
Program helps Medicaid recipients
learn to navigate health care system
Care management approach saves agency money

Faced with a legislative mandate to save $2.5 million over the 2004-
2005 biennium, Montana Medicaid developed a three-pronged
approach to helping its clients better manage their health.

Components of the agency’s care management program are Nurse
First Advice Line, Nurse First disease management services for patients
with certain chronic diseases; and the Team Care program, which pro-
vides education and strict case management to the most frequent users
of health care services who have no underlying medical cause.

In addition, a group of patients, primarily with congestive heart fail-
ure, are piloting Health Buddy, a remote monitoring program.

Montana Medicaid’s Nurse First is administered by the Montana
Department of Public Health and Human Services (DPHHS) and
McKesson Health Services, serving approximately 63,000 Montana
Medicaid recipients.

The agency shifted to a care management approach when faced with
significant increases in Medicaid enrollment and utilization, reports
Mary Angela Collins, Medicaid managed care bureau chief.

Preliminary analysis of the care management program indicates the
agency will meet and possibly exceed its cost-cutting goals, she adds.

The Nurse First program, available on a voluntary basis to the major-
ity of Montana Medicaid clients, is a 24-hour-a-day, seven-days-a-week
registered nurse advice line with the goal of directing clients to the
appropriate level of services at the appropriate time.

Eligible clients are encouraged to call Nurse First any time they are sick
or hurt. The nurses ask about symptoms and health concerns, then triage
the callers using clinically based algorithms to help the client decide the
best time and place for care, or provide self-care tips if appropriate.

The client call-in rates by Montana Medicaid recipients have been 
the highest experienced by McKesson Health Solutions, which operates
Nurse First.

The nurse line is supplemented by a traditional disease management
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program for Medicaid clients with chronic ill-
nesses, including asthma, diabetes, congestive
heart failure, and chronic pain.

The voluntary disease management program
includes individual counseling, telephonic inter-
action with registered nurses, and face-to-face
visits when necessary.

The most innovative aspect of the program,
Team Care, concentrates on providing assistance
to approximately 300 users of extremely high
levels of Medicaid services with no underlying

medical cause for their high usage.
The participants are instructed to call the

Nurse First advice line for triage before seeking
any medical treatment or scheduling an appoint-
ment with a physician.

The agency looked at putting a 10-visit limit on
trips to the doctor to save the money mandated by
the Montana Legislature but decided to try a dif-
ferent approach that would have the added benefit
of helping Medicaid recipients better manage their
own care while saving money, Collins adds.

“We started with the most egregious examples
of people who overutilize the emergency room
and physician visits and put them into the Team
Care program. We tell them that we are going to
work as a team to help them learn to access medi-
cal resources more efficiently,” she says.

The DPHHS identified the candidates for the
program by analyzing claims data, looking for peo-
ple who make 25 or more physician visits or 12 or
more emergency department (ED) visits in a year. 

“There are a significant number of Medicaid
recipients who visit their doctor 25 times a year
or more with no medical reasons. Some are going
twice a week for allergy shots, but others have no
medical condition that would warrant it,” Collins
reports.

Montana’s Medicaid recipients who are in the
Team Care program make 25-100 or more physi-
cian visit or multiple trips to the ED and fall into
four basic categories:

• People with mental health problems.
The Nurse First nurses provide support to

these patients, helping them to identify commu-
nity resources that can help.

“We think we can help these people learn to
make better health care decisions, once we iden-
tify them and their problems,” Collins says.

• People who don’t know how to use the
system.

This includes mothers with young children and
no family resources who think they should take
their kids to the doctor for everything and people
who use the ED as a primary care provider.

“We are sure we can help them develop better
ways to access health care by getting them to call
Nurse First, sending them mailings, and making
follow-up calls,” Collins says.

• People who use medical care as a substitute
for a social life.

“These people are lonely and need attention. The
Nurse First line can give them the kind of touches
they need. We’re not sure we can eliminate their
pattern, but we can at least moderate it,” she says.
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• Hard-core drug seekers.
“We have no illusions that we can change the

behavior of this group. All we can do is restrict
them,” Collins says.

Before placing the candidates in the program,
the agency sends a letter to their physicians ask-
ing if there is a reason that the patients are justi-
fied in making so many visits. In some cases, the
physician has replied that a patient has a condi-
tion that is not recognized by claims analysis that
requires frequent physician visits.

Claims data identified about 80% of the candi-
dates, Collins says. The agency’s Drug Utilization
Review board and providers also identified some
candidates.

“We told our providers that they know better
than anybody who is using services they don’t
need and asked them to refer any patients who
could benefit from restrictions,” she says.

The agency sends people identified for Team
Care a letter telling them they have a team avail-
able to give them extra assistance in accessing the
health care system.

“We want to be nice but at the same time let
them know that life is going to be a little differ-
ent. Instead of calling their primary care physi-
cian first, like in the past, they need to call the
Nurse First line first,” she says.

Team Care participants must choose one pri-
mary care physician and one pharmacy and are
locked out of other pharmacies, decreasing the
possibility of drug abuse. 

When a Team Care participant calls in, the
Nurse First nurse is automatically alerted.

Physicians respond positively

The Nurse First nurses take a slightly different
approach to the Team Care patients than the one
they use with other Nurse First callers. “We present
Team Care as something we can do to help the
clients. The biggest challenge we have is to get the
people who need the Team Care service to like it
and not be resistant. We don’t want the nurses at
Nurse First to be the bad guys. We want our clients
to continue to call the Nurse First line,” Collins
reports.

Over time, if the soft-pedal approach doesn’t
work, the agency can add more restrictions, she
adds.

When clients in the Team Care program call
into the Nurse First line, the nurse talks to them
about their condition to find out the symptoms
they’re experiencing. If the symptoms don’t

warrant medical care, the nurses advise them to
stay home and take care of the symptoms.

The nurse then sends a fax to the primary care
physician, telling them the patient’s complaint,
symptoms, and their recommendation.

“We still give the client the ability to upgrade
the recommendation. The nurse makes sure the
person understands self-care and feels comfortable
with it, then tells them if they feel it’s absolutely
necessary, they can call the doctor,” Collins says.

Then it’s up to the physician to decide whether
to make the appointment.

“The doctors can tell the patient that they were
triaged by the Nurse First line and told that they
didn’t need to see a doctor. If the doctors want to
make the appointment anyway, we will still pay
them,” she says.

The physicians have responded positively to
the program because the Team Care patients
make up their problem population.

To help cut down on clients who use the ED
instead of their primary care physician, the agency
developed wallet cards for the all of the Montana
Medicaid clients, instructing them to call Nurse
First if they’re sick or hurt. They make the cards
available to hospital EDs. “Emergency depart-
ments are reluctant to turn people away, even if all
they have is a cold. This way, they don’t have to
lecture the patient. They can give them the card
and tell them to call Nurse First next time instead
of coming to the emergency room,” Collins says.

The data already have shown that some clients
enrolled in the Team Care program have cut their
ED visits by 75%, she adds.

The agency anticipates saving as much on the
first 300 enrollees in Team Care as the Nurse First
advice line saves with 63,000 members.

The Team Care pilot project began in August
2004 with 100 enrollees who were identified by
claims data, drug utilization review, or referrals
by medical professionals, then grew to 300 partic-
ipants. Montana Medicaid plans to expand the
program to include an additional 300 participants
after another staff position, approved during the
last Montana Legislative session, is filled.

“The Team Care program is very labor-inten-
sive. We have one staff person who deals with all
the clients who call, as well as their providers.
These people have very personal needs and they
need a lot of touches,” Collins says.

Over time, DPHHS plans to automate parts of
the system to save the staff time and enable the
agency to expand the program to more clients, she
says.
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Is your facility vulnerable
to a malpractice lawsuit?
Documentation, communication are the key

In today's litigious society, it's more important
than ever for case managers to take steps to

protect themselves in case of a medical malprac-
tice lawsuit, says Jacqueline Carolan, JD, an
attorney with Fox Rothschild in Philadelphia.

Case managers and their employers already
are being named as defendants in medical mal-
practice lawsuits, and their exposure is likely to
increase in the future, she explains.

“Most nurses think they are protected and in
most instances, they are. Nurses and case man-
agers are not sued as frequently as physicians
and other health care professionals, but unfortu-
nately, many attorneys take a net approach and
sue everybody who is connected with the
patient's care,” Carolan says.

If you're sued, it doesn't mean you are liable,
but you still have to defend the case. You may not
be personally sued; but your employer may be
sued for your acts, and you may end up giving a
deposition or even testifying in court.

Documentation can save you or can help make
the plaintiff's case, Carolan notes. “These lawsuits
do not come about until two or more years after
the fact. By then, memories have faded, and if

their work hasn't been carefully documented,
case managers may not be able to prove what
they did or didn't do.”

It's not unusual for case managers to have very
little face-to-face contact with the patient, she
adds. You should carefully document instruction
and/or expectations given to the patient.

Offering patients an overly optimistic view
about what you can do for them will end up
working against you, Carolan says.

“If you don't follow through with the promises
you make in the document, an attorney can make
the argument that you had a duty to provide
these services to the patient,” she says.

Carolan cautions against providing patients
with promotional materials that have promises
that can't be met. “The promotional material a
case manager gives to patients sets a standard
that can be held against them. Everybody loves
writing up grand ideas about what they are able
to do, but at the end of the day, they will be held
to those promises,” she adds.

Carolan recently finished a case in which a
form letter from the case manager was a focus in
a lawsuit. “It was a great letter, but it was over-
done. The nurse case manager herself didn't pre-
pare the letter, but it contained a promise that
could not be kept, especially because the case
manager was prevented from communicating
with the patient.”

Before you hand out anything in writing to a
patient, examine the documents carefully to see
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The Nurse First program started Jan. 1, 2004,
with the disease management piece rolling out
during the first quarter of the year.

“The Nurse First nurse line is so effective for
people who are conscientious and don’t want to
go to the doctor if it’s not necessary. It’s working
as well for those who go too much,” Collins says.

The nurse line also is helpful to many Medicaid
clients who live in rural areas where it’s as much
as 100 miles to the closest hospital.

“A lot of clients love being able to call the
nurse line and help avoid an emergency room
visit if they can. Even when it’s not that far, it’s
easier to pick up the phone than to drive 10 miles
in the snow,” Collins says.

The Nurse First line already has saved lives.
For instance, a woman in a small town outside
Billings called, complaining that her chin and
neck hurt.

“She thought it was probably nothing; but in
talking to her, the nurse determined that this caller

was having a major heart event,” Collins says.
About 6,000 Medicaid recipients with chronic

conditions are offered intensive traditional dis-
ease management services.

The disease management nurses complete a
health assessment and make follow-up calls. In
cases where the patients are severely at risk, a
nurse may visit them at home.

The agency is piloting Health Buddy, a remote
monitoring system, with its congestive heart fail-
ure patients.

The patients attach the device to their tele-
phone and use it every day. The small machine
asks a series of questions, such as “Have you
weighed yourself?” “How much do you weigh?”
and “How do you feel on a scale of 1 to 5?”

When the patient enters these data, the call
goes directly to a disease management nurse if
there are any red flags. The nurse talks to the
patient, makes a recommendation, and contacts
the health care provider when appropriate.  ■



what you ultimately are promising, she suggests.
Problems occur in the choice of words used to
describe the services a case manager provides,
Carolan notes.

A well-crafted document should contain some
kind of disclaimer, listing certain things that have
to happen for the case manager to be able to fol-
low through. Among these are patient coopera-
tion and coverage by the insurance company for
the services the case manager recommends, she
adds. Good communication with physicians and
other health care providers as well as clients is
essential in helping case managers avoid liability,
Carolan says.

Follow your instinct

Don't just take a physician’s orders at face
value if you know there may be problems down
the road, she advises. For instance, a physician
may refer a patient to a particular specialist who
doesn’t have an opening for six weeks. If you
know that the patient needs the referral in an
expeditious manner, you have an obligation to
call the physician and let him or her know of the
holdup and ask for a referral to someone who can
see the patient sooner.

Be sure to speak up if you feel a physician has
referred a patient to the wrong type of specialist
or is otherwise sending the patient on a course of
referrals that isn’t appropriate.

“Case managers shouldn’t just blindly follow
orders. If they feel the referral isn’t appropriate,
they should call the doctor and record the discus-
sion with the doctor in their documentation,”
Carolan adds.

Case managers also may be liable when they
fail to match patients with appropriate resources.
For instance, if your patient is from a rural area
with limited transportation, look at the best
resources to meet his or her needs and ensure
compliance based on the particular situation.

Keep in mind the patient’s cultural beliefs and
customs when you make recommendations, and
recognize that some of them may be hard to
change. Also recognize that the patient’s dietary
habits or customs may be hard to change.

“Case managers need to evaluate each individ-
ual patient and his or her individual situation.
They should tailor their approach to the patient
and find a solution that may not be a perfect solu-
tion but one that could ensure compliance,” she
adds.

Remember that as an advocate for your patients,

quality of care comes before cost concerns when
making post-discharge recommendations. “It’s not
a defense to say that you didn’t recommend some-
thing because you knew the insurance wouldn’t
pay for it. If you think it’s needed, document that
you took the steps to recommend it,” Carolan says.

There are instances when an insurance com-
pany will not pay for a service. In these cases, the
case manager should go back to the physician to
come up with an alternative order.

“The nurse should not fail to recommend or do
something they think is the standard of care, just
because of the insurance company. If you believe
something is imperative, make the referral and
document that you have done it. There’s not
much you can do after the denial, but at least you
have documented your efforts,” she adds. Know
your role and the scope of your responsibilities,
Carolan suggests. Case managers should be care-
ful to know what their roles are, and if they are
unclear or deficient in knowledge about various
resources, they should call on colleagues for
assistance.

“Case managers get into trouble when they
take it on themselves to do more if they aren’t
really qualified to do so,” she adds. Make sure
your documentation is thorough and objective.
“Case managers tend to document a lot of things
they don’t need, such as information that is
already in the medical record.”

Do document the personal issues, patient com-
pliance issues, and any red flags you see in evalu-
ating the patient’s care. Consider customizing a
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10 Ways Case Managers 
Can Minimize Legal Risks

1. Know your role and scope of your responsibilities.
2. Develop and use good communication skills.
3. Be objective in your documentation and in deal-

ing with your patients.
4. Know your facility’s policies and procedures

and follow them.
5. Always put the patient first.
6. Use the patient’s resources appropriately.
7. Make sure your documentation is clear, objec-

tive, and timely.
8. Solve problems; don’t create new ones.
9. Know the laws in your state as they relate to

your practice.
10. Put quality of patient care before cost concerns.

Source: Jacqueline Carolan, JD, Fox Rothschild LLC, Philadelphia.



document with details about the plan of care,
what you will do and what the patient is
expected to do, have the patient sign it, and
attach it to your documentation, she adds.

If there are red flags, such as compliance
issues, report them and include them in the docu-
mentation. If you are sued, get an attorney imme-
diately, and don’t discuss the case with anyone,
Carolan adds.  

(Editor’s note: For more information, contact:
Jacqueline Carolan, JD, Partner, Litigation, Fox
Rothschild LLC, Philadelphia. E-mail: jcarolan@
foxrothschild.com.) ■

Benchmark study identifies
frequency, causes of falls
Medication changes, pain cause more falls 

Although home health agencies have focused
on falls in the home for many years, their

importance was brought into the spotlight
when the Joint Commission on Accreditation 
of Healthcare Organizations included that cate-
gory in the 2005 National Safety Patient Goals.

With an average fall rate of 5.1% for a total of
7,622 patients assessed during the first year of the
Patient Fall Reduction Benchmarking Project and
an average of 8.1% of patients who fell requiring
emergent care for hip fracture, the importance of
reducing falls in home care is apparent, says Janice
Roush, project coordinator for the Missouri Alliance
for Home Care in Jefferson City, one of the partici-
pants in the study.

Mary Calys, MSPT, rehabilitation supervisor for
North Kansas City (MO) Hospital Home Health,
agrees with that assessment. “Home health agen-
cies have always tracked patient falls and collected
a lot of data, but we never had any benchmarks 
to which we could compare our own agency.” To
address that need, the Missouri Alliance for Home
Care put together a group of agency representa-
tives who began meeting in June 2003 to identify
existing research related to falls in the home and
pertinent risk factors, Calys says.

“There are now 29 agencies that participate in
our falls reduction project,” Roush notes. The
agencies, which represent 10 states, collect and
submit data on patients falls quarterly, she notes.

The data are compiled into an overall report 
for all agencies and also are split into reports that
show agencies how they rank according to type 
of agency such as freestanding or hospital-based,
Roush explains. The cost for participation in the
project is $300 per year and includes data collec-
tion forms, questionnaires, and telephone support.

As with any benchmark study, it was critical to
make sure the data were collected in the same
manner in all agencies, Calys continues. “We
spent time defining falls, defining witnessed and
unwitnessed falls, and making sure our forms
were clear and easy to understand,” she says.

Defining a fall as “an unintended change in
position that results in coming to rest on the
ground or lower level” was essential to ensure
accurate collection of data, Calys explains.

“A patient might tell a nurse that he or she had a
near miss, but didn’t fall,” she says. The near miss
might mean that the patient fell but landed on a
bed or a chair, Calys adds. “Even if the patient did-
n’t land on the floor, it is a fall because the patient
would have landed on the floor if the bed wasn’t
there.” 

Track unwitnessed falls

Another difference in the data collection for
this project is that witnessed and unwitnessed
falls are counted, Roush explains.

“We discovered that agencies were document-
ing falls witnessed by nurses or other home care
staff members such as physical therapists, but not
documenting falls that the patient or the family
caregiver might mention,” she says.

“Excluding the unwitnessed falls from the data
does not give an accurate picture of falls risks
because the majority of falls are not witnessed by
the health care provider,” Roush notes.

Nurses and therapists ask patients and their
family members if they have fallen since the last
visit, Calys points out. The falls reported to the
nurse are listed as unwitnessed and included in
the overall report, she says.

“The average percentage of unwitnessed falls
for 2004, the first year of collected data, was 92%.”
This demonstrates the importance of document-
ing all falls, including unwitnessed falls, Calys
adds.

Patient and family education is important to
make sure falls are reported to nurses, she says.
While patients may be reluctant to report falls
because they are afraid that a fall means that they
cannot stay in their home, a nurse can reassure

102 CASE MANAGEMENT ADVISOR ™ / September 2005



patients that a fall doesn’t mean admission to a
nursing home, Calys notes.

“We explain that we want to know about all
falls so that we can take steps to keep the patient
in the home. We also emphasize the fact that
patients who have fallen once are at increased
risk to fall again,” she says.

It is important that patients and their families
understand the risk factors for falls, Calys says.
(For a list of risk factors, see box, right.)

“We also make sure our employees know the
risk factors so that they will be able to identify
them when they are in the home,” she adds.

They don’t educate home care nurses only but
also make sure all therapists and aides attend
educational sessions related to falls, Calys notes.
“Any agency employee in the home is responsi-
ble for identifying risk factors.”

Participants in the benchmarking project have
started looking at trends associated with falls to
see what programs agencies can put into place to
reduce the risk, Roush says.

“We have added questions to our reporting
form that ask nurses to document patient medica-
tions at the time of the fall,” she adds.

The questions ask how many medications the
patient is taking, how many pain medications are
taken, and if there was a change in any medica-
tion prior to the fall.

They’ve learned that a change in medication is
an important risk factor for a fall, Calys explains.
“Not only are the number and type of medications
taken by the patient important, but if there is a
change in the dose or if an additional medication
is added, it can affect the patient’s balance for up
to two weeks,” she says.

Nurses at North Kansas now call a patient on
the day of a doctor visit to ask if there were any
medication changes, Calys says.

“If there is, the nurse will explain that the
patient’s body may need a week or so to adjust
to the new medication so the patient will be at
higher risk to fall,” she explains.

“The nurse will advise the patient or the family
caregiver to be more aware of the risk.” If there is
any indication that the patient is unsure of the
proper way to take the medication, or seems to be
experiencing side effects, the nurse will schedule
a visit, Calys adds.

Her agency also is looking at options to pain
medications. “The popular way to treat pain is to
pop a pill,” she admits. “Unfortunately, when an
elderly patient is on four or more medications
and at least one is a narcotic for pain, you have a

higher risk for dizziness, balance problems, and
confusion.”

They are investigating other pain treatments
such as ultrasound, electrical stimulation, and
massage, she adds. Review of the data collected
for the falls prevention project did provide one
surprise, Calys notes.

“As a physical therapist, I always focus on a
thorough assessment of the patient’s environment
to remove any potential causes of falls,” she says.
“The data from the agencies show that environ-
mental factors are a very low risk factor for falls.”

One reason for the low risk may be the years of
focus on the environmental factors and education
of patients and families by home care nurses and
therapists, Calys explains.

“I believe these data show that we’ve done a
good job addressing one risk factor for falls,” she
adds. “Now we need to identify and focus atten-
tion on other factors.”  ■
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Know these top 10 risk factors
for falls in the home

One of the first steps in developing a bench-
marking study to collect data on falls is to

identify risk factors that can help home care
employees prevent falls, says Mary Calys,
MSPT, rehabilitation supervisor for North Kansas
City (MO) Hospital Home Health. Members of the
Falls Prevention Benchmarking Task Force of the
Missouri Alliance for Home Care in Jefferson City
spent many months reviewing existing research
to identify the most common risk factors.

It’s not surprising that home care agencies
should be concerned with falls prevention
because the risk factors can be found in most
home care patients, especially the elderly, Calys
says. The 10 most common risk factors for falls in
the home are:
1. age 65 or older;
2. prior history of falls within three months of

home care;
3. environmental hazards such as electrical cords

that can trip someone or rugs that slip easily;
4. cognitive impairment;
5. decreasing functional status;
6. incontinence;
7. use of four or more medications;
8. visual deficit;
9. pain that affects level of function;
10. three or more coexisting conditions. ■



Postpartum RTW calls 
for sensitivity, creativity
FMLA helps, but only in certain cases

Return to work can be challenging for any
recovering or rehabilitating worker, but help-

ing a new mother adjust to being back at work
can require an occupational health nurse to be
especially creative and understanding. Aside
from the physical recovery that follows child-
birth, a postpartum woman has to adjust to the
emotional repercussions of going back to work
and leaving a child at home as well as the
demands of keeping up with breast-feeding.

Financial stressors enter the picture, too. While
many workers are covered by the federal Family
Medical Leave Act (FMLA), many others are not.
But FMLA is unpaid leave, and many working
mothers — particularly single ones — are unable
to afford to take full advantage of it.

Physical recovery takes weeks

Studies of postpartum women indicate that most
experience an average of six postpartum symp-
toms, which can include fatigue, breast pain, con-
stipation, hemorrhoids, surgical site pain (after
cesareans), episiotomy pain, and other symptoms.

Patricia M. McGovern, PhD, RN, director of the
occupational health nursing program at University
of Minnesota in Minneapolis, told attendees at the
American Association of Occupational Health
Nurses expo in Minneapolis in April that a study
she and her colleagues conducted of 700 employed
women who planned to return to work after their
babies were born shows that at around the time
many of them were going back to work — at
around six weeks postpartum — they were 
feeling their worst.

“Not surprisingly, at six weeks, C-section
mothers were doing much worse,” she explains.
“We have a record high number of C-sections in
the United States, in part because mothers like
them, because [these procedures] give them con-
trol over when their babies arrive.”

McGovern says an occupational health nurse
working with an expectant mother who antici-
pates having a caesarean section should urge the
woman to talk with her obstetrician in depth
about the support she will need in the weeks
after delivery. “For at least six weeks postpartum,

the [occupational health] nurse needs to be cog-
nizant of the signs and symptoms of depression,”
says McGovern. “Mood swings, anxiety, and feel-
ing a lack of control can lead to worse health.”

Postpartum depression, in particular, is poten-
tially a truly serious health problem, and a nurse
who sees signs of depression in a new mother
should refer the woman to a mental health spe-
cialist as quickly as possible, she emphasizes.

Under the FMLA, covered employers (gener-
ally, those who employ 50 or more employees for
each working day during each of 20 or more cal-
endar workweeks in the current or preceding cal-
endar year) must grant an eligible employee up
to a total of 12 workweeks of unpaid leave during
any 12-month period for the birth and care of a
newborn child; for permanent adoption or foster
care of a child; to care for an immediate family
member (spouse, child, or parent) with a serious
health condition; or to take medical leave when
the employee is unable to work because of a seri-
ous health condition. 

The FMLA was drafted with working mothers
in mind, but passage of the bill was a hard-won
fight, and the finished law broadened it to cover
others who need time away from work. 

Using intermittent leave can be tricky

Consequently, one feature of FMLA — intermit-
tent leave — can be tricky to use for childbirth,
says McGovern. Intermittent leave, she explains,
would allow a new mother to take the 12 weeks of
unpaid leave permitted by FMLA in ways other
than strictly 12 full weeks off. For example, a new
mother might opt to take eight weeks of full-time
leave and then spread the remaining four weeks
out as eight weeks of part-time leave. But for inter-
mittent leave to apply to a postpartum mother, the
employer would have to decide that childbirth is a
“serious medical condition.”

“FMLA allows intermittent leave, but techni-
cally, it’s not a given that you can have it in asso-
ciation with childbirth,” she says. “Usually, it is
tied to a serious health condition.”

The occupational health nurse can tip the
scales in the mother’s favor, she says, by engag-
ing the woman’s physician to make the argument
that postpartum recovery is a serious health
issue. “Doctors don’t always think about doing
that, and the nurse may be able to facilitate that,”
McGovern suggests. “With intermittent leave,
return to work is a little easier to accomplish
because it allows the woman to gradually build
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up her stamina, and the only way to do that is
over time.”

Other problems arise when a woman’s employer
is not covered by the FMLA due to the size of the
company, if the woman is in the highest-paid 10%
in her company, or if she can’t afford to take 12
weeks of unpaid leave. “Single mothers are most at
risk of having no paid leave benefits; even if they
do, taking unpaid leave can be difficult for them 
to do,” McGovern reports. “Larger companies have
vacation, sick leave, and other paid disability; but
when that’s not there, it speaks to the need for
nurses to be cognizant of how people are adapting
when they are returning to work.”

Though California has passed a paid family
and medical leave act, which provides for up to
six weeks of paid leave after vacation, disability
leave, and sick leave are exhausted, the United
States still stacks up poorly against other indus-
trialized nations when it comes to time off for
women who give birth, McGovern says. “The
states will have to continue to be the laboratory
for change,” she predicts. “We won’t be seeing
anything at the national level for quite a while.”

Finding creative solutions

Women not covered by FMLA but who have
employer- or self-funded short-term disability
can use it for typically six weeks of paid leave,
but those who are not covered still might have
options other than simply returning full-time
after their sick leave, vacation, or unpaid leave
ends. “Maybe having some control over their
hours, if that is possible within their job, can be 
a coping mechanism” for the returning-to-work
mother, McGovern says. “If the employer can
give some flexibility, that might give her more 
of a sense of control over her situation.”

Companies can take other small steps to help in
the transition back to work, she suggests. Maintain-
ing a list of reliable day care or backup emergency
(or drop-in) child care options can go a long way
toward reducing stress over child care, McGovern
points out. “Larger employers can subscribe to pro-
grams that help find child care that fits the family’s
situation,” she says. “There are things that employ-
ers can do, that nurses are good at, to identify small
things they can do to help.”

One of the ways nurses can help is to be a sup-
port source for mothers who are breast-feeding
their babies — and for those who need to choose
not to breast-feed. While La Leche League and
other organizations and health care providers

stress the benefits of breast-feeding for babies,
and offer support for women who need to bal-
ance breast-feeding with being away from their
babies for hours at a time, McGovern says there
needs to be room to consider that breast-feeding
might not be the best choice for some mothers.

“There is such a push on breast-feeding moms,
but it might be that breast-feeding isn’t the best
thing for mom; and if it’s causing more symp-
toms such as hot flashes and fatigue, that might
not be the best thing for her,” she says. “That’s
where nurses may have an important role to play,
to find out what’s best for the woman and sup-
port her in what’s best.”  ■

New P4P program uses
established measures
Initiative will rank hospitals by effectiveness

The Leapfrog Group, based in Washington,
DC, has launched a new incentive program

for hospitals that it hopes will do for the private
sector what the Premier/Centers for Medicare
& Medicaid Services (CMS) Hospital Quality
Incentive Demonstration Project appears to be
doing for Medicare. 

Called the Leapfrog Hospital Rewards Program,
it will measure the quality of care and the effi-
ciency with which hospitals use resources in five
clinical areas:

• Leapfrog has designed its program to reward
improvers as well as best performers.

• Key areas represent approximately 33% of
admissions and 20% of commercial payers’ inpa-
tient expenditures.

• Local market conditions, employer groups,
and health plans will dictate incentive structures.

• coronary artery bypass graft (CABG);
• percutaneous coronary intervention (PCI);
• acute myocardial infarction (AMI);
• community-acquired pneumonia (CAP);
• deliveries/neonatal care.
According to The Leapfrog Group, these areas

represent a significant portion of hospital admis-
sions and expenditures among the commercially
insured population. (Actuaries at Towers Perrin
analyzed hospital quality and payment data to
identify these areas, which represent approxi-
mately 33% of admissions and 20% of commer-
cial payers’ inpatient expenditures and present
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significant opportunities for quality and effi-
ciency improvements.)

Accordingly, they have projected potential sav-
ings opportunities for the average employer in
each of the areas:

• CABG — $62.7 million
• PCI — $58.2 million
• AMI — $53.6 million
• CAP — $29.5 million
• Pregnancy/newborn — $23.4 million
Hospitals will be scored and rewarded sepa-

rately for each of the five areas and can participate
in any of the areas in which they provide care.

If they demonstrate sustained excellence or
improvement, hospitals will be eligible for finan-
cial rewards and increased market share.

Scores can become financial incentives

Hospital scores can become the basis for finan-
cial incentives for consumers, such as waived
copays or deductibles for choosing care at high-
performing or improving hospitals. Additionally,
these scores can be incorporated into health plans’
existing performance-based incentive and reward
programs.

All data collected for the Leapfrog Hospital
Rewards Program will be submitted to Medstat,
Leapfrog’s general contractor for the program, to
be aggregated, scored, and ranked.

The program now is accepting data from hospi-
tals, and the first results will be available in October.

The first implementers are likely to begin pay-
ing rewards in 2006. Medstat (www.medstat.com),
a health care information company that provides
market intelligence and benchmark databases,
decision-support solutions, and research services
for managing the cost and quality of health care,
also provides data collection, analysis, and sup-
port services to The Leapfrog Group for its
Hospital Quality and Safety Survey.

The Leapfrog Group gives a strong nod to
CMS, whose Premier/CMS Hospital Quality
Incentive Demonstration Project, it says, inspired
Hospital Rewards.

“As you know, we are strongly committed to
using national standardized measures in gauging
performance and partner whenever we can with
Medicare,” notes Suzanne Delbanco, CEO of The
Leapfrog Group.

“So, when their program got announced, we
thought it looked like a really good framework
for what we could create for our members in the
private sector. That led to us creating something

that builds on their project but does depart in key
ways,” she notes.

One key difference is that CMS focuses on pop-
ulations largely 65 years or older. “Employers
focus on younger populations,” Delbanco says.
“So, for example, instead of focusing on hip or
knee replacements, we will focus instead on
delivery and newborn care, which is very rele-
vant to employed populations.”

The other important difference, she continues,
is that Leapfrog has added an efficiency compo-
nent that encompasses risk-adjusted lengths of
stay and readmission rates in the five key clinical
areas, which then are coupled with effectiveness
to ultimately produce a performance rating.

To measure efficiency of resource use, Leapfrog
will look at severity-adjusted average length of
stay and readmission rates for each of the five
clinical areas.

“One thing that makes this program unique in
today’s marketplace is that we use wherever pos-
sible nationally standardized measures of perfor-
mance,” Delbanco says.

The program uses quality measures that are
endorsed by the National Quality Forum and
already are being collected through the Joint
Commission on the Accreditation of Healthcare
Organizations (JCAHO) ORYX initiative and the
Leapfrog Hospital Quality and Safety Survey.
“We wanted to keep the reporting burden to a
minimum,” she explains.

Since there are not as yet national standards 
for efficiency, Delbanco continues, “We had to 
break new ground there, creating some original
measures, but we vetted them with many experts
and stakeholders.”

Other P4P or incentive reward programs are 
not designed with replication in mind, she asserts.
“Many are developed organically within certain
marketplaces,” Delbanco notes. “But we are work-
ing to create a national movement — a national
program using national benchmarks — which can
be adapted and customized to local markets.”

She adds that this program can make a real
financial difference. “I don’t believe any other pro-
gram out there captures areas covering 30% of hos-
pital admissions for the commercial population, so
this gets at a significant chunk of where employers
are spending their money,” Delbanco declares.

How hospitals participate

Hospitals that want to participate in the pro-
gram must follow several steps, she says.
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“If they decide they want to participate, they
complete the Leapfrog survey, ask their core mea-
sure vendor who reports to the Joint Commission
to forward the data to us, and then ask them to
help submit data on length of stay and readmis-
sion rates,” Delbanco explains.

As for employers and health plans, they can
choose to either license the data coming out of
the program and integrate it into their own pre-
existing program or license the entire program.

In that case, Leapfrog will provide implemen-
tation toolkits and technical assistance for admin-
istration of the program and lend its brand to the
effort. “In that case, they also will have to agree
to adhere to the rewards principles, such as
rewarding improvers, not just the best perform-
ers,” Delbanco explains.

Early interest in the program has been strong, she
says. “We are pleased that a number of organiza-
tions have already committed to work with us to
establish the Leapfrog Hospital Rewards Program
in the market,” Delbanco says, noting that the fol-
lowing companies have agreed to work with
Leapfrog on the new program: CIGNA HealthCare,
The Memphis Business Group on Health, Premier
Inc., General Electric, Hannaford Brothers, Verizon
Communications, and the Human Resources Policy
Association.

As for the way the incentives will be struc-
tured, that will depend on local market condi-
tions, she explains.

“There are two ways to think about it,” observes
Delbanco. “On the patient side, the employer or
health plan might choose to create a financial incen-
tive for a patient to choose a higher-performing
hospital.”

On the other side, hospitals that improve sig-
nificantly will likely receive higher payments.
“While we have done actuarial work that can
help employers understand the potential savings,
at the end of the day, it will have to be negoti-
ated,” says Delbanco.

Efficiency, she notes, really is in the eye of the
beholder. “The program allows for flexibility in
terms of taking into account who gets incentives
and who does not.”

“If a hospital is a really good performer whose
prices are sky-high, the employer can take that
into consideration in deciding whether they really
need to pay them more, or conclude that they have
already captured their incentive based on price.
This has to be customized, or employers might be
in a position of doing something that is not actuar-
ially sound,” Delbanco adds.

The new program also offers great opportunities
for quality managers, she says.

“This is an opportunity that has not existed
before for hospitals to gauge how they are per-
forming in five key clinical areas by a unique
combination of data from Leapfrog and the Joint
Commission,” Delbanco asserts.

“It allows them to benchmark against their
peers, as well as against hospitals across the
nation. Part of the program involves sending 
the benchmarking data back to the hospitals.”  ■

President signs patient
safety bill into law

On July 29, President Bush signed into law the
Patient Safety and Quality Improvement Act

of 2005, which will create legal and confidentiality
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protections for patient safety information that
providers share for educational purposes and cre-
ate patient safety organizations to promote infor-
mation sharing. The House Energy and Commerce
Committee unanimously passed the legislation,
designed to enhance patient safety by encouraging
voluntary reporting of health care errors.  ■
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9. Montana Medicaid Services’ voluntary disease
management program includes which of the
following?

A. individual counseling
B. telephonic interaction with registered nurses
C. face-to-face visits
D. all of the above

10. According to Jacqueline Carolan, JD, what’s
the most important thing a case manager can
do to avoid being liable in medical malpractice 
lawsuits?

A. Be nice to your patients and their families.
B. Carefully document your work and don’t

promise what you can’t deliver.
C. Follow physician orders to the letter.
D. Do whatever you can for patients even if it’s out

of your area of expertise.

11. Which of the following is not one of the top 10 risk
factors for falls in the home, according to Mary
Calys, MSPT? 

A. decreasing functional status
B. use of two or more medications
C. visual deficit
D. incontinence

12. What does the Family and Medical Leave Act
require that covered employers grant to eligible
employees?

A. up to 12 weeks full-time unpaid leave after the
birth of a child

B. up to 12 weeks full-time paid leave
C. up to 12 weeks of unpaid leave that may 

be taken intermittently during the first year
postpartum

D. only as much unpaid leave as the employer
can afford

Answers: 9. D; 10. B; 11. B; 12. A. 
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CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester's activity with the December issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a certificate of completion.  ■

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. ■


