
New guidelines help case managers
promote medication adherence
CMSA tackles $100 billion-a-year problem

Nonadherence to medication therapies traditionally has been like
the weather. Everybody talks about it but nobody does anything
about it.

The Case Management Society of America (CMSA), based in Little
Rock, AR, is changing all that with the development of Case Management
Adherence Guidelines (CMAG-1) designed to guide case managers in
helping their clients stick to their prescribed medication regimen. The
guidelines can be downloaded, free of charge, at www.cmsa.org/CMAG.

“The problem of nonadherence has been studied for 40 years, but
nobody has ever set out to develop guidelines to help people address it.
We believe that we can establish case managers as leaders in improving
patient adherence,” says CMSA president, Sherry Aliotta, RN, BSN,
CCM.

Nonadherence to medication is a problem of epidemic proportions that
costs the health care system more than $100 billion a year and is responsi-
ble for 125,000 deaths from cardiac problems alone, adds Aliotta, president
and CEO of Huntington Beach, CA-based S.A. Squared Inc., an indepen-
dent consulting firm for the development and implementation of case
management programs.

Aliotta cites statistics showing that 12% of patients don’t ever fill
their prescriptions. Another 12% fill them but don’t take the medicine.
Another 29% stop taking their medications before completing the
course of therapy.

“Only about half of the patients in the U.S. take their medications as
prescribed, which decreases both the quality of their lives and life spans
and correspondingly increases health care costs,” she says.

Other studies show that 10% of all hospital admissions and 23% to
40% of nursing home admissions are the result of nonadherence, Aliotta
says.

“If you look at where our health care dollars are now being spent, the
cost of nonadherence is very wasteful. If we could improve compliance,
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it would make a huge positive impact on the
health care system,” she says.

The problem of noncompliance is multifaceted
and complex, and no single approach can be suc-
cessful in improving adherence, Aliotta points
out.

CMAG-1 addresses the problem by giving case
managers guidelines to determine the patient’s
particular level of readiness and gives strategies
to increase adherence based on the patient’s
knowledge and motivation. They include tools to

assess patient adherence intention, looking at
their readiness to change, their health care literacy
and medication knowledge, their social support
system, and any barriers to adherence and strate-
gies to help the patient overcome the barrier.

Case managers can use the guidelines to iden-
tify patient motivation and knowledge deficien-
cies that may be barriers to adherence and
techniques to help them overcome the barrier.

“Prevention through improved adherence can
reduce the huge costs associated with relapses,
emergency care, and other medical intervention
and extended hospitalization. This becomes even
more important as our population ages. The more
case managers and medical professionals can do in
the early stages, the better the results in improving
outcomes while decreasing health care utilization,”
she says.

The CMAG-1 guidelines are part of CMSA’s
initiatives to identify ways that case managers
can demonstrate their value by tracking direct
outcomes of case management.

Direct outcomes of case management include
improving patient adherence, improving coordi-
nation of care, and improving patient involve-
ment, empowerment, and education, she says.

“We looked at these three topics to determine if
we could show that by directly impacting any
one of these things, we could affect cost-effective-
ness, quality, or health status. Adherence had the
clearest link to the end outcome, and we could
measure it directly from a case management
standpoint,” she says.

The guidelines were developed through CMSA’s
Council for Case Management Accountability. They
are designed to produce measures that demonstrate
that case management produces better patient out-
comes and reduces financial costs throughout the
system.

The Council for Case Management Account-
ability searched the literature and found that
nonadherence and its consequences are widely
documented and that the impact of nonadher-
ence was tremendous.

“There’s a huge negative impact. Being able to
demonstrate that case managers can improve
adherence is the best place to start,” Aliotta says.

The guidelines were created over the past year
in hopes of helping patients work with their
health care providers to overcome the current
epidemic of nonadherence.

The council determined that patient adherence
is affected by two key factors: knowledge and
motivation.
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They identified tools that already have been
developed to measure patient knowledge and
motivation and stratify them into one of four
adherence-intention quadrants.

A person in quadrant one has low knowledge
and low motivation to change. A person in quad-
rant four has high knowledge and high motivation.

“The idea is for the case manager to use the
tactics and interventions that are appropriate. If
the person has low motivation, they can work on
motivation. If the knowledge is low, they can
work to increase the knowledge,” she says.

CMAG-1 applies specifically to medication, but
the guidelines may be adapted to any situation
where patient adherence is necessary, such as exer-
cise, weight reduction, and smoking cessation.

The guidelines contain four different tools,
each of which has been independently validated.
They are short and easily administered.

• REALM-R stands for Rapid Evaluation of
Adult Literacy in Medicine-Revised and contains
a list of health-related words that help determine
the health literacy of patients.

• Readiness Ruler, developed by a group of
family practitioners, asks the patient to rate readi-
ness to address his or her problem on a scale of 1
to 10.

• A medication knowledge tool to determine
what the patient knows about his or her medica-
tion and how to take it.

• The Duke-UNC Functional Social Support
Questionnaire to measure the patient’s social
support.

“Social support and readiness to learn affect
motivation,” Aliotta says. 

The guidelines include instructions on motiva-
tional interviewing, which helps the case man-
ager identify what the patient is thinking and
feeling.

“One of the fallacies in health care is that we
can persuade people to make behavioral changes
because we think they should change. People
change for their own reason. Motivational inter-
viewing help us help the patient discover his own
motivation,” she says.

For instance, a patient with diabetes may not
be inspired to take her medication because she
might have a stroke, but she may be compelled to
take it if she realizes that she could have to give
up playing golf.

Starting in October, CMSA began offering
members a half-day training on health care
behavioral changes and using the guidelines.
Case managers who participate in the training

will be able to enroll themselves and their
patients in a study on how effective the guide-
lines are in actual practice.

“We’re hoping to go to 30 cities by the end of
the first quarter of next year and to train 50 CMSA
members at each site,” Aliotta says.

Those who go through the training will be able
to use CMAG Tracker, a web-based tool that auto-
matically scores and calculates patients’ likelihood
to be compliant and displays interventions.

As an adjunct to the guidelines, CMSA plans to
award the first annual Excellence in Adherence
Management Award at its conference in Orlando
in June. The winner will receive $1,500, plus a tro-
phy and recognition at the conference.  ■

Daily monitoring reduces
admissions, costs
Device allows patients to submit data from home

Ahome monitoring program for patients with
complex chronic conditions has reduced hospi-

talizations by as much as 50% to 80%, according 
to Charles Hart, vice president of Cardiocom, a
Minneapolis-based company that works with man-
aged care companies, hospitals, and medical groups
at risk for cost of care to manage complex patients.

The company home monitoring system won the
2002 “Best Enabling Tool for Disease Management”
from the Disease Management Association of
America.

Congestive heart failure (CHF) management is
the company’s primary focus but the home moni-
toring system can be used to effectively and effi-
ciently manage any patient with complex chronic
diseases, says Ed Kramper, MD, medical director
at Cardiocom.

Many of the patients being monitored have
congestive heart failure with comorbidities.
However, the company provides monitoring ser-
vices for any complex or at-risk patient, including
those with diabetes, chronic obstructive pul-
monary disease, hypertension, and even high-
risk obstetrical patients.

“Studies have shown that daily monitoring is a
cost-effective way to improve patient health and
reduce costly hospitalizations. Clients who have
contracted for these services have reported that
they see a positive return on investment,” says
Kramper.
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The company conducted a study of 1,026 CHF
patients from nine independent, managed care,
and hospital-based facilities.

During the year of the study, the patients experi-
enced an average of only 234 hospital admissions.

The Cardiocom staff works with clients to
identify patients who are at highest risk — those
most likely to need health care services and those
whose costs are highest.

“We identify patients who will benefit from
monitoring through diagnoses, admissions, total
cost of care, and quality of life issues,” Kramper
says.

The company does an intake assessment on
each patient to validate that they will benefit from
the monitoring and sign them up for the program.

“We call the patient and let them know that the
program will enhance quality of care at no cost to
them. They’re very agreeable about participat-
ing,” he says.

Patients who are identified for the program
receive a home monitoring device that connects
to an electrical outlet and a telephone line.

They are asked to use the device each day and
answer a series of questions that vary from day to
day and depend on the patient’s health status
and diagnosis.

The patient answers 10 or 12 subjective ques-
tions, such as, are you having trouble sleeping
lying down? Are you short of breath? Are your
ankles swelling? Are you able to exercise?

“We chose yes or no responses, rather than
multiple choice, because they work better with an
older population. The questions are visually dis-
played and spoken as well. We have Braille key-
pads for people whose eyesight is failing,” Hart
says.

The device monitors whatever the physician
decides, including weight, blood sugar, blood
pressure, peak flow and/or oxygen saturation.

The information goes over the telephone line
to a disease manager who may be at the health
plan, a hospital, or in Cardiocom’s call center,
depending on the client’s wishes.

A disease manager typically monitors 200-250
people. In most cases, only 10%-15% of the peo-
ple they are monitoring don’t meet criteria for
health and have to be contacted.

“The disease managers use very concise manage-
ment software that can determine if the patient is in
trouble or not, based upon criteria given to the sys-
tem by the treating physician. If a person is starting
to get into trouble, the case manager is alerted to
contact the patient to find out what is going on and

then send information to the physician for action,”
he says.

When the disease manager is alerted, he or she
gets in touch with the patient and puts together a
one-page exception report that is faxed or e-mailed
to the physician offices. The report shows 21 days
of weight measurement in graph configuration
and 21 days of reported symptoms in bullet points
along with the nurse’s notes.

Depending on what the physician wants, the
report may list all the current medications pre-
scribed for the patient.

In most cases, the physician has the nurse call
the patient and tell him or her what medications
to adjust.

Daily monitoring

Daily monitoring of CHF patients is essential
to managing a disease that can quickly exacer-
bate, Kramper points out.

“When I admit patients to the hospital with
congestive heart failure, their weight has gone up
35-40 pounds in 10 days and it’s all fluid. That’s
why daily monitoring is so effective. It doesn’t
allow the weight to get out of control,” he says.

If the patient doesn’t use the device and no
report comes in, the nurse calls to make sure
nothing is wrong.

In the case of one patient with diabetes and
CHF, the device saved her life.

The woman was homebound and completed
her monitoring at 9 a.m. like clockwork. When
her report didn’t come in, the case manager
called the house with no answer, and then called
911. When the police broke into the house, they
found the woman lying on the floor in a diabetic
coma.

Cardiocom allows patients to sign up for the
program and pay for it themselves if they wish,
an arrangement that works well for people with
chronic diseases who live alone.

For instance, Kramper’s mother, who lives in
rural Nebraska, has been on the device since
February 2002.

“She doesn’t have congestive heart failure, dia-
betes, or other chronic condition but she is over-
weight and has severe arthritis. She has problems
with weight gain and hates to bother the doctor.
The family looked at the situation and deter-
mined that daily monitoring was the only way
she could continue to live alone,” Kramper says.

She was hospitalized three times for a total of
31 days before she was placed on the Cardiocom
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device in February 2002. Since then, she hasn’t
had a single emergency department visit or hos-
pital admission.  ■

Preventive health is 
focus of partnership 
Programs aim at preventing disease, exacerbation

Highmark Blue Cross Blue Shield is expand-
ing its successful preventive health pro-

grams into the community, partnering with local
organizations to offer health improvement pro-
grams to the public.

“It’s a natural fit with our mission of helping
people live longer and better lives by giving them
access to things that we know will promote
health and prevent disease and disability. From a
global perspective, when a lot of people improve
their lifestyle practices, there is a change in the
health of the community as well,” says Anna
Silberman, vice president of preventative health
for the Pittsburgh-based health plan.

Starting in September, 16 community organiza-
tions and hospitals began offering Highmark’s pre-
ventive health programs and services. People do
not need to be Highmark members to participate.

“In this era of managed care, everyone tries to
hold down health care expenditures and utiliza-
tion across the board. Our goal with this program
is to increase utilization of these programs. We’re
very happy to pay for prevention,” Silberman
says.

After one month, 372 people have enrolled in
the program. The most popular programs are Eat
Well for Life, a four-week program with instruc-
tion on balanced nutrition, and HOPE, an osteo-
porosis management program. (For a list of all
programs, see the chart on p. 138.)

Highmark aims to close the gap between what
is known to be effective and what health care
insurers pay for, Silberman reports.

“One thing that has troubled me over the years
is the huge gap between what we know to be the
truth and what is practiced and paid for. With
this intervention, we hope to close that gap,” she
says.

For instance, if people maintain a body mass
index (BMI) within a normal range, they are less
likely to incur pain and suffering and unnecessary

health care costs than people who are obese.
It’s the same with smoking cessation, physical

activity, management of osteoporosis, heart dis-
ease, and diabetes.

“This platform gives us the opportunity to
integrate health promotion and disease preven-
tion formally into the health care system. It is a
wonderful opportunity to walk the talk,” says
Silberman.

Highmark’s wellness staff of exercise physiolo-
gists, registered dietitians, and stress manage-
ment experts trained the staff at the community
organizations. The health plan developed the
program content and provides a detailed instruc-
tion manual for their partners.

“It’s a turnkey program. We provide extensive
training and materials for the instructors,” says
Silberman.

“As health care expenses increase, it’s impor-
tant to focus on strategies we know will reduce
the prevalence and cost of preventable diseases
and disabilities. Many chronic conditions that
account for so much of our morbidity and mortal-
ity are preventable. We want to spare people the
pain and agony of chronic disease with simple
solutions that help them live better,” she says.

Highmark has been offering parts of the pro-
gram to members within its network with good
outcomes, Silberman says.

The health plan decided to expand the pro-
grams to make them more convenient for its own
members and to allow people in the community
to participate.

“It’s becoming increasingly difficult for many
people to find time to adopt healthier lifestyles,
and that’s why we’re partnering with community
agencies and hospitals to provide access to pro-
grams that can be easily incorporated into a busy
schedule,” Silberman adds.

Highmark looked at population density among
its membership and chose locations that easily
could be accessed by their members.

“We went to places where people in the com-
munity were already congregated and we care-
fully checked to make sure the professional
credentials of the instructors were in line with
what we wanted,” Silberman says.

The health plan is conducting a baseline risk
assessment on its own members who participate
and will follows up with an assessment after the
program ends. If the member is participating in a
nutritional program, the plan also takes lipid pro-
files before and after the sessions.

Before creating the preventive health programs,
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Silberman’s department studied the prevalent and
preventable conditions in the company’s claims
history.

“We looked at high-volume claims and what
conditions could be prevented,” she says.

For instance, heart disease is the No. 1 killer in
the country, and it is preventable. One the other
hand, some cancers and some forms of nerve dis-
ease cannot be prevented.

“We read every day about the increased rate of
diabetes, based on the foods people eat and their
sedentary lifestyle. These are issues that can be
prevented,” Silberman says.

The initiative targets people who are well
today and want to stay well, those who have pri-
mary conditions and want to prevent symptoms,
and those who have secondary or tertiary condi-
tions and want to avoid further exacerbation.

“We’re offering something for all our members
— not just people who are incurring claims,” she
says.

People who want to participate in the program
call a toll-free number and register for the site
closest to where they live or work.

If someone already has a chronic disease such as
heart disease, arthritis, or diabetes, changing his or
her personal health habits can prevent progression

that leads to morbidity, early mortality, and hospi-
talization, Silberman says.

“We all know on some level what we should
do, but it’s not always easy to initiate the practice
of those things. People often encounter social and
physical barriers that keep them from adapting
new healthier practices. We try to recognize all
those barriers and learning styles so we can reach
as many people as possible,” she says.

The program has been developed using the latest
information about how adults like to be educated.

“Adults don’t like to watch PowerPoint pre-
sentations about what to eat all day. Instead, we
offer hands-on training. We take people to the
grocery story and teach them the lifestyle, not just
the words,” she says.

Highmark’s program addresses prevention of
three different levels:

1. Primary prevention includes actions that
prevent initial onset of a disease or disability,
including wearing seatbelts, eating healthfully,
and getting regular exercise. The goal is to have
an impact on people before they incur claims.

2. Secondary prevention involves making sure
that someone with a chronic disease that has not
led to complications has access to information
that can lead to a healthier lifestyle and prevent
complications. For instance, someone with dia-
betes that is under control with no complications
could get valuable advice from a registered dieti-
cian about diet.

3. Tertiary prevention helps people who have
already had complications from their disease pre-
vent it from happening again. For instance, some-
one with coronary artery disease who has had a
heart attack would benefit from meeting with a
dietitian or taking a course on eating well.  ■

WebM&M teaches by
example with case studies
Site draws quality managers, safety professionals

“One of the great challenges in the whole
world of quality and patient safety is

learning to take advantage of the richness of clini-
cal cases,” says Robert M. Wachter, MD, profes-
sor and associate chairman in the department 
of medicine at the University of California, San
Francisco (UCSF) and chief of the medical service
at UCSF Medical Center.
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Highmark’s Community
Wellness Programs

• Discover Relaxation Within: A four-week
stress-reduction program.

• HOPE: A six-week program focusing on health
lifestyles choices to help prevent and manage
osteoporosis.

• Eat Well for Life: A four-week weight mainte-
nance program with instruction on balanced
nutrition and lifestyle changes.

• Personal Nutrition Coaching: An individual-
ized nutrition plan, one-on-one counseling, and
additional support for weight management,
heart health, and diabetes.

• Smoking Cessation: A program combining
self-help materials, relaxation, behavior modifi-
cation, counseling, relapse prevention, and
long-term follow-up.

• Dr. Dean Ornish Program for Reversing
Heart Disease: A yearlong treatment option
combining stress management, group support,
exercises, and nutrition.

Source: Highmark Blue Cross Blue Shield, Pittsburgh.



“It’s a great challenge whether you are a doc-
tor, nurse, risk manager, quality leader, hospital
CEO, or a therapist,” he says.

Wachter says he is beginning to believe that
AHRQ WebM&M (http://webmm.ahrq.gov), an
on-line journal (of which he is the editor) and
forum on patient safety and health care quality
sponsored by the Agency for Healthcare Research
& Quality, is accomplishing just that.

Launched early 2003, WebM&M features:
• expert analysis of medical errors reported

anonymously by readers;
• interactive learning modules on patient

safety (“Spotlight Cases”);
• forums for on-line discussion.
“It’s grown incrementally over time, exceeding

expectations,” says Wachter, who notes that there
are about 7,500 registered users and 700 unique
visitors to the site daily. What’s more, he notes,
the average visitor stays on site for 12 minutes,
“so it’s likely they’re reading the information,” he
observes.”

This seems to indicate the site has achieved
one of its primary goals, which was to make its
case commentaries relatively brief and nearly jar-
gon-free. “We did not want it to feel plodding
and academic,” he explains.

Patrice Spath, of Brown-Spath & Associates in
Forest Grove, OR, also is impressed with the site.
“What makes it different from many other health
care-related web sites is that this one is specific to
what the health care professional needs to do to
improve patient safety,” says Spath, who serves
on WebM&M’s advisory board.

“It is constantly updated with new ideas, and
has a high caliber of advisors. Also, there’s a very
systematic, scientific analysis of the incidents
they present — not just random commentary,”
she continues.

Uses of WebM&M

In numerous discussions with health care pro-
fessionals, Wachter had noted a common theme.

“What I would hear as we’d go from hospital to
hospital is something like this: ‘We had this partic-
ularly troubling and interesting case, but we can’t
even figure out how to get the information to our
other units or departments,’” he recalls.

“AHRQ’s and our epiphany was that there is a
tremendous richness in clinical cases, but no one
had figured out a way to present them as real,
and in a manner that was accessible, lively, and
useful. I honestly don’t think anyone else does

it,” Wachter explains.
By using the web interface, people can send

the site cases anonymously from anywhere in the
world, he notes.

“Through AHRQ’s resources, we are able to
compensate case submitters, which gives them an
incentive to submit and enables us to engage the
world’s experts,” Wachter says.

So, for example, if a case is submitted on a
medication error, or on wrong-site surgery, when
staff consider who the best person would be to
provide expert discussion and commentary, they
usually can get them. “Plus, we have a strong
editorial team, and all cases read well and in an
interesting way,” Wachter adds.

“We work hard with the authors to be sure
they are as engaging, as practical, and as interest-
ing as possible,” he says.

While WebM&M originally was oriented
toward physicians, a survey this past May indi-
cated the following breakdown: 24% were nurses;
21% were physicians; 4% were pharmacists; 11%
were health care administration/managers; and
32% fell into a broad category that included qual-
ity managers, risk managers, systems engineers,
and ethicists.

“It was equally split between providers and
nonproviders,” Wachter notes. When asked to
rate the educational value of the site, 75% of the
respondents rated it as “excellent.”

There are many ways health care managers can
and should use the site to improve performance,
Wachter says.

“For one thing, this field is so broad I don’t
think anyone knows all they need to know,” he
asserts. “The average quality manager or leader
or risk manager will learn from the site because
the cases we’ve posted range from psychiatry to
surgery and safety problems, and from wrong-
site surgery to errors related to implementation of
IT to cognitive psychology and teamwork.”

Just as importantly, Wachter says, it can be
used to spread education across hospital silos.

“Many [health care managers] have taken to
sending an issue or an individual case and mail-
ing the web link to a doctor or nurse on the
patient safety committee, because they believe
they can learn from it,” he notes. “Then, some-
body who might not have gotten the journal
might pick it up and then be hooked.”

Each month, he explains, there is a “spotlight
case” presented with a PowerPoint slide set.
“Many people use that as a way of starting each
month’s quality or patient safety meeting; if
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you’re looking for teaching materials, we’ve done
some of the work for you.”

Spath agrees. “There are two ways quality
managers can use this site. First, they can down-
load the PowerPoint from the feature case and
use it at patient safety committee meetings, staff
meetings, and so forth as a learning tool. But per-
haps a more powerful way of using it is some-
thing I’ve been teaching people to do, which is a
technique called, ‘Could this happen here?’” she
points out.

The technique works like this: The case is
reviewed and discussed, and group members are
asked whether a similar event could occur in
their organization. “If the answer is that it could,
you then ask what would have to go wrong for it
to happen,” Spath continues.

The response itself tells her a lot about the cul-
ture of an organization, she explains.

“If people look at the case and say it could
never happen, that tells me they are not willing to
admit that mistakes can happen, which is a sig-
nificant culture problem,” Spath says.

Cases hold lessons

Using a case from another facility has an addi-
tional advantage, Spath explains: It takes known
faces and names out of the equation, allowing
staff to talk about problems they have a little
more objectively.

“If you say, ‘Here’s what happened because of
an error by Nurse B,’ that puts a face and person-
alities to the incident, and you can’t get past that
to talk about underlying system issues,” she
observes.

“In this method, people do not feel so threat-
ened, and therefore, they don’t feel the need to
try and protect themselves,” she says.

Once the potential for error is identified (what
would have to go wrong), the next step is to
show how it can be kept from going wrong,
Spath adds.

“That leads to process improvement,” she
asserts. “Because these incidents are presented in
sufficient detail, it makes them even more valu-
able for a ‘Could this happen here?’ exercise.”

“These cases hold lessons for individual insti-
tutions,” Wachter concludes. “Every one has an
incident report, a root-cause analysis, and we’re
all struggling with the same problem — how to
take the power that lies in individual cases and
get it to the diverse group of people that need to
know about it,” he adds.  ■

Link between hospice care,
long-term facilities needed
Marketing to nursing homes requires persistence

Increasing numbers of elderly Americans spend
their last days in nursing homes, and very few

benefit from hospice services, experts say. 
Researchers and national health care experts pre-

dict that the number of people who die in nursing
homes or other long-term care (LTC) facilities will
continue to rise in coming decades as the baby
boomers age. Already, many states are seeing an
increase in nursing home deaths at the same time
that the percentage of deaths in inpatient settings is
falling, and some studies estimate that as many as
20% of all U.S. deaths take place in nursing homes.

“What needs to change is the way we view nurs-
ing homes,” says Diane Hoffmann, JD, MS, profes-
sor of law, associate dean for academic programs,
and director of the law and health care program 
at the University of Maryland School of Law in
Baltimore. Hoffmann spoke about hospice care in
nursing homes at the National Hospice & Palliative
Care Organization (NHPCO) conference, held Sept.
30 through Oct. 2 in Washington, DC. “Nursing
homes have not acknowledged that they are places
where people die, and more and more people are
dying in nursing homes,” she says. “Forty percent
of people over age 80 are dying in nursing homes.”

In a survey of nursing home directors, a majority
said there were nursing home residents in need of
hospice care who were not receiving it, Hoffmann
says. She has investigated the reasons why nursing
homes have underutilized hospice, and she found
that the existing barriers are related to cultural and
institutional differences. “Nursing homes and hos-
pice are very different animals in terms of missions
and goals and how they operate,” Hoffmann says.
“Nursing homes tend to be more bureaucratic;
while hospices are more democratic, using families
and volunteers.”

While nursing homes focus on custodial care,
rehabilitation, and activities of daily living (ADL),
hospices focus on pain management and open
communication about death and dying, she adds.
Accordingly, one of the chief obstacles to partner-
ships between nursing homes and hospices has to
do with ideas about pain medication. 

“It seems that nursing home staff fear using 
large doses of medication and feel nursing home
surveyors may accuse them of overmedication,”
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notes Hoffmann. “Also they have concerns about
being cited for substandard care if a resident is not
eating or is malnourished or dehydrated,” she says,
“whereas, hospice regards a patient’s unwillingness
to eat as a natural part of the dying process.”

Another obstacle involves the regulatory gray
area created about five years ago when the Office 
of Inspector General came out with a fraud alert
involving hospices being referred patients in nurs-
ing homes, Hoffmann reports. The alert noted that
people were being referred from nursing homes to
hospice when they didn’t fit the eligibility criteria of
having a life expectancy of fewer than six months,
Hoffmann says. “This alert reduced physician will-
ingness to refer some patients to hospice, especially
with noncancer patients who had conditions where
the ability to predict or estimate death was much
more difficult because diseases didn’t have the
same trajectory as cancer.”

Although lawmakers have added some flexibil-
ity to this criterion, the damage has been done
because of a few high-profile cases in which
Medicare tried to recoup money from people who
had lived longer than six months while in hospice
care, Hoffmann says. “Hospices appealed the deci-
sion, and Medicare lost. An administrative judge
said this wasn’t an error, and you can’t penalize
people for living too long.” 

Still, these types of cases have left a distaste
among some in the industry for any kind of refer-
rals that might trigger a Medicare investigation.

Another regulatory concern involves the overlap
of hospice and nursing home services, Hoffmann
notes. “There’s the question of who should be
doing the feeding and bathing of patients, and
there may be a violation if either hospice or the
nursing home cut back on services because the
other’s doing it,” she explains. This gray area can
cause confusion because while a nursing home’s
mission may include ADLs such as bathing and
feeding, a hospice may include these services as
part of an array of aide services that are offered for
comfort to dying patients, Hoffmann says.

Despite the challenges, there are many positive
reasons hospices may desire to form partnerships
or collaborative relationships with skilled nursing
facilities (SNFs), experts say. For instance, some
research indicates that nursing homes struggle
with palliative care and pain management, which
means there is a long-term growth possibility for
hospices that would like to form collaborative rela-
tionships with nursing homes.

“I think the potential for growth is definitely
there,” says Gwendolyn Burk, MSS, MEd, LCSW,

manager of the assisted living and skilled nursing
facilities team at the Hospice of North Central
Florida in Gainesville. Burk spoke about collabora-
tion with skilled nursing facilities at the NHPCO
conference. Likewise, hospices could take advan-
tage of growth opportunities through developing
partnerships with assisted living communities.

Hospice care in assisted living communities
and long-term care facilities probably won’t
replace hospice home care, but it’s still an impor-
tant option for growing hospices, says Karen
Carney, director of community and provider rela-
tions at Hospice of the North Shore in Danvers,
MA. She spoke about hospice and assisted living
communities at the NHPCO conference. “Hospice
was designed to care for people at home and keep
them home, and that’s our first option,” Carney
says. “But the reality as we move forward is that
for many people the home is not viable, so having
good relationships with assisted living and skilled
nursing facilities enables all of us to work together
as someone’s needs change.”

Hospice of the North Shore began working in
SNFs about five years ago, but it wasn’t until a year
and a half ago — when the organization put a
major emphasis on increasing its work with long-
term care facilities — that referrals increased signif-
icantly, she reports. The hospice’s daily census rose
from 120 to more than 300, and long-term care
referrals played a major role in that growth, Carney
adds. “We put a lot of emphasis into long-term care
facilities and how we could be a better service to
them,” she says. “And now it’s become comparable
to our home health services, and we have two des-
ignated teams.”

The need for hospice care in assisted living
communities is increasing, along with a need for
a specific and unique approach that might work
best in that environment, Carney notes. “A lot of
trends suggest more people are going to be living
in assisted living communities,” she says. “But
many hospices overlook them.”  ■

Career advancement:
Grow in the right areas
More emphasis on technology in future

Whether to meet continuing education require-
ments, get a better job, or to satisfy a personal

desire to improve in the profession, occupational
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health nurses always are looking for opportunities
for professional development.

“It’s important for them, as it is in any field, 
to maintain expertise and knowledge of the
field,” says Susan A. Randolph, MSN, RN,
COHN-S, FAAOHN, president of the Atlanta-
based American Association of Occupational
Health Nurses (AAOHN).

She says nurses often are looking for more than
just the state-mandated continuing education
they are obliged to get. They want more training
that will help shape their careers, and they want
it to be accessible.

Conventional avenues for obtaining career devel-
opment training include the university setting and
conferences sponsored by professional organiza-
tions such as AAOHN and its state chapters.

Besides going back to school for a postgradu-
ate degree, occ-health professionals can use col-
leges and universities as resources for other types
of specialty training.

NIOSH has established education and research
centers (ERCs) at universities throughout the
United States. The organization currently funds
16 ERCs that provide multidisciplinary graduate
and continuing education programs in occupa-
tional medicine, occupational health nursing,
industrial hygiene, and safety. The centers serve
as regional resources those working in occupa-
tional health and safety, including industry, labor,
government, academic, and the general public.
ERCs are funded for five-year periods by NIOSH
under a competitive peer-review process.

Besides the academic training programs, NIOSH
supports ERC short-term continuing education pro-
grams for occupational safety and health profes-
sionals and others with worker safety and health
responsibilities.

“Outside the university setting, professional
organizations have lot to offer,” Randolph says.
“On the national, state, and local levels, they offer
a lot of wonderful [continuing education] pro-
grams and networking opportunities.”

But longer workdays and shorter leisure time
has made it difficult for some nurses to get face-to-
face advanced training or continuing education.

“It used to be that you would travel to a pro-
gram or go to a class; but work has changed,
companies have merged and don’t have as many
staff, so people are tied to their jobs and it’s hard
to get away,” Randolph observes. “We’re seeing
more offerings being provided through distance
learning, and that’s opened up a lot more profes-
sional development opportunities.”

AAOHN offers a list of continuing education
opportunities and professional development
courses, some of which are available as on-line or
downloaded self-study courses.

Other professional organizations, including the
American Industrial Hygiene Association (www.
aiha.org), American College of Occupational and
Environmental Medicine (www.acoem.org), and
the Institute of Industrial Engineers (www.iienet.
org), offer self-study and distance learning as well
as on-site training at conferences.

But with more occupation health nurses report-
ing they are working longer hours, the flexibility
and cost savings offered by self-study courses is
very attractive to many in the field, Randolph says.

“They can take courses at their convenience
rather than on a specific day and time,” she
points out. “With videoconferencing and audio
conferencing, you can attend it or miss it entirely,
then bring it up on your computer, view the
slides, or listen to it on CD when it’s convenient.

“You print off a lesson or article, read it when
you can, take a quiz on-line, print off your docu-
mentation, and you’re done.”

Show your value

Even though it seems there may not be enough
hours in the week to fit in the additional training,
getting those hours in is critical to improving the
worth of the occupational health nurse, particu-
larly when companies are looking to trim budgets.

“It is important to show your value — what do
you bring to the job that justifies your existence?”
Randolph says. “Why should your workplace or
company have an occupational health nurse?”

It’s easy for companies to rationalize that as
they belt-tighten, merge, and lay off employees,
they may not need on-site nurses or an occupa-
tional health program. Keeping abreast of training
and being able to demonstrate what an occupa-
tional health program means to the employer in
terms of new programs that can save the com-
pany money by getting people back to work
sooner or picking up on a disease earlier can be
instrumental in preserving occupational health
programs and jobs, Randolph surmises.

Wendi Robbins, RN, PhD, director of occupa-
tional and environmental health nursing at the
University of California-Los Angeles School of
Nursing, one of the NIOSH ERCs, says her center
is seeing increasing demand for occupational
health practitioners.

“The practitioner cannot only administer
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advance practice nursing at the worksite — sutur-
ing, etc. — but comes out with a master’s level
degree and training in strategic planning, evalua-
tion of programs, and that sort of thing,” she says.

The role of the occupational health nurse in the
workplace is changing, Robbins says, and so train-
ing for future occ-health nurses is adapting.

“Our program, for example, is interdisciplinary
with business programs and industrial hygiene pro-
grams,” she says. “They are all in courses together,
and I think the nurses are seeing where they can
expand their scope by getting masters’ degrees.”

The core materials that new occupational
health nurses need to know has not changed all
that much, Randolph says, but for the seasoned
nurse, the emphasis might be on advancing his 
or her knowledge in specific areas, gaining new
expertise in technology, or learning new tech-
niques for case management.

“SARS, bioterrorism, . . . there are always going
to be things that require us to stay on top of devel-
oping topics,” she points out.

Employees often consult the occupational health
nurses at their work sites about nonwork-related
problems, such as arthritis or a sports-related
injury, and if they get information or second opin-
ions that prove trustworthy, the nurses’ value to
that employee — and thus, to the employer — 
has risen, Randolph suggests.

“And depending on the type of worksite you
are in and the number of nurses there, you might
be taking care of injuries, doing case manage-
ment, and being an office manager; whereas, if
you have several nurses, you might have just one
responsibility,” she says. “So depending on your
workplace and the demands on you, your profes-
sional development needs will vary.”

Program first to go when budget’s tight

As companies’ budgets get tightened, money
available for professional development often is
one of the first things to go.

“In California, it’s pretty dreadful in terms of
budgeting,” Robbins says.

“We are seeing maybe 10% of our students are
experienced occupational health nurses who are

coming back to expand their scope of knowl-
edge,” Robbins observes. “The other, major por-
tion are hospital-based nurses who are looking to
advance their practice roles.”

Mandatory continuing education has to come
first, but if there is additional training that could
extend an occupational health nurse’s job duties at
a particular worksite, or would expand the services
he or she could offer the employer for a relatively
low cost, sometimes a well-planned presentation to
the employer is all it takes to justify the cost.

AAOHN offers various grants to help with
continuing education, leadership development,
and return to school full time, and state and local
chapters of national professional organizations
frequently offer scholarships to help members
attend training conferences.

A cost factor often overlooked is the cost in time
— an occupational health nurse who is attending 
a conference isn’t at work, and that can cost the
employer money. When a nurse is the lone staff
member in that company’s occupational health pro-
gram, distance learning might be a more readily
accepted alternative for the employer.

AAOHN offers workshops to its members that
help them make their case to their companies,
including a skill set, success tools, and information
on maximizing their value and demonstrating that
value to their companies.

Occupational health nurses are going to con-
tinue to see their roles — and demands on them
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— change, and Robbins says being technologi-
cally savvy will be key to adapting to the changes.

“One thing here in California, as well as in other
parts of the country, is the push toward becoming
familiar with nanotechnology [a science devoted to
engineering things that are unimaginably small],”
Robbins says. Nanoscale materials are increasingly
being used in optoelectronic, electronic, magnetic,
medical imaging, drug delivery, cosmetic, catalytic,
and materials applications.

According to NIOSH, the occupational health
risks associated with manufacturing and using
nanomaterials are not yet clearly understood.
Many nanomaterials and devices are formed
from nanometer-scale particles (nanoparticles)
that are initially produced as aerosols or colloidal
suspensions.

Workers within nanotechnology-related indus-
tries have the potential to be exposed to uniquely
engineered materials with novel sizes, shapes,
and physical and chemical properties, at levels
far exceeding ambient concentrations. For now,
NIOSH is urging caution when there is potential
for workers to be exposed to nanoparticles.

“Even though we don’t know the extent to
which nanotechnology could affect worker
health, we are making sure our graduates here at
UCLA are at least familiar with nanotechnology,
because we want them to be in line with the new
technology-driven, global kinds of industry.”

A current CE course schedule for all NIOSH
Education and Research Centers is available.
Contact NIOSH by phone: (800) 35-NIOSH [(800)
356-4674], or go to the NIOSH web site: www.
niosh-erc.org.  ■
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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. ■

The semester ends with this issue. After complet-
ing this semester’s activity, participants must com-
plete the evaluation form provided in this issue and
return it in the reply envelope included to receive a
certificate of completion. When your evaluation is
received, a certificate will be mailed to you.

21. According to Sherry Aliotta, RN, BSN, CCM, non-
adherence to medication is responsible for how
many deaths annually from cardiac problems?

A. 50,000 C.  125,000
B. 100,000 D.  175,000

22. Minneapolis-based Cardiocom identifies
patients for its home monitoring program
through which of the following?

A. Diagnoses and admissions
B. Total cost of care
C. Quality-of-life issues
D. All of the above

23. The third level of Highmark Blue Cross Blue
Shield’s preventive health program involves ___.

A. Actions that prevent initial onset of a disease or
disability.

B. Ensuring that someone with a chronic disease
that has not led to complications has access to
information that can lead to a healthier lifestyle
and prevent complications.

C. Helping people who already have had compli-
cations from their disease prevent it from hap-
pening again.

D. All of the above

24. The web site WebM&M originally was oriented
to what group of health care professionals?

A. Physicians
B. Pharmacists
C. Nurses
D. Health care administrators/managers

Answers: 21. C; 22. D; 23. C; 24. A.

CEquestions
LuRae Ahrendt
RN, CRRN, CCM
Nurse Consultant

Ahrendt Rehabilitation
Norcross, GA

B.K. Kizziar, RNC, CCM, CLCP
Case Management Consultant

Blue Cross/
Blue Shield of Texas

Richardson

Sandra L. Lowery
RN, BSN, CRRN, CCM

President, Consultants in Case
Management Intervention

Francestown, NH

Catherine Mullahy
RN, CRRN, CCM

President, Options Unlimited
Huntington, NY

Betsy Pegelow, RN, MSN
Director of Special

Projects, Channeling
Miami Jewish Home and 

Hospital for the Aged
Miami

Marcia Diane Ward, RN, CCM 
Case Management Consultant

Columbus, OH

EDITORIAL ADVISORY BOARD



Behavioral health
Addressing member concerns,

FEB:16 
Boosting compliance on

antipsychotics, MAY:54-55 
Critical times for

noncompliance, SEP:103-104
Depression in the chronically ill,

FEB:34-35
Developing depression

guidelines, JAN:10-11 
Maintaining confidentiality,

MAY:53-54
Mental illness impedes recovery,

AUG:88-90
Taking a proactive approach to

stress, FEB:15-16
Timely care for depression,

MAY:49-52
Postpartum depression, MAY:52

Catastrophic case management
Reinsurer can help manage care,

MAR:25-27
Share the risk, MAR:27-28

Cancer patient management
Oncology management

program, MAR:28-29
Program helps breast cancer

patients. NOV:124-126 
Working with UM vendor,

MAR: 29-30

Disease management
Assessing readiness to change,

SEP:99-100 

Award-winning diabetes
management, OCT:109-111

CHF program for publicly
insured, FEB:19-20 

Concentrate on patients likely to
become costly, JUL:80-81

Guidelines promote medication
adherence, DEC:133-135

Health coaching helps
compliance, OCT: 111-112 

Helping patients control chronic
conditions, JUN:70-71

Homegrown diabetes
management plan, OCT:114-
115

Identifying gaps in care, JUL:77-
80

Incentives for patients, OCT:112-
114 

Incentives for physicians, JUL:78
Integrating disease

management, decision
support, DEC:137

Integrated program uses health
coaches, FEB:22

Patients set personal goals,
SEP:97-99

Physician feedback on chronic
diseases, FEB: 21-22

Predictive modeling identifies
patients at risk, MAR:30-31

Program for at-risk members,
DEC:133-135

Program saves medical costs,
APR:43-44

Providing seamless care, APR:44-
45

Self-reports patient data,
MAR:31-32

Small steps to lifestyle changes,
OCT:115-116

Targeting low back pain, JUL:76-
77

Targeting sickest diabetics,
MAR:33-34

Working with physicians,
MAR:32-33

Elder care
Baby boomers likely to tax

system, APR:37-38
Dealing with sticker shock of

long–term care, APR:38-39
Identifying options for care,

APR:40-41 
Involving family in plan,

APR:39-40
Opportunities in geriatric case

management, NOV:127-129
Tool evaluates senior care

options, NOV:129-130

Legal/ethics 
Determining your allegiance,

APR:45-46
Handling ethical dilemmas,

JAN:1-3
Identifying ethics issues, JAN:3
Knowing when to remove

yourself, FEB:22-23
Monitoring medical errors,

JUL:82-83
Monitoring your own conduct,

NOV:131-132 

Need back issues? Call our order department at (800) 688-2421 or (404) 262-7436.
Copyright 2004 Thomson American Health Consultants.

Providing the highest-quality information for 15 years



Protecting patient
confidentiality, JAN:4

When to terminate services,
SEP:106-107

Managed care
Bedside case managers, APR:41-

42
Coordinating care throughout

the continuum, APR:55-58
Ensuring consistency in care,

FEB:20-21
Helping member make

informed decisions, AUG:91-
93

Integrating care management
services, JAN:8-9

Meeting needs of AIDS patients,
SEP:100-102

Nurselines save lives, JUN:64-66
Nurse navigators assist

members, JUN:67-68
Nurse triage services impact

care, JUN:63-64
Partnering with providers,

AUG:94-95
Pilot project aids in revamp,

NOV:123-124
Proactive case management,

NOV:121-132 
Redesign eliminates duplication,

JUN:61-63
Redesigning the CM program,

JAN:9-10

Rural case managers use
creativity, AUG:85-88

Social workers help cut LOS,
AUG:93-94

Social workers help with
discharge planning, APR:42-
43

Tailoring programs to
organizations, JUL:73-76

Targeting the right
interventions, JAN:9

Member satisfaction
Focus group helps plan

intervention, SEP:104-106
Listening to customers’ voices,

FEB:18
Personal touch pays off, FEB:16-

18

Outcomes management
Determining what to track,

JUN:69-70
How to document outcomes,

OCT:117-110
Measuring ROI is not enough,

NOV: 126-127
Proving value of case

management, JUN:68-70

Pediatric case management
Improving sickle cell care,

JAN:6-7
Program targets publicly

insured, JAN:4-5
Reducing lead levels, JAN:7-8

Stressing childhood
immunizations, JAN:5-6

Professional development 
Growing need for case

managers, MAY:58-59
Importance of CM credentials,

MAY:59
Opportunities for the future,

FEB:13-15
Organizations collaborate on

challenges, APR:47
Stay connected to meet today’s

challenges, OCT:119-120

Pharmacy 
Monitoring data identifies

treatment gaps, FEB:18-19
QI initiative ties in with disease

management, SEP:102-103

Staffing 
Flextime for care managers,

OCT:116-117
Safety a concern for rural case

managers, AUG:87

Workers’ compensation/disability
management

Help disabled manage chronic
conditions, AUG:90-91 

Return to work part of recovery,
AUG:89

Screen for mental illness,
AUG:88-90

Index December 2004 / Supplement to CASE MANAGEMENT ADVISOR™


