
Culturally competent care improves
outcomes, patient satisfaction
Be familiar with beliefs and practices of populations you serve

Navigating the health care system often is bewildering for people
who were born in the United States and speak English; it may be
incomprehensible for some of this country’s growing immigrant

population, who bring their own cultural beliefs and practices with them.
Addressing the needs of this increasingly diverse population has

become a major challenge for health plans, clinicians, and health sys-
tems, and the job only is going to get more challenging as the immi-
grant population increases, according to the Agency on Healthcare
Research and Quality (AHRQ).

Minority Americans are expected to make up more than 40% of the
U.S. population by 2035, according to AHRQ.

“Culturally and linguistically diverse groups and individuals of lim-
ited English proficiency typically experience less adequate access to care,
lower quality of care, and poorer health status and outcomes, the AHRQ
reports.

Managed care plans must become sensitive to the multicultural popula-
tions that they serve, says Catherine Mullahy, RN, BS, CRRN, CCM, pres-
ident of Huntington, NY-basedOptions Unlimited, a Matria Healthcare
company.

This means that case managers should take an active role in improv-
ing their own cultural competency and gain an understanding of the
beliefs and practices of the populations they serve, she adds.

“We live in such a melting-pot kind of society that it is a challenge for
health care to keep up with the changes in the populations they serve. I
believe in the value of culturally competent care, and I think managed
care organizations have done some good things, depending on where
they are located,” she says.

Blue Cross and Blue Shield of Minnesota has provided health literacy
and motivational interviewing training for its case management staff and
provides additional education through its continuing education program,
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says Jane Cavanaugh, RN, CCM, CPHQ, nurse
case manager for the St. Paul-based health plan.

“Our health care demographic has changed as
a non-English-speaking population has moved
into the area. When the first influx of immigrants
arrived in our area in the 1970s, we were not pre-
pared to deal with the health issue and communi-
cations issues that arise when people of other
cultures need the services of Western medicine,”
she recalls. 

At the time, health plans and hospitals didn’t
have interpreters on the staff, Cavanaugh says.
“They didn’t speak English, and we couldn’t
understand them. It was a difficult time for us
and for the members.”

When she began managing the care of the first
member who didn’t speak English, Cavanaugh
began doing research for information on that
member’s cultural beliefs.

“Case managing someone from another culture
means being flexible. You have to respect their
ideas and look for ways to meet their needs that
still respect their traditional medicine. Some of
the traditional techniques we use with American-
born members won’t work with people from
other cultures,” Cavanaugh explains.

For instance, when she managed the care of a
Vietnamese woman with lung cancer, she learned
that the woman would ride in a car only with her
husband. 

Instead of arranging transportation so the
woman could see her physician, she had to
arrange the appointments around the husband’s
work schedule. (For more details, see related
article on p. 99.)

“More and more managed care organizations
are becoming increasingly sensitive to the multi-
cultural population that they serve,” Mullahy says.

For instance, when care coordinators with
UCare Minnesota’s Minnesota Senior Health
Options (MSHO) visit the homes of their clients
from other cultures, they often are accompanied
by another staff member who is from the same
cultural background as the client they are visiting.

MSHO is a health coverage plan created by
the Minnesota Department of Human Services
and offered through UCare Minnesota.

Case manager Cindy Radke, LSW, and Maiyer
Vang, BS, associate case manager, work as a team
to coordinate the care of MSHO members from
the Hmong community.

“Maiyer is an asset to me. She helps me under-
stand the traditional beliefs of our Hmong mem-
bers and assists in setting up services. We work
as a team to help members get everything they
need to remain healthy at home,” Radke says. 

The UCare population includes Hmong,
Somali, Russian, Cambodian, Vietnamese, and
Spanish members. Hmong and Somali are among
the biggest populations.

If you are serving people from a multitude of
backgrounds and cultures, it’s a good idea to
familiarize yourself with the beliefs and practices
of the people whose care you manage, Mullahy
suggests. 

“Understand the culture you’re working with
and look for resources to expand your knowledge
base so you can meet the needs of your clients,”
Cavanaugh adds.
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There are a multitude of web sites and materi-
als that can help provide insight into diverse
populations, she suggests. (For some suggested
reading, see list, above.)

Case managers should look to resources in the
ethnic communities they serve to learn about
what programs are available for members and for
information on how to develop materials that are
geared to that population, Mullahy suggests.

“It’s worth the time and energy to develop
materials that are user-friendly for large ethnic
populations,” she adds.

Most health plans have information available
in Spanish, but consider developing educational
materials for other ethnic groups if your member-
ship includes a large population, Mullahy says.

Some managed care organizations list physi-
cians who speak a variety of languages on their
web site so that speakers of that language can
select a physician with whom they can communi-
cate, she says.

Look to the community itself for help in writ-
ing the materials and making them user-friendly
for your membership, or turn to people on your
staff for help. 

Recruit nurses from the multicultural commu-
nities you serve, Mullahy recommends.

“There is more than one class of people immi-
grating to this country. A lot of professional peo-
ple are immigrating here and can be an asset to
managed care organizations because they speak
the language and they are aware of the cultural
beliefs and needs of the community you serve,”
Mullahy says.

If you have a large number of members from
an ethnic group, find a nurse who speaks that
language and can be an interpreter.

“One of our biggest assets is having staff mem-
bers we can call on to find out about the tradi-
tional beliefs of each of the cultures we serve,”
Radke says.

Become comfortable with using a language line
and an interpreter service, Cavanaugh suggests.

If you find an interpreter the member is com-
fortable with, request that interpreter for follow-
up calls, she adds.

Make sure an interpreter is available to talk with
hospitalized members about their discharge plan;
and if you call in a home health agency, make sure
it uses an interpreter as well, Cavanaugh says.  ■

Learn cultural practices of
the population you serve
Language barriers, beliefs can be barriers to care

When Jane Cavanaugh, RN, CCM, CPHQ,
nurse case manager for Blue Cross and

Blue Shield of Minnesota, began managing the
care of a Vietnamese woman with lung cancer,
she researched beliefs of the Vietnamese culture
and tailored her care management plan around
them.

The St. Paul-based health plan has internal
triggers for referrals to case managers. In the
case of the Vietnamese woman, the referral to
case management was triggered by a 12-day
length of stay.

The patient was discharged to a nursing home
that did not have easy access to a medical inter-
preter. The husband, who also spoke no English,
could visit his wife only after work.

“There was a language barrier and problems
with communication during the discharge process
and during the nursing home stay,” Cavanaugh
recalls. 

Before the patient was discharged, Cavanaugh
called the hospital social worker to arrange a
meeting with the patient, the family, the doctor,
and a medical interpreter who went over the
post-discharge plan of care.

“There was a tremendous communication
deficit when it came to medications and which
one she should take when. We discovered that it
doesn’t work to discuss colors of pills with the
Vietnamese because the blue and green both
translate to the same word,” she says.

Cavanaugh arranged for home health with an
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Resources for Culturally
Competent Care
• The Cross Cultural Healthcare Program:

www.xculture.org/
• DiversityRX: www.diversityrx.org/
• The Center for Cross-Cultural Health:

www.crosshealth.com
• The Minority Health Network:

www.pitt.edu/~ejb4/min/
• National Multicultural Institute:

www.nmci.org/

Source: Blue Cross and Blue Shield of Minnesota, St. Paul.



interpreter present. She called the family with 
the help of an interpreter to remind them of
meetings.

The woman was afraid to go through chemother-
apy treatment because she was afraid she’d use up
her health insurance benefits and there would be
nothing left for her husband.

Cavanaugh spent a lot of time explaining west-
ern medical treatment to the family and eventually
persuaded the woman to undergo chemotherapy
treatment.

For instance, she resisted having blood drawn
because of concerns that if a fluid was removed
from her body, she would suffer a loss in this life
as well as the next.

Using an interpreter, Cavanaugh explained
that blood is naturally replenished.

Because the woman’s cultural beliefs would
allow her to ride in a car only with her husband,
Cavanaugh was able to get a specific Friday
appointment with an oncologist so she could be
evaluated for chemotherapy when the husband
was there. She arranged visits for treatment
around the husband’s work schedule.

Cavanaugh found her motivational interview-
ing training helpful when dealing with the
Vietnamese population.

“To them, saying ‘no’ means life is in dishar-
mony. I had to ask them open-ended questions,”
she says.

Many Southeast Asians believe that good
health is achieved by harmony between two
opposing forces. Their traditional remedies are
used when they feel things are out of harmony,
she says.

Although the Vietnamese woman’s condition
was terminal, Cavanaugh was able to help her
through the health care maze, taking her cultural
beliefs into account.

When the woman’s condition deteriorated,
Cavanaugh worked collaboratively with the hos-
pital social worker to find a facility that had a
Vietnamese-speaking staff member.

Cavanaugh works with an employee group
that includes Spanish, Cambodian, Vietnamese,
and other immigrant populations and tailors her
case management techniques to each member’s
cultural beliefs. 

Members get better care and better health out-
comes if you understand their health care prac-
tices and their cultural structure, she adds. “It is
incumbent on us to be respectful of people’s tra-
ditional cultures and medical beliefs as we reach
out to them.”  ■

Face-to-face visits enhance
senior population care
CMs see condition of home firsthand

When members are enrolled in Minnesota
Senior Health Options from UCare Min-

nesota, their case manager visits them in their
home to meet them and complete an extensive
assessment to determine their needs and a plan
of care.

“With face-to-face visits, we can get a better
understanding of the member’s home environ-
ment and check for fall risks and other problems. 
A personal visit allows us to see firsthand what the
conditions are in the homes and determine what
services are needed to ensure that people have what
they need to keep living in their homes. It’s much
easier to develop a trusting relationship when we
meet with a member in person, rather than over the
telephone,” says Cindy Radke, LSW, a case man-
ager for UCare Minnesota, which administers the
Minnesota Senior Health Options plan for the
Minnesota Department of Human Services.

Members eligible for the program must be 65
or older and be eligible for Medical Assistance,
with or without Medicare parts A and B.

The goal of the program is to provide assis-
tance to the senior population that will keep them
out of the hospital and allow them to live in their
homes, rather than a nursing home or assisted
living center.

The case managers work with patients to
develop a care plan that allows them to maxi-
mize their health care benefits. They assist the
member by helping with paperwork, making
appointments, and following up to see that the
services were provided satisfactorily.

They can refer members to disease manage-
ment programs and other programs to help them
stay out of the hospital.

The case managers can schedule nurse visits for
medical care or to educate the members on their
medications, delivery of food, home health aides
who help with activities of daily living, transporta-
tion to and from medical appointments, and care-
giver training.

“We also help with socialization. We can
arrange adult day care, adult foster care, respite
care, or senior companion services. We assist the
seniors in arranging physician, dental, and vision
appointments among others,” Radke says.
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The case managers conduct a face-to-face assess-
ment in the member’s home at least every six
months and follow up by telephone at regular
intervals, depending on the member’s needs. “We
may see the senior once a month or even more fre-
quently if they have a lot of medical needs,” she
says.

Case managers in the UCare Minnesota Senior
Health Options program manage the care of 70-
80 members at a time. They take laptops into the
members’ homes to complete the assessment and
use the health plan’s case management software
to set up reminders for when it’s time to contact
the members again.

The case managers are assigned by clinic and
work with the clinic staff to manage the care of
members who are patients at the clinic. “This
arrangement allows us to develop a close work-
ing relationship with the clinic physicians and
nurses, and this helps us collaborate to provide
better care for the members,” Radke says.

Because the health plan’s membership includes
people from other countries who have immi-
grated to Minnesota, the case managers tend to
carry a diverse ethnic caseload.

Radke has a caseload with a significant num-
ber of members from the Hmong community.
When she manages their care, she works closely
with Maiyer Vang, BS, associate case manager,
who is Hmong and speaks the language. 

If the member is Hmong, Vang accompanies
Radke on the home visit and follows up with the
member later to make sure that the services he or
she needs are in place. 

Radke makes the home visits alone to English-
speaking members.

Members are more comfortable and relaxed
when a person from the same background who
speaks their language is there with the case man-
ager to help complete the assessment, Vang adds.

“There is a level of trust, especially when they
know you are the same race and that you will be
there to help them navigate the health care sys-
tem as efficiently as possible,” she says.

The face-to-face visits are especially effective
with a population that is not familiar with Western
medicine, Vang says. “I am able to establish a much
better relationship than if I were a disembodied
voice on the telephone. Understanding the Western
health care system is challenging for everyone, but
it’s even more difficult if you can’t speak the lan-
guage and have different cultural beliefs and val-
ues, traditional practices, and personal beliefs.” 

Language problems become more acute when

the conversations are conducted over the tele-
phone, which is what makes the face-to-face
meetings particularly effective, Radke points out.

“With individuals of a different background
who don’t speak the language, anything other
than face-to-face is not as satisfactory,” she says.

Having a person who understands the Hmong
language and culture makes it easier to find appro-
priate services because Vang knows what resources
are available in the Hmong community. Since she is
familiar with the cultural beliefs of the Hmong pop-
ulation, she makes sure they are taken into account
when the plan of care is created, Radke says.

For instance, the majority of the Hmong
elderly population relies heavily on adult chil-
dren to make their health care decisions. That
makes it extremely important to make sure that
the adult children in the family are involved
developing the plan of care, Vang explains.

“Often people from the Hmong community
don’t speak English, and they may not under-
stand Western medicine. We look at their tradi-
tional beliefs and how they compare with western
medicine and work to meet the health care needs
of the seniors without interfering with their cul-
tural practices,” she says.

Whenever possible, the health plan uses some-
one other than family members as an interpreter
for the members from other ethnic backgrounds.

“It helps that UCare employs people from a
diverse ethnic background. Staff who speak the
language can better communicate with members
than if we use an interpreter,” Radke says. If
there is no internal interpreter, the health plan
arranges for an outside interpreter.

In addition to staff members from the Hmong
community, UCare Minnesota employs other staff
members who are Somali and Spanish, two other
large populations the health plan serves.

The company provides cultural competency
training as part of the continuing education semi-
nars for its staff.  ■

Fibromyalgia program
helps members avoid ED
Members encouraged to take active role in care

In the first two years of Blue Cross and Blue
Shield of North Carolina’s fibromyalgia manage-

ment program, the inpatient admission rate among
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members enrolled in the program decreased by
23.3%, emergency department visits dropped by
23.1%, and physician visits went down 16.6%.

Before the program began in 2003, members
who enrolled had visited an average of three dif-
ferent medical practices over a six-month period.
A year after the program started, the number of
different medical practices members visited had
dropped to two.

Members replying to surveys from the health
plan indicated an increase in awareness of the
causes and triggers of their fibromyalgia symp-
toms, knowledge of how to manage their condi-
tion, and knowledge of treatment options.

The fibromyalgia program grew out of a dis-
ease management program that targeted mem-
bers who made frequent visits to the emergency
department, says Brian Ellison, MPH, director of
health care evaluation for the Chapel Hill, NC,
health plan.

“Over time, we saw that there were a signifi-
cant number of people with fibromyalgia who
were coming to the emergency room for treat-
ment. We saw an opportunity for Blue Cross and
Blue Shield of North Carolina to be a leader in
helping members who suffer from this condi-
tion,” he adds. 

Fibromyalgia is a set of symptoms that includes
debilitating fatigue, pain in the muscle and soft tis-
sues, and sleep disturbances. Many of the members
with fibromyalgia had been told over and over by
their doctors that the symptoms they were experi-
encing were in their head. 

Many people with fibromyalgia miss work fre-
quently or don’t work at all, Ellison says.

“People with fibromyalgia often wake up in the
morning and feel like they’ve been run over by a
truck. There is a really high percentage of people
with the condition who are disabled,” he adds.

The program provides 24-hour access to a
health coach nurse who specializes in fibromyal-
gia and helps members learn to recognize what
causes their symptoms and supports them in
lifestyle changes that may give them relief. The
company sends the members educational materi-
als on the condition, a personal health organizer
where members can maintain their medical
records, tips for talking with their doctor about
the condition, and a free book on fibromyalgia.

“The most important thing the program does
may be to let the member know that someone
understands that he or she is in pain and offers
to help them. That sympathetic ear is really
important to people with fibromyalgia because

it validates that their condition is real,” says
Susan Pfannenschmidt, MS, program evalua-
tion consultant.

Two nurse case managers at the health plan
support the members during business hours.
Blue Cross and Blue Shield of North Carolina
contracts with a call center to handle calls after
hours.

“People with fibromyalgia often have sleep
disorders. We give them an opportunity to speak
with someone at 3 a.m. when they can’t get back
to sleep,” she says.

Members are identified from claims and may
self-refer by calling the health plan or enrolling
on the Internet. New program participants are
asked to fill out a health assessment survey and
return it. 

The health plan created a television commer-
cial with details on the program and immediately
saw a spike in members who wanted information
on the condition.

The health plans sends out an invitation
package describing the program, asking the
member to fill out a short health survey and
listing the resources they’ll have if they enroll 
in the program.

“We have found that many people don’t respond
right away. We follow up, either by additional mail-
ings or by telephone calls,” Ellison says.

When a member indicates a willingness to par-
ticipate in the program, one of the in-house nurses
calls and goes over the member’s responses to the
survey, adding a personal history, and trying to
determine their readiness to change.

“We have learned to be careful not to try to get
a full history the first time we talk to them. Most
people with fibromyalgia have gone through that
exercise six or seven times and we don’t want to
make them repeat it,” Ellison says.

The in-house nurses have been trained on how to
help fibromyalgia patients manage their condition
and have an extensive knowledge of the resources
available, Ellison says.

The nurses talk to the members about fibromyal-
gia and some of the things they can do that will
make them feel better.

For instance, clinical data show that the more
sedentary people with fibromyalgia are, the
worse the condition gets. The nurses encourage
member to participate in some kind of physical
activity, Ellison says. 

“We try to determine the member’s readiness
to change and what we can do to get them to the
next level. We start with simple things to get
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them started changing their lifestyle. If someone
is sedentary, we might suggest that they start
exercising by walking around the block,” he says.

The nurses offer suggestions on how to
improve sleep patterns and urge the member to
keep a sleep diary, with details about diet and
medications that may be interfering with sleep.

“It can be a vicious cycle. If sleep patterns are
interrupted, it can increase the symptoms of
fibromyalgia,” Pfannenschmidt says.

The nurses follow up with the members in the
program at least once a month to make sure they
are sticking to their regime. 

Members who take a more active role in their
care are more satisfied with medical treatment
over time and more satisfied with the program,
Pfannenschmidt adds.

They coach the patients to work closely with
their physician and to take an active part in their
health care plan. Before each visit, they prompt
them with questions to ask the physician, then
follow up to find out if the treatment plan has
changed and to reinforce what the patient heard
from the physician.

“We don’t want to become a replacement for
the doctor. We’re a resource that supplements the
doctor’s care and supports the members in mak-
ing lifestyle changes that will help them better
manage their condition,” Ellison says.  ■

Verify medication lists 
to improve outcomes
Oral medication management real challenge 

With the Centers for Medicare & Medicaid
Services (CMS) emphasizing the reduction of

hospital readmissions as one way to cut the overall
cost of health care for Medicare patients, home
health agency managers have evaluated different
ways to improve this outcome for their agencies.

While there are many strategies that work for
different agencies, improving patients’ medica-
tion management is a strategy used by 59% of
participants in the recent National Home Health
Hospitalization Reduction Study, points out Diana
Hildebrand, RN, BS, CPHQ, project coordinator at
TMF Health Quality Institute in Austin, TX.

“With the shortage of family caregivers and the
shortage of money to hire caregivers, it is impor-
tant for home health agencies to promote patient

self-management of oral medications,” she says.
Not only does proper use of oral medications
improve the patient’s medical condition, but it
improves the overall quality of life for the patient,
she adds.

Improvement in the patient’s ability to manage
oral medications has been a part of the data col-
lected for and reported on the CMS Home Health
Compare web site as part of a home health agency’s
public record. Most home health managers expect
this outcome to become part of the pay-for-perfor-
mance program that will be implemented by CMS,
says Hildebrand, adding that home health nurses
face many challenges with improvement of this out-
come. But it can be done, she notes.

“A nurse may start the admission visit with a list
of medications provided by the referring hospital
but it often does not match the full list of medica-
tions used by the patient,” says Hildebrand. 

Because older home health patients often take a
number of medications, it is important to verify the
list as soon as possible and look for medications
that may interact with each other or medications
that are duplicates of each other, she suggests.

“If possible, a home health agency representative
should visit a patient before discharge from the hos-
pital to begin developing an accurate list of medica-
tions,” she says. “A home health nurse’s ability to
visit the patient before discharge will depend on 
the relationship with the hospital and the hospital’s
interpretation of HIPAA privacy rules.” 

EMR helps ID interactions

Building an accurate list early in the patient’s
care is important because it gives nurses time to
find duplicate prescriptions and potential interac-
tions, says Lisa Sprinkel, RN, BA, MSN, execu-
tive director of home health and hospice for
Carilion Home Care Services in Roanoke, VA.
“We use an electronic medical records [EMR] sys-
tem that automatically checks for drug-to-drug
and drug-to-food interactions when a nurse
enters a new drug into the patient’s chart,” she
explains. When the software detects an interac-
tion, the nurse prints the information and faxes it
to the physician for his or her review. 

When the system was first introduced, physi-
cians’ reactions varied, Sprinkel says. “We had
some physicians who appreciated the informa-
tion and the fact that our nurses were reviewing
the medications closely, and we had other physi-
cians who thought it was a waste of time.” 

Even though there were some skeptics, Sprinkel’s
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agency continues to use the system because it saves
nurses’ time as they can tailor medication evalua-
tions to the patient and it provides documentation
for the physicians.

“There is evidence that drugs affect the elderly
differently from younger people,” says Sprinkel.
“An older person’s decreasing liver function
means that the body does not metabolize medica-
tions in the same way.” Her agency uses Beers
Criteria to evaluate medications for interactions
as well as increased risks to older patients.

Education of Sprinkel’s staff and resources such
as the EMR software and Beers Criteria, help her
nurses partner with physicians to become proac-
tive in their efforts to reduce the risk of medica-
tion-associated adverse events, she says. 

Pharmacists help organize medications

Other obstacles home health nurses must over-
come when developing an accurate medication
list for their patients are usually related to the
patient’s age, the number of medications used,
and the ability to double-check interactions. 

• Patients use multiple pharmacies.
“Some patients may fill a prescription at the

pharmacy close to a physician’s office after one
visit, then fill another prescription close to home
another time,” Hildebrand points out. “Some pre-
scriptions may be filled at a pharmacy close to a
family member’s workplace or home because it is
more convenient for them.” When multiple phar-
macies are used to fill different prescriptions, you
lose the benefit of a pharmacist who can detect
potential interactions or duplicate medications,
she says. 

When a patient is using between 20 and 30 medi-
cations at one time, not only does the risk of poten-
tial interactions increase, but the schedule for taking
medications becomes very complicated, says
Hildebrand. “A patient takes some medications
twice a day, other medications three times a day,
some medications with food, and others without
food; it is overwhelming for most patients to man-
age,” she says. A home health nurse should help the
patient and the family caregivers identify one phar-
macy to use for all prescriptions so that the pharma-
cist can serve as an extra checkpoint for interactions
and duplicates.

Another service that many pharmacists will
provide is special packaging to help patients know
when to take medications. “Pharmacists can fill
the prescriptions in blister packs that designate
morning, afternoon, and evening medications,”

Hildebrand says.
• Multiple physicians prescribe medications.
“There is a big push now to simply medicate a

patient to control different symptoms or condi-
tions,” Hildebrand points out. Unfortunately,
with a patient who sees multiple physicians for
different conditions, one physician may not be
aware of other medications the patient is taking.
“Not only does this increase the risk of interac-
tions, but research has shown that once you take
more than five to eight different medications, you
may be producing disease rather than treating
anything,” she adds.

In this case, it is important that communication
between the hospital or other referral source, the
physician, and the home health nurse begin as
soon as the referral is made. Not only should the
list be verified upon the patient’s admission to
home health, but it also should be updated every
time the patient makes another visit to the physi-
cian or other health care provider, says Hildebrand.
This may mean that at every visit, the nurse should
ask the patient or the family caregiver if there have
been any physician visits or calls to a physician
that resulted in a change in medication, she adds. 

In addition to evaluating the new medication’s
potential risk for interaction with other medica-
tions, the nurse needs to determine if this is a
replacement medication for another or an addi-
tional medication, because patients don’t always
understand if the physician intends for them to
stop taking a previous medication when the new
medication is prescribed, she says.

• Patients hold on to “old” prescriptions.
Even when patients understand that they should

stop taking a current medication, they don’t always
throw it away, points out Hildebrand. “They will
hold on to the medication just in case they need it
again, even when it is outdated,” she says.

Not only is using outdated medication unwise,
but having old medicine around enables the patient
to self-medicate without knowing about potential
risks, Hildebrand adds. In these cases, it is impor-
tant to make sure patients and their family mem-
bers know to throw away old medications to
prevent accidental interactions.

While there is no simple, one-step method to
improve oral medication management, it is worth
the time and effort a home health manager spends
on the outcome improvement, says Hildebrand.
“Improvement of this outcome is not only impor-
tant to the agency’s ability to perform under a
pay-for-performance system, but it is important to
the overall quality of life for the patient.”  ■
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Solve oral medication
management problems 
Unintentional noncompliance easier to address

Arange of factors affects a patient’s ability to
manage oral medications: cognitive ability,

number of medications, and understanding why
and how to take medications. To help patients
better manage their medications, it is important
to identify the reasons they don’t and address
those in the simplest manner possible.

“There are several reasons for noncompliance
and some reasons are unintentional and others 
are intentional,” says Diana Hildebrand, RN, BS,
CPHQ, project coordinator at TMF Health Quality
Institute in Austin, TX. The main unintentional
reason is lack of education, leading to misunder-
standing the reason for the medication and how to
take it, she says. 

As a home health nurse, not only do you need
to continuously educate patients about medica-
tion, but when you evaluate patient education
techniques don’t forget that illiteracy may be 
a problem that patients won’t readily admit,
Hildebrand points out. “Even if the person can
read at some level, he or she may not be able to
comprehend medical information easily.” 

When talking with the patient and the patient’s
family at the first visit, ask questions about daily
routines, such as brushing teeth and meal times,
she says. “Their answers to these questions will 
tell you how organized they are and how well they
stick to a schedule,” she points out, adding that this
information will help you tailor your education
and will provide tips on managing medications.

Because helping the patient understand the
proper timing and dose of each medication, a
medication calendar or schedule posted in an
easy-to-find location is important. Write the name
of the medication exactly as it appears on the
label so there is no confusion, Hildebrand sug-
gests. If the patient is not able to read, paste one
of the pills to the calendar, she says. 

“Even if the patient can’t read, he or she can
match the pills in the bottle to the pill on the cal-
endar.” If you do paste pills to the calendar, be
sure to check the prescriptions regularly to make
sure that the pharmacy has not changed brands
of the medication, as this may mean a change in
the color, size, or shape of the pill, she warns.

You also can add a label to the bottle to identify

the medication’s purpose, suggests Hildebrand.
“Water pills or heart pills are easier to understand
and a label with larger print is easier to read,” she
says. 

“Our nurses don’t just ask the patient to show us
where the medications are; we also ask them to
open the bottle, take out a pill, and tell us why they
take it and how often,” says Lisa Sprinkel, RN, BA,
MSN, executive director of home health and hos-
pice for Carilion Home Care Services in Roanoke,
VA. “This gives us a chance to evaluate their man-
ual dexterity and ability to open the medication,
and it gives us a chance to see how well they can
read and understand the labels.” If the patient is
unsure about a medication, the nurse can immedi-
ately explain the reason for taking it, she adds.

Not all patients remember to ask for bottles
with traditional caps as opposed to child safety
caps, so be sure to tell patients that they can ask
for traditional caps for all of their medications,
Sprinkel suggests. 

Another option to explore with pharmacists 
is the use of blister packs, suggests Hildebrand.
“Some pharmacists will package individual doses
for the day in a blister pack from which the patient
can easily pop the pill,” she says. Not only is it eas-
ier to open but if all of the medications that are to
be taken at one time are together in the pack, the
patient won’t forget anything, she adds.

If there is a physical reason that the patient
cannot open the medication, ask for a therapy
consult, suggests Hildebrand. “There are a num-
ber of assistive aids that can be used to help
patients open bottles,” she explains.

Financial concerns also might cause a patient
not to fill the prescription when needed, says
Hildebrand. “If finances are a challenge for the
patient, ask a social worker to visit to find out
what assistance is needed,” she recommends.

There are instances in which patients choose
not to follow instructions about medications,
says Hildebrand. “Intentional noncompliance is
usually the result of a patient’s opinions, beliefs,
and values, as opposed to physical, mental, or
financial reasons,” she explains. “A patient might
believe that suffering is a part of life because this
is part of the patient’s cultural background.”

Other patients might be afraid of becoming
addicted to the medication, Hildebrand points
out. While there are medications that can be
addictive, proper education about the use of the
medication might alleviate some of these patients’
concerns, she says. 

“You can also offer alternatives, such as
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ointments, muscle rubs, or heat, as one way to
reduce pain or soreness and reduce the need 
for pain medications,” says Hildebrand. These
alternatives also might be more acceptable for
patients who don’t want to use multiple medi-
cations due to their beliefs, she adds.

While there are many reasons for a patient’s
mismanagement of oral medications, the key to
improving the situation is to first identify the real
cause of the mismanagement, says Hildebrand. “It
is impossible to find the best solution if you don’t
start by finding the cause of the problem.”  ■

More care not necessarily
better care, study says
Study focuses on care of chronically ill

Budget-conscious quality managers might
want to take a good, hard look at the findings

in the latest report from the Dartmouth Atlas
Project, in Hanover, NH. It indicates that provid-
ing chronically ill Medicare beneficiaries more
care at a higher cost does not translate into higher
quality care. To the contrary, the study shows that
beneficiaries in high-utilization areas end up with
lower quality of care.

The project used a new, free database built with
Medicare data that helps provide benchmarks for
highly efficient care. (The database, funded by 
the Robert Wood Johnson Foundation, the long-
time principal underwriter of the Dartmouth Atlas
Project, is available to the public at www.dartmouth
atlas.org.)

Using this database, the researchers calculated
significant savings to the Medicare program if all
U.S. hospitals provided care at the levels of highly
performing health systems.

“The database has 100% of Medicare hospital
claims,” notes Megan McAndrew, MBA, MS, edi-
tor of the Dartmouth Atlas Project. “We also have
samples of Part B claims, census data, AMA data,
and so on. The reason why we study Medicare is
it’s the only uniform national claims database.”

The study is based on records of more than 4.7
million beneficiaries who died from 2000 to 2003
and had at least one of 12 chronic illnesses, includ-
ing: solid tumor cancers, lymphomas and leukemia,
chronic pulmonary disease, coronary artery disease,
congestive heart failure, peripheral vascular dis-
ease, severe chronic liver disease, diabetes with end

organ damage, chronic renal failure, nutritional
deficiencies, dementia, and functional impairment.

Using three health care regions identified as
“highly efficient” as benchmarks (Salt Lake City
served primarily by Intermountain Healthcare;
Rochester, MN, served largely by the Mayo Clinic;
and Portland, OR, the largest and most metropoli-
tan region in a state that has made improvement in
end-of-life care a public policy goal), researchers
used the database to compare care provided in all
other regions of the country. Highly efficient health
care was defined as high quality/low cost.

Researchers determined that Medicare could
save an estimated $40 billion — or nearly one-
third of what is already spent on chronically ill
Medicare beneficiaries — if all U.S. hospitals
practiced at the high-quality/low-cost standard
set by the Salt Lake City region. By the Mayo
Clinic benchmark, savings would have been $19
billion; by the Portland benchmark, $38 billion.

Founded in 1993, the Dartmouth Atlas Project
“is an ongoing project, started as a way to deter-
mine where people go for health care,” explains
McAndrew. “The original concept was to be the
managed competition model of health care pur-
chasing; if you put people into markets and coop-
eratively buy insurance, then you’d have to
follow patterns of wherever people seek care.”

The project pointed out that the model did not
work, but in the process, found itself headed in a
new direction. “Once we figured out by matching
zip codes of residents in hospitals we had defined
all these markets, we saw we could compare them,”
McAndrew relates. “So, we started to compare
what happens with different populations — classic
epidemiology.”

While epidemiologists usually study the inci-
dence of disease, however, the project studied
surgery and hospitalizations. “What you find is
there are these really remarkable variations in
what happens to people, and it depends on
where they live, rather than on their medical
needs or desires for care,” McAndrew shares.
“For most conditions, medicine is practiced very
idiosyncratically in different parts of the country
— and even in contiguous markets. In some areas
of Florida, for example, heart surgery practices
vary radically within a few miles.”

This particular study was driven by the fact
that “over time, in a broad sense, people couldn’t
see any benefit for individuals who lived in
regions where they got a lot more services, and
where Medicare spent a lot more money per
capita — for example, twice as much in Miami 
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as in Minneapolis,” says McAndrew.
It also was argued that other studies hadn’t

significantly accounted for differences in popula-
tion health status. “This report looked at people
with at least one of 12 medical conditions who
had died. We worked backwards and examined
what had happened to them in the last two years
of their lives — the differences in the health care
resources they consumed,” says McAndrew. “We
found enormous differences in the likelihood of
how many days in their last years of life they
would spend hospitalized, in the ICU, and in
how many specialists they saw.”

Besides the disconnect between dollars spent
and health care quality, the report also noted that
individuals in high-spending areas had lower
patient satisfaction levels.

“This data, from the state of California, came
from the California Health Care Foundation
[CHCF],” says McAndrew. She asserts that
California is a valid model for the rest of the
country. “You can find markets at both ends 
of the spectrum; for example, L.A. is like Miami,
and San Francisco is like Minneapolis.”

When the CHCF did its survey, she continues,
it “found an inverse correlation between how
happy patients were with care in high-intensity
places. In additional studies, researchers here
asked providers in high-intensity regions what
their level of satisfaction was, and those in the
highest-intensity areas said they had the toughest
times; they used many more referrals, saw more
hospital days [per patient], and so on.”

It’s very difficult, McAndrew concedes, for
someone right in the middle of things to recognize
system flaws unless they compare their system
with others. “Otherwise, you do not have a frame
of reference for what other people are doing and
what works,” she says. “But you need to care
about what the best model is for the best manage-
ment of people with severe chronic illness.”

Quality improvement professionals, she
notes, “say every system is designed to get the
results it gets; but the way Medicare is designed
is in reverse. It encourages you to do more stuff;
they won’t pay for diabetic counseling, but they

pay really well for amputations.”
One step toward a better model, she notes, is

for government to think hard about how it moti-
vates different types of care. “On a moral and
medical basis, academic medical centers should
also take some responsibility for trying to figure
out what the optimal model of care is,” she adds.

Meanwhile, she says, hospital quality man-
agers should study the models used in places
such as Oregon, “which has very consciously
tried to manage end-of-life care.”

But it doesn’t have to be a statewide effort, 
she continues. Quality managers might consider
models such as Salt Lake City’s Intermountain
Health Care, the Mayo Clinic in Rochester, MN,
or the Danville, PA-based Geisinger Health
System. “They’ve really thought about where to
put their resources and what the best model is,”
McAndrew observes. “They’ve thought about
how to do it better — which is also less expensive
and closer to what people say they want.”

The three aforementioned organizations are
group practice models, McAndrew notes. “They are
pretty well run by doctors,” she says. “Historically,
they were started by people who went out and
trained with the Mayo brothers and then started
rural multispecialty practices. What they have are
salaried physicians, so they are not in head-to-head
competition with other tertiary care hospitals.”

If you are not locked in “mortal combat” with
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other facilities, she adds, “it becomes easier to
share patient records.”

The Dartmouth Atlas Project web site has a
number of tools available on it for quality man-
agers interested in benchmarking. “These tools
enable you to ‘slice and dice’ the data in all differ-
ent ways,” says McAndrew. “Just yesterday, some-
one called from New Jersey and wanted to know
how many fewer hospital days they would have in
their state if they looked more like Intermountain
Health.”

Using the tools, for example, you can compare
things like Medicare spending and excess hospi-
tal days between your area and others, says
McAndrew. “What you can also find, impor-
tantly, is population-based rates. What we’re talk-
ing about is trying to use the methodology to
define which patients go to which hospital. We
can track patients who are loyal to your hospital
— where they might get 90%-95% of their care.”

Such data, she continues, can give you insight
into your hospital’s management style and quality
factors associated with the physician staff. “It
gives you a very legitimate look at how patients
who are loyal to your hospital are being man-
aged,” McAndrew asserts.

Finally, she says, the report shows that some
of the well-publicized “crises” in health care
don’t have to be as serious as they seem to be.
“Everyone says Medicare is going broke, and we
have a shortage of doctors,” McAndrew notes.
“We say, if everybody looked like Intermountain
Health, they wouldn’t need more doctors. And 
if Medicare were saving 30% of the money we
estimate it has wasted, it would be a lot longer
before it was financially in trouble.”  ■
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CE objectives

After reading this issue, continuing education
participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case man-
agers and clients.

3. Describe practical ways to solve problems
that case managers encounter in their daily case
management activities. ■

9. According to the Agency on Healthcare Research
and Quality, minority Americans are expected to
exceed what percentage of the population by
2035?
A. 20%
B. 30%
C. 40%
D. 50%

10. When possible, U-Care of Minnesota uses fam-
ily members as interpreters for members who
do not speak English.
A. True
B. False

11. In the first two years of Blue Cross and Blue
Shield of North Carolina’s fibromyalgia man-
agement program, physician visits among
members of the program have decreased by
how much?
A. 5.2%
B. 8.7%
C. 12.4%
D. 16.6%

12. What tips are suggested by Diana Hildebrand,
RN, BS, CPHQ, to overcome a patient’s illiter-
acy and improve the ability to understand a
medication schedule?
A. Simple labels such as “heart pill.”
B. Paste pill on schedule/calendar.
C. Have family members call patients during day.
D. A and B

Answers: 9. C; 10. B; 11. D; 12. D.
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