
Motivate challenging patients 
to take control of their own health
CM’s one-on-one skills are the answer

Soaring health care costs and an increase in the number of patients
with multiple comorbidities or other barriers to compliance repre-
sent an opportunity for case managers who have the skills to work

one-on-one with individuals to empower them to take charge of their
own health care, says Connie Commander, RN, BS, CCM, ABDA,
CPUR, national president-elect of the Case Management Society of
America (CMSA) and owner and president of Commander’s Premier
Consulting Corp.

This challenging group of patients needs more than just generic
population-based information about their disease, she points out.

“If you really want to motivate the individual, you have to talk to
them on a one-to-one basis. Chronically ill people are not going to be
motivated to adhere to their treatment plan without having regular one-
on-one contact with a case manager,” Commander adds.

Health plans across the nation have adapted numerous strategies to
increase adherence among the 20% of their member population who
consume 80% of the health care expenditures.

“The challenge is getting to them, educating, empowering, and moti-
vating them to adhere to the suggested treatment and care guidelines.
This means educating case managers to the skill level they need to be
able to listen and communicate effectively and motivate patients to
adhere to the plan of care,” Commander explains.

In the 1990s, with the advent of disease management, insurers started
targeting populations with chronic diseases and developing standards
of care such as regular foot and eye exams for diabetic patients, she
says.

“We expected that if we educated people about their disease and sent
them reminders about the tests and procedures they needed, that they
would be compliant. But somebody needs to follow up, and that’s
where the individual case manager comes in,” Commander says.
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For instance, Fallon Community Health Plan
is educating all of its case managers on the
Prochaska “Readiness to Change” model and
on how to conduct motivational interviewing,
says Paula Phillipo, MD, medical director, dis-
ease care services.

Using the skills they developed during train-
ing, the case managers can adapt their approaches
to the members based on what stage of readiness
to change the members are in. (For more informa-
tion, see related article on p. 65.)

The Case Management Society of America has
developed Case Management Adherence guide-
lines designed to guide case managers in helping
their clients stick to their prescribed medication

regimen, Commander says.
“The guidelines assess an individual’s under-

standing of his disease and how willing they are
to take the steps necessary to stay well. Using the
Case Management Adherence Guidelines, the
case manager initiates back-and-forth communi-
cation, trying to motivate the individual member
on their level of readiness and to empower them
to take on their own health maintenance,” she
says.

No matter what program a case manager is
working in, it takes a personal touch and one-on-
one contact to get patients with chronic illnesses
to make the kind of changes in their lives that are
necessary to prevent major exacerbations of their
disease, Commander points out.

For instance, when Hudson Health Plan con-
ducted a barrier study to find out why its mem-
bers receiving Supplemental Social Security
benefits were not making regular visits to pri-
mary care physicians or dentists, they found that
the members knew about their benefits but they
didn’t think the visits were necessary.

As part of a Center for Healthcare Strategies
workgroup to improve services for members with
disabilities, the New York health plan instituted
incentives for members to make primary care and
dental visits and incentives for the providers to
forward information about the visit to the health
plan, says Margaret Leonard, MS, RN, C, FPN,
CM, vice president of clinical services.

The pilot was so successful that the health plan
rolled it out to its entire population. (For more
details, see related article on p. 64.)

A key component of the program is orientation
by bilingual case management assistants trained
in dealing with mentally ill populations, who
make orientation calls to the members. Case
managers follow up to encourage the members to
seek preventive health and dental care, Leonard
says.

Montefiore Medical Center’s Care Management
Organization (MCO) in Yonkers, NY, uses remote
monitoring equipment to leverage the resources
of its case managers who manage the care of
patients with congestive heart failure.

Patients weigh themselves, then answer a set of
questions each day. The case manager is alerted if
the data show that the patient’s conditioning is
worsening. This helps the case manager deter-
mine which patient needs to be contacted that
day.

The remote monitoring equipment allows a
case manager to monitor the care of 130-150
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patients instead of carrying the typical caseload,
says Anne Meara, RN, director of medical man-
agement at the care management organization.

“There are always more patients than nurses
who are doing complex case management. Nurses
can manage only so many patients and do a good
job. We have to get better at knowing who needs to
be managed today, and that is what remote moni-
toring does for us. It alerts us to which patients
need attention,” she says.  ■

Remote monitoring
leverages CMs’ resources 
Data determine who needs immediate attention

Every morning, a group of congestive heart
failure (CHF) patients steps on a scale at

home, then answers a series of questions asked
by a device attached to their telephone.

The scales prompt patients by voice and on a
digital monitor about shortness of breath, dizzi-
ness, swelling of the ankles, and other symptoms
of heart failure.

The information is transmitted to their case
manager at Montefiore Medical Center’s Care
Management Organization (CMO) in Yonkers,
NY, which contracts with five regional HMOs to
manage the care of more than 115,000 patients.

If the results indicate problems, such as rapid
weight gain, the nurse contacts the patient imme-
diately. The goal of the remote monitoring pro-
gram is to manage the patient’s conditions to
keep small issues from becoming bigger.

“Medical expense in the [remotely monitored]
group is currently trending at a rate that is 18%
lower than the rest of the population managed
under risk. This is mainly due to a reduction in
hospitalization utilization,” says Ann Meara, RN,
director of medical management at the CMO.

“We have a financial risk associated with man-
aging this group of patients. We are getting capi-
tation revenue, and we are choosing to spend it
on telemonitoring so we can identify episodes of
decompensation much earlier and prevent hospi-
talization,” she says.

Of the 200 patients in the CHF disease manage-
ment program, about 130 have received a remote
monitoring device.

Some patients have been using the remote
monitoring equipment for more than three years.

“It’s had a tremendous impact on patient out-
comes,” Meara says.

Telemonitoring allows care managers to man-
age the care of patients very intensely, while max-
imizing the resources of the organization, she
points out.

“It’s all about leveraging resources when you
have a large number of people to be managed. 
It helps us identify the patients who are doing
worse today than yesterday or a week ago and
who may need some more interventions,” Meara
says.

For instance, one care manager could be moni-
toring the care of 150 patients but couldn’t possi-
bly know which ones needed intervention on a
given day without calling them.

With remote monitoring, the nurse gets infor-
mation on the weight and answers eight to 10
symptom-related questions and can zero in on
the people who need a phone call.

“When she gets a list of people who weighed
in and answered the questions, she knows who to
call right away. If the patient’s condition doesn’t
look good, she can call right away and connect
them to the doctor or the emergency department
or put an emergency plan in place and tell the
patient to take extra Lasix,” Meara says.

By the time the case managers come in each
morning, many of the patients have weighed in
and answered the questions. The nurse reviews
the data and determines who needs a call.

The system generates reports of patients who
haven’t weighed in for two days, which prompts
a phone call from the nurse.

“The patients have a sense that there is a part-
nership between them and the case manager.
Standing on a scale and writing their weight on 
a piece of paper doesn’t engage people, but with
this program, they know if certain things happen,
their case manager will call them,” Meara says.

When a patient enrolls in the program, a care
manager conducts an assessment, collecting clini-
cal information as well as information about the
patient’s perception of the disease, the caregiver
situation, and any psychosocial issues.

The equipment is delivered direct from the
manufacturer with instructions on how to set it
up. The patients have had no trouble setting up
the equipment on their own, Meara adds.

The device asks questions about symptoms
and compliance, such as “Are you more short of
breath?” “Are your feet swollen?” and “Do you
have a three-day supply of medication on hand?”

“The parameters for weight and other issues
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CMs increase primary care
visits for SSI members
Challenging population needs personal contact

Tarrytown, NY-based Hudson Health Plan’s
case management program, aimed at mem-

bers with chronic diseases or disabilities, has
increased the number of members in the program
who see a primary care physician or a dentist.

The program is aimed at members who are 18
or older and eligible for Social Security income.
To qualify, they must not have visited a primary
care physician in more than a year or seen a den-
tist in two years.

“Regular primary care and dental care are
important, especially for patients with chronic
diseases and disabilities. We decided to go back
to basics and see if the people with chronic ill-
nesses were getting primary care physician and
dental visits. We pulled a subset and looked at a
600-member pilot group to see their utilization,”
says Margaret Leonard, MS, RN, C, FPN, CM,
vice president of clinical services.

During the pilot project, which began in 1999,
the number of members in the program who
saw a primary care physician for regular visits
increased to 77% from 62%, and those who saw

a dentist to 42% from 53%.
After the pilot project proved successful, the

program was rolled out to all members receiving
Supplemental Social Security (SSI) benefits.

The goal of the project is for 80% of members
with chronic diseases and disabilities to receive
regular primary care physician visits.

The SSI population is a challenge for case
managers, especially in the managed care world,
Leonard says.

Almost half of the members in the program
have chronic disabilities or diagnoses related to
mental health.

“When people are disabled, whether they’re
mentally ill or have a disabling physical condition,
their illness becomes their major driving force. It’s
what they concentrate on instead of having their
teeth taken care of or getting a mammogram or
taking their children for their shots,” Leonard says.

Before beginning the initiative, the health plan
developed an information system to track pri-
mary care physician and dental visits of members
based on CPT and ICD-9 codes. The next step
was a barrier study to determine why members
were not going for primary care and dental care.

The study showed that lack of knowledge
about their benefits was not what was keeping
members away from getting care.

“For the most part, they knew about their
benefits. They didn’t see the urgency of seeing a
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are customized for each patient. Three pounds in
one patient may not be a crisis but for another,
it’s a major issue,” she says.

The case managers work closely with the physi-
cians in the network, alerting them when the data
indicate that the patient is having problems.

“The physicians like the program because it cuts
down on extraneous phone calls from patients.
The nurse can intervene in some instances and
that patient doesn’t always have to come into the
office,” Meara says.

The CMO started out offering the remote mon-
itoring device only to people with Stage 3 or 4
CHF, Meara says.

“Over the course of time, the people using the
scales did so much better that we began offering
it to everyone. The cost of the equipment is mini-
mal in comparison to hospitalization,” she says.

The CMO is exploring ways to use a similar
remote monitoring device for diabetes patients
and patients with other chronic conditions.

“We see remote monitoring equipment as a
tool to leverage our resources. We have a huge

diabetic population that needs to be managed.
Many are young and work during the day. They
could upload glucometer reading and answer the
questions at night,” Meara says.

Instead of using a discrete clinical marker such
as weight for other at-risk patients, the monitor
may just ask a series of question on a regular
basis, she points out.

For instance, the device might ask: Do you
have medication on hand? Did you take your
medication today? Were you able to exercise?

“This would allow the case manager to keep
tabs on the condition of all patients who qualify
for our case management programs without hav-
ing to call all the time,” Meara says.

The program is to the hospital’s advantage as
well, she points out.

“Our hospital operates at close to 100% capacity
almost all of the time. Heart failure accounts for a
very high number of admissions, and these admis-
sions are frequently avoidable with early recogni-
tion of worsening symptoms and initiation of
treatment. It’s a win-win situation,” Meara says.  ■



dentist, and most didn’t believe they needed to
see a primary care physician because they were
already seeing a specialist,” Leonard says.

To encourage members to go for preventive
care, the health plan offers them an incentive, in
the form of a prepaid telephone card, if they see
the primary care physician and the dentist.

Providers receive a $50 bonus incentive if they
complete a medical evaluation form that includes
contact information for the member. The bonus
encourages the providers to share information
with the health plan about primary care and
dental visits.

Many of the members in the SSI program have
mental health problems, difficulties communicat-
ing, or language barriers, making it difficult for
the health plan’s customer care representatives 
to communicate with them.

Hudson’s solution was to create a new position,
bilingual case management assistants who have
excellent communication skills and go through an
intensive training program that teaches them how
to work with the disabled population.

The SSI population is sicker than most pub-
licly funded members and tends to be more
homebound with working telephones, in con-
trast to nondisabled, publicly funded members
who are transient and may not have a telephone.

They need to be contacted by someone who is
sensitive to the fact that they may come across as
hostile because of their mental health status, and
someone who is trained to deal with the barriers
in communication, Leonard says.

When a member is identified for the program,
the case management assistant makes the initial
call, explains the health plan’s benefits, and talks
to the members about the importance of making
regular visits to the primary care physician and
primary care dentist.

During the orientation phone call, the case
management assistant explains how to use the
insurance card and how to access providers in the
network. She finds out if the member knows who
his or her primary care provider is and gives him
or her the number if they do not. She reinforces
what health care services are available and what
providers the member should see on a regular
basis.

She gets information on the member’s medica-
tions and other clinical data and passes it on to
the RN case manager, who will follow up and
work with the member on a regular basis.

Each member gets a handbook containing
information about the plan and the benefits it

provides, along with guidelines for what exami-
nations and care they should be receiving.

If the case management assistants don’t reach
the members after three phone calls, Hudson
Health plan sends them a postcard, followed by a
letter, asking them to get in touch.

The case manager calls the member, reviews
what data already are in the system, and gets
additional data. The case manager completes a
disability assessment and enters the score and
other information into a computer system that
Hudson Health Plan developed in-house, which
stratifies the member into a level of care.

The tool identifies the kinds of help the mem-
bers need with activities of daily living, dictates
the need for further interventions, and creates a
tickler to remind the case manager it’s time to get
in touch.

Some members feel that they don’t need to go
to the primary care physician if they are seeing a
specialist. They say they don’t have time to see a
doctor or their primary care physician is in an
inconvenient location. Barriers to dental care
include fear of the dentist or the belief that they
don’t need to go because they have dentures.

As the member brings up each excuse, the
nurse case manager addresses them. The case
manager can arrange for transportation service,
help make an appointment, and deal with what-
ever issues arise.  ■

CM model follows members
through continuum
CMs trained in motivational interviewing

Fallon Community Health Plan is moving
toward a comprehensive case management

model in which all its nurse case managers in the
outpatient care services department are trained in
motivational interviewing and how to determine
a member's readiness to change.

Traditionally, members in different case man-
agement and disease management programs
have been managed by different nurse case man-
agers. The health plan is moving toward a model
in which one case manager works with an indi-
vidual member, regardless of what program he
or she is in.

The new model will provide better continuity
of care for members and will ensure that their
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care is coordinated by the same case manager if
they move from program to program, such as the
disease-targeted case management program or a
high-risk case management program for mem-
bers with three or more chronic conditions, says
Paula Phillipo, RN, director of the outpatient
care services department.

The health plan uses predictive modeling 
software to identify members for high-risk case
management, based on claims data including
laboratory and pharmacy data. The high-risk
model is aimed at members with three or more
chronic conditions.

“These members often are more acutely ill and
have more comorbidities than members in our reg-
ular disease management program. They are in
acute need of services and usually need interven-
tions more frequently that members who have their
chronic conditions under control,” Phillipo says.

Fallon Community Health Plan began training
case managers in behavioral modification tech-
niques and motivational interviewing, based on
the Prochaska Readiness to Change model in
2003. The Readiness to Change model is based on
the findings of James Prochaska, PhD, professor
of clinical and health psychology at the University
of Rhode Island.

The first to receive training were case managers
in the high-risk program. In the first year of the
program following the training, an impact analysis
showed that the program saved the company $10
million, Philipo says.

Case managers work with members who are at
risk for hospitalization. They are identified through
predictive modeling that looks at claims informa-
tion and pharmacy and laboratory data and pre-
dicts which members are likely to be hospitalized
within the next 12-15 months.

“The predictive modeling looks at encounter
data as well as trends in omission of care. These
patients may have never been in the hospital, but
their data indicates that they are at risk for going
into the hospital,” Phillipo says. The health plan’s
predictive modeling software stratifies members
with chronic illnesses, identifying them as low,
medium, or high risk for hospitalization.

“Anyone with medium or high risk receives
one-on-one contact with an RN case manager,”
she says. The care managers call the members and
conduct a telephone assessment.

The case managers send the members educa-
tional materials and work with them on learning
how to self-manage their chronic disease and
avoid becoming sicker.

“They talk to the member about laboratory
results, diet, exercise, and how to recognize symp-
toms that indicate they should call the doctor,” she
says.

Patients identified with one primary chronic
disease, who are hospitalized for another prob-
lem, often are referred to the disease-targeted case
management program by the health plan's inpa-
tient case managers. Fallon Community Health
Plan’s disease target management services covers
four primary chronic conditions: diabetes, heart
failure, coronary artery disease, and asthma.

The disease-specific case management program
also gets referrals from providers and from the
members themselves. The health plan also mines
its data to identify members for the program and
to stratify them into low, moderate, and high risk.

The care managers stratify the high-risk mem-
bers on an acuity level of 1 through 4, with mem-
bers who score a 1 needing the most interventions.

Members who are at Level 4 have been in the
program, absorbed the material, and are ready
to graduate from high-risk case management.
They could have been in the program as long as
18 months, Phillipo says.

When members are identified for case manage-
ment, the care manager makes an outreach tele-
phone call and conducts a comprehensive health
screening embedded into the plan’s software.

“The member may not complete the assessment
during just one phone call, especially with our
senior population, who don't want to be on the tele-
phone for lengthy calls. But they start the process
and, depending on how the member is responding,
set up the next phone call,” Phillipo says.

The health plan’s software assigns the frequency
of contact based on the acuity of the member and
generates short-term and long-term goals and
health actions.

Once the care manager identifies what stage of
readiness-to-change level the member is in, the
plan of care is developed, based on his or her will-
ingness to change at that point in time.

The assessment identifies barriers to compli-
ance. The care managers also may mail material to
the members or refer them to the health plan's web
site for more information.

If a member has multiple chronic conditions, the
care manager works with the member to decide
which is the most important one to tackle first.

For instance, a diabetic patient also may have
coronary artery disease and chronic obstructive
pulmonary disease. If his or her diabetes is under
control and lipid levels are within a normal range
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Admissions social worker
improves LOS, referrals
Multiple benefits result from program

AMissouri hospice has discovered that it is
cost-effective, efficient, and it improves

length of stay (LOS) and referrals to have a social
worker serve as an admissions coordinator.

Option Care-Missouri River Hospice of Colum-
bia, MO, decided to implement a program in
which a social worker would serve as admissions
coordinator as a nursing shortage affected the
Midwest, says Denise Swenson, MSW, LCSW,
admissions coordinator.

“Our hospice’s director looked at ways we
could utilize different roles so that we could
maximize the use of nurses in direct patient
care,” Swenson says. “When nurses were doing
admissions it would take two visits and some-
times three visits before the families were com-
fortable accepting hospice services.”

This was inefficient and left hospice patients
with less time in which to benefit from the holis-
tic approach to hospice services, she notes.

Since the hospice began to use a social worker
in the role of admissions coordinator, the benefits

have been multiple:

1.It saves money. The social worker’s salary is
on average $5 per hour less than hospice

nurses, so the hospice has experienced a cost sav-
ings, Swenson says.

“Last year, I did 600 introductions to hospice,
so it was about $3,000 less last year to send me to
do the introductions than it would be to send a
nurse,” Swenson says.

Another $2,800 was saved in the admissions
process. Of the 600 people who heard the hospice
introduction, 560 were admitted, and the admis-
sion process takes another hour, which again
saves money when the social worker is the one
doing the admission, Swenson adds.

2.It saves time. “It also saves time,” Swenson
says. “When nurses were conducting the intro-

duction and admissions, and then if they had to do
a nursing assessment too, it would take them about
three hours.”

When an MSW does the introduction and
admissions, it will take 1½ to two hours, depend-
ing on the family’s questions, she says.

The nursing assessment still will need to be
done when patients are admitted, she notes. 

But in cases where the family does not accept
hospice services, the nurse’s time is not used
needlessly, Swenson says.
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but breathing is an issue, the care manager will
suggest that the patient focus on breathing and
energy conservation.

The frequency of contact by the nurse care spe-
cialists varies, depending on the members’ needs.

“It’s so individual. Some are calling the mem-
bers every day or two at the beginning,” she says.

As the members start to become more stable
and learn self-management techniques, the fre-
quency will fall off.

Following the success of the high-risk pro-
gram, all of the health plan’s case managers
have undergone training on motivational inter-
viewing techniques. All nurses in the depart-
ment were previously trained on utilizing
readiness to change assessment processing.

“We’re also ensuring that the nurses are trained
on understanding the members’ benefits packages
so they can ensure that necessary benefits such as
home care are in place when necessary,” she says.

The program has two social workers who assist
members in accessing community resources that
will benefit the member and/or the members’
family or caregivers.

The health plan also provides complex care
management services to manage members who
are undergoing organ transplants and for mem-
bers with complex needs, such as spinal cord
injuries or traumatic brain injury.

The care starts for transplant patients when the
member is evaluated for a transplant and contin-
ues for a year following the transplant, typically
for a period of two to three years, depending on
the type and availability of transplant.

Fallon is moving toward implementing a medi-
cation reconciliation program to make sure that
members who take multiple medications are not at
risk for a complication.

“If a member is seeing two or three different
specialists as well as a primary care physician,
they may be getting medication prescriptions
from several sources, and they don’t always
remember to tell their doctors what they are
taking,” Phillipo points out.

In addition, patients may be given a name-
brand drug when they are in the hospital but
already are taking a generic version of the same
drug.  ■



3.Staffing efficiency and productivity are
improved. Prior to the change, when nurses

would do admissions, it would interrupt their
day and they couldn’t schedule their visits effi-
ciently, Swenson says.

“Now, the RNs can focus on direct patient care,
which is the greatest utilization of their time,” she
says. “Nurses know where they will be visiting
patients and can more efficiently manage mileage
and drive time.”

Also, nurses can schedule chart documentation
days, Swenson says.

“When someone is dedicated in the role of hos-
pice admissions, it frees everyone else to schedule
their day more efficiently,” she says.

Swenson’s own time is scheduled to be efficient
for both the hospice and patients. Since there are
very few referrals on Fridays and many families
would like her to visit during the evening hours,
she typically works four 10-hour days, Monday
through Thursday.

“This schedule accommodates families very
nicely, because if they want to see me at 7 p.m.,
that’s not a problem,” Swenson says.

4.LOS and overall admissions are up. The
hospice’s LOS has improved since switching

to having a social worker serve as admissions
coordinator. In 2001, the agency’s median LOS
was 16.5 days, Swenson says.

In 2005, the median LOS was 22 days, she adds.
The change in LOS occurred almost immedi-

ately as the LOS rose to 21 days by the end of
2002, Swenson says.

Increasing it still further has proven more chal-
lenging because the hospice’s admissions also
have increased, which includes many admissions
in which patients receive hospice care for seven
days or less, Swenson notes.

5.There are psychosocial benefits. “Also,
there have been real and significant benefits

to utilizing the MSW over nurse from the psy-
chosocial aspects,” Swenson says.

While nurses are trained to focus on the physi-
cal aspects of patient care, the social worker looks
at both the patient and everyone in the patient’s
life, she says.

“A great amount of what hospice offers is
intended to support the caregiver and family, as
well,” Swenson notes. “So when the social worker
goes out on an admission visit, the social worker is
looking at what everyone needs in this experience.”

This is why patients who are visited by the
social worker at introduction are more likely to
accept hospice services sooner than they did

when nurses were making the first visit, Swenson
explains.

Also, the social worker at admissions will help
the family focus on volunteer and other hospice
services, showing patients what the hospice can
do to help them, she adds.

In one situation, Swenson met with a family in
which both the patient and caregiver were elderly
and had health problems.

“The initial plan was for the wife, who was 
the patient, to go home from the hospital and be
cared for by her husband,” Swenson says. “But
her husband didn’t know how he was going to
take care of her because he couldn’t take care of
himself, and other family members were not vol-
unteering to provide services in their home or to
take Mom and Dad home with them.”

So Swenson spent time talking with the family
about a feasible and safe plan, and with her assis-
tance, the family decided that the best step would
be to place the wife in a nursing home, where she
would receive her end-of-life care.

“Sometimes the most loving thing to do is to
allow the patient to have health care profession-
als available 24 hours around the clock to do all
the nursing and health care things that families
aren’t trained to do,” Swenson says.

“So it really does help from a psychosocial and
emotional perspective to have that social worker
in there from the very beginning, supporting the
family as well as the patient,” Swenson says.

6.Patient referrals have increased. “Because
we have someone dedicated in the role of

hospice admissions, we are able to respond to
every hospice referral within 12 hours,” Swenson
says. “And every hospice introduction is con-
ducted within 24 hours, unless the family specifi-
cally requests that we wait until other family
members are available.”

Each admission is consistent. Swenson uses an
outline at each admission, saying the same thing
each time.

“I also do an initial assessment of what equip-
ment needs they might have, and I notify the team
when the patient has psychosocial or spiritual
needs or when the patient is out of medicine,” she
explains. “So when the nurse goes out to do the
nursing assessment, she already has an idea of what
she’s walking into.”

Physicians are very pleased with the prompt
response to their referrals, Swenson says.

In 2003, there were 370 hospice introductions
with 350 admissions, compared with 600 introduc-
tions and 560 admissions in 2005, Swenson says.
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“I don’t know how much of that increase is
attributable to the social worker in the role, but
the physicians we work with strongly support
our model of delivery of services,” Swenson says.

Also, the nursing assessments have been made
more efficient because each of the hospice’s offices
has a clinical coordinator with an RN degree who
conducts the nursing assessment, following the
admissions coordinator’s visit, Swenson says.

7.The admissions coordinator also can serve as
community liaison. “We have designated as

part of the responsibilities of this role that I do all
of the community education programs and speak
at clubs, organizations, agencies, and nursing
homes,” Swenson says. “I also speak at national
health care and long-term care conferences about
hospice services.”  ■

Rapid growth predicted
for health manager jobs
Degrees, quality expertise important

Future health services managers must be pre-
pared to deal with evolving integrated health

care delivery systems, technological innovations,
an increasingly complex regulatory environment,
and restructuring of work.

They increasingly will work in organizations in
which they must optimize the efficiency of a vari-
ety of related services.

On the plus side, employment of managers is
expected to grow faster than average through
2014, as the health care industry continues to
expand and diversify.

That’s all according to the 2006-2007 edition of
the Bureau of Labor Statistics’ (BLS) Occupational
Outlook Handbook.

Access directors and managers who would like
to take advantage of this growth environment
should be prepared with advanced degrees and
expertise in quality improvement, suggests Deedra
Hartung, MA, vice president in the executive search
division of St. Louis-based Cejka Search.

“I can’t stress the advanced degree enough for
those who go to market and try to be competitive
in vying for manager/director positions,” she
says. “People really want expertise these days.
Health care is complex, and [employers] want
candidates with strong knowledge, not those
who require on-the-job training.”

A 2005 hospital CEO leadership survey con-
ducted by Cejka Search and Solucient found 
that 77% of the top leadership team at “best of
breed” hospitals had a master’s or doctorate
degree, Hartung points out, compared to 56% 
at “median” hospitals. 

“Best of breed” referred to hospitals rated in
the top 100 based on a number of measurements,
she notes, while “median” hospitals were those
just below that level.

Hospitals looking for top executives also are
mindful that “the nation’s health care agenda
right now is all around quality of care, clinical
outcomes, and patient safety,” Hartung continues.
“Just as hospitals are looking for medical execu-
tives [with this expertise], they are also looking
for nonclinical leaders in the quality arena.”

She cited financial incentives put in place by
the Centers for Medicare & Medicaid Services to
reward hospitals for quality care work, noting
that facilities in the top 20% of each clinical cate-
gory can expect to receive Medicare incentive
payments.

“Hospitals obviously want to participate in this
‘pay-for-performance’ program that Medicare has
in place,” Hartung says. “That requires having
people to lead those quality initiatives, and it’s a
huge undertaking.”

As for gaining expertise in quality improve-
ment, she says besides coursework and an addi-
tional degree, “there are a lot of conferences
devoted to [quality] right now,” she notes.

Patient satisfaction is among the quality indica-
tors that are being monitored, Hartung points
out, “which starts with the admissions director,
the access director.”

Issues surrounding the widespread implemen-
tation of electronic patient records will be a big
part of the technology challenges facing health
care managers in the next decade. The BLS hand-
book notes that recent regulations enacted by the
federal government require that all health care
providers maintain electronic patient records and
that these records be secure.

As a result, health information managers — as
well as access managers and directors whose over-
sight extends into that area — must keep up with
computer and software technology and with leg-
islative requirements, it points out. As patient infor-
mation becomes more frequently used for quality
management and medical research, the report con-
tinues, the focus must be on ensuring that databases
are complete, accurate, and available only to autho-
rized personnel. 
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Job opportunities for health services managers
will be especially good in the offices of health
practitioners, general medical and surgical hospi-
tals; home health care services; and outpatient
care centers, according to the BLS handbook.

Managers in all settings will be needed to
improve quality and efficiency of health care
while controlling costs, as insurance companies
and Medicare demand higher levels of account-
ability, the report states. Additional demand for
managers, it continues, will stem from the need
to recruit workers and increase employee reten-
tion, to comply with changing regulations, and 
to implement new technology.

Access professionals interested in checking out
career opportunities on-line can supplement the
search with web sites and e-mail lists dedicated
to postings in specific fields.

Management- and executive-level hospital jobs
paying a minimum annual salary of $100,000 are
listed at the web site of Hartung’s firm, www.cejka
search.com. Up to two new jobs are added daily,
and the site averages about 50 jobs.

Senior- and midlevel finance jobs at hospitals
are listed at www.hfma.org, the web site of the
Healthcare Financial Management Association.
About 50 new jobs are added weekly and around
200 jobs typically are listed. Annual salaries
offered range from $60,000 to $300,000.

A broad range of openings is available at
www.hospitaljobsonline.com, where between
2,000 and 3,000 new jobs are posted daily. About
50,000 positions, from entry to senior level, are
generally listed and pay from $60,000 to $250,000
in annual salary.  ■

States putting teeth 
into safe lifting standards
Washington, Texas enact safe patient lifting laws

Washington state’s new law mandating hos-
pitals provide mechanical lift equipment

to safely move and position patients is just the
latest sign that nurses are taking charge of their
ergonomic health.

Health care workers perennially rank among top
occupations for work-related musculoskeletal dis-
orders, and back injuries are among the most com-
mon. Frustrated by federal ergonomics guidelines
with no teeth to push employers to comply, nurses

have taken their cause to their state legislators, who
have been sympathetic. Washington’s Safe Patient
Handling law, signed into law in March, is the first
legislation in the nation to require hospitals to pro-
vide mechanical lift equipment for the safe lifting
and movement of patients. 

Nurses say the Washington law will protect
patients from unintentional pain and injury, as
well as protect the nurse from acute and chronic
muscle and joint pain cased by repeatedly lifting
and positioning patients, some of whom far out-
weigh the nurse.

“I was just reading that nurses, during a typi-
cal eight-hour shift, lift a cumulative weight of
1.8 tons,” says Susan Randolph, MSN, RN,
COHN-S, FAAOHN, president of the Atlanta-
based American Association of Occupational
Health Nurses. “It’s astounding. It’s a cumulative
thing — you may find yourself repositioning or
turning a patient several times a day, so many
times a week, and it adds up.”

A survey conducted by the American Nurses
Association (ANA) showed 52% of nurses have
complained of chronic pain lasting more than 14
days within the six months prior to the survey,
and 12% are forced to quit nursing each year due
to chronic or acute back pain or injury. 

“Health care lags way behind many other
industries as they have mechanized to remove
the causes of acute and chronic back injuries,”
according to Judy Huntington, MN, RN, execu-
tive director of the Washington State Nurses
Association (WSNA). “These injuries not only
lead to higher workers’ compensation and insur-
ance costs, but also drive many registered nurses
out of direct patient care.”

According to the Occupational Safety and
Health Administration (OSHA), nursing homes
and personal care facilities have one of the high-
est rates of nonfatal injury or illness cases in the
United States, at more than 14 injuries for every
100 full-time workers — more than twice the
incident rate for the health care industry in gen-
eral. OSHA data say just more than half of those
injuries occur when caregivers are lifting, mov-
ing, or repositioning patients.

This presents a lose-lose situation, says Barbara
A. Blakeney, MS, APRN, BC, ANP, president of the
Washington, DC-based American Nurses Associa-
tion. “These statistics tell us two things — that poor
ergonomics hurts nurses, who are choosing to leave
the profession rather than suffer unnecessarily, and
that poor ergonomics hurts patients.”

Indeed, proponents of the bill say even the cost
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involved in purchasing and maintaining mechan-
ical lifting aids is likely to prove cost-effective
when hospitals and nursing homes see a drop in
absenteeism and turnover due to injuries, accord-
ing to the president of the Washington State
Hospital Association.

“Making sure patients are lifted and trans-
ferred safely, keeping staff healthy, and reducing
staff injuries are very important to hospitals, and
we cannot afford to have injured or absent staff
because of improper lifting,” points out WSHA
president Leon Greenwalt.

Nurses have long led the campaign to draw
attention to the risks posed by musculoskeletal
injuries in their profession, but lately have taken
that fight a step further, into state legislatures,
where they have been successful in getting
ergonomics protections enacted into law in sev-
eral states, with several more in the process of
weighing bills. 

“It’s gaining momentum,” say Randolph. “It’s
difficult to get legislation passed. There have
been attempts to have legislation passed on the
federal level, but ergonomic standards were not
real successful, so the other tactic was to have
states look at the problem on a state-by-state
basis.”

Cost of lifts

The ANA took the lead a couple of years ago
when it launched “Handle with Care,” its patient
lifting safety campaign. The campaign’s main
point is that musculoskeletal injuries don’t have
to happen, and are far less likely to happen if the
right equipment is in place.

The cost of the mechanical lifts is, of course, 
a point of debate, and the Washington patient
safety act addresses that by offering to subsidize
some of the equipment. But Randolph says
besides employer reluctance to sink money into
the equipment in the past, another holdup was
the equipment itself not being viewed by nurses
as particularly helpful.

“In the past, there were a few kind of equip-
ment, but they were hard to use; the patients
didn’t feel particularly safe in them, and both

the nurse and patient could get injured,” recalls
Randolph. “The equipment that is out there now
is a huge improvement.”

Newer versions of the old, bulky, awkward
patient lifts are lighter weight and portable from
room to room. Randolph says they offer greater
protection to patients and, because they function
more smoothly and easily, the process is more
dignified for the patient.

“It’s a win-win. For the nurse, you have protec-
tion and reduced workers’ comp and disabilities,
and for the patient you have a safer move and
repositioning, without the worry of ‘Am I going
to get dropped?’” she adds.

Under the new legislation, Washington hospi-
tals have three years to implement safe patient
handling policies and acquire mechanical lifting
aids. 

Push for safe handling gaining momentum

The ANA’s Handle with Care campaign is a
collaboration among the ANA, other nursing
and specialty organizations, the research and
academic community, and health care systems
to prevent back and other musculoskeletal
injuries through greater education, training,
and increased use of assistive equipment and
patient-handling devices. The campaign also
seeks to reshape nursing education and federal
and state ergonomics policy by highlighting 
the ways in which technology-oriented, safe-
patient-handling techniques benefit patients
and the nursing work force. 

“While it is encouraging that the federal guide-
lines explicitly recommend elimination of manual
lifting, they are not mandated and are not enforce-
able,” Blakeney explains. “We had to do better
than that. What we need is another strong federal
ergonomics mandate, and the Handle with Care
campaign will help in achieving this goal.” 

The National Institute for Occupational Safety
and Health recently released new guidelines and a
nursing education curriculum titled, “Safe Patient
Movement and Handling,” designed to cut the
number and severity of health care musculoskele-
tal injuries and reduce the vulnerability of patients
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to injuries that can be incurred when they are
moved. According to NIOSH, the program is
already in place at 26 U.S. nursing schools.

“The Washington safe lifting law addresses a
number of issues, including the aging nursing
population and the aging patient population and
the increased problem of obesity,” she explains.

While Washington is the first state to require
safe lifting instruments to be provided for health
care workers’ use, Texas in 2005 became the first
state to require hospitals and nursing homes
implement safe patient handling and movement
programs. 

The Texas law took effect Jan. 1, and like the
Washington law, received important backing
from the state nurses association. Texas’ bill dis-
courages, but does not prohibit, manual lifting of
patients.  ■
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CE instructions 

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

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 surrounding any
questions answered incorrectly, please consult the
source material. The semester ends with this
issue. You must complete the evaluation form pro-
vided 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. ■

21. Of the 200 patients in the congestive heart failure
disease management program at Montefiore
Medical Center’s Care Management Organiza-
tion, how many have received a monitoring
device?
A. 100
B. 130
C. 150
D. 200

22. Hudson Health Plan’s program to improve care
for members with disability has resulted in what
increase in the number of patients receiving
regular primary care visits?
A. From 62% to 77%
B. From 50% to 80%
C. From 60% to 80%
D. From 52% to 67%

23. What are the criteria for members in Fallon
Community Health Plan’s high-risk case man-
agement program?
A. At least three hospitalizations in the past year
B. Multiple visits to the emergency department
C. Three or more chronic illnesses
D. Two or more chronic illnesses

24. Supporters of safe patient lifting laws cite which
of the following as reasons for enacting such
legislation?
A. To reduce musculoskeletal injury to health 

care workers
B. To minimize risk of injury to the patient
C. To save hospitals and nursing homes money 

in disability and workers’ compensation 
expenses

D. All of the above

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

CEquestions


