
Holistic approach helps plan provide
care for members with special needs
Case management, social work go hand-in-hand

Since Horizon NJ Health plan started its Care Coordination Unit
(CCU), a comprehensive, holistic program for Medicaid beneficia-
ries with special needs in 2000, costs of care for special-needs

members have dropped in many cases. 
Special-needs members typically utilize three times the resources the

average member uses, says Karen Szerlik, RN, CMCN, team leader of
the CCU.

“The special-needs patients in the program have very complex medi-
cal needs and can be financially draining on a plan. Our goal is to pro-
vide quality care for these members and to manage them in order to
keep them out of the hospital,” she adds.

The CCU case managers work with populations of all ages with men-
tal and physical disabilities and complex medical conditions. Members
in the program range in age from infants to the elderly, and many have
multiple comorbid conditions, including mental health problems.

Some of the members have specific disabling conditions such as
quadriplegia, paraplegia, cerebral palsy, spina bifida, Down syndrome,
and autism. Others have complex chronic conditions such as HIV/AIDS,
sickle cell disease, and end-stage renal disease. Others may be waiting
on an organ transplant or undergoing cancer treatment. 

The CCU case managers take a holistic approach to coordinating care
and often work with the plan’s social work case managers to help with
members’ nonmedical needs, including housing, food, transportation,
and utilities.

“In order to promote good medical outcomes, we address the mem-
ber in a holistic way, including providing support to the caregivers of an
adult or the parent of a child. If psychosocial support is not provided
for patients with special needs and their caregivers, the outcome is
likely to be very poor,” Szerlik adds. 

The CCU case managers look at the needs of the members they work
with and seek to meet them, whatever those needs are. For instance, if a
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member is wheelchairbound and needs transporta-
tion to the physician or clinic, the case managers
authorize that the member receive transportation
assistance.

“It benefits no one when our team works so
diligently on behalf of a member if that member
is not able to get to the doctor to get medical care.
This holistic approach helps remove all barriers
to care and helps the members and their care-
givers enjoy a high quality of life, ” Szerlik points
out.

The CCU case managers collaborate with the
health plan’s social case managers to provide the
members with linkages to community agencies
that can help with their care, adds Cathy Kelly,
RN, BA, CMCN, manager of clinical operations.

For instance, if a member has cerebral palsy,
the case managers help them get access to a cere-
bral palsy clinic and also help the caregiver get
involved with a support group.

“With chronic diseases such as cystic fibrosis,
cerebral palsy, muscular dystrophy, and sickle
cell disease, care can be enhanced with social
support. Because many of our members have
been in other Medicaid programs that don’t offer
or even have this kind of social support, they do
not know how to access community resources,”
she adds.

The CCU case managers coordinate with the
social case managers and durable medical equip-
ment providers to assure that the members have
everything they need after discharge. 

For instance, when a sick baby is in the hospi-
tal, the case manager gets the social case manager
involved to make sure that resources are in place
to meet all of the family’s needs.

“While the child is still in the hospital, we
make sure that the family has housing and any-
thing else necessary to care for the child’s physi-
cal needs. As every nurse knows, discharge
planning begins at admission, and we try to con-
nect the family with all the community resources
they will need,” Kelly says.

In one case, the social case manager intervened
when a baby on a ventilator was being discharged
to a home where the electrical services were inad-
equate to keep the ventilator operating.

The case managers make sure the durable
medical equipment company does a home evalu-
ation before any equipment is provided. 

“If you provide a $20,000 electric wheelchair to
somebody who lives on the 16th floor of a build-
ing with no elevator, you’re doing them a disser-
vice. We check the home out before the member
receives the service,” Szerlik says.

On occasion, the CCU case managers will visit
their clients in the home if they feel a personal
visit is necessary to review the situation and the
members’ needs.

“If we feel that our eyes in the community or
our community contacts and linkages are missing
something that could impact the health and wel-
fare of the member or we have a concern that
something isn’t what it might appear to be on the
surface, we send our nurse case managers or the
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social case managers out to the house so that we
can provide the best services possible for each
case and each member’s needs,” Szerlik says.

For instance, one patient was having problems
with the bedrails breaking constantly when she
was turned over for wound management. The
case manager talked to both the home health
nurse and the member’s husband and discussed
the problem with the equipment company.

When Szerlik visited the home, the case man-
ager discovered that the bed was so small that the
woman had very little room in which to maneu-
ver. She only had five inches in which to turn
around. Szerlik arranged for a larger bed and
solved the problem.

“Our nurses come from an acute hospital back-
ground and have a lot of clinical experience. They
are able to pick up on cues that indicate that
something is wrong and to take steps to fix it,”
she says.

Every member who is stratified to Level 2 or
Level 3 receives both medical case management
and social case management.

“Mental health is a very big issue, whether it’s
a need for counseling for behavioral issues or dif-
ficulty in coping or helping relive the stress a
caregiver experiences when taking care of a spe-
cial needs patient,” Szerlik reports.

The case managers are able to give social sup-
port and to help families tap into resources that
will provide respite care.

It means a lot to family members to know that
they have someone to talk with when they have
problems or just need a shoulder to cry on, Kelly
says.

“Some families have two or three special needs
children. It’s hard to imagine the demands put on
these caregivers,” she adds.

The health plan coordinates care for all mem-
bers, but the special-needs members often need a
lot of coordination, Szerlik says.

For instance, some members with complex
medical needs may be going to as many as five
different hospitals for care. The case managers 
set them up for care at a tertiary care center with
various specialists so they can receive care in one
place.

In the case of newborns with special needs, the
case managers help the mother understand what
their infants require, help them coordinate visits
to specialists, and assist them in connecting to
services in the community that they need.

When a member joins Horizon NY Health, the
outreach staff begin an aggressive program to get

in touch with the member so they can conduct a
screening to see which programs would best ben-
efit him or her.

“We make numerous attempts to get to the
member by telephone, send out letters if there is
no phone number available, and work with the
primary care physician to locate the member,”
Kelly says.

The prescreening questionnaire contains trig-
gers that indicate if the member needs a more
extensive risk assessment to determine if he or
she qualifies for the special-needs program.

Primary care physicians, internal staff, and
self-referral also make referrals to the program
from members.

The case managers receive the referrals and
conduct a risk assessment to determine if the
member has complex needs. The risk assessment
stratifies members into three categories, each
with different levels of contact.

Members on Level 1 receive at least one out-
reach attempt annually. Case managers are in
touch with Level 2 members on a monthly basis
and those on Level 3 twice a month.

During the initial contact, they begin educating
the member on the services that Horizon NJ Health
will provide.

“Most of the members are accustomed to straight
Medicaid fee-for-service. We discuss and explain
the services we provide and help them navigate
through the system,” Kelly says.

The health plan also sends the members a for-
mal letter introducing them to their case manager
with a telephone number they can call if they
have questions or problems. 

Any case that is referred to the Care Coordin-
ation Unit stays open as long as the member is in
the plan. Members’ levels can change, depending
on their needs at the time, and the type of support
they need may change over time.

“It’s one thing to understand what a little baby
needs. As a person with cerebral palsy or muscu-
lar dystrophy grows older, the caregivers also
need someone to talk to about the evolving
needs,” Kelly adds.

The staff at Horizon NJ Health have biweekly
multidisciplinary meetings to discuss the needs
of the members. Staff attending include the medi-
cal director, pharmacist, social case manager, reg-
ulatory affairs, and legal services if needed.

The case managers bring up specific cases with
unresolved issues, and the team collaborates on
how to resolve the problems. 

“In a holistic approach, the case manager needs

February 2005 / CASE MANAGEMENT ADVISOR ™ 15



to address counseling support. For instance, if we
have a member in a pain management program,
it’s critical for them to develop a coping mecha-
nism,” she says.

The case managers coordinate dental care for
special-needs patients through Horizon Dental’s
special-needs program for dental services.

Many of the children are wheelchairbound
and have behavioral issues that make it difficult
for them to receive dental care from a dentist
who is not skilled in working with special-needs
patients.

“These children can’t express that they’re in
pain, but they may exhibit behavior outbreaks. In
any case, they still need routine dental care. Our
nurse case managers work with Horizon Dental
to make sure they get special needs dentistry,”
she says.  ■

Parents’ skills crucial 
for pediatric patients
Sicker patients increase value of assessment

Home care agencies providing care to pedi-
atric patients must pay careful attention to

the competency of the parent caregiver to make
sure that he or she is ready for the challenge of
caring for a child on a ventilator or a feeding
tube.

“The actual assessment of a caregiver’s compe-
tency doesn’t differ according to the patient’s age.
We have to be aware that parents have not always
been prepared for their responsibilities, and the
patient is usually unable to help in his or her own
care,” says Carol Behnke, RN, manager of educa-
tion for Melmedica Children’s Healthcare in
Country Club Hills, IL. 

“If the child is old enough to participate in the
assessment, we include him or her, but the major-
ity of our questions are for the caregiver,” she
notes. “Questions are open-ended and cover
practical knowledge as well as theory related to
the patient’s specific needs. 

“We often find parents who have watched the
hospital nurses provide care, but they have not
done it themselves,” Behnke continues. 

“While these parents can verbalize how to
suction, they’ve never actually suctioned. Other
parents did have some experience with hands-on
care while the child was in the hospital, but not

enough that they feel comfortable providing it
with no nurse for assistance,” she adds.

In these cases, the home care nurse must work
with the parents to make sure they get the hands-
on experience to feel comfortable. “We’ll spend
time with the family before discharge from the
hospital, and we spend the first day — the transi-
tion day — with them,” Behnke explains. 

The transition day is the time the nurse thor-
oughly assesses the parents’ ability as caregivers,
she adds. “We demonstrate how to suction, and
then we have the parents perform a return
demonstration. We also have the parents provide
care while we observe.

“While our nurse cannot be available in the
home every day as a hospital nurse can be, we
can be reached by telephone 24 hours a day,”
Behnke point out. Nurses also give parents writ-
ten instructions with pictures explaining care of
suction tubes, nebulizers, and feeding tubes, she
says.

“One of the reasons some parents are not com-
fortable when the child comes home is because
the equipment they have in the home is different
from the hospital equipment,” explains Karen
Gunter, RN, MSA, president of Melmedica
Children’s Healthcare. 

“It looks different; it sounds different; it func-
tions differently; and these differences over-
whelm the parent,” she explains. 

For this reason, Gunter’s agency staff members
often suggest that the family have the durable
medical equipment (DME) provider place the
same equipment that will be used in the home 
in the hospital for at least several days prior to
discharge. 

“While we recommend this, it doesn’t always
happen for reasons that include either the DME
company, the hospital, or the family,” Gunter
admits.

Assessment and education

Home care nurses have to spend more time
assessing and educating parents, she notes. “We
used to see more in-depth training in the hospital
with parents even spending a couple of nights in
the hospital with the child or with the child going
home for a weekend, then returning to the hospi-
tal for assessment,” Gunter says. 

“The challenge for home care nurses is the fact
that no two homes are exactly alike in terms of
the parents’ ability to care for the child,” she
explains. “Homes with single parents or both
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parents who are working have to juggle more of
their time and effort to learn how to care for the
child because they are not with the child all day.” 

“We also see difficulties when the primary
caregiving parent becomes ill and the other par-
ent doesn’t know what to do,” Gunter says.

While her agency doesn’t have a social worker
on staff, there are social worker consultants avail-
able for specific cases, she adds. 

“The majority of assistance our families need
are resources for the time when the child ages out
of insurance coverage and needs access to state
waiver programs. All of our nurses have the
information about resources to help parents
obtain the assistance they need,” Gunter says. 

While it sometimes is easier to make the con-
tacts for the family, it’s important to just provide
information and let the parents orchestrate the
contacts, she points out.

“These children will need lifelong care, and
parents have to assume responsibility for that
care. We can’t allow them to depend upon us to
do things they need to do,” Gunter adds. “We
make it as simple as possible, with step-by-step
information on how to access the services they
need.”

Physical requirements of care

One thing home care nurses need to keep in
mind as they assess caregiver capabilities and
teach the family is the actual makeup of the
group of adults who will provide care.

“You might be teaching grandparents who are
very comfortable with providing care, but they
will be going back to their home in two months,”
Gunter explains. 

“In this case, make sure that the parent or other
adults who will be the caregiver for the long-term
are assessed thoroughly to ensure that they will
be able to provide care without the assistance of
the grandparents,” she says.

In addition to assessing knowledge and ability
to perform the caregiving tasks, look at the physi-
cal requirements of providing care, Gunter sug-
gests. 

“If the mother is petite and her child is her size
or bigger, how will she physically move the child
to provide care?” she asks. Finding other care-
givers to help the mother is an option that must
be explored in this case, Gunter adds.

If the nurse believes the parents truly don’t
know how to provide care and can’t be taught,
there are several steps to take, Behnke explains. 

“We work with the case manager and may
arrange a temporary admission to the hospital
while we explore our options,” she says. 

In some cases, the child may be placed in a fos-
ter home that has adult caregivers who can pro-
vide care where the parents still can spend time
with their child, Behnke adds. “The goal has to be
the best care for the child.”  ■

Team approach cuts costs
for the chronically ill
Efforts go beyond traditional hospital care

Ateam approach and intensive case manage-
ment of patients has helped San Francisco

General Hospital cut the number of hospitaliza-
tions and costs for patients who frequently were
hospitalized.

The team’s efforts go far beyond traditional
hospital care and may include help with housing,
transportation, and other barriers to obtaining
health care. They help the patients navigate the
complex and confusing social and health care
system.

Among the first 15 patients who stayed in the
case management program for a year, admissions
were cut in half and median hospital days per
patient dropped from 23 to 10.

The program started as part of the hospital’s
efforts to determine why some patients were
dropping through the health care safety net.

“When we studied our patient population, we
found that a very small percentage of our overall
population drives 45% to 50% of the cost. About
80% of the patients have had one hospitalization
in a year, but 13% had three or more hospitaliza-
tions within a 12-month period of time,” says
Elyse Miller, LCSW, clinical director for the med-
ical high-use case management program at San
Francisco General Hospital.

The study determined the patients were
overusing the primary care clinics and the inpa-
tient ward and developed a multidisciplinary
team to tackle the problem.

The team includes Miller; the clinical directors;
Michelle Schneiderman, MD, a medical director;
three social workers, Ana Carcamo, MSW, Suzane
Hufft, MSW, and Donn Warton, LCSW; a part-
time psychiatrist, William Mains, MD; and a full-
time nurse, Lin Zenki, RN. 
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The team meets twice a week for medical
rounds, once a week for staff meetings, and once
a week for a seminar to discuss patient care or a
didactic on medical or psychiatric issues.

“We are a roving multidisciplinary team. We
go to patients’ homes within the community if
that’s what it takes,” Miller says.

The team recruits inpatients and asks them if
they would like to participate in the program.
Patients must set goals for themselves and agree
to certain medical goals. “It’s a matter of collabo-
ration and compromise,” she adds. 

Team acts are system translator

Each day, the team receives a computer-gener-
ated report of patients who were admitted the
previous day and who have had three or more
admissions in 12 months. The social workers visit
the patients in the hospital, screen them, and try
to recruit them. Inpatient social workers, physi-
cians, and public health nurses also refer patients
to the program.

Patients eligible for the program cannot be
enrolled in another program that duplicates the
services and must have a life expectancy of at
least six months. The program is voluntary, but
the patients have to agree to set goals and to be
motivated to try to reach them. The social worker
case managers typically carry a caseload of just
15 patients because of their intensive needs and
complicated medical conditions.

“These patients have multiple impairments,
significant medical issues, and underlying psy-
chiatric and substance-abuse issues. Most of their
chronic medical issues. such as congestive heart
failure, diabetes, and chronic obstructive pul-
monary disease, are compounded by drug and
alcohol use,” Miller notes. 

Two-thirds of the patients are or have been
homeless or marginally housed. About 80% have
a mental illness, and 90% have alcohol and sub-
stance abuse problems. The patients’ care is too
complex for a primary care physician to address
during a standard clinical appointment, she adds. 

Many of the patients have low literacy or edu-
cational level. Some have sustained multiple
impairments that make it impossible for them to
be organized. “These are patients with a low level
of functioning but with a high level of need to
follow up with their care. They need to complete
a significant number of appointments with the
specialty care clinics and take medication daily,”
she says.

The team was set up to facilitate the existing
system, rather than creating a separate system to
manage the patients’ care. It works with the pri-
mary care physician, who delegates part of their
responsibility for the program. 

The team acts as a system translator and breaks
everything the patient must do into steps to make
it easier for the patient to follow. For instance, the
team simplifies medication management, a signif-
icant problem for the population in the program.

When patients enroll, the case managers get 
a list of all the medications the patient is taking.
The nurse organizes all the medications the
patient is taking in a box with compartments for
different times of day. “Some people are on 10-
plus medications that they take four times a day.
It would be challenging for someone with a col-
lege education without significant substance
issues. It’s impossible for our population, and
they are set up to fail,” Miller explains.

The team works with the primary care physician
to simplify the medication schedule to make a sig-
nificant difference in the patient’s symptoms and be
the most efficient for the patient to adhere to. For
instance, instead of taking medications four times a
day, the patient may be able to take it twice a day.
The nurse puts the medications for the morning in
one side of the box and the evening medications in
the other side.

“Maybe the patient is only 80% adherent, but
that can make a huge difference,” she says.

The team helps patients get transportation to
and from the physician or clinic and helps them
get a medication card. “We do a lot of simple
things that can make a tremendous difference,”
Miller says.

Finding stable, permanent housing is a big
challenge. “In San Francisco, housing is difficult
for the mainstream population; but for someone
on SSI [Supplemental Security Income] or general
assistance, it’s almost impossible,” she admits.
Finding safe housing takes the longest amount 
of time. The city has supported-living hotels for
people who meet certain criteria, for instance
those who need mental health services or medical
care. “The social workers keep up with which
facilities have availability and make sure the
patient’s names are on the waiting list and that
the paperwork needed for admission is done.

“Housing is hard to find, particularly housing
with a support staff. A single-room occupancy
hotel is $600 to $700 a month, and the average dis-
ability check is $849. That doesn’t allow for much
padding. We try to get them into subsidized hotels,
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where the rent is one-third of their income,” Miller
explains.

If the patient has enough medical or psychi-
atric issues to qualify, the team may work to get
the patient switched from general assistance, a
welfare program, to another program that will
provide a higher level of assistance, so he or she
can qualify for MediCal.

“All of these little things can make a huge dif-
ference in a patient’s enjoyment of life and can
make a difference in their hospitalization patterns
and the cost of their care,” Miller explains.

The team is flexible enough to work with peo-
ple who live an alternative lifestyle. “Instead of
trying to push them into a mainstream process,
we try to meet them where they are, get their
medical symptoms stabilized, deal with their
psychological issues, and get them on the right
medication,” she says.  ■

Dallas program slashes
presenteeism rates
Losses to musculoskeletal disorders drop 62%

Presenteeism can seem an almost insurmount-
able cost of doing business, but a two-year

study and project by the Federal Reserve Bank 
of Dallas (FRBD) shows that reducing the direct
and indirect costs of a major cause of lost pro-
ductivity is possible — in a big way. The goal of
the study and project, “Managing the Costs of
Human Capital — Health and Productivity in
the Workplace,” was to address the costs of pre-
senteeism and the impact work site disease man-
agement programs could have on it. The results
were impressive — a 62% reduction in the cost
and effects of presenteeism in two departments
of the FRBD.

The project was undertaken by the FRBD,
Dallas/Fort Worth Business Group on Health, the
Institute for Health and Productivity Management,
and was sponsored in part by Pharmacia Corp. 

“I feel that this project, more than anything,
was an effort to determine the impact of presen-
teeism due to musculoskeletal disorders [MSDs],
rather than an effort to demonstrate outcomes due
to disease management,” says Bob Queyrouze,
CEBS, CCP, SPHR, manager of compensation/
benefits for the FRBD. “Our initial goals were to
identify the economic impact of musculoskeletal

disorders among employees in two pilot depart-
ments, improve health or management of muscu-
loskeletal disorders, and improve employee
productivity.”

The stated goals of the project were to improve
employee understanding of presenteeism, increase
healthy behaviors, and improve employee/physi-
cian communication, with the underlying message
that presenteeism costs employers more than
absenteeism.

The study cited national studies that have esti-
mated the cost of absenteeism nationally at 2.5
billion days and $234 billion each year in lost
productivity.

Conditions affecting productivity

Because MSDs top the list of the seven most
common conditions impacting work and produc-
tivity (the other six are respiratory disorders,
migraines, hearing problems, vision problems,
diabetes, and depression), the Federal Reserve
project chose as its goal to identify the economic
impact of musculoskeletal disorders at the FRBD,
and to improve the health of its employees with
MSDs.

The Federal Reserve is the nation’s central
bank, and the Dallas office employs 1,000 people.
The FRBD study targeted two of its departments
— the cash department, with 49 employees, and
the payment services (checks) department, which
has 266 employees.

Beginning with calculations of the baseline
impact of MSDs on the two departments, the
findings were sobering. Lost productivity costs to
the two departments amounted to an estimated
$532,338 for the year 2000 (not counting direct
medical costs), equal to 6% of the departments’
payroll, and a per-employee cost of $2,572 per
year. 

The study used a questionnaire designed by
the Health Institute of the New England Medical
Center at Tufts University in Boston. The ques-
tionnaire measured employees’ health, how it
affected their ability to go to work, and how it
affected their job performance. Employees were
given the option of registering responses via
paper questionnaire, voice response, or on-line;
87% chose the on-line route.

Once the baseline data were in, the second
phase of the project aimed to design and imple-
ment interventions to address the problems. The
interventions included addressing the health
needs of both high-risk and low-risk employees;
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Collaborative effort sees
improvement in LOS
Simultaneous opening of clinic key to QI success

Evergreen Healthcare in Kirkland, WA, has
used a combination of collaboration with an

outside consultant and a diverse in-house team 
to achieve dramatic reductions in lengths of stay
(LOS) and readmission rates for congestive heart
failure (CHF) patients. 

The concurrent opening of an outpatient heart
failure clinic, along with a CHF expert coming on
board, also were key to the success of the initiative.

“Evergreen was putting in a clinical IT
system and also wanted to see how to make
improvements around quality of care,” recalls
Linda Lockwood, RN, a director in clinical
practice for First Consulting Group (FCG), a
Long Beach, CA-based consulting and technol-
ogy company. 

“We did some analysis on their quality and
cost data to see where they could have the
biggest impact — those DRGs [diagnosis-related
groups] or diagnoses where they had the greatest
challenges,” she explains.

Lockwood used an FCG-developed methodol-
ogy, working from Evergreen’s cost data. 

“They work with Solucient [for benchmarking
data], so we were able to compare their perfor-
mance with other hospitals,” she explains. “Then
we’d ask, ‘How much cost opportunity is there
for improvement?’”

Opportunities identified

Among the opportunities identified were CHF,
ventilator patients, and care of deliveries (a key
issue with the chief nursing officer).

At about the same time, Debra Preller, MD, an
Evergreen hospitalist, was involved in setting up
a QI project. 

“I chose CHF as my project for January 2002,”
she relates. “The hospital was interested because
we were losing money on these patients, and at
the same time, they had asked Linda to work on
several major DRG issues; and they offered to
have her work with me. This was fortuitous, as
we were looking at opening an outpatient clinic
at the same time and had a CHF expert coming
on board.”

As the initiative got under way, Preller was
clear about what she wanted to achieve. 

“Our goals were to decrease readmissions and
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encouraging and facilitating healthy behaviors,
educating employees about MSDs, and improv-
ing communications between employees and
their health care providers.

Phase three consisted of follow-up interview and
assessment of the effectiveness of the intervention.

Follow-up assessment of the employees who
participated in the program indicates the project
had profound effects on loss of productivity due
to MSDs. The two departments went from a com-
bined productivity loss of 8.3% to a combined
productivity loss of 3%; costs of lost productivity
went from $532,388 to $201,550.

“I believe we were successful in achieving all
three of our goals as a demonstration project to
support other disease management efforts we
wanted to engage,” Queyrouze says. “We clearly
had an impact on presenteeism because we
reduced its impact by 62%, documented through
our resurvey effort at the end of the project.

“While we have no direct measures of improved
employee health and management of musculo-
skeletal disorders, the follow-up presenteeism sur-
vey documented increased productivity. This was a
three-year project and, unfortunately, during that

period of time the largest department — checks —
underwent significant changes in structuring and
staffing, which has led to difficulty with continuing
the work we began.”

Some of the behavior modifications employees
reported using to improve their musculoskeletal
health are exercise, stretching, relaxation, seating
and workspace modifications, and improved
communications with their medical providers.

“Since the completion of this project, we have
engaged three additional chronic diseases through
programs in the workplace — weight manage-
ment, diabetes, and metabolic syndrome,” says
Queyrouze. “All of these programs are supported
through bank subsidies in one way or another —
weight management through subsidy of Weight
Watchers at Work, diabetes through free diabetic
meds and supplies and on-site diabetic educator
meetings, metabolic syndrome through a subsi-
dized, on-site, six-week program called the Game
of Health.

“All of these programs are performance
based. Employees are required to meet specific
requirements to qualify for subsidies or meds
and supplies.”  ■



length of stay, as well as cost per case and, at the
same time, improve quality of care,” she notes.
“We set up metrics at the start to make sure
patients did not fall through the cracks.”

These metrics were based on the initial goals
— cost per case, LOS, readmission rates, and the
Joint Commission on Accreditation of Healthcare
Organizations’ Core Measures. 

“In the outpatient facility, we used the six-
minute walking test, Minnesota Quality of Life
Survey, and the Beck Depression Scale,” Preller
adds.

She put together a large team, which included
the heart failure specialist (Mark Vossler, MD), a
nurse practitioner, nurse case managers, social
workers, a nutritionist, a pharmacist, the nurse
managers on the floor who got most of the CHF
patients, and the call center nurse managers. 

“They were key,” Preller observes. “The health
line nurses were able to come see the patients
while they were still in the hospital, talk about
heart failure, diet, meds, and so on. Then, when
the patients got a follow-up phone call, it would
be from someone they’ve already met; they were
plugged into the system early,” she explains.

“Many of these patients were older, with lots of
comorbidities,” Lockwood adds. “I’ve frequently
seen in other facilities some very expensive case
management, which was really hit or miss. 

“This was unique; we insisted up front that the
nurses come and meet the patient face to face.
They would then call a week after discharge and
two weeks after. Then we had an interdisciplinary
case conference and talked about these patients —
who did not have enough money, who was not
following their diet, and what we could we do
about it,” she continues.

Physician participation

As part of the initiative, a new protocol was
created to simplify the process for the physicians.
“It’s much better, much simpler, but it needs to be
updated regularly; and each time, it’s another dif-
ficult step,” Preller says.

Also difficult — or at least, not easy — was get-
ting everybody on board. 

“We did have some initial resistance on the
part of the docs to sending their patients to the
clinic,” Lockwood notes.

However, that resistance eventually was over-
come. “Deb and Dr. Vossler went out and talked
to each physician, explained what we were
doing, and provided them with literature,” says

Kathy Schoenrock, director of quality, who
joined the team about a year into the project. 

“Slowly but surely, almost everyone has come
around to see the benefits of the clinic for their
patients,” she points out.

The system’s hospice also has been involved,
which contributes to the lowering of readmission
rates. 

“The problem with end-stage CHF,” Preller
says, “is that the patients may pick up for a day
or so, but soon they feel poorly again. The pro-
gram encourages the hospice RN to come to the
home, make sure the patients are getting meds
they need, like Lasix [furosemide], without hav-
ing to spend the last months of their lives in the
hospital.”

The results have been impressive. The average
LOS, which pre-program was about 5.5 days, is
now fewer than three days. Six months into the
project, the readmission rate was down from 13%
to 11%; it is now less than 10%. 

“One thing that’s been really exciting is the
performance of the clinic,” Schoenrock adds. The
readmission rate for the CHF clinic is 2.2%.

“The administration realized early on that run-
ning a clinic might mean a loss at the start, but
they also knew that if we reduced readmissions
and improved outcomes, it would pay for itself,”
Lockwood says.

And in fact, Preller adds, “Our clinic is now
running in the black.” 

Both Lockwood and Preller underscore the
benefits of their collaboration in this successful
initiative. 

“The skills I brought to the table were guiding
principles, bringing folks together and project
managing,” Lockwood says. “I was the one con-
stant, keeping focus, bringing people together,
doing a lot of groundwork, and helping to ana-
lyze the data.”

“The other thing is, [Lockwood] was really
able to bring her experiences from other places to
help us sell the project to administration, to con-
vince them to put in the money and the staff time
necessary to make the project successful,” Preller
adds. 

Lockwood previously worked for Delmarva
Foundation, which is the peer review organiza-
tion that manages Medicare and Medicaid in the
Washington, DC, and Maryland region.

“She could tell them that from her previous
outside experience, this was worthwhile. She was
also able to help focus us, and to make sure the
right people did the right jobs,” Preller notes.  ■
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Certification helps CMs
meet today’s challenges
Skills, knowledge, competency enhanced

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

Hospital-based case managers are facing mount-
ing challenges today, from the aging of the

population and the rise in chronic health conditions
to the escalating cost of health care services and
advancements in medical technologies. They are
especially pressured to ensure that clients have
access to cost-effective, appropriate, timely, safe,
and efficient health care services. These demands
are further compounded by the responsibilities
placed upon them to be both advocates for patients
and their families as well as stewards of health care
resources.

In this complex and challenging environment,
hospital-based case managers have at their dis-
posal a powerful and effective means to distin-
guish themselves: certification. Certification allows
case managers to demonstrate their educational
background, experience, skills, knowledge, and
competencies while executing their complex job
responsibilities. As these pressures continue to exist
in the future, certified hospital-based CMs will be
even more valuable in the health care system for
their ability to oversee patient care plans and
assure they meet the desired patient and organiza-
tional goals.

The number of hospital-based case managers
managers has been on the rise, a trend that is
expected to continue, according to the Commission
for Case Manager Certification (CCMC), the first
and largest nationally accredited organization that
certifies case managers. According to the 2004

CCMC Role & Function study, of the 6,300 case
managers who responded to the survey, the largest
percentage (18.8%) indicated they worked in a hos-
pital setting. This was followed by 16.57% in inde-
pendent case management companies, 14.55% in
health insurance companies, and 14.5% in managed
care companies.

As part of the 2004 study, the essential activities
of case managers across all venues of practice were
examined. These included assessment, planning,
implementation, coordination, monitoring, evalu-
ating, and outcomes, in addition to a general cate-
gory related to functions applicable across all steps
of the case management process, such as advocacy.
The study also assessed knowledge areas necessary
for effective and competent CM practice. These
included case management principles and con-
cepts, health care management and delivery, health
care reimbursement, community resources and
support, psychosocial/spiritual issues, and out-
comes, as they relate to case management practice.

The study also showed evidence of increased
recognition of certification in case management by
employers. Specifically, 26% (1,585) of the case man-
agers who participated in this study noted that the
CCM credential was required at their facilities. In
addition, 20% (1,268) of those who responded indi-
cated there was a financial incentive given to those
who attain CCM certification. 

Certification allows case managers to access bet-
ter job opportunities. Being certified indicates the
achievement of an advanced level of competence
in the practice of case management. That kind 
of competent practice is desired by all interested
parties: patients, providers, health care executives,
and payers. Furthermore, there are indications in
the market of a rising number of employers who
value case management certification. 

This is evidenced by the current trend of adver-
tisements for case management jobs that ask for cer-
tification in case management as either a required
or preferred condition for employment in addition
to experience.

Case managers, including those in hospitals
and acute-care settings, prefer to work in envi-
ronments in which their competence, educational
degree, type of certification, and contributions to
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patient care and organizational outcomes are val-
ued, recognized, and rewarded through financial
compensation or career advancement. There is
evidence in the recruitment market that employ-
ers are willing to provide more financial compen-
sation to case managers who are certified. 

In addition, many hospitals have career ladders
that underscore the value of certification as part of
professional development and career advancement.

The CCMC is the largest and oldest case manage-
ment certifying body accredited by the National
Commission for Certifying Agencies (NCCA). Of
the 100,000 U.S. case managers, approximately
26,000 hold the CCMC’s Certified Case Manager
(CCM) credential. Recognizing changes in the case
management field, the CCMC has broadened its
certification eligibility criteria to include case man-
agers working in a variety of venues, especially
those in hospitals and acute-care settings. 

The new criteria, made effective with the 2002
exam, include those listed below:
1. Eliminate the requirement that case managers

apply the core components of case management
in “multiple environments.” The new standard
defines the continuum of care as matching the
needs of the individuals being served with the
appropriate level and type of health, medical,
financial, legal, and psychosocial care and ser-
vices within a setting or across multiple settings.

2. The case manager’s primary focus is on case
management practice. CCMC recognizes that
although case managers focus primarily on the
provision of case management services, they
may be involved in direct care activities such as
“complex patient education regarding health
regimen.”

3. Waive the requirement that applicants for 
the CCMC exam have an approved license
awarded on the basis of an examination. This
allows social workers and other allied health
care professionals, whose states do not require
an exam for licensure, to sit for the CCM exam.
Clearly, under the new criteria, hospital-based

case managers are eligible to sit for the CCM cer-
tification exam. More information about the case
management certification is available at the
CCMC web site at www.ccmcertification.org.

Along with a growing demand for and recogni-
tion of certification for individual case managers,
there also is an increased trend in the certification
of organizations, such as acute-care hospitals. 

Lately, confusion has arisen regarding individual
and institutional certification in case management.

There are distinct differences, however, between

a certification of an individual vs. an organization. 
Certification for an individual takes place in the

form of a credential usually based on passing an
exam. However, certification for an organization
or program within an organization is offered in
the form of an accreditation based on demonstrat-
ing compliance with specific national standards. 

Health care professionals, and in particular hos-
pital-based case managers, must be aware of these
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After reading this issue, continuing education par-
ticipants will be able to:

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

• Explain how those issues affect case managers
and clients.

• Describe practical ways to solve problems that
case managers encounter in their daily case man-
agement activities.

5. According to Karen Szerlik, RN, CMCN, special
needs members typically utilize __ times the
resources the average member uses.
A. 2 C.  4
B. 3 D.  5

6. What are some of the reasons parents of pedi-
atric home health patients are not comfortable
with providing care to their children after dis-
charge, according to Carol Behnke, RN, and
Karen Gunter, RN, MSA?

A. Parents observed but did not provide care to
their child in the hospital.

B. Parents did not receive in-depth training before
the child was discharged.

C. The equipment in the home differed from the
equipment in the hospital.

D. All of the above

7. A study by San Francisco General Hospital
shows what percentage of patients had three
or more hospitalizations in a 12-month period?
A. 13% C.  5%
B. 20% D.  30%

8. A study and intervention program conducted at
the Federal Reserve Bank of Dallas resulted in
a 62% reduction in presenteeism costs for
employees who suffer from:

A. Migraines
B. Respiratory diseases
C. Musculoskeletal disorders
D. Diabetes

Answers: 5. B; 6. D; 7. A; 8. C.

CE objectives/questions



important differences and communicate them
carefully with members of the public and others.

Perhaps the most important difference, particu-
larly for patients and other members of the public,
is that the certified individual is a professional who
has achieved an advanced level of competence in
an area of specialty or practice such as case manage-
ment. The certification of a program, service, or spe-
cialty at an institution shows that it is recognized as
a “center of excellence” in this particular area. 

When a facility, such as a hospital, is accredited,
the certification does not automatically extend to
the individual professionals working there. 

Similarly, having certified professionals on staff
does not allow a facility to claim certification. If a
hospital is accredited by an appropriate agency and
employs certified case managers, it demonstrates a
meaningful commitment to excellence in care.

The field of case management already has
undergone tremendous change and will continue
to evolve and mature. As the CCMC evaluates
the results of its 2004 Role and Function study, it
will be closely monitoring changes in the field,
especially as they occur. For example, the job of 
a case manager likely will include demands to
decrease costs, allocate resources, utilize tech-
niques such as disease management, and empha-
size patient and organizational outcomes.

The CCMC’s study of the field also enables
itself to ensure its certification exam remains evi-
dence-based, backed by scientifically conducted
research, and reflective of the current demands
and practices of the field. 

Keeping the certification exam up-to-date and
relevant is essential to assure certified professionals

can demonstrate their knowledge, expertise, and
competence in case management. 

Moreover, through certification, case manage-
ment professionals will be distinguished in the
field. Certification is vital for hospital-based
case managers who face the dual pressures of
advocating for patients and their families while
allocating resources in an acute-care setting.

(Hussein A. Tahan, DNSc, RN, CNA, is the chair of
the CCMC, the first and largest case management certi-
fying organization to be accredited by the NCCA. He also
is the director of nursing for Cardiovascular Services and
Care Coordination at Columbia University Medical
Center, New York-Presbyterian Hospital in New York
City. Additionally, Tahan is the co-author of The Case
Manager’s Survival Guide: Winning Strategies for
Clinical Practice.) ■
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EDITORIAL ADVISORY BOARD

Prepare for an unusual flu season
Vaccine shortages may wreak havoc with EDs

With the unprecedented shortage of influenza vaccine this flu season, hospitals are scrambling to prepare for what
may be a record number of flu patients presenting to their already overcrowded emergency departments (EDs)

and for staff shortages due to record absenteeism. After almost half of the U.S. planned vaccine supply was contami-
nated, high-risk candidates — including the very young, the elderly, those with chronic illnesses, pregnant women, the
immunocompromised, and health care workers with direct patient care — have been identified as those to receive the
vaccine. In response to the national shortage, Thomson American Health Consultants has developed an influenza
sourcebook to ensure you and your hospital are prepared for what you may face this flu season. 

Hospital Influenza Crisis Management will provide you with the information you need to deal with ED overcrowd-
ing, potential liability risks, staff shortages, and infection control implications for staff and patients. This sourcebook will
address the real threat of a potential pandemic and the proposed response and preparedness efforts that should be
taken in case of such an event. Major guidelines and recommendations for influenza immunization and treatment are
included, along with recommendations for health care worker vaccination and the efficacy of and criteria for using the
live attenuated influenza vaccine. Hospital Influenza Crisis Management will offer readers continuing education
credits. For information or to reserve your copy for $199, call (800) 688-2421. Please reference code 64462. ■


