overcome barriers to
engagement with chronically ill patients,” he says.

Through the use of “community locators” who help find patients with
no permanent address, bilingual nurses, and local pharmacists who help
enroll patients, the company has engaged a much higher percentage of
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participants among Medicaid recipients than
among its commercial populations.

Only about 5% of the Medicaid population
chooses to opt out of the disease management
programs, a much lower percentage than in
McKesson's commercial programs.

McKesson offers disease management services
for the big five diseases: asthma, diabetes, conges-
tive heart failure, coronary artery disease, and
chronic obstructive pulmonary disease.

In some states, the company handles disease
management for all five conditions. In others,
they contract to manage only some populations.

The state of Washington, one of the first states
to implement the program, has projected $2 mil-
lion in savings in the first year. The state reports
that 26% of its Medicaid recipients with asthma
have an asthma action plan, compared to 11% the
previous year; 30% of diabetics have a diabetes
action plan, an increase from 17%.

Overall, participants in McKesson’s Medicaid
disease management programs have shown a
20% increase in flu vaccination rates, an increase
in inhaled steroid use among asthmatics, and 
an increase in ACE inhibitors for heart failure
patients.

Here are some of the created initiatives
McKesson uses to engage the patients:
• Community locators

Recognizing the challenge of contacting people
who often have no permanent address or tele-
phone number, the company employs locators
who often are community leaders who are famil-
iar with the people in their neighborhoods. 

“They are nonclinical people but are interested
in health care and are bedrocks of their communi-
ties. They fill a valuable role in helping our nurses
find the patients,” Wadhwa says.

Identifying the community locators is “half net-
working and half direct job soliciting,” he says.

The company runs employment ads in the
newspapers in areas where there are high concen-
trations of Medicaid recipients. They meet with
advocacy groups and set up informal networks to
get names of people who would be interested in
helping locate Medicaid recipients.

The locators network with homeless shelters
and community soup kitchens, using a model bor-
rowed from the tuberculosis public health pro-
gram. “We use whatever community resources we
can identify to be go-betweens to connect the clin-
ical community and a vulnerable mobile medical
population,” he says.
• Bilingual nurses

The company often employs bilingual nurses
who can communicate with patients in the preva-
lent language in that community.

“We get much greater participation and a higher
comfort level when the nurses can communicate
directly with the patients rather than relying on
interpreters,” Wadhwa says.

The company often utilizes nurses who speak
the five primary languages identified by the state.
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Medicaid DM program
addresses gaps in care 
Vulnerable population responds favorably

AMedicaid disease management program repre-
sents a huge potential to improve the health of

the publicly insured while decreasing overall health
care costs, Sandeep Wadhwa, MD, asserts.

“With publicly funded populations, there is usu-
ally a greater gap between the standards of care
and practices,” he adds.

“There are real opportunities to help these peo-
ple, whose conditions are typically more severe
than those in the commercially insured popula-
tions,” says Wadhwa, vice president of medical
management services at McKesson Corp. based in
San Francisco. 

Several years ago, McKesson made the commit-
ment to use its expertise in disease management for
commercial populations and to offer disease man-
agement services for Medicaid recipients whose care
is not covered by managed care plans. 

The company studied Medicaid regulations and
adapted its disease management programs to
more of a community-based disease management
program rather than a health plan model, he says.

“We recognized that there was an unserved
need among Medicaid patients and that many
companies are reluctant to serve them because of
the complex population and regulatory barriers,”
Wadhwa points out.

“We made a decision a few years ago to make
an investment to overcome the barriers and learn
to serve that population,” he says.

The Medicaid population has a higher preva-
lence of chronic conditions than commercial popu-
lations and represents a tremendous opportunity
for savings while improving the health of chronically
ill people, he says.

Beginning a program

“There is so much more need with this popula-
tion. The fact that their health is impairing their
quality of life and functional ability, combined with
the absence of resources, makes them a good tar-
get for disease management,” he says.

Washington, Oregon, and Florida were among
the first states that signed up for McKesson’s
Medicaid disease management programs.

The Centers for Medicare & Medicaid Services
(CMS) has begun urging states to adopt programs
to help those with chronic illnesses.

“What we are seeing now out of CMS is recogni-
tion that these states' early experiences can be
translated into benefits for a vulnerable population,”
Wadhwa says.

Before beginning a program, McKesson gets
data from the state Medicaid departments and uses
proprietary algorithms and predictive models to
identify the patients and determine who is at high-
est risk. 

The McKesson staff also work with hospitals,
physicians, and other sources to identify patients
who do not have claims data. About 90% of the
patients are identified through claims.

The company sends introductory letters to
patients’ primary care physicians and notification
letters to patients. Depending on the contract with
the states, the patients may choose to opt into
the program or be automatically enrolled with the
choice of opting out.

Identified patients

After the letters are sent, a disease manage-
ment nurse contacts the patient by telephone or
arranges a visit if the patient is in the highest risk
group.

All patients identified for the program receive
regular educational mailings.

When a beneficiary is identified for the program,
McKesson performs an initial assessment that puts
the patient into a risk level and generates a plan of
care.

Beneficiaries may get more than the specified
visit and calls, depending on their understanding of
their condition or other needs.

High-risk patients generally receive a call or a
visit once a month. About 5% of the population
chooses to opt out of the programs, a figure much
lower than in many commercial populations.

“They may be transient and have a lot of other
pulls for their limited time and resources. We’ve
found they really appreciate the service and that
we have much higher rates of participation than in
our commercial populations,” he says.

Geographic analysis

When the company contracts with a state for its
Medicaid population, it does a geographic density
analysis to decide where the field teams and call
center should be located. 

For instance, in Mississippi, the nurses are con-
centrated in the population centers of Jackson, the
Delta region, and on the Gulf Coast, with a floating
nurse responsible for patients in a big rural area.  ■



A call center in Puerto Rico helps McKesson meet
the needs of the Spanish-speaking population. 
• Pharmacy partnerships

In Washington, McKesson has partnered with
Rite Aid on a pilot project to offer services right in
the drugstore and to enroll eligible patients.

“A lot of drug stores are at major intersections
and act as community landmarks.” Wadhwa
points out. When eligible patients go to the phar-
macy to refill prescriptions, the pharmacist can
enroll them right on the spot. “We recognize that
pharmacists are another constituent. They deliver
a lot of care to Medicaid patients. We are piloting
this program with Rite Aid and plan to study
ways to improve the concept and open it up to
other pharmacies,” he says.

In some instances, the field nurses meet with
homeless patients in the drug store.
• Sensitivity to local language, accents

McKesson can set up a call center if appropri-
ate in states it serves, so Medicaid patients will
hear a familiar accent on the telephone. “We rec-
ognize that there is a sensitivity about outsiders
with the Medicaid population, and local accents
make a difference. Patients in Mississippi feel
more comfortable when they get calls from some-
one with a Mississippi accent, and they’re more
likely to work with them than if they're called by
someone with a Colorado accent,” Wadhwa says.

The key to a successful Medicaid disease man-
agement program is to be flexible in each market-
place. “What works in Mississippi may not play
in Oregon,” he says.
• Partnering with the community

The company works with community agencies
to provide services for the patients. For instance,
the American Lung Association in Washington
state had 2,000 bed covers and asked McKesson
to help identify asthmatic children on Medicaid
who could use them. The disease managers work
closely with physician groups and partner with
community health centers as a way of locating
patients and as a place where they can do patient
education.

“We find that we are in kind of a catalyst role 
in terms of organizing different stakeholders in a
community. We work with the community health
centers, which gives us more access to all regions,”
Wadhwa says.
• Home visits

Whenever possible, the field nurses meet the
patients at home so they can check for safety issues
as well as educating the patients. “We think there 
is a lot of value in home-based care. For instance,

the nurses can provide a little more education on
dietary issues if they can open up the refrigerator
and discuss what's inside,” he says.

In the case of homeless patients, the nurses
meet them at the public library, a physician’s
office, or a pharmacy.
• Identifying a primary care provider

The major thrust of the program for the first
few months is to help the patients find a medical
home. Many of them can't identify a provider
who serves as coordinator of their care.

“Before we start the educational portion of the
program, we help them identify a physician they
will be comfortable with who will communicate
with and reinforce the care with us,” Wadhwa
adds. The disease management nurses make sure
the patients get to their appointments and prepare
them with questions about the medications they
are taking, potential side effects, and what tests
they may need.

“The disease management nurses may spend
an hour talking with a patient about blood pres-
sure, and at some point, something clicks and
their past eight doctor visits make sense. The doc-
tor finds that the patient is much more under-
standing of the goals of therapy and that some of
the frustrations have been removed,” he says.

Physicians report that patients who are in the
program are more active in participating in their
own care and that no-show rates drop and after-
hours calls go down after patients enroll in a dis-
ease management program.

“We are looking for ways to help doctors who
are taking Medicaid payments,” Wadhwa says.
Because Medicaid reimbursement often is lower
than what physicians receive from commercial
payers, McKesson tries to help show that the state
Medicaid program wants to make it easy to treat
the patients.  ■

DM program focuses 
on 17 conditions
Insurer saves $36 million in claims in first year

In the first 12 months of a comprehensive disease
management program for members with 17

chronic conditions and diseases, Blue Cross and
Blue Shield of Minnesota saved $36 million in
claims, with a return-on-investment of $2.90 for
every dollar spent.
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The BluePrint for Health care support program
provides telephone-based nurse support to mem-
bers and their physicians.

In addition to providing support to members
with commonly managed diseases such as
asthma, diabetes, chronic obstructive pulmonary
disease, congestive heart failure, coronary artery
disease, and end-stage renal disease, Blue Cross
and Blue Shield of Minnesota’s disease manage-
ment plan encompasses a total of 17 conditions.

These include: acid related disorders, atrial/fib
anticoagulant therapy, chronic hepatitis and cir-
rhosis, fibromyalgia, incontinence management,
inflammatory bowel disease, irritable bowel syn-
drome, low back pain, osteoarthritis, osteoporosis,
and pressure ulcers.

More than 150,000 members are being served
by the BluePrint for Health care support disease
management programs.

“These programs help empower members with
the resources to live healthier, and the 12-month
data show that they are working, helping people
avoid unnecessary trips to the emergency room
and hospital,” says Bill Gold, MD, chief medical
officer and vice president for Blue Cross. “It sup-
ports doctors’ relationships with patients; mem-
bers love it; and it saves on health care costs.”

Blue Cross’s program reaches up to 15% of a
purchaser’s health plan members, compared to
typical disease management programs that reach
less than 3%, Gold says.

Here are some outcomes data:
• Claims data showed annual savings of nearly

$500 for each member enrolled in the program.
• Members in the disease management program

experienced an 11% drop in the rate of emer-
gency department (ED) visits and a 14% drop
in hospital admissions compared with the pre-
vious year.

• When compared to members with the same
conditions but not in the program, members 
in the disease management program had 18%
fewer ED visits.

• More than 7% of core members and 11% 
of extended condition members reported
decreased days absent from school or work 
as a result of the program.

• More than 95% of eligible members are partici-
pating in the program.

• In an independent survey, 90% of core mem-
bers reported that they were either very satis-
fied or somewhat satisfied with the program;
84% reported having more control over their
health; and 57% said the program helps them

communicate better with their physician.
“The potential impact is staggering. This com-

bination of conditions affects between 10% and
15% of a health plan's population, but those mem-
bers typically account for 40% to 45% of all claims
expenditures by a health plan,” Gold says. 

The members have improved their overall
health as well as their compliance with recom-
mended care plans, reports Pat Heald, RN, BS,
manager of the BluePrint for Health care support
program.

For instance, the members have shown an over-
all drop in hemoglobin A1C levels, indicating that
not only are they getting the required number of
tests but that they understand what they can do to
improve the results.

“Members want to take better care of them-
selves. We know there are gaps in the health care
system and providers can’t meet all the patients’
needs in a 10- or 15-minute visit. Our disease
management programs are trying to address the
gaps,” she says.

Blue Cross and Blue Shield of Minnesota entered
into a partnership with American Healthways for 
a comprehensive disease management program at
the end of 2001 and launched programs for conges-
tive heart failure, coronary artery disease, and dia-
betes in March 2002, adding chronic obstructive
pulmonary disease, in April 2002, asthma and end
stage renal disease in May 2002, and staggered
implementation of the remaining 11 conditions in
June 2002.

“It’s a big undertaking, and we take it all very
seriously. Our goal is to change the way our mem-
bers perceive and receive health care,” she says.

The Blue Cross and Blue Shield of Minnesota
program was the first in the nation to encompass
such a comprehensive list of different conditions.
Since many of the members have comorbid condi-
tions, the approach allows the company to address
the whole person and not just a single disease,
Heald adds.

“Nobody else has ramped up and offered all
these programs over such a short period of time.
We have a committed team that works every sin-
gle day to meet the needs of our members. We
have a solid commitment from our executive lead-
ership to dedicate the resources necessary for the
program,” Heald says.

The company made the decision to include the
less common conditions in the program because
they affect so many members.

“Our extended conditions collectively repre-
sent our largest group of members. These are
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conditions that are chronic in nature and very
amenable to nurse education and support,”
Heald says.

The company chose conditions that were preva-
lent among their population and those for which
telephone outreach could have an impact. “It was
important for us to choose conditions where there
are standards of care or evidence-based guidelines
to support our program,” she adds.

Considering the program’s benefits

Before launching its disease management pro-
grams, Blue Cross and Blue Shield of Minnesota
spent considerable time deciding which program
would best benefit their members.

“Our goal is to try to touch as many members
with chronic conditions as we possibly can. This
meant understanding the disease burden and the
prevalence rate for our membership,” she says.

Choosing common conditions such as diabetes
and heart disease was easy because they are so
prevalent, Heald points out.

“We looked at other conditions that affect a sig-
nificant number of people all their lives. Our goal
is that we want our members to be healthier. It’s
not just the lab values that are important. It’s their
quality of life and overall health in general,” she
says.

Before any disease management program is
implemented, the care support team at Blue Cross
and Blue Shield, including the medical directors,
review American Healthways’ programs to make
sure they meet recognized clinical standards 
and those of the Institute for Clinical System
Improvement, a local organization of health plans,
physicians, and the Mayo Clinic, that has devel-
oped standards and practice care guidelines for
Minnesota.

“Additionally, we have received feedback
from our network providers,” she says. For
instance, instead of sending reports on the
members’ progress directly to providers, Blue
Cross and Blue Shield of Minnesota is taking 
a different approach — they send the reports 
to the members and encourage them to share
the information with the provider.

“This is in keeping with the program's philoso-
phy that the fundamental interaction in health
care is between the patient and his or her physi-
cian. Everything else in the health care system
exists solely for the purpose of improving the
value of that interaction,” Heald explains. 

Providers don’t necessarily view getting reports

on their patients as a benefit because they either
don’t have a system in place to incorporate the
reports into their daily practice or they don’t have
the time to look at them, she adds. 

“Based on feedback from many of the network
physicians, the health plan worked with the
provider advisor council and decided try some-
thing a little different,” Heald says.

The plan has educated the physicians about the
disease management programs and notifies physi-
cians when a patient who could benefit from the
program has been identified. The physicians, in
turn, often refer patients into the program.

“Our providers have started getting more and
more involved because they understand the
impact that the disease management programs
can have on the members and how these pro-
grams can actually enhance the relationship they
have with their patients,” she adds.

The disease management nurses collaborate
with Blue Cross and Blue Shield’s in-house medi-
cal case managers and behavioral health case
managers, who manage the patients with com-
plex, acute episodes of care.

When a case manager identifies a member in
need of case management and that member also is
participating in one of the disease management
programs, the member remains in the program
but his or her acute and complex illness or hospi-
talization may be handled by a case manager who
coordinates with the disease management nurse,
Heald says.

“We have certain internal triggers that prompt
the care support nurses and our case managers to
recognize situations in which it would be benefi-
cial for the member to be comanaged by a disease
management nurse and a case manager,” she
notes.

For instance, if a member is hospitalized for a
heart attack, experiences severe complications,
and is newly diagnosed with diabetes, the case
management department would be called in to
handle the acute episode of care and would facili-
tate the member being entered immediately into
the disease management program.

“We want to make the relationship between
case management and disease management as
seamless as possible and as integrated as possi-
ble,” Heald says.

There are about 130 nurses at the Blue Cross
and Blue Shield of Minnesota call center. They
work in teams, each focusing on a specialty area,
such as diabetes of congestive heart failure.
Within the team, patients are not assigned to a
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specific nurse but instead have access to a nurse
specialist seven days a week.

The center has a clinical information system
that brings up the patient file when a patient calls
in or a nurse calls a patient. The system automati-
cally shows what conversation took place the last
time the patient spoke with a nurse and what
goals were agreed upon.

“The nurse doesn’t have to start over with the
patient. They begin the conversation where the
previous one left off. The members feel like the
person they are talking with knows them, and
that is one thing that makes these interactions so
successful. It is imperative that a channel of trust
is established with our members,” Heald explains.

The members are identified for the program by
claims data, using algorithms that screen by con-
dition for requirements that need to be met before
the member is eligible.

The company sends an introductory letter to
the members who have been identified, telling
them to expect to get educational material on their
condition and a telephone call from a care support
nurse who will fully explain the program.

“It’s an opt-out program. If the members
choose not to participate, they call us and let us
know,” she says. When the care support nurse
talks to the member, he or she asks if the member
wants to participate and gets permission to share
the information with his or her physician.

The care support nurses conduct a series of
assessments with the members to determine their
level of understanding of their condition and their
readiness to change. Based on their conversations,
the nurse and member establish goals to help the
member reach his or her optimal health and abil-
ity to manage the condition for the long term.

They conduct an initial assessment that stratifies
members according to the severity of the condition
and current needs. After each care call, the nurses
can change the member’s stratification level.

If a care support nurse determines someone is
in a position to need more help, he or she can
override the stratification and arrange for the
member to be called as frequently as every day.
The stratification level specifies a minimum num-
ber of calls during the month. 

The system restratifies members every month.
For instance, if a member is hospitalized, his or
her stratification level is raised and the member
goes into the call queue more quickly. Changes in
a member’s condition signal the need for more
support, Heald points out.

In later calls, the nurse determines how much

the member understands about his or her condi-
tion, whether he or she is ready to change, and the
level of involvement the member has with the
providers.

“The nurse and member work together to
understand what the physician has told the
member to do or not to do,” she says.

The nurses contact the physicians directly if
they identify a need that isn’t being addressed. For
instance, if a member tells the nurse he’s falling
down a lot, the nurse will work with the provider
to get an order for a home health evaluation to
determine the safety of the home environment.

“We are really focused on what the member
needs. The guidelines are there, and we want
them to be adhered to, but the member really
drives the interventions we do and how we inter-
act with our members,” she says.  ■

Disease management
requires different skills
Know the difference between the two activities

If you are a case manager who also is performing
disease management activities, keep in mind

that the two activities require distinctly different
skill sets, suggests Rufus Howe, RN-C, MN.

“Disease management is not your mother’s
case management. It’s a distinctly different field,”
adds Howe, vice president of product develop-
ment for American Healthways, a Nashville, TN,
disease management company.

There are some common threads in both pro-
cesses, but disease managers need some specific
skills that aren’t needed by people who do case
management, he adds. 

Howe suggests that disease management be
recognized as a specific profession with its own
professional organization, professional certifica-
tion, and educational programs.

“Disease managers are largely unsupported
professionally. It’s a rapidly growing field due to
third-party validation of the value of disease man-
agement interventions. I believe that disease man-
agement is a profession in its own right, just like
case management is a profession,” he adds.

Howe estimates that about 3,500 people cur-
rently perform disease management activities in
this country, a figure he expects to grow. “Disease
management exists in a variety of settings and
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with a variety of approaches. I believe that we
need to lay out a definition and scope of practice
for disease management and provide support for
people in the profession,” he says.

“If someone wants to do disease management,
this is a good starting place. You should know
whether you are aligning yourself with that par-
ticular approach,” Howe notes. 

While registered nurses are the predominant
profession in disease management, he points out
that there are exercise physiologists, licensed
social workers, respiratory therapists, registered
dietitians, and even pharmacists who do disease
management. 

“Disease management is accepting and tolerant
of different professionals participating, while case
managers tend to be registered nurses,” he says.

Four distinct plans of care

Howe, who has worked in disease manage-
ment since 1983 when he started a hospital-based
diabetes program, explains disease managers
often coordinate four distinct plans of care: 
• the plan of care developed by the physician,

which focuses on treatments and procedures; 
• the patient’s perceived plan of care, which is

influenced by the patient's experiences and
environment; 

• the plan of care from the health plan, which is
influenced by utilization management criteria;

• the best-practice plan of care that has been
developed through evidence-based research.
“Disease managers follow a process that is

unique and need a different set of skills and
focuses from those used by case managers,” 
he says. 

Unlike their counterparts who do case manage-
ment, professionals who do disease management
need to know about targeting populations, using
predictive modeling, and stratifying patients by
level of acuity, Howe adds.

“Disease managers need to know more about
medical appropriateness than the typical case
manager. They don’t typically get involved in
authorization for service, utilization manage-
ment, or coordination of services.” Typically, dis-
ease managers work with stable but chronically
ill patients, while case managers care for acutely
ill or injured, high-cost patients who are rarely
stable, he adds.

Disease management is a long-term process
that may last for years, while case management
tends to be event-based and usually involves

only short-term care management, Howe notes.
“Disease management is longitudinal in nature.

Disease managers provide long-term education
and support for chronically ill people for seven or
eight years or even longer. It’s a long-term part-
nership,” he says.

Disease managers tend to focus on core condi-
tions such as diabetes, asthma, coronary artery
disease, and depression and because they talk to
people all day long with these conditions, they
need a comprehensive understanding about the
disease, and the evidence-based approach to treat-
ment. Case managers tend to be more generalists,
coordinating care for a patient with multiple
trauma, another with cystic fibrosis, and another
who has been hospitalized for a heart attack, he
adds.

Disease managers must address medication
issues and help patients make lifestyle changes by
exercising, losing weight, and managing stress.

They must be adept at helping to prevent acci-
dents because chronically ill people often have
problems with fires, falls, and other accidents
because of failing eyesight, diminished coordina-
tion, and decreased mental capacity, he says.

“All of these things are pivotal for a disease
manager to address, but they are not necessarily
things that case managers focus on,” he says.

According to Howe, disease managers need
to be skilled in helping patients change their
behavior in a far more involved way than case
managers.

“Case managers don't have the time or incli-
nation to work on readiness to change. They
open a case, close the case, and move on to the
next patient. That’s what they’re supposed to
do. It’s hard to tell if someone on a ventilator is
ready to lose weight. It just doesn't work that
way.” he says.  ■

CMs provide support 
for bariatric patients
Obesity management means lifetime commitment

Some people who are considering bariatric
surgery as a weight-loss option may think

they can have a minor operation and start losing
weight automatically without having to think of
dieting again. That’s where Michelle Coffman,
RN, and Sue Lassetter, MA, come in. 
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“This is a lifetime commitment, just like a trans-
plant patient requires a lifetime commitment. We
start educating the patients that bariatric surgery
is a tool we give them to facilitate weight loss but
they still have to diet and exercise because they
have a lifelong chronic disease,” says Coffman,
owner of Full Spectrum Life in San Jose, CA, and
a bariatric case manager.

Coffman helped Good Samaritan Hospital, also
in San Jose, establish its bariatric surgery program
after starting a program at Stanford University
Hospital.

Recognizing that patients who undergo
bariatric surgery need long-range support, she
and Lassetter started Full Spectrum Life, a sup-
port program for bariatric surgery patients.

The company works as independent contrac-
tors with bariatric surgery patients at Good
Samaritan and other San Jose hospitals.

Lassetter, who is a bariatric patient with a lot 
of experience as a life coach, facilitates the group
meetings while Coffman provides the education.

“We help motive the patients psychologically
and help them set goals. I'm the clinical piece and
she is the psychological piece,” Coffman says.

Statistics from the American Association 
for Bariatric Surgery show that about 103,000
Americans underwent gastric bypass surgery
last year, four times the number who received
the procedure just five years ago. 

The patients require a lot of support before and
after the surgery in order to modify their lifestyles,
watching their diet and exercising regularly.

Coffman likens working with patients who
undergo bariatric surgery to disease management
for obesity.

“Obesity is a chronic disease. You could lump
what I do in with a diabetes educator or a cancer
support nurse,” she says.

Before surgery

Before patients undergo bariatric surgery,
Coffman meets with them for about 1½ hours,
telling them what to expect during and after the
hospital stay and doing the preoperative teaching. 

The patient typically has two visits with a dieti-
tian and keeps a food diary for a week so the
dietitian can evaluate current eating habits and
make recommendations for behavioral changes.

Coffman supports the patients during the 
preoperative process, reminding them to keep
track of the amount of protein they eat, stop
drinking sodas, and drink a lot of water. “I do a

lot of education and help them make behavioral
changes and stay on a proper diet,” she says. 

Coffman supports the dietitian and helps the
patient work to change his or her eating habits
prior to surgery.

She takes a patient history and admission as
part of the intake process, handles the screening,
and assists with the preoperative work-up.

“I operate as an extra pair of eyes for the anes-
thesiologist during the preoperative screening. We
make sure the patient is appropriate for surgery
and that he or she doesn’t have a medical problem
that would put [him or her] at unnecessary risk,”
she says. 

Screening process

Bariatric surgery patients receive a rigorous
screening that includes complete medical work-
up, echocardiograms, sleep studies, and a psychi-
atric evaluation prior to surgery.

The therapist or psychologist sends a written
report assuring that the patient is not under
undue stress or anxiety and is able to follow
instructions. 

The psychological evaluation helps determine
if the patients have realistic expectations from the
surgery.

“We want to make sure they know what they
are getting themselves into, what is expected of
them, and what the surgery can help them accom-
plish,” Coffman says.

She visits the patients once or twice while they
are in the hospital and acts as a liaison between
the patient and the surgeon.

When patients are in the hospital, Coffman
works with the hospital case manager to facilitate
any discharge planning needs.

“Most of the patients are able to go home with-
out a lot of care. Since this is elective surgery, the
patients don’t go to skilled nursing facilities or
need a lot of post-discharge care. Most are able to
return home with follow-up visits to the doctor,”
she says. 

Once the patients are discharged from the hos-
pital, they are encouraged to attend Coffman and
Lassetter’s group meetings three times a month.

The group’s meetings often include guest
speakers, such as a dietitian who helps patients
learn how to order from a restaurant menu and 
a marriage and family therapist who talks about
the emotional issues that can follow bariatric
surgery.

Patients have to understand that the surgery
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isn’t just a quick fix. They have to modify their
behavior in order to stay healthy and lose weight.

The patients have to learn that when they are
able to eat a limited amount of food, protein
should be their first choice. They are encouraged
to exercise and take nutritional supplements to
prevent nutritional deficiencies. All of this is rein-
forced in the group meetings.

“We’re trying to make attending the group for a
year a requirement. They need support that long
— without question. They need a lot of emotional
support,” she says.  ■

Advocacy may be a 
balancing act for CMs
Remember needs of patients, hospitals, insurers

By Hussein Tahan, DNSc, RN, CNA
Chair-elect
Commission for Case Manager Certification
Rolling Meadows, IL

For case managers working in an acute-care
environment, advocacy is a fundamental prin-

ciple of the services they provide. Advocacy may
be described simply as “wanting, getting, and
doing what is in the best interest of the patient
and the family.”

In practice, however, case managers find them-
selves acting as advocates not only for the patient
and family but for the hospital and provider of
care as well. The needs and priorities of these
parties may result in conflicts case managers are
pressured to resolve.

Here are some of the stakeholders whose inter-
ests the case managers must keep in mind:
• The patient and family

Case managers advocate for the patient and
family by ensuring that the plan of care is appro-
priate and that treatments, tests, and procedures
are available and accessible. 

It also means ensuring that the care provided is
timely, of the utmost quality, and in the best inter-
est of the patient and family. 

Moreover, case managers ensure that the
patient and family are making informed 

decisions about the care they opt to receive. 
• The hospital or provider

Case managers advocate for the hospital by
working with the care providers (e.g., physicians,
nurses, social workers, and others) toward a
timely patient’s discharge and by negotiating
with the insurance companies for the authoriza-
tion of care and utilization of necessary resources.

These acts aim to enhance reimbursement and
meet the hospital’s goals and targets while ensur-
ing patients receive safe and quality services.
• The insurance company

Working with representatives of insurance
companies increases the complexity of the case
manager’s role as an advocate. The demands of
these companies (e.g., authorization and certifica-
tion procedures, reimbursement methods, utiliza-
tion management policies, and quality reviews)
often add another dimension and player to the
advocacy process. 

Case managers are placed in situations where
they are obligated to inform the patient/family
and the provider of care that the insurance com-
pany has denied a particular treatment.

This presents a potential for conflict: Is the
case manager advocating for the insurance com-
pany, the hospital/provider, or the patient/fam-
ily? The patient’s perception of this aspect of the
case manager's role impacts the patient-case
manager relationship. 

If the patient perceives the case manager to be
advocating for the insurance company, the qual-
ity of their relationship is compromised, trust is
jeopardized, and therefore, the case manager may
fail in meeting the set goals.

Given those contexts, it's easy to understand
why advocacy is a complex and demanding role
for case managers. At all times, the needs of the
patient and family are paramount, while dealing
with the reality of the hospital's requirements and
the demands of insurers. 

In the managed care environment, with its
emphasis on cost containment and resource allo-
cation, the advocacy balance becomes even more
delicate.

In research that I conducted recently, I found
that case managers — often working as part of 
a collaborative team that includes physicians,
social workers, and others within and outside the
hospital environment used six main strategies for
advocacy. They include:
• Communicating with each other, the patient/

family, the hospital, the insurance company,
and other community agents regarding care
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and related issues in attempts to ensure
patients receive the care they need.

• Teaching to ensure that the patient/family
and other parties (especially physicians) were
informed and knowledgeable about managed
care regulations and practices, the decision-
making processes at insurance companies, and
procedures of denials and appeals. This is nec-
essary for all involved to understand the rea-
sons why certain decisions are made and their
implications.

• Resolving disagreements that may arise
among any of the parties: patient/family,
insurance company, hospital/provider. The
main purpose is not to compromise care and
its related outcomes.

• Brokering of services needed by the patient
and family while in the hospital or after dis-
charge into the community. This is essential to
ensure that patients access the services they
need and in a timely fashion. 

• Obtaining consent to secure approval by the
patient/family for treatments, tests, and pro-
cedures, and to confirm that the patient/fam-
ily allows the hospital to appeal a denial on
their behalf with the insurance company or
state.

• Supporting to provide emotional support and
psychosocial counseling to reduce anxiety on
the part of the patient/family during illness
and treatment.
Further, case managers employ a negotiation

strategy to balance the needs and demands of the
three parties (i.e., the patient/family, the hospi-
tal/provider, and the insurance company), to
resolve conflicts, and reach more desirable out-
comes. For example, if an insurance company
denies treatment that the physician and the hos-
pital decide is necessary, the case manager (along
with the other team members) will negotiate on
behalf of the patient. 

The goal will be to try to influence the insur-
ance company to change its decision in favor 
of the patient and authorize treatment. If these
efforts fail, the case manager and team members
may turn to the physician and/or others at 

the hospital to negotiate with the insurance 
company.

In the ideal situation, the outcome of advocacy
is a win-win solution, in which all three parties
are happy. There are times, however, when one
or more of the parties is not pleased with the ini-
tial outcome. In these instances, the case man-
ager turns to negotiation skills in an attempt to
reach the best solution possible. 
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Advocacy clearly is a balancing act, one that
demands that the case manager, often working
as part of a team, seek to meet the needs of the
patient/family while satisfying the demands of
the hospital/provider and the insurance com-
pany. These tasks are increasingly challenging.
However, as case managers, we must not lose
sight of advocacy as one of our fundamental
roles and ethical obligations. To do so would not
only undermine our effectiveness but also jeop-
ardize the benefit we bring to the patients, their
families, and the entire care continuum.

[Hussein A. Tahan, DNSc, RN, CNA, is the chair-
elect of the Commission for Case Manager Certification
(CCMC). The CCMC is the only certifying body for case
management professionals accredited by the National
Commission for Certifying Agencies. Hussein also is 
the director of nursing for Cardiovascular Services 
at Columbia University Medical Center, New York
Presbyterian Hospital in New York City. Additionally,
he is the co-author of The Case Manager’s Survival
Guide: Winning Strategies for Clinical Practice.

The article is based upon findings published in
Tahan’s 2003 doctorial dissertation, “A Substantive
Theory in Acute Care Case Management Delivery:
Provision of Integrated Care Using a Collaborate Core
Team” (UMI Number 3088430).]  ■
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CE objectives

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

1. Identify clinical, legal, legislative, regulatory,
financial, and social issues relevant to case
management.

2. Explain how those issues affect case managers
and clients.

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

21. McKesson has contracted for Medicaid DM 
services with which of the following states:
A. Alabama, Florida, Michigan, California,

Montana
B. Delaware, Maine, Connecticut, Florida,

Oregon
C. Washington, Oregon, Delaware, Nevada,

Illinois
D. Colorado, Washington, Oregon, Florida,

Mississippi, Montana

22. What was the return on investment for every
dollar spent by Blue Cross and Blue Shield of
Minnesota in its comprehensive disease man-
agement programs for 17 chronic conditions?
A. $1.25
B. $2.90
C. $1.76
D. $1.04

23. According to Rufus Howe, disease managers
follow a unique process and need a different set
of skills from their counterparts who do tradi-
tional case management. 
A. true
B. false

24. The American Association for Bariatric Surgery
estimates that how many people underwent
bariatric surgery in 2003?
A. 103,000
B. 65,000
C. 206,000
D. 1 million

25. According to Hussein Tahan, chair elect of
CCMC, in what ways do case managers act 
as advocates?
A. communicating and teaching
B. resolving disagreements, brokering services
B. obtaining consent and providing support
C. all of the above

Answers: 21. D; 22. B; 23. A; 24. A; 25. D.

CE questions


