
It takes a team effort to keep elderly
patients out of the hospital
Geriatric case managers coordinate all aspects of care

Do you have an elderly client who, despite your best efforts, is in
and out of the hospital and emergency department, has problems
with medication compliance, and otherwise seems incapable of

understanding or following his or her recommended treatment plan?
If this sounds familiar, it may be time to urge the family to call in a

geriatric care manager, a specialist who can coordinate all aspects of a
senior’s care.

“Hospitals see patients who come and go like there’s a revolving door.
This is when patients need someone in the community to find out what
is going on and to make sure the senior gets the care he or she needs to
stay as healthy as possible,” says Pearlbea LaBier, MSW, ACSW, owner
of Elder Options, a Washington, DC, geriatric care management firm.

Seniors often have far more problems than just the illness or condi-
tion that brings them to the attention of a case manager in the hospital
or managed care arena. There often are a multitude of issues, some of
them outside the realm of health care, that can affect an elderly person’s
health and exacerbate their chronic illnesses, resulting in hospitaliza-
tions and emergency department visits.

“Elderly patients often have memory loss, confusion, disorientation,
as well as medical conditions which cause functional problems and
changes in mental status,” says Susan Fleischer, LCSW, DCSW, CSWM,
CMC, chief operating officer for Rona Bartelstone Care Management
and Home Healthcare in Fort Lauderdale, FL.

When they get home from the hospital, they may neglect their per-
sonal hygiene, fail to eat regularly, or get confused about the multiple
medications they take. They may have mobility problems and be at risk
for falls in the home.

All of these problems, if left unchecked, can result in additional hos-
pital admissions and poor outcomes.

“Managing the care of an elderly person takes a team effort. In addition
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to the physical illness, seniors often are confused,
depressed, at risk for falls, and have trouble man-
aging the activities of daily living,” asserts Beverly
Bernstein Joie, MS, CMC, president of Elder
Connections in Philadelphia.

Geriatric care managers work with hospital case
managers and social workers, with insurance case
managers, physicians, and other health care pro-
viders, and community agencies as well as attor-
neys, financial planners, and life care planners.

“We coordinate and monitor services from all
different providers. We communicate with every-
one and ask questions to make sure that our
clients are going to be safe,” Joie says.

Managing the care of an elderly patient with a

chronic disease involves far more than reminding
them to get their hemoglobin A1C levels checked
or to weigh themselves every morning. It means
understanding the senior’s stage in life, looking
at their family, friends, their entire support sys-
tem, and everything that is going on at home,
Fleischer says.

Hospital case managers and social workers and
disease management case managers can help their
elderly clients avoid hospitalizations if they step 
in and alert the family when the senior is not pro-
gressing well, says Amy Siegel, RN, CCM, CRRN,
owner of Advocare Geriatric Care Management 
of South Florida, with headquarters in Fort
Lauderdale.

“If they are willing to go that extra mile and
give their patient’s family the name of a geriatric
care manager, they can help the patient after dis-
charge and prevent exacerbation of the patient’s
condition,” she says.

After hospitalization, seniors may be bombarded
by calls from home care, equipment companies,
physical therapists, occupational therapists, and
other vendors who adds to the anxiety the patient
already is feeling, Siegel says.

Discharge planners and case managers often
arrange for durable medical equipment to be
delivered to a senior citizen’s home, but they
aren’t on the scene when it arrives to make sure
the senior understands how to use it.

“Following up on seniors after a hospital stay
can prevent a lot of recurring hospital visits,”
Siegel says.

What typically happens after a senior is hospi-
talized is that post-acute services come in seg-
ments, she adds.

“Everybody has their job to do and their focus.
It becomes very chaotic and confusing, especially
for someone who is very ill. There needs to be a
gatekeeper, someone whether it’s a care manager
or a family member, who understands how all
the pieces fit together and who can ensure that
everything the senior needs is being done,” Siegel
says.

Patients are being discharged from the hospital
earlier than ever, and they’re not always that well
or lucid when they go home.

“Without a care manager, there are all these
fragmented pieces that confuse them, and often
things they need fall through the cracks,” Siegel
says.

Medication management and medication
safety issues are other areas where having a geri-
atric care manager on the scene can be helpful,
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Fleischer points out.
“Seniors leave the hospital during which their

medication regime was changed. When they get
home, there’s the medication they took prior to
hospitalization and they take that as well, which
can cause severe problems,” she says.

Even if the hospital case manager writes out
detailed instructions about medication, there’s no
guarantee that the senior is going to read and fol-
low them.

“Take any 80-something person who has just
gotten out of the hospital, throw in multiple med-
ications and a confused mental state, and that
doesn’t make for the strongest outcome without
somebody in there making sure that the senior
understands what he or she is supposed to do,”
she says.

In the hospital settings, case managers should
make sure the seniors and caregivers understand
the instructions. Medication and other instructions
should be written out for nursing aides who may
care for the patient after discharge, Siegel says.

When elderly people are hospitalized, a geriatric
care manager is able to work with the hospital dis-
charge planner, the insurance company’s case man-
ager, and the physician to ensure that the patient
has a safe discharge back to the community.

“If we look at care being on a continuum, our
role is vital in helping the seniors maintain their
independence, stay compliant with their treat-
ment plan, and live safely so they aren’t hospital-
ized,” Fleischer says.

By going into the home, a care manager can
assess exactly how a senior is living, whether
there are safety issues, food in the refrigerator,
heat, and electricity.

“There’s so much information you can’t get
over the phone. Being on-site is critical to helping
people in this age group,” Siegel says.

During a home visit, a geriatric care manager
will notice if the client has problems with self-
care or if the primary caregiver is becoming
stressed and call in help to make sure the care-
giver doesn’t become the patient.  ■
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Geriatric CM is a 
fast-growing field
As baby boomers age, the need will become acute

The profession of geriatric care manager has
evolved because of the tremendous chal-

lenges that health care professionals and families
face in managing the care of senior citizens, says
Beverly Bernstein Joie, MS, CMC, president of
Elder Connections in Philadelphia.

“In the 1980s, a group of social workers saw
that seniors were in and out of the hospital fre-
quently because of problems at home. Our pro-
fession tries to keep people safely in their homes.
It’s one thing to take care of a senior’s physical
problems but there are a lot of other dimensions
to providing care,” Joie says.

It’s a profession that has been growing rapidly
as today’s senior citizens outlive their counter-
parts of a generation ago. As the baby boomer
population ages and the health care field is chal-
lenged to provide care for them, the need for this
niche profession is likely to increase.

Geriatric care managers usually are hired by
the children of senior citizens and are paid an
hourly fee for their services.

“A geriatric care manager is the middle link
who can provide family members with peace of

mind by assessing the situation, identifying the
senior’s needs, and helping them connect with
the services they need. We have a vast knowledge
base of gerontology, including medical problems
pharmaceutical problems, and mental health
issues faced by the elderly. We can identify what
the patient needs and communicate their condi-
tion to all the health care providers,” says Susan
Fleischer, LCSW, DCSW, CSWM, CMC, chief
operating officer for Rona Bartelstone Care
Management and Home Healthcare in Fort
Lauderdale, FL.

The services of geriatric care managers are
needed especially in areas where there are a lot
of retirees with children living in other parts of
the country, says Pearlbea LaBier, MSW, ACSW,
owner of Elder Options, a Washington, DC, geri-
atric care management firm.

“Adult children find themselves flying back
and forth through one crisis after another. They
can’t stay on top of their parents’ problems and
need someone locally to manage the situation
and provide them with information,” she says.

When adult children talk to their parents and
things don’t seem right or they visit and see
changes they don’t understand, they may call
on a geriatric care manager to help manage the
care, Joie says.

“There is a tremendous need for answers about
what steps people need to take when they see a
change in status with their parents,” she says.



The decisions that family members will make
will affect the rest of the patient’s life. As a geri-
atric care manager, Joie often coaches families
about the right thing to say when they talk to
their parents.

“There are ways of communicating that are
more successful. The children need to have realis-
tic expectations and to understand what the
senior is going through. Our job is to be a coach
who teaches the family how to communicate to
make change occur,” she says.

When a geriatric care manager is called in, he
or she will perform a comprehensive geriatric
assessment to determine the status of the person.
The assessment is conducted face-to-face wher-
ever the senior is residing.

“I can’t emphasize enough the value of face-to-
face care management. Seniors don’t really hear
well, so phone conversations may produce accurate
information or they may not be able to process all
the information you give them,” says Amy Siegel,
RN, CCM, CRRN, owner of Advocare Geriatric
Care Management of South Florida, with headquar-
ters in Fort Lauderdale.

In some cases, the geriatric care manager con-
ducts the assessment in the hospital and works
with the discharge planner to develop a plan of
care for the patient.

Assessment looks at many areas

The comprehensive assessment looks at many
areas, including financial status, spiritual needs,
legal issues, and end-of-life decisions, as well as
physical health, safety in the home, and medica-
tion management.

A comprehensive geriatric assessment looks at
finances to make sure the senior has the funds to
cover the care they need and if they qualify for
community resources.

Aging in place is important to most seniors,
and they need to have the resources necessary 
to continue to live in their own homes.

One of the most important things that a case
manager can do for an elderly client is to ade-
quately support the resources that the senior has
available, Joie says.

“When people get to be a certain age, all their
money is going out and not coming in. I don’t
like to see people make mistakes on where to
spend money,” she says.

A legal assessment ensures that the seniors
have advanced directives and a living will in
place and that they have designated someone

who can have power of attorney.
The care managers conduct a medication

assessment, but it’s more than just asking the
senior what they’re taking.

“We look in the kitchen, the bathroom, the
bedroom, to make sure we identify every medi-
cation that the client is taking. We call on a phar-
macist to evaluate all the medications we find
and advocate with the client’s doctors and other
health care professionals about what we find,”
Fleischer says.

Home assessment

Seniors often have safety issues in their homes
or physical disabilities that impair their ability 
to complete the activities of daily living, such as
personal grooming, toileting, or dressing without
some assistance. Or, they may need total hands-
on assistance — someone who can cook, clean,
and take them to the doctor.

“When a care manager goes into the home,
they can see what really happens. We’re kind of
like Sherlock Holmes in our clients’ lives and
homes, putting together clues and discovering
minor changes that may cause a major change in
the future,” she says. We become the eyes and
ears for the doctor and for the family members,”
Fleischer says.

After the assessment is completed, the geri-
atric care manager develops an individual plan
for the client that includes setting up any com-
munity resources needed, such as food deliver-
ies or transportation to and from the doctor or a
senior center. They call in consultants, such as
financial gerontologists or life care planners,
when necessary, and develop a timetable for
when they’ll be back in touch.

“One client may need to be seen in the home
once a week. Another may require a phone call
once a week and a visit each month. We develop
an individual plan that can change at any moment,
based on problems and issues,” Siegel says.

Resources

• National Association of Professional Geriatric Care
Managers: www.caremanager.org.

• American Institute of Financial Gerontology: www.aifg.
org.

• American Association of Nurse Life Care Planners:
www.aanlcp.org.

• American Society on Aging: www.asaging.org.
• American Association for Retired People: www.aarp.

org. ■
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Diabetes care program
addresses specific needs 
Program addresses cultural differences

Project Dulce, a diabetes care management pro-
gram housed at Whittier Institute for Diabetes

in La Jolla, CA, has successfully addressed not
only the difficult challenge of helping patients
manage their diabetes, but also another issue of
growing concern to quality managers: improving
outcomes among minority populations.

Using a combination of trained diabetes educa-
tors, endocrinologists, and peer educators (minor-
ity individuals who have successfully managed
their own diabetes), the program has achieved
impressive results.

Project Dulce, partially underwritten by Scripps
Health (which owns the Whittier Institute), has
cared for more than 4,000 individuals at 17 sites
since its inception in 1997. In its initial 18-month
pilot program alone, Project Dulce was able to
reduce the average hemoglobin A1C in 300 patients
from nearly 12 to eight.

“We developed an approach we thought
would work,” recalls Chris Walker, MPH, direc-
tor of strategic planning and development at the
Whittier Institute. “We brought together endocri-
nologists, plus people who had worked in the
community setting and knew how to approach
diabetes patients. The program combines clinical
expertise and community-based knowledge
about how to reach [minority] populations.”

Originally designed to serve Spanish-speaking
patients, project Dulce has expanded to include
Vietnamese and Filipino patients. As a hospital-
sponsored program, officials of the American
Hospital Association and others believe it may
offer a valuable model for other hospitals to
emulate.

Pilot sets model

“The New Jersey Hospital Association has
called and asked us to present to their groups;
they’re thinking of doing something similar there,”
shares Athena Philis-Tsimikas, MD, executive
director and chief medical officer of the Whittier
Institute.

The staffing in the original pilot program cre-
ated the model for the full-blown program, says
Walker. “We had one team — a diabetes nurse

educator, a dietitian, and a peer health educator,”
she explains.

“They provided clinical management, and the
nurse educator and dietitian developed the whole
curriculum to train people with diabetes to deliver
diabetes education,” Walker says.

The peer educator curriculum involves a 10-
week course. The peer educators also are comple-
mented in-hospital by the nurse educators, who
use handouts from the course in Spanish, English,
Vietnamese, and Filipino, she adds.

“The nurses and dietitians we work with are
all certified diabetes educators; each has had
about 10 years’ experience in managing dia-
betes,” Philis-Tsimikas adds.

When a patient is identified as having diabetes
by a physician in one of the participating health
centers (the community clinic system and pri-
mary care physicians are part of the program),
they are referred to the project. “We explain the
program to them in their native language, set
them up for an appointment with the nurse, and
enroll them in group education classes,” says
Walker.

The nurse conducts a comprehensive assess-
ment, which takes about an hour. “The nurse
works with the patient to develop a care plan and
does the clinical management in collaboration
with the physician; she takes charge of labs and
medication judgment, under the physician’s
guidance,” says Walker.

Specialization is key

Some of the nurses are not bilingual, but each
has an assistant who is, she continues. “After all
clinical exams are done, the patients come in as
needed,” she shares. “We collect all the data and
put it in an electronic registry, which allows us to
track clinical outcomes and also to track patient
activities — which of them, for example, has not
had a recent retinal exam.”

The specialized knowledge of the educators
and dietitians, as well as the special experiences
of the peer educators, are keys to the success of
the program, she says.

“Look at the ease with which [the nurse educa-
tors] use insulin,” offers Philis-Tsimikas. “You have
a lot of patients with Type II diabetes, of lower
income, ethnically diverse, and they have let their
disease go for quite a while; many have had the dis-
ease for 10 years and have had minimal care. You
have primary care physicians who are very moti-
vated but who deal with a lot of different diseases
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and conditions, and their level of expertise in
insulin is not that great. So when you put in a per-
son who can teach someone to start insulin ‘in their
sleep,’ — or any of the meds required, for that mat-
ter — the patient looks at that person as an expert in
diabetes.”

Their experience also enables them to recom-
mend the best possible combination of medica-
tions, she adds.

“And they are able to educate the patient about
why it is important to take your meds, test your
blood sugar, alter your diet, and so forth,” Philis-
Tsimikas notes. “They work with them; that’s
important to the patients.”

The peer educators complete the “package” of
care. “They connect with them culturally,” she
says.

Walker agrees. “They are from all different cul-
tures; different belief systems impact their ability
and willingness to manage their diabetes,” she
says.

“There might be the whole concept that the
disease is their fate — which they might have
done something wrong and there is nothing they
can do about it. Yet studies show the key to
improved self-efficacy is feeling your can control
the disease. We address these issues in a cultur-
ally sensitive way and complete their education
so they have more accurate information,” Walker
says.

It is that complete package that is so key, adds
Philis-Tsimikas. “It is very hard to treat Type II dia-
betes and get people where they need to be with
their goals just with the peer educator,” she says.
“You really need the combination, because they
each attack things from a different perspective.”

Hospital-based programs

Just as the Scripps health organization is
underwriting Project Dulce, says Philis-Tsimikas,
other hospitals and health systems can pursue a
similar model.

“Hospitals need to know there’s a program they
can send their hospitalized patients out to,” she
explains. “They might be admitted with something
else, but if their blood sugars are running around
200 to 300, you might have to keep them in the hos-
pital an extra two to three days — unless you know
you have someone you can send them out to with
whom you feel comfortable. In our communities,
we are the program. Other hospitals can have the
same sort of program set up in their own location.”

That’s just what Scripps Health has done, she

continues. “Yes, we are subsidized, but we are
able to bill for services, and we have made a
really good effort to try and get as much reim-
bursement as possible so as to be self-sufficient;
and we are pretty darn close. Scripps does help
us with a little bit of the rent.”

Better outcomes

It’s important to remember, says Philis-Tsimikas,
that setting up such programs not only helps the
community, but it also helps the hospital in the
long run.

“For one thing, we conduct monthly profes-
sional education programs; we teach in-hospital
nurses how to better care for diabetes patients,”
she says.

The ability to reduce LOS for patients with dia-
betes becomes even more significant, she says,
when you realize just how many patients who 
are hospitalized also have diabetes.

“Our hospitals here have recently gained the
ability to look at the percentage of patients who
have diabetes,” Philis-Tsimikas shares. “It ranges
from 12% of all admissions in one hospital all 
the way up to 35%.” One cath lab, she continues,
reported 40% to 45% of its patients had diabetes.

“So we’re not talking about a small number of
people, but a large percentage of those patients in a
hospital who are affected,” Philis-Tsimikas empha-
sizes. “They have longer hospital stays — by a day
and one-half on the average. If you have outpatient
education plus better inpatient care, you will get
better outcomes.”  ■

Improve outcomes, step
toward success with P4P
DM programs reduce hospitalization and visits

As home health agencies look for ways to
improve outcomes and increase their poten-

tial for success within a pay-for-performance
(P4P) reimbursement system, disease manage-
ment programs that allow staff members to spe-
cialize in care for specific types of patients may
be the road to success for some agencies, accord-
ing to experts.

Implementing a disease management program
requires several components that increase staff
members’ competence and provides standardized
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guidance for care, says Joan Haizlip, RN, CS, MS,
cardiopulmonary clinical nurse specialist at VNA
First, a Willowbrook, IL-based network of commu-
nity-based home care agencies that has developed
diabetes and cardiac care disease management pro-
grams for home care. “We saw disease management
programs growing in importance a few years ago
and we wanted to develop tools that agencies can
use to set up programs for different diseases,” she
says.

“A true disease management program in home
care incorporates evidence-based care and critical
pathways, some form of remote monitoring, pre-
ventive education, the ability to work with other
providers such as insurance companies, and the
capability to care for patients beyond the tradi-
tional episode of care.” To be successful with a
disease management program, the home health
staff have to go beyond thinking of home care
only as skilled nursing, Haizlip says. 

“At this point, disease management in home
care is so new that we don’t know what the impli-
cations for Medicare reimbursement will be in the
future; but we do know that having a disease man-
agement program in place has allowed some agen-
cies to market their services to private payers on a
fee-based service,” she says. Other agencies do
report better outcomes for patients and fewer
rehospitalizations for high-risk patients, Haizlip
adds.

“We implemented a cardiac disease manage-
ment program in the past year and focused first
on congestive heart failure [CHF] patients,” says
Sharon Jones, RN, MSN, executive vice president
of clinical services for VNA of Cleveland. 

“We have 11 nurses and two licensed practical
nurses dedicated to the Care Watch team, which
now cares for CHF patients, as well as diabetic
patients who also have CHF,” she reports. The
focused care received by cardiac patients has
reduced her agency’s rehospitalization or visits to
the emergency room by cardiac patients by more
than 30% since its implementation, Jones says.

Team approach works best

The team is multidisciplinary and, in addition to
nursing staff, includes physical and occupational
therapists, as well as a behavioral health nurse, says
Jones. “The behavioral health nurse was already a
part of the home health staff, but we now include
her in the Care Watch program,” she says. 

“Many of our patients have a high anxiety
level that makes them head directly to the

hospital when experiencing difficulties instead 
of trying to talk to a nurse,” Jones reports. The
behavioral health nurse helps patients learn to
deal with their anxiety so they can try some 
self-help measures at home or take time to talk
through their symptoms with a nurse before they
panic and head to the hospital, she explains.

Education for patients in a cardiac disease
management program is emphasized, focusing
on enabling the patient to monitor his or her
symptoms, following medication directions, and
assuming responsibility for managing the dis-
ease, says Haizlip. “Standardized teaching book-
lets are important,” she says. 

Not only do nurses review the material during
home visits, but also telehealth nurses can rein-
force teaching by saying, “Turn to page 10 of
your booklet and let’s see what is recommended
when you notice weight gain.” Consistent educa-
tional tools also mean that every nurse is teaching
the same thing in the same manner, she adds.

Some form of telemedicine is essential for a
disease management program, says Haizlip. For
cardiac care programs, the telehealth staff mem-
ber must be a part of the cardiac team and should
use a questionnaire specific to cardiac care when
making calls, she says. “It’s important that the
nurse making the call be good at recognizing
symptoms of distress and be very familiar with
cardiac illnesses because it will be this staff mem-
ber who makes the decision as to the need for a
nursing home visit or a visit to the emergency
room,” she explains. 

“The telehealth component also increases con-
tact with the patient to reassure them and to rein-
force teaching without increasing visits,” points
out Sharon Grubb, RN, BSN, in-house nursing
supervisor at Porter County VNA in Indiana. 

“We find that patients are more compliant
because they know that someone is concerned
about them and will check on them to make sure
they are taking medications correctly and moni-
toring their symptoms,” she explains. 

While some agencies choose not to designate
one or two staff members as the full-time tele-
monitor staff, instead allowing all nurses who see
patients to handle it, Jones has one advanced prac-
tice nurse whose specialty is cardiac care, handle
the telehealth calls. “She not only handles the tele-
health calls to patients but she serves as a valuable
resource to other team members,” she adds.

Clinical pathways that are evidence-based 
are another important component of a disease
management program, says Haizlip. The use of
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pathways ensures that all patients in the program
are receiving the same standard of care and that
every treatment option is considered, she explains. 

Some nurses may be reluctant to commit to
what they perceive as a very structured plan 
of care that a critical pathway represents, says
Grubb. “Participating on a disease management
team is more difficult because technical skills
must be higher and there are more protocols to
follow,” she says. 

“We did expect staff members to be tentative
about the program and were not surprised to
hear questions about how the program would
work and would it really affect outcomes,” 
says Jones. Because she did not have to hire 
new employees to form the Care Watch program,
she asked for volunteers who wanted to move to
the dedicated staff. “I found that a lot of nurses
wanted to be a part of the program for several
different reasons,” she says.

Continuing specialized education for treatment
of cardiac patients as well as association with the
telemedicine component of the program were key
attractions, says Jones. “Many nurses saw this as
a way to advance their skills and be a part of a
prestigious unit of the agency,” she says. 

Choosing the right people for the disease man-
agement team was important, says Jones. “We
looked for nurses who did have experience in
acute or cardiac care even though we knew we’d
be offering them additional training,” she says.
“Although the RNs came from existing agency
staff, we did hire two LPNs with acute cardiac
experience from the community.” It is important
to find staff members who are interested in stay-
ing on top of the latest research about cardiac
care, she adds.

Just as it is important to choose staff members
carefully, be sure you recognize which patients are
appropriate for a disease management program,
says Jones. “Because our program focuses on car-
diac disease, we admit patients with a cardiac-
related primary diagnosis,” she says. Patients must
be able to manage care for themselves or have a
caregiver who can oversee medication, dietary
restrictions, and monitoring, she says. This means
that patients with cognitive problems, no caregiver,
or a history of noncompliance are not appropriate,
she adds.

“We also look for patients with disease man-
agement in their mindset,” points out Grubb. “We
want them to assume that they are responsible for
their care as opposed to thinking that the doctor
will take care of them,” she explains.

“I believe that our disease management program
gives us a definite advantage as we approach pay
for performance,” says Jones. “It gives us some
tools to use to better manage our patients’ care 
and it does improve outcomes.”  ■

Study compares business
practices, technology use
Cataracts and colonoscopy are focus

Billing data, supply costs, staff costs, and patient
satisfaction are top issues for all outpatient

surgery managers, but benchmark studies that
address these areas don’t always focus on similar
procedures so that comparisons can be made eas-
ily. This specific comparison of information is now
available to facilities that perform cataract extrac-
tions with lens implantation and colonoscopy.

Detailed nonclinical info provided

For more than five years, the IQI, a subsidiary
of the Accreditation Association for Ambulatory
Health Care (AAAHC), has collected clinical
benchmarking data that focus on specific proce-
dures, including cataract extraction with lens
insertion and colonoscopy. 

“We’ve always included some nonclinical infor-
mation in our studies, but not the level of detail
that this study, which focuses on cataract extraction
with lens insertion and colonoscopy, includes,”
says Naomi Kuznets, PhD, director of the institute.
“The difference between this study and other stud-
ies that address these issues is that it reflects real-
time, rather than retrospective, data, and it focuses
on a specific CPT code so that we know we are
comparing apples to apples.”

These two procedures were chosen because,
with approximately 2.5 million cataract extrac-
tions and more than 1.1 million colonoscopies
each year, they are the two most frequently
scheduled procedures in an outpatient setting,
explains Kuznets. While the procedures and the
facilities at which they are performed differ, a
report that compares results from the two groups
is available as well as individual reports on each
of the two procedures.

Cataract patients tended to wait less time for
their procedure than colonoscopy patients, with
29% of cataract patients not having to wait past
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their appointment time compared to 40% of
colonoscopy patients who had to wait. “Out-
patient programs that handle cataract surgeries
have this procedure down to a science,” Kuznets
points out. This procedure has been in a competi-
tive market for many years, she says. 

“Colonoscopy is a newer procedure in the out-
patient center arena, so these staffs are still learning
some of the tactics that ophthalmology programs
learned in past years,” Kuznets says.

Schedule carefully to cut wait times

Cataract patients spend less time in the facility
for a variety of reasons, says Linda Pavletich,
RN, BSN, CASC, LHRM, administrator of St.
John’s Surgery Center in Fort Myers, FL. Her
patients spend about 90 minutes in the facility,
well below the median facility time of 128 min-
utes reported by all cataract study participants. 

“We have two operating rooms and 10 surgeons
on staff, so we offer block times for the surgeons,”
she says. Because each surgeon gets one day each
week for his or her operating time, the center has
the same two surgeons all day, Pavletich says. This
setup makes it easy to move quickly from case to
case because you don’t have to prepare a case dif-
ferently for a different surgeon in the room, she
adds.

In addition to the block scheduling, most of
the pre-admission information is handled well
before the patient arrives, and pre-op calls by
nurses are made the day before the procedure,
Pavletich explains.

EMRs used by colonoscopy facilities

One advantage that colonoscopy study partici-
pants have over cataract study participants is the
use of electronic medical records (EMRs), says
Kuznets. While almost all participants report the
use of an information technology system with an
electronic billing component, 40% of colonoscopy
study participants report an electronic medical
record component. Only 12% of cataract organi-
zations report that feature, she adds. 

In addition to the electronic medical record, 47%
of the colonoscopy study organizations reported
that their scheduling systems decreased the time
required when the procedure was scheduled and
when it occurred, she adds. These technological
features enable colonoscopy organizations to con-
tinue to streamline their activities and improve
waiting and facility times, she says. 

The biggest surprise in the comparison of the
two studies came in the patient satisfaction area,
says Kuznets. “The assumption is that colonoscopy
patients would be less satisfied with the overall
experience because of the nature of the procedure,
but we found that 98% of both groups of patients
were satisfied with their overall experience,” she
says. 

“Because patient satisfaction levels do depend 
on patient expectations prior to the procedure, we
assume that patient expectations of the colonoscopy
experience are so negative that they are pleasantly
surprised and very satisfied to find that it isn’t as
bad as they thought it would be!” Kuznets adds.  ■

Injuries cost $406 billion
in lifetime expenses 
Health care workers most-injured group in 2002

Health services is the largest private industry
sector in the United States, but being trained

in health and safety did not prevent that group
from being the most-injured group of workers in
2002 — more health care workers were hurt on
the job that year than construction workers and
miners combined.

Slips, trips, and falls accounted for a major
share of those injuries, and led to a collaboration
among several hospitals, the Veteran’s Health
Administration, Washington University, insur-
ance safety experts, and researchers on floor,
shoe, and contaminant slipperiness to develop 
a best practices plan to help curb the number of
health care workers injured by falls and slips at
work.

“Slip, Trip and Fall Prevention in Health Care
Workers” received a National Occupational
Research Agenda (NORA) Liaison Committee/
NIOSH (National Institute for Occupational
Safety and Health) award recently for demon-
strating teamwork, innovative thinking, and
strong science in the collaborative partnerships
that resulted in one of the participating hospitals
reporting an estimated 25% reduction in workers’
compensation costs attributed to slips, trips and
falls after implementing the program. (For a
description of the model, go to www.cdc.gov/
niosh/nora/symp06/pdfs/2006PartneringAward
_STF.pdf.)

The injuries occurring in a single year in the
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United States end up costing more than $406 bil-
lion in medical expenses and productivity losses
over the lifetime of those injured, including lost
wages, benefits, and ability to perform daily
tasks, according to findings from the CDC.

Lifetime medical expenses will tally up to $80.2
billion for the almost 50 million Americans injured
and treated in 2000, while another $326 billion is
the estimated loss in productivity. According to
CDC calculations, the costs begin adding up when
the injuries occur, and are spread over each injured
person’s expected lifetime.

The new data and findings are included in The
Incidence and Economic Burden of Injuries in the
United States, compiled by scientists from the
CDC and scientific research contractors at RTI
International and the Pacific Institute for
Research and Evaluation. (Available through
Oxford University Press at www.oup.com.)

Researchers noted that actual costs of injuries
are likely greater than the figure reported, because
police and emergency rescue services, caregiver

time, costs for pain and suffering, and other non-
monetary costs are not included in the analysis. 

Other findings:
• Males account for approximately 70% ($283

billion) of the total costs of injuries, largely due to
higher rates of fatal injury and the projected loss
in wages.

• People ages 25 to 44 years represent 30% of
the U.S. population but 40% ($164 billion) of the
total costs of injuries.

• Motor vehicle accidents account for 22% ($89
billion) of the total costs, while injuries from falls
resulted in 20% ($81 billion) of the total costs. 

“Many of the nearly 50 million injuries that occur
each year in the United States are preventable,”
according to Ileana Arias, PhD, director of the CDC
National Center for Injury Prevention. “To accom-
plish that, though, we need greater recognition of
the value of our prevention efforts. As this study
shows, the benefits of preventing things like motor
vehicle crashes, falls, residential fires, childhood
abuses, and other injuries are significant.”  ■
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Tool enables state 
quality comparisons 
Tool represents vehicle for benchmarking

The Agency for Healthcare Research and
Quality (AHRQ) has unveiled a new interac-

tive web-based tool that provides each state a
way to evaluate its health care quality, thus pro-
viding another resource for benchmarking. 

The new State Snapshot tool breaks down 
data from the 2005 National Healthcare Quality
Report (NHQR) and the 2005 National Healthcare
Disparities Report (NHDR), released earlier this
year, into state-specific snapshots. 

There were several reasons for creating the tool,
says Dwight McNeill, PhD, MPH, AHRQ’s lead
for the NHQR and the State Snapshot. “First, in
doing the [NHQR] report, we create a lot of infor-
mation — 99 measures, and 33 data sources — and
a lot of those are for states, so it was just wise and
prudent to use those resources,” he notes. “Also,
the states have been very important partners in
improving health care quality, and we have to do
what we do through partners, as we are a small
agency and do not have regulatory or financial
control of things. Plus, the states are where the
action is happening for reform — whether it’s the
Massachusetts health insurance reform or others,

like Vermont or Washington, doing statewide
plans to improve chronic illnesses.”

Finally, McNeill says, the states asked for it.
“They saw our data, and asked us, ‘What do you
think the top 10 measures are that states should
concentrate on?’” he shares. “We responded that
we do not have all the pearls of wisdom, but if
we worked together, we could get the data that’s
relevant for them.”

A multilayer approach

McNeill says AHRQ has attempted to have a
multilayer approach to looking at the data. (To
view the State Snapshot tool, go to www.quality
tools.ahrq.gov/qualityreport/2005/state.) “First
of all, the states wanted to have a dashboard; as
you know, these are currently very popular,” he
says. “They summarize and focus on the key
information. So, we took the dashboard piece and
presented the information on different ‘dials’ —
for example, how the state did overall. Then,
there are different dials if you just want to track
nursing homes, for example, or just hospitals.”

Under each of the major dials, the user can
click down for more specificity, he explains, as
different audiences are interested in different
information. “For example, some of the press
likes the rankings, while analysts are more inter-
ested in the data,” he observes.

Interestingly enough, he continues, it’s often



not what the snapshots present but how it is pre-
sented that users value. “For example, we use
measures that the QIOs use, but we present them
in a different way; QIOs do not summarize the
data,” he notes. “People will tell us, ‘This is not
different data, but what we really like is the way
you are presenting it.’ This helps the data come to
life; you can really see what’s happening with
hospital care.”

Benchmarking for quality managers

For interested quality managers, the tool “does
provide benchmarks for hospital data,” McNeill
says. “While hospital data are not uniformly avail-
able, it is possible to look at variations across the
states to get an idea of benchmarks.”

For example, he continues, in the areas of heart
failure, heart attack, and pneumonia, it’s possible
to see how one state does relative to its neigh-
bors. “You can also look at the top 10% and the
bottom 10% of states, so there’s a lot of compara-
tive data you can look at,” he suggests.

McNeill pulls up the state of California and
reads the data to demonstrate how it might be
used. “They are rated as relatively weak on hos-
pital care nationally — and for the Pacific states,
they are even worse,” he observes. “Two things
we found I think are relevant for hospitals: When
we look at the weak measures, it’s first of all a
surprise to see them weak in hospital care. I
found it curious that, on the one hand, they were
average on admission measures but way below
average on many of the discharge measures. That
raises a flag.”

As he drills down to the tables, McNeill
obtains benchmark data for California. “If you
look at one hospital measure, the percentage of
Medicare heart attack patients getting aspirin at
discharge, you can see state data, regional data,
and top and bottom 10%,” he explains

Looking at the numbers, McNeill notes that
85.4% of those patients received aspirin at dis-
charge. “The average for the region is 90%; the
top 10% is 95% and the bottom 10% is 83%. So,
they were clearly below average, below region,
and there is a lot of room to go — 10 points to be

at the level of the best performing states,” he
declares. “There’s a lot of room for improvement,
and you can see what this means in terms of lives
and dollars.”  ■

HIV-1 adult treatment
guidelines are updated

“The Guidelines for the Use of Antiretro-
viral Agents in HIV-1-Infected Adults 

and Adolescents” has been revised to include
new recommendations for resistance testing,
treatment interruption, and HBV/HIV co-infec-
tion. Tables have been revised to include up-to-
date information about drug interactions and
about the lopinavir/ritonavir 200/50 mg tablet
formulation. 

Changes to the document are summarized in
the “What’s New in the Document?” section, and
all changes to the document are highlighted in
yellow throughout the text. 

The updated guidelines document is available
in the adult guidelines section of the guidelines
page on the www.AIDSinfo.nih.gov web site. The
site also contains an option to order hard copies
of the guidelines or request an electronic copy by
e-mail.  ▼

CMS extends coverage 
for some O2 patients

The Centers for Medicare & Medicaid Services
(CMS) will extend coverage for the home use

of oxygen to Medicare beneficiaries enrolled in a
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CMS-approved clinical trial sponsored by the
National Heart, Lung & Blood Institute.

Medicare currently provides coverage for
home oxygen for beneficiaries with partial pres-
sure measurements at or below 55 mmHg or
oxygen saturation at or below 88%. If certain
other diseases/conditions are present, coverage 
is provided for patients with an oxygen partial
pressure of 56mmHg-60 mmHg or an oxygen
saturation of 89%. 

The trial will include Medicare beneficiaries
with arterial oxygen partial measurements from
56 mmHg to 65 mmHg or whose oxygen satura-
tion is at or above 89% who do not meet the cur-
rent Medicare coverage requirements for home
oxygen.  ■
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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. ■

1. In its initial 18-month pilot program, Project Dulce
was able to reduce the average hemoglobin A1C

in 300 patients from nearly 12 to ___.
A. 10
B. 8
C. 6
D. 4

2. Why is it important to standardize patient educa-
tion in a disease management program, accord-
ing to Joan Haizlip, RN, CS, MS?

A. It saves money on printing costs.
B. It shortens amount of training that HHA staff

needs.
C. It allows telehealth nurse to know what field clin-

icians have taught.
D. It increases insurance reimbursement.

3. What is one reason that her cataract patients
rarely have to wait past their scheduled appoint-
ment, according to Linda Pavletich, RN, BSN,
CASC?

A. The number of procedures is limited throughout
the day.

B. Patients are never given a set appointment
time, just a 15-minute range.

C. Block scheduling means that nurses are setting
up for the same surgeon throughout the day.

D. Procedures are canceled if there are delays.

4. According to the Centers for Disease Control and
prevention, for the almost 50 million Americans
injured and treated in 2000, lifetime medical
expenses will reach ___.

A. $80.2 billion
B. $238 billion
C. $326 billion
D. $406 billion

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

CEquestions


