
Health Advisor program helps members
navigate fragmented health care system
Nurses serve as advocates and benefits experts 

As employers contract with multiple vendors to get “best-in-
class” health care services, an employee may have a medical
plan managed by a managed care organization, disease manage-

ment programs handled by a number of specialty vendors, and a phar-
macy plan managed by another company.

That’s one of the reasons why CIGNA HealthCare began its Health
Advisor Program in January as a way to assist employees and their
families in navigating the health care system.

“Employers often choose multiple health care delivery partnerships
as they try to get the best services for their employees. The employees
may have access to a number of different programs, but they need
someone to pull it all together for them,” reports Rosemary Hummel,
RN, assistant vice president of medical management program develop-
ment for CIGNA HealthCare.

The program was developed in response to employers who were
looking for a higher level of service for the employees and their fami-
lies, Hummel says.

“The Health Advisors program provides a one-stop shop where mem-
bers can talk to someone who is their advocate to help them get the right
level of care in the right setting. They provide an answer to the confusion
that those multiple entities might cause the member. The health advisors
provide a holistic view of the member’s situation and make sure that all
the member’s health needs are addressed, even if CIGNA doesn’t pro-
vide the services the member needs,” Hummel says.

Health advisors try to optimize the overall member experience through
added personal interaction and support, Hummel adds.

“This added touch is particularly important for individuals who may
be experiencing catastrophic health events or for those with chronic con-
ditions,” she says.

Health advisors are nurses dedicated to a specific employee group,
who are available by telephone or secure e-mail and act as health care
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coaches for their assigned members. They have
access to the employer’s medical, pharmacy, and
behavioral benefits plan as well as other pro-
grams offered by the employer that may or may
not be administered by CIGNA.

“The service is akin to what patients receive in
the hospital setting where there is a primary nurse
who develops the care plan and provides oversight
to make sure the patients are connected to the ser-
vices they need. The Health Advisor nurse provides

a similar service in an insurance setting,” she says.
The nurse advisors provide members with

direct access to counseling and education to help
people who don’t fall within traditional care
management programs. They promote preven-
tion and self-care and coach members to better
help and assist them in navigating through the
complicated health care system.

The individual employees can pick up the tele-
phone, call their assigned advisor directly, and
ask questions about their condition, their treat-
ment plan, or anything else related to their health
care needs, Hummel says.

Although it’s too early for any definitive out-
comes data, members, employers, and nurses
who work in the program have had a positive
response, she notes.

Members have expressed their satisfaction in
knowing they can have someone who under-
stands their situation and can help get the care
they need, she adds. Nurses who have taken on
the role of health advisor have reported being
very satisfied with the change.

“They find the job very rewarding and have said
they feel like they are making a difference in the
member’s lives, just like they did when they were
in the clinical setting,” Hummel says. “It’s a win-
win-win situation. The member, the employer, and
the nurse all win when we utilize our expertise to
maximize care.”

Improved compliance

The program adds value by helping members
gain access earlier to appropriate clinical pro-
grams and improves compliance with treatment
guidelines by giving participants a single source
for help, Hummel adds.

“If people are engaged early with the right infor-
mation, they can make better choices early and help
prevent more costly problems later on,” she says.

When a company signs up for the program, the
members are sent enrollment materials, including
a program description and an enrollment card
with information on how to contact their health
advisor. When the members call, they are assigned
a dedicated nurse advisor who works exclusively
with them through that particular episode of care.

Members are identified for the program through
self-referral, referrals from providers, and standard
medical triggers and predictive scoring to indicate
at-risk members.

For instance, the pharmacy data may show that
a member has just received a prescription for a
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diabetes medicine. In that case, the health advisor
may send the member educational materials, then
make an outreach call. 

Depending on the severity of the member’s con-
dition, the health advisor may make a referral to a
disease management program or refer him or her
to specialty care management.

If a member is pre-certified for elective surgery,
the health advisors make an outreach call to pro-
vide him or her with information on the surgical
procedure, answer any questions about what to
expect, the typical length of stay, and suggest
questions to ask the doctor, Hummel explains.

The health advisors get in touch with any
member who is discharged from the hospital to
ensure that they have everything they need and
that they understand their discharge instructions.
The health advisors can send the members health
care information through a secure e-mail service
or through standard mail.

“They talk to their member about everything
from medication regimes to preventative mea-
sures such as exercise, nutrition, to care for catas-
trophically injured patients,” Hummel says.

The Health Advisor program is a “high-touch”
model with more member interaction than tradi-
tional care management models, Hummel says. 

Members who may be confused about the vari-
ous services their employee benefits plan offers
can call their health advisor and ask questions.

The health advisor can help with pharmacy
issues, screen for depression, and connect the
members with behavioral health services if they
are needed.

The health advisors use an electronic portal
developed by CIGNA that shows them all of the
employer information, including the benefits
structure, copay information, and all external
partners of the employer group. 

“This is a complex process and takes a lot of
work to ensure that information sharing across
programs is protected and complies with HIPAA
[Health Insurance Portability and Accountability
Act] and other privacy regulations,” Hummel says.

The nurses who work as health advisors are
CIGNA’s most seasoned nurses within the ser-
vice centers.

“We are looking for a diverse set of back-
grounds so we have clinical and business exper-
tise. We try to get a mixture of different clinical
specialties, such as intensive care, home health
care, maternity, or oncology to pull together a
powerful team to meet the individual’s specific
health care needs,” Hummel says.  ■

CMs coordinate care for
special needs population
Members have comorbidities, multiple disabilities

It’s not unusual for a care manager in Horizon
NJ, Health’s Care Coordination Unit (CCU) to

get a thank-you note or a telephone call from a
member or their relative enrolled in the managed
care organization’s program for publicly insured
members with special needs.

“Many of the members are initially afraid of
being enrolled in a managed care program, but
once they have someone to help them negotiate
the health care system and someone to advocate
for them, they really appreciate the services,”
says Pamela Persichilli, RNC, director of clinical
operations for the Trenton, NJ-based managed
care organization.

Horizon NJ Health began the CCU for its special
needs population in 2000 to better serve members
with chronically disabling conditions, ranging from
quadriplegia and paraplegia to Down syndrome
and autism.

“We are highly involved with our state agency,
who is our partner. They have shared some great
suggestions that helped us develop the program
as they became aware of the evolving needs at
the state level,” Persichilli says.

Members range in age from young children to
the elderly, and many have multiple comorbid
conditions, including mental health problems.

“This is a population that needs a lot of advo-
cacy and care coordination,” Persichilli says.

A multidisciplinary team working with the
special needs population includes the medical
director, social worker, case manager, and mental
health specialists if needed.

The case managers work with the primary care
physician, specialists, and any community agen-
cies that may be involved in the member’s care.
For instance, if the person is younger than 20, the
school system is part of the care plan.

Members with special needs are identified
through external or internal referrals and enroll-
ment in state-sponsored programs.

Outreach workers, specially trained to relate to
and coordinate services for the special needs pop-
ulation, make the initial calls to members who are
referred to the program.

The outreach workers, many of whom are bilin-
gual, sit side by side with the case managers and
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immediately transfer a call to a case manager if
the member needs a complex needs assessment.

“Our nurses concentrate on coordinating care
for our members as opposed to doing adminis-
trative jobs, like tracking down the members.
But they are right there in case the outreach
worker finds someone who needs immediate
assistance. It is seamless to the member,”
Persichilli says.

If the outreach worker can’t reach the member
by telephone, the health plan sends him or her a
letter. The case outreach worker may work with
the primary care physician, a dentist, or the school
system’s special needs program to get in touch
with the member who is eligible for services.

“We are very aggressive in our outreach,”
Persichilli says.

When a new member is referred, the case
managers immediately begin the transition plan
from the member’s fee-for-service to Horizon
NJ Health’s managed care coverage.

“We build a transitional plan to make sure the
transition from fee-for-service to a managed care
model is seamless,” Persichilli says.

Even if a nonparticipating provider is treating
the member, Horizon Mercy will approve that
provider until the member is transitioned to some-
one else or the provider contracts with the man-
aged care plan. 

“We want to maintain the continuity of care so
we continue to work with the original provider
until we can transition the member to a con-
tracted provider,” she says.

Care coordination

The care managers conduct a complex needs
assessment, then get in touch with all the disci-
plines that have been treating the member. They
send the care plan to the primary care physician,
identify any other needs, such as a high-risk den-
tist, and coordinate with the case manager or spe-
cial needs coordinator in the school district.

They get in touch with the county’s Medicaid
case manager who is coordinating the Medicaid
services and assesses what community linkages
are needed.

They identify home health care and home labo-
ratory needs and other services the member may
need. For instance, if the member is a quadriplegic
or paraplegic and can’t get to appointments, the
case manager identifies a primary care physician
who makes home visits and arranges for the care.

The case manager talks with the member and

family, identifies their goals, and works with
them to meet those goals. For instance, one care
manager works with a member with multiple
muscular problems whose goal was to increase
her mobility.

The care manager found a specialist in
another part of the state who could help the
member increase her mobility. After coordinat-
ing the care, the case manager drove four 
hours on a Saturday to visit the member 
and her mother at the hospital.

“It made a tremendous difference to the mem-
ber and in her feelings about herself. She had been
feeling very inadequate because she couldn’t help
herself,” Persichilli recalls.

Case managers in the CCU typically carry a
caseload of 40-50 members. The plan uses an
assessment tool to stratify the members with
Level 3 as a designation of the sickest of the sick.
The goal is for each case manager to handle five
or fewer members who are on Level 3.

Level 3 members receive phone calls as fre-
quently as every day and no less than once a
week. Usually about half of a case manager’s
clients are on Level 2. After the plan of care and
services are in place, the case managers generally
check on these members every month. Level 1
members get phone calls every few months but
are encouraged to call any time they need any-
thing or have questions.

The nurses who are care managers are highly
specialized in the various modalities that the mem-
bers in the program are likely to need. Among
them are an oncology nurse, an infectious disease
nurse, a nurse specializing in pediatric disabilities,
another with a background in adult disabilities,
and nurses with a certified background in home
health.

“Our nurses are experts in very specific,
specialized areas. We bring them together as a
group and get a great cross-reference of all the
specialties. However, all of the care managers
are skilled in coordinating the care of the spe-
cial needs population and can take over when-
ever a colleague is not available,” Persichilli
says.

The teams hold weekly adult case conferences
and weekly pediatric case conferences to discuss
all Level 3 members at high risk.

The social worker case managers are part of
the team that creates the care plan and facilitates
linkages to community agencies. They are located
next door to the CCU care managers and work
closely for them.  ■
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Advocacy, understanding
are keys to success
Trained staff, translators work with members

People who are publicly insured need more
advocacy than other populations, and the

problems they face negotiating the health care
system can be compounded when they don’t
understand the language, points out Pamela
Persichilli, RNC, director of clinical operations
for Horizon NJ Health, a Trenton, NJ-based man-
aged care organization for the publicly insured.

All staff in Horizon NJ Health’s Care Coordina-
tion Unit for the special needs population partici-
pate in cultural diversity training to learn to be
sensitive to the cultural aspects of the population
the plan serves.

“The multicultural aspect of our program is
very important. It’s hard enough for someone
who is Latino or Vietnamese to cope with multi-
ple specialty needs, but when they don’t under-
stand the language and our health care system,
it’s really traumatic,” Persichilli says.

Cultural sensitivity

The health plan contracts with certified transla-
tors whom the care managers can use during
their telephone conversations with members and
who will accompany the member to the physi-
cian, the physical therapist, the occupational ther-
apist, or other providers.

“We have to be sensitive about a member’s cul-
tural beliefs and family dynamics,” Persichilli
says.

For instance, in some cultures, the oldest male
is the person with whom to speak on health care
matters. Case managers need to take these cus-
toms into account.

“People who are publicly insured need more
advocacy and more help in negotiating the health
care system than other populations. We believe 
in the 50-50 role. If we advocate and teach and
show, all of a sudden the member and the mem-
ber’s caregivers grow wings and can take on the
role of advocate for themselves,” Persichilli says.

For instance, the care managers will put the
members in touch with the American Cancer
Society or American Lung Association programs
that can make their life easier.

Unless the special needs members have a

strong advocate at home, they may not get a lot
of services they need, she points out.

The caregivers often are so involved in taking
care of the everyday living needs of these mem-
bers that they may be overwhelmed by what it
takes to get them through the health care system,
she says.

“Our advocacy takes some of the pressure off
the caregiver, who now has a partner they can
call to either help them and make the call for
them or if it’s something they want to do them-
selves to guide them through the process,” she
says.

Many of the members are surprised at the level
of services they receive when they join Horizon
NJ Health, Persichilli says.

“We offer coordination, structure, collabora-
tion, and advocacy — not what they got under
fee-for-service,” she says.

“When you have fee-for-service, there is nobody
to call to ask how you get occupational therapy or
with questions about a new medication, or to find
out where you can get orthotics for your shoes. We
coordinate all the care these members need and get
them in touch with the right person and the right
time to get what they need,” Persichilli adds.  ■

Technology, patient-centric
care put company on top
Computer system is at heart of program

Asophisticated technology system helps the
2,400 case managers at Intracorp coordinate

the care of nearly 2 million people each year and
helps the company track outcomes information.

Intracorp, with headquarters in Philadelphia,
has been named the nation’s leading case man-
agement services provider by Business Insurance
magazine, an industry publication that reports on
corporate risk, employee benefits, and managed
health care issues.

The ranking is based on gross revenues gener-
ated by case management services.

Computer system

The heart of Intracorp’s case management pro-
gram is the Intracorp Case Management System
(ICMS), a sophisticated patient-centric computer
system that enables the case manager to work in
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a variety of settings and still have access to all the
information on every patient.

“Our technology goes beyond a note-taking
and billing system to being a comprehensive sys-
tem which allows our case manager to access all
the information collected about one person across
benefit lines. The system facilitates the collection
of the information we need to document and
demonstrate outcomes, and helps the case man-
ager operate more efficiently and effectively,”
says Fred Scardellette, vice president of product
management and marketing.

Intracorp provides case management services
in three primary markets: health care, workers
compensation, and disability.

Intracorp’s health care case management ser-
vices can provide a case manager for complex,
high-cost, high-severity conditions, in addition to
linking disability and disease management pro-
grams and nurse advocacy programs. 

Integrated case management

Case managers in the workers’ compensation
and disability areas provide early intervention,
medical management, and return-to-work assis-
tance and provide access to quality medical care
and safe and productive return to work. Complex
and high-severity cases can easily be routed to
field case managers with knowledge of commu-
nity resources, or to on-site medical and return-
to-work specialists.

The company also offers physician advisor ser-
vices that provide consultation and peer review
services to Intracorp’s nurse case managers or to
customers who have their own nurses but don’t
have physicians on staff. 

The company employs nurse case managers
who work in call centers in major U.S. cities who
do telephonic case management and 1,000 case
managers who work out of their homes and are
able to visit with patients in their own homes.
They also have access to physicians and commu-
nity resources and can easily access the com-
pany’s technology through laptops.

“The case managers can connect to our database
whether from one of our offices or in the field and
retrieve information in real time,” Scardellette
says.

The ICMS system is used in all three lines of
business.

“It allows us to build a picture of the individ-
ual and take an integrated view. This helps us 
to facilitate integrated case management across

benefit plans, whether that person has our health
care products or has filed a workers compensa-
tion or disability claim. The case manager has a
holistic view of everything that may be going on
with that person,” he adds.

The company’s data include information such
as patient demographics, employer name, nature
of the job, physical requirements of the job, a list of
illnesses by ICD-9 codes, any comorbidities, infor-
mation on the primary care providers and other
treating providers, and the treatment plan from all
providers. The computer program includes a to-do
list on which the case managers keep track of what
they need to do for each patient. The template is
color-coded, quickly showing what the case man-
ager needs to do on that particular day. 

The system gives the case managers the ability
to sort their data in ways that make their job eas-
ier and deliver the best outcomes for those who
are ill or injured. For example, a case manager
can sort her cases to identify multiple cases being
treated with the same provider. That way, she can
talk to the physician about several patients with
one phone call.

“Our system offers many efficiencies and
many tools such as guidelines, jurisdictional
information, and special instructions, all to help
case managers do their jobs more effectively and
to allow our professionals to focus on case activ-
ity and achieving outcomes,” Scardellette says.

The system generates any communication that
may be required, such as status reports or updates
for the physicians or the clients. 

The system documents the case management
activities and contacts for reports that are given
to the customer and other trading partners, he
says.

Three levels of cases

Intracorp has developed an expert system that
assists in identifying which cases should be referred
to case management. There are three levels of cases:
those that definitely need case management; those
for which case management would not add value;
and those in a gray zone. In these cases, company
personnel look further into the situation before
deciding on a referral. 

The work request for case management goes to
a manager whose responsibility it is to triage the
cases to the appropriate person. The manager look
at the patient’s condition, the caseload of case
managers who might be experts in that particular
condition, the geographic area, and the contract
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with the employer and makes the assignment.
Some customers who contract with Intracorp

specify which types of cases they want to be han-
dled by case management. Others leave it up to
Intracorp to determine which cases would benefit
most from case management.

If prior experience, such as pharmacy data,
indicates that someone might benefit from dis-
ease management, patients are sent a letter with
information on the benefits of disease manage-
ment and an invitation to participate in the dis-
ease management program.

“Severity and complexity are a trigger within
most of the programs,” Scardellette says.

Tracking outcomes

The case managers may handle the initial con-
tact by telephone and, depending on the circum-
stances of the case, may call on case managers in
the field to go to the job site or the hospital if nec-
essary. 

In many instances, Intracorp has dedicated case
management units for particular clients, with the
ability to send case managers in the field to the
home or hospital if necessary.

“With the high-severity and high-cost patients,
the case manager who is assigned is typically
someone who specializes in that area of medicine,”
Scardellette says. A case manager who is an expert
on burn trauma would handle the care of someone
who is a burn victim.

If the patient requires an organ transplant, a
specialist in transplants would coordinate his or
her care.

“In some complex cases, there is a quarterback
case manager who is the primary contact as well
as other case managers in other specialties,” says
Scardellette.

The company tracks outcomes using metrics
that are different for each specific service or prod-
uct. For instance, the workers’ compensation case
managers track return to work.

“Many of the measures that are important to
our customers are outcomes and financial met-
rics. They want to know that their employees 
are getting the appropriate levels of quality, cost-
effective care,” he says.

The company measures outcomes by several
methods, depending on the clients’ health plan
designs. For example, Intracorp tracks length of
inpatient hospital stays relative to intervention in
a disabling condition.

“We operate within the definition of the client’s

health care or disability benefit plan designs as
well as jurisdictional requirements governed by
the workers compensation system, Scardellette
says.

Among the disease management outcomes the
company tracks are reduction in the severity of
illness, compliance with treatment therapies, and
compliance with recommended tests.  ■

DMAA suggests approach
for evaluating DM programs
Association steered clear of standardization

In a quest to meet the growing need for disease
management programs to demonstrate their

effectiveness, a group of industry stakeholders has
come up with a set of processes that can be used to
show the outcomes of disease management. 

The Disease Management Association of
America’s (DMAA) steering committee suggests
a preferred approach, not a mandated or stan-
dardized approach, for disease management pro-
gram evaluations, emphasizes Karen Fitzner,
PhD, DMAA director of research and program
development.

“The steering committee and all those who
reviewed the report agree that we shouldn’t be
pushing toward standardization at this point,”
she says.

Scientific validation

Fitzner likens the state of today’s disease man-
agement programs to the early days of home video
systems, when both VHS and Betamax formats
were available.

“The natural evolution of the products will
help determine what the standards are,” she says. 

In the meantime, disease management providers
must begin to measure their outcomes using scien-
tifically validated methodologies to prove that the
interventions they make have an effect on patient
health and health care costs.

“Purchasers of disease management programs
need to be able to evaluate each on a level play-
ing field, and competing programs need to be
able to demonstrate their value,” Fitzner says.

It’s not enough to measure the financial sav-
ings a disease management program generates,
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she points out.
Employers are looking at clinical outcomes and

decreases in absenteeism, among other factors,
Fitzner adds.

“Disease management programs need to be
able to prove that they enhance clinical outcomes
or stop the decline. It’s hard to get support for a
program unless you can show that outcomes are
improving care,” she adds.

Types of metrics

Evaluation should include multiple metrics
and should show the link between the interven-
tion and the outcomes, she says. The metrics
include:

• Clinical measures: These should be dis-
ease-specific outcomes, such as HEDIS mea-
sures and other benchmark measures that show
that patients are managing their conditions bet-
ter. These include changes in blood pressure,
hemoglobin A1C levels, or other indicators that
diseases are under control, improvements in
laboratory and other tests, and reduction in
complications on a long-term basis. 

• Utilization: This is the real economic mea-
sure. What are the resources that are being used?
This may include lengths of stay, admissions, or
visits to the physician. In a well-managed popu-
lation, these should be decreasing, Fitzner says.

• Financial measures: This tabulates both
direct and indirect cost savings, such as per-
member per-month savings and dollar savings.

• Humanistic measures: These include how
satisfied patients are with the program, whether
they are staying with the program, whether pur-
chasers are continuing to buy disease manage-
ment services, and whether the physicians are
happy with the program.

Reporting outcomes is difficult because disease
management programs must adapt to local mar-
ket conditions and customer desires but they still
must be accountable, she says.

There are a lot of variations in disease manage-
ment programs, Fitzner points out.

Some are developed in-house. Others are pur-
chased from vendors. Some are off-the-shelf
products that can be customized for an individ-
ual organization.

“There is a large amount of difference with
what the products are and the needs for each par-
ticular disease state. Disease management runs
the gamut from diabetes to back pain to high-risk
maternity. They are very different disease states

requiring very different interventions,” she says.
The committee recommends that organizations

hire a third party to conduct an objective review
of the disease management projects. 

“A third-party review takes away the incentive
for anybody to overstate or understate the results.
It forces the provider or disease management ser-
vice to agree on definitions of various terms and
statements, and it adds a higher level of credibil-
ity,” she says.

“It’s much easier to have a study accepted for
publication that has been done by a third-party
research entity that knows what they’re doing.
Transparency and credibility is enhanced but, to
date, we haven’t seen a lot of those kinds of stud-
ies in literature,” Fitzner says.

The committee recommends comparing partic-
ipants in a program to an equivalent group of
nonparticipants, emphasizing that the control
group and participants should have comparable
severity of disease state, benefit structure, and
demographic characteristics.

“There must be a control group, even if the
control group is the same population prior to
intervention,” Fitzner points out.

The control group could be people who 
chose not to participate in the program or those
who are in a different part of the country or an
employee group that is not participating in dis-
ease management.

The strongest studies compare the group that
didn’t have the intervention with the one who
did both before the disease management program
started and after the program was implemented.

Measure true impact

If a disease management program already is 
in place, the most practical method to assess its
impact is a pre-intervention/post-intervention
design, which evaluates the same population
before and after the interventions, Fitzner suggests.

Make sure that what you measure is the true
impact of the program: improved outcomes,
return to work, decreased utilization.

The results of some outcomes studies have
been questioned because only the sickest of the
sick were included in the denominator, impacting
the results, Fitzner says. 

Including the entire population in your study
and evaluating the overall changes eliminates the
problem, she adds.

She points out that patients with chronic ill-
nesses tend to move toward the average in terms
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of wellness whether they have interventions or
not, she says.

“People don’t really stay sick forever. It’s not
that they are doing fantastically wonderful or
fantastically poorly, there’s just a move toward
the center over time, which may not be due to the
influence of the program. If you don’t include the
entire population, you’re opening yourself up for
a lot of problems,” she says.

(Editor’s note: For more information on the recom-
mendations for assessing disease management out-
comes, see the DMAA web site at www.dmaa.org.) ■

Group sees potential 
for telerehabilitation
Task force works on new applications, outcomes

When Steve Dawson, PT, was first approached
with the idea of teletherapy four years ago,

he had to laugh. Providing therapy services over a
videophone to a patient in a remote location went
against the very grain of his profession. 

“I said, ‘There’s a reason it’s called physical ther-
apy. You have to be able to touch the patient,’”
says Dawson, clinical development specialist for
Integris Jim Thorpe Rehabilitation Network in
Oklahoma City. 

But in rural Oklahoma, there was a great need
for therapy services for patients who were unable
to travel long distances to reach clinicians. So
Dawson gave it a try, and after the first telether-
apy session, he was hooked. “You are in a virtual
world with the patient,” he says. “It’s like you
can feel what they’re doing and see what’s going
to happen. You can educate, consult, mentor, and
treat over the videophone.”

Dawson is so hooked on the idea that he not
only treats patients that way, but he also recently
became the co-chairman of a new special interest
group on telerehabilitation for the American
Telemedicine Association, based in Washington,
DC. 

The group has set the ambitious goal of shap-
ing the future of telerehabilitation by exploring
the potential uses of telemedicine devices in
rehab, collecting outcomes data, and working
for reimbursement for telerehabilitation ser-
vices. Eventually, the group plans to write stan-
dards for the use of telerehabilitation.

It’s a daunting task, but Dawson says he is up
for the challenge. “I am totally convinced this will
work. During a conference presentation, I did a
live therapy session and everyone could see the
patient could do more at the end of the session
than when we started. There was a standing ova-
tion in that room. They could see how we got
there. It’s very exciting.”

The videophone can take still images and also
can be hooked up to a VCR so therapists can have
a record of the session for later analysis. The
quality of the video images varies, but Dawson
finds that the ability to see the patients is invalu-
able. “You can call somebody on a regular tele-
phone and just hearing the information, you can
fill out the FIM [functional independence mea-
sure] form, so it’s not a big stretch to watch some-
body moving on a videophone and fill out some
categories on the FIM form. It’s better, of course,
to be able to see. The intervention makes the dif-
ference,” Dawson says.

The initial patient evaluation always is done in
person, but the video sessions have proven effec-
tive for follow-up treatment. In a study of 10
patients at Integris who participated in telether-
apy, all 10 showed significant improvement on
their FIM scores. That’s not enough data, of
course, so Integris will begin a larger study to
compare outcomes from traditional home health
services with the telerehab program in June. The
study will be done in conjunction with Blue Cross
and Blue Shield of Oklahoma, the state’s Medicare
fiscal intermediary. 

In about 20 states, including Oklahoma, legisla-
tion has allowed for tele-encounters with patients to
be reimbursed on the same level as face-to-face ses-
sions. But uniform reimbursement will be needed if
telerehabilitation is to become more widespread,
Dawson adds. 

“As goes Medicare, so goes the world of reim-
bursement,” he adds. “From a Medicare stand-
point, they need to see that it’s effective before
they pay for it. Unless CMS [the Centers for
Medicare & Medicaid] reimburses for telerehab, 
it won’t be feasible for people to get involved.”

Dawson says he sees the effectiveness of the
technology in his daily practice. He mainly works
with stroke patients; many live in rural areas and
would not receive services from a physical thera-
pist otherwise. 

“I connect with the patients by videophone,
and I ask them to do the same things I would ask
in a face-to-face visit. These are mostly people
who need assistance to move, so I direct the
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caregiver to help move their arm or whatever,”
he explains. “That is much different than giving
somebody a list of written instructions or pictures
of what they are supposed to do. With a home
program, maybe it gets done, maybe it doesn’t.
But now someone is calling them two to three
times a week who can see their ability level. It
gives them some responsibility and accountabil-
ity and also a comfort level with the exercises.”

That level of accountability tends to help
patients motivate themselves psychologically,
Dawson says. “It’s not like they are going some-
where to get their therapy. They are more in
charge; they are an active participant. That is con-
sistent with the way health care is going.”

He worked with one stroke patient in particu-
lar who convinced him that telerehab works. 

Six months after completing the home pro-
gram, Dawson called the patient to check in. The
man answered the phone sounding out of breath,
and Dawson was immediately concerned — until
the man told him he had just finished packing his
RV and was getting ready to head out of town for
a long trip. “I said, ‘Thank you very much; you
just answered all my questions.’ This patient was
living his life after six months. It was exciting to
know that through this medium, you could make
that much of a difference in someone’s life.”

Jonathan Linkous, executive director of the
American Telemedicine Association, says telere-
habilitation is an emerging field with the poten-
tial to provide excellent patient care and cost
savings.

“The cost is not as much as you might think,”
he explains. “It depends on the application. If it’s
a broadband, high-definition telemedicine appli-
cation that involves a lot of peripheral vital sign
devices and medical infrastructure, you’re talking
about a $40,000 or $50,000 operation. But for most
rehabilitation applications, it can be much lower
bandwidth that doesn’t have to include all the
vital sign monitoring, so it’s a fairly reasonable
cost to have that installed and to operate on a reg-
ular basis. You do still have the physician’s time.”

But once the technology is in place, a great
potential exists to save money. “If you look into 
a managed care or capitated fee environment
where there are substantial costs either with the
patient coming in or the doctor going out or a
visit to the home by a nurse, there is a huge cost-
savings potential,” Linkous says. “If you have a
telerehabilitation program, you can run through
more patients in a typical day. They tend to be
scheduled better; and with the TV, the patients

tend to pay better attention and there’s not a lot
of waiting around.”

Besides the teletherapy mentioned by Dawson,
some other applications of telemedicine in rehab
include:

• A teleshoe clinic, where the patient is filmed
running and walking so a rehab specialist can
analyze the gait and recommend proper shoes. 

• A multimedia record that can be reviewed
over time. 

• Monitoring of vital signs. 
• Speech rehabilitation, with the ability to pro-

vide the repetitive activity needed to improve
and to record progress on a daily basis. 

• Video conferencing to allow patients to get
access to specialists in other parts of the country. 

"That gives patients greater access to care, par-
ticularly homebound patients. But also, a subspe-
cialist who normally sees four to five cases a
week all of a sudden has hundreds of cases. Their
expertise increases," Linkous says.  ■

Health ‘illiteracy’ may
cause disparities in care
Many people do not understand health information

Nearly half of all American adults — 90 mil-
lion people — have difficulty understanding

and using health information, and there is a
higher rate of hospitalization and use of emer-
gency services among patients with such limited
health literacy, states a report released April 8 by
the Institute of Medicine (IOM).

The report, titled Health Literacy: A Prescription
to End Confusion, represents almost two years of
work by an 11-member panel of experts in public
health, primary medical care, health communica-
tion, sociology, anthropology, adult literacy edu-
cation, and elementary and secondary education. 

The panel was formed in October 2002 and
was charged with determining the scope of the
problem of health literacy in the United States.
Panel members conducted extensive reviews of
the published studies on literacy issues related to
health care, interviewed experts researching the
impact of literacy on health care access and out-
comes, and convened public workshops to get
input from a variety of sources about how easily
Americans are able to understand the health
information provided to them and participate as

82 CASE MANAGEMENT ADVISOR ™ / July 2004



decision makers in guiding the care they receive.
“Health literacy is fundamental to quality care,”

says David A. Kindig, MD, PhD, professor emeri-
tus of population health sciences at the University
of Wisconsin-Madison and chair of the committee
that developed the report. “The public’s ability to
understand and make informed decisions about
their health is a frequently ignored problem that
can have a profound impact on individuals’ health
and the health care system. Most professionals and
policy-makers have little understanding of the
extent and effects of this problem.”

The IOM report defines health literacy as “the
degree to which individuals have the capacity to
obtain, process, and understand basic informa-
tion and services needed to make appropriate
decisions regarding their health.”

More than a measurement of reading skills,
health literacy also includes writing, listening,
speaking, arithmetic, and conceptual knowledge,
the report indicates.

At some point in their lives, most people will
encounter health information they cannot under-
stand. Even well-educated people with strong
reading and writing skills may have trouble com-
prehending a medical form or doctor’s instruc-
tions regarding a drug or procedure, the report
says.

Health information is particularly difficult to
understand for people with limited overall liter-
acy skills, Kindig notes. Attempts to improve
health education in grades K-12 have met with
substantial barriers over the years. As a result,
many people lack the ideas and concepts they
need to be health-literate.

But that’s not the only problem, he adds. 
“Another reason is that health professionals

often lack education and training about how to
communicate with patients and how to help
improve the health literacy of their patients,” he
says. “During the evidence-gathering phase of
this project, our committee heard from individu-
als who have been ill-served by the health care
system as a result of limited health literacy —
which means limited reading or writing ability —
but also a limited capacity to navigate a complex

health care system and to advocate for them-
selves within it.”

For instance, the committee heard testimony
from a woman who signed a consent form to
undergo surgery without understanding that 
she was going to have a hysterectomy. 

“It isn’t [the woman’s] fault that she did not
know she had a hysterectomy,” Kindig says.
“Problems with limited health literacy such as
[hers] arise from a confluence of factors and
failures in the health care system, the educational
system, and culture and society. For instance, an
individual may have a different idea of what
being healthy means than his or her doctor does,
may have trouble understanding the medical jar-
gon that we in the health professional sometimes
use without thinking, or may speak a different
language. These are all common problems that
are related to health literacy.”

Communication problems may be particularly
harmful for immigrants and members of racial
and ethnic minorities, many of whom have lim-
ited access to care and are further disadvantaged
by cultural and systemic biases.

A 2002 IOM report, Unequal Treatment: Confron-
ting Racial and Ethnic Disparities in Health Care, con-
cluded that minorities experienced disparities in
quality of care and access to care that were not
attributable to socioeconomic status or the severity
of their medical condition.

That report demonstrated that health care
providers often have biases and preconceptions
about certain groups of patients without even
knowing it, says Alan Nelson, MD, MACP, the for-
mer chair of the IOM Committee on Understanding
and Eliminating Racial and Ethnic Disparities in
Health Care, which issued the 2002 report.

Compound that with the problems of low liter-
acy and a complex health system, and you have a
recipe for disaster.

“We also need to have a better understanding of
the communication problems that may lead the
minority patient to have difficulty communicating
with the providers and making wise choices about
their treatment,” Nelson said in an April 5 telecon-
ference on racial and ethnic disparities in health
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sponsored by the Kaiser Family Foundation. “And,
on the other hand, we found that bias and stereo-
typical behavior on the part of the physicians and
other clinicians may very well be a factor.”

The medical community needs to do a better job
of teaching cultural competence and understanding
why biases exist, Nelson said.

The American Medical Association (AMA) and
the AMA Foundation have sponsored a multiyear
effort to study how physicians and others are
experiencing low health literacy and to develop
tools to help turn the tide, he said.

They have developed a health literacy kit,
Health Literacy: Help Your Patients Understand,
which is available at www.ama-assn.org/ama/
pub/category/3119.html. The kit contains a 48-
page manual for health care professionals, a
videotape, and patient information.

Copies of Health Literacy: A Prescription to 
End Confusion are available from the National
Academies Press. Visit www.nap.edu or call
(202) 334-3313 or (800) 624-6242. The cost of the
report is $47.95 (prepaid) plus shipping charges
of $4.50 for the first copy and 95 cents for each
additional copy.  ■
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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. ■
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1. The ratio of case managers to members in
CIGNA Healthcare’s Nurse Advisor program is:

A. 1 to 20,000
B. 1 to 15,000
C. 1 to 8,000
D. 1 to 5,000

2. Members served by Horizon NJ Health’s Care
Coordination Unit range in age from young chil-
dren to the elderly. 

A. True
B. False

3. Intracorp’s 2,400 case managers coordinate the
care for ___ individuals each year. 

A. 2 million 
B. 750,000 
C. 5 million a year
D. 1.6 million a year

4. The Disease Management Association of
America’s steering committee recommends
disease management outcomes include which 
of the following metrics:

A. return on investment, patient satisfaction, length
of stay

B. clinical, utilization, financial, humanistic
C. patient satisfaction, HEDIS scores, cost savings
D. utilization, provider satisfaction, return on

investment

Answers: 1. C; 2. A; 3. A; 4. B.

CEquestions


