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Surgeons’ workgroup promotes 
cutting-edge palliative care for discipline
Much progress has been made in last decade

The public and many surgeons may see palliative care as quite sep-
arate from the surgical suite, down the hall or a few floors up. But
a growing number of surgeons are passionately interested in edu-

cating their peers about palliative care and seeing its philosophical
approaches being incorporated into surgical care.

This group, which has its roots in a surgeons’ workgroup formed
nearly 10 years ago, has spread its influence across the surgical field,
resulting in continuing palliative care education and activities.

“Palliative care isn’t something that normally rises to the forefront of
the surgical agenda,” says Robert A. Milch, MD, FACS, medical direc-
tor of the Center for Hospice and Palliative Care in Cheektowaga, NY.

Surgeons typically think in terms of action, not reflection and listen-
ing, Milch says.

“Surgeons have not been traditionally trained for so many of the ele-
ments that go to the heart of palliative care,” Milch notes.

Milch was a co-chair of the surgeons’ workgroup for the Promoting
Excellence in End-of-Life Care project, launched in 1997 by the Robert
Wood Johnson (RWJ) Foundation of Princeton, NJ. The program’s dura-
tion was less than two years, but the workgroups’ activities and
changes have endured, including those of the surgeons’ workgroup,
says Jeanne S. Twohig, MPA, deputy director of the Duke Institute on
Care at the End of Life in Durham, NC. Twohig formerly was with the
national office of the RWJ Foundation.

“These workgroups turned out to be much more powerful and
potent than what we had at the beginning,” Twohig notes.

Each workgroup was given 18 months to write recommendations, or
initiate changes, that would enhance palliative care in their particular
medical discipline, Twohig says.

The surgeons’ workgroup drew attention to the subject of palliative
care through a series of articles about palliative care and surgery, which
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were written by surgeons and published monthly
over three years in the Journal of the American
College of Surgeons, says Geoffrey Dunn, MD,
FACS, medical director of the Palliative Care
Consultation Service and a senior surgical con-
sultant at Hamot Medical Center in Erie, PA.
Dunn was an editor of the series and a co-chair of
the surgeons’ workgroup.

“First they were written by members of the
workgroup, and then they were written by peo-
ple known to the workgroup,” Dunn says.
“These were people who collaborated with us on
other projects.”

As a next step, the surgeons’ workgroup
encouraged the American College of Surgeons to
designate a task force on surgical palliative care,
Dunn says.

“We felt we were given the task to educate the
surgical community as much as possible about
principles and practices of palliative care in sur-
gical practice,” Dunn says. “So we went from
being an RWJ-funded, free-standing group to
being incorporated in the administrative struc-
ture of the American College of Surgeons.”

The workgroup also hosted and sponsored a
series of symposia at the annual meeting of the
American College of Surgeons, and this has con-
tinued for the past six years, Dunn says.

“Last year the task force sponsored a two-day
course for credit about palliative care for sur-
geons, Dunn adds.

“We persuaded Johns Hopkins Department of
Surgery to sponsor a one-day seminar on surgical
palliative care in 2005,” Dunn says. “That was a
huge breakthrough because that’s such an influ-
ential institution in surgery.”

Also, there is a web-based community of sur-
geons, through the American College of
Surgeons, who are interested in palliative care,
Dunn says.

“We drafted the college’s current policy on pal-
liative care, its statement of principles of pallia-
tive care,” Dunn says.

The principles were endorsed by the college’s
board of regents, and they were drafted in a way
that makes the college’s policies consistent with
current palliative care practice, Dunn explains.

“The workgroup was the beginning of many
very close friendships and collaborations, spawn-
ing some research, and the task force has grown
with younger, dynamic members,” Dunn says.
“You could say the RWJ workgroup gave pallia-
tive care a real foothold in institutional surgery.”

For example, the American Board of Surgery
now recognizes palliative care as one of the areas
of expected expertise for certification by the
American Board of Surgery.

“Palliative care was never seen as that relevant
to surgery,” Dunn notes. “What we did was begin
a process of making it very relevant to surgery.”

Continuing work in palliative care includes
online educational materials available at
www.eperc.mcw.edu, and a national residency
training project in palliative care medicine, Milch
says.

“What they did was bring in residency pro-
gram directors and chief residents and senior res-
idents for two-day seminars, and they set up
projects for them to take back tot heir institutions
to impact training, care delivery, and all sorts of
things,” Milch says. “We ended up having 31 dif-
ferent residency training programs participate in
this project.”

The theory is that real change requires an invest-
ment in tomorrow’s practitioners, Milch says.

Dunn and Milch explain how surgery and pal-
liative care can fit together:
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• Meaningful conversations: “I think the best
tool you can give any surgeon or physician
revolves around not the technical skills, but how
to have meaningful conversations,” Milch says.

“When in the course of your interaction with
patients these conversations occur, the first thing
to understand is what the goals of care are,”
Milch adds. “If you understand the patient’s pri-
orities and goals, then devising a plan of care
becomes so much simpler.”

Communication skills become most important
in situations in which medical success is difficult
to define, such as with patients who linger in the
intensive care unit for weeks, Milch explains.

“What are the goals of a surgical intervention,
and how can we convey to the patient that we
understand their goals, and we’ll work together
and revisit them over time,” Milch says.

Just because a surgeon can do something sur-
gically for a patient isn’t the whole answer to the
question of whether we should do it, Milch adds.

“The question should be, ‘If we do surgery,
will it help patients and families meet their goals
of care?’” he says.

• Surgery for palliative, not curative purposes:
There are many situations where surgical inter-
vention is welcome to treat patients with terminal
disease and life-limiting disease, Dunn says.

“Surgeons need to be reminded that this is not
alien to our tradition,” Dunn says. “Before we
were able to cure things as frequently as we do
now, we knew a lot about nonabandonment and
relief of suffering, and we were proud of doing it.”

Many surgeons think that is as worthy a goal
as saving lives, he adds.

The big stumbling block for surgeons who
haven’t embraced palliative care is the mindset
that palliative care and hospice are the end of life,
signifying loss of hope, and it’s something they
don’t want to deal with, Dunn says.

• Exploratory surgery and palliative care:
Dunn recently was asked to see a patient who
had undergone exploratory laparotomy due to an
obstruction and suspicion of malignancy.

“There was no other way to establish the diag-
nosis,” Dunn says. “And he did, indeed, have
advanced cancer of the pancreas.”

After surgery, the medical team had to man-
age the patient’s pain and nausea, and the fam-
ily had questions about the man’s nutrition, he
recalls.

“Then we had to give the patient news of the
diagnosis and assess the impact,” Dunn says.

It was important that providers be cog-
nizant of how the patient might receive the
news and how it was given. Providers’ empa-
thy also was an issue, and it was up to the
medical team to help the patient preserve
hope, Dunn says.

“We preserve hope by giving the patient
something to look forward to, even if it’s for a
short period of time,” Dunn explains. “This is
all right out of any hospice or end-of-life sce-
nario and out of a surgical care scenario.”

• Benefits to surgeons who practice palliative
care: “One thing surgeons will agree to is that
no one is happy in the field of surgery now,”
Dunn says. “It would be trivializing for sur-
geons to say they’re unhappy because of mal-
practice, because it’s much deeper.”

There is, among surgeons, a loss of stature,
purpose, and true satisfaction because they are
evaluating themselves in terms of technical suc-
cess and not so much on how they impact peo-
ple’s lives, Dunn says.

A palliative care approach can fill that gap for
surgeons and help them see how they impact
people’s lives, Dunn says.

“I tell surgeons that palliative care isn’t some
exotic import or psychiatry, but it’s what we’re
really all about,” Dunn says. “We allowed our-
selves to be seduced by power and technology,
and we forgot there are other reasons why we’re
important to people.”   ■
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Lower ICU use and inpatient
costs due to palliative care
Palliative care was compared to usual care

An increasing body of studies are demon-
strating the financial benefits, as well as
quality improvement benefits of includ-

ing palliative care in a hospital system.
One of the latest studies looked at the use of

palliative care in the Veterans Administration
system.

“There are many studies that have demon-
strated that palliative care programs have been
associated with improved clinical outcomes
when compared to conventional care, particu-
larly with extremely ill patients,” says R. Sean
Morrison, MD, director of the National Palliative
Care Research and Training Center and a
Hermann Merkin professor of palliative care and
professor of geriatrics and medicine at Brookdale
Department of Geriatrics and Adult Develop-
ment of Mount Sinai School of Medicine in New
York, NY. Morrison also is the vice-chair for
research.

“The big question is ‘How do we pay for this
improved care?’ and that’s predicated on an
assumption that because it’s better, it must cost
more money,” Morrison says. “So what our
group has started to do, and this is the first of a
series of studies that will be coming out, is find
out what are the financial implications to hospi-
tals of palliative care programs.”

The study found that palliative care was asso-
ciated with lower intensive care unit use and
lower inpatient costs, when compared with usual
care.1

Investigators began with the belief that pallia-
tive care programs provide quality care, and they
do so in a fiscally responsible manner, he says.

“At worst, they are as expensive as usual
care,” Morrison says. “But in the best-run pro-
grams, they result in cost savings at the same
time they improve care.”

The reasons why palliative care programs
might be cost effective are three-fold, Morrison
says. Here’s why:

• Palliative care programs start with the prem-
ise that palliative care is patient-centered care, so
they start by identifying the goals of medical care
for patients and their families, he says.

• Then they help patients and families select
treatments that meet those goals.

• And third, they help patients either discon-
tinue or not start treatments that may be avail-
able, but which don’t meet those goals, Morrison
says.

“Ideally, when you do that, patients get what
they want and need — the right care at the right
time, but they don’t get other treatments or
expensive treatments that they don’t want or that
don’t meet their goals,” he explains.

“That was our hypothesis,” Morrison adds.
To test the hypothesis, investigators looked at

two urban VA hospitals and compared patients
who received consultation by the palliative care
program in each of those hospitals with patients
who looked exactly like those perceived patients,
but who don’t receive palliative care, he says.

They selected VA hospitals because these are
contained health systems in which the billing
and financial records are very well documented
and because veterans tend to stay within the VA
hospitals.

“So it’s a much tighter health care system to
begin to look at this, and VAs are extremely con-
cerned about costs because VA health care is 100
percent supported by tax dollars,” Morrison says.
“So it’s very important for us to show high qual-
ity care for our veterans and, also, that we’re
doing it in a fiscally responsible manner.”

Another reason they selected VA hospitals for
the study is because if these studies demon-
strated that palliative care was cost effective, then
it would be extremely easy to roll out the pro-
grams across the country in other VAs, he adds.

“We felt if our hypothesis was borne out we
could rapidly influence care to both a very
deserving and large population of veterans,”
Morrison says.

In the VA hospitals studied, there were active
palliative care programs that were dependent on
physician referrals, so many patients in the hospi-
tals might have benefited from palliative care, but
they did not receive it, he notes.

“We knew which ones received palliative care
from an administrative database, and we used a
matching methodology where we identified
patients of the same age, same diagnosis, and
same number of serious medical conditions,”
Morrison says. “For every palliative care patient,
we found a usual care patient who looked just
like the palliative care patient on all of those
parameters.”
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Then investigators looked to see what the cost
differences were, and they found that the pallia-
tive care patients had an average daily cost of
$239 less than the usual care patients, and there
were almost $100 less in costs of lab tests,X-rays,
MRIs, and imaging systems, Morrison says.

“At the same time, and it was not in this paper,
but it’s been in other work we’ve done, we found
that families with palliative care patients were
more satisfied than families where patients
received the usual care, and the palliative care
patients had better symptom management,”
Morrison says. “Most importantly, there has been
no difference in survival between the two
groups.”

This is the second study that has demonstrated
that a palliative care program can be imple-
mented without increasing the budget, Morrison
says.

“Our next study, for which we’re doing a simi-
lar analysis with seven hospitals outside the VA
system, doesn’t have preliminary data yet,”
Morrison says. “We’ll look at hospital costs and
also at what happens to reimbursement to the
hospitals.”

The VA system already has a mandate requir-
ing each hospital to have a palliative care pro-
gram, and it’s a little too early to say what the
impact will be from the cost-effectiveness study,
Morrison says.

“This research adds a lot of support for VA hos-
pitals that are worried about keeping costs down,”
Morrison says. “It’s a win-win for everybody.”   ■    

Reference:
1. Penrod JD,  et al. Cost and utilization outcomes of
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Hospices could “sharethe-
care” in outreach programs
Idea is to build caregiver networks

One description of the national sharethe-
caregiving program is that it is like
returning to the beginning of the 20th

century, when people formed connections and
helped one another, particularly when sick.

“It helps people get back to the connection
with each other that we’re missing so often,” 
says Sheila Warnock, founder and president of
Sharethecaregiving Inc. of New York, NY.
Warnock also is a co-author of the book, Share 
The Care.

Sharethecaregiving is a non-profit organization
that since its founding in 1995 has provided indi-
viduals, communities, and organizations with a
pragmatic model of group caregiving for people
at the end of life.

For example, the model explains how to answer
people’s questions when they ask, “How can I
help?” And it offers suggestions for holding meet-
ings that turn individuals into a caregiver team

Warnock has seen hospice programs at work,
and she was involved in an informal network of
caregivers when a good friend was dying of cancer.
It was after her experience as a caregiver that she
envisioned an organization in which caregiving
assistance could be shared by a group of people.

“Sharethecare can certainly be used by hos-
pice, and hospice has volunteers to supplement
the help for people who don’t have any care-
givers,” Warnock says.

Warnock’s friend Susan was diagnosed with
glandular cancer in the 1980s. Her friends
decided to help her as she underwent treatment
and, eventually, began to deteriorate physically.

While her group of 10 caregivers met most of
her needs early on, she finally reached the point
of being unable to leave her bed, and so the
group hired a nurse’s aide and finally had her
enrolled in hospice care, Warnock recalls.

“The hospice staff were absolutely sensational,”
Warnock says. “They gave us a great sense of
relief knowing that our friend was properly cared
for, especially when dealing with her medicine.”

Susan had been on very strong medication
for pain that went straight to her bones,
Warnock says.
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“It was so difficult, we ended up having her
move to the hospice,” Warnock says.

The caregivers had formed such a bond that as
Susan neared death, Warnock, and another care-
giver friend named Kathy, inadvertently brought
Susan the same gift: a piece of beach glass that
symbolized their friendships and good times
spent at a summer beach home.

Warnock has spoken at hospice conferences
about the non-profit organization, and she dis-
covered some common obstacles.

“I discovered we both have similar problems,”
Warnock says. “That is that nobody wants to talk
about what hospice is, and nobody wants to talk
about being a caregiver until they need it.”

This is why caregivers often work in isolation,
she notes.

“When I took care of my mother, I did it alone
and didn’t ask for help,” she says. “I was a classic
burned-out caregiver, and people who are
burned out don’t realize how stressed out and
isolated they are, and so they don’t know how to
ask for help.”

What they really need is a friend or family
member to say, “Hey, you need some help,”
Warnock says.

Hospices are starting to use sharethecare to
assist caregivers in building networks and sup-
port systems, she notes.

“Even if someone has a short time to live, it
can make a huge difference to have a group
because the group’s show of love and support is
so outstanding and beautiful,” Warnock says. “It
can also help to bring a better quality of life to the
patient.”

Kathy, who had been a caregiver for Susan
along with Warnock, also had died while being
supported by a network of caregivers.

“I remember when my co-author Kathy — a
few weeks before she passed away — wanted to
go back to Fire Island where she had a house,”
Warnock recalls. “There are no cars on Fire Island,
so you have to walk, bike ride, or boardwalk, and
it took seven of us to get Kathy in a wheelchair
with all of her equipment out there, but we did it.”

That experience was extremely important to
her because Fire Island was her favorite place in
the world, and she couldn’t have had that last
wish fulfilled without the help of a caregiving
group, Warnock adds.

Warnock wrote the book on sharing care and
founded the organization to help others do what
she and her team had done for Susan.

“We’re a grassroots movement,” Warnock says.
“I’ve been doing this training to introduce
sharethecare to health care professionals, social
workers, nurses, clergy, and anyone who is helping
people who are ill.”

Ideally, hospices could introduce the concept
to patients and tell them about having a group
provide caregiving, Warnock suggests.

“Maybe some people in the hospice who deal
with family issues could identify two people to
start the group and help them brainstorm and do
the steps needed to get started, “Warnock says.
“Hospice staff also could work with them as time
goes on, and they’ll be able to see if there are any
issues coming up for family and friends as the
person is getting close to death.”

For hospice patients who do not have family and
friends to provide caregiving help, then perhaps
hospice volunteers could do so, Warnock says.

“I encourage that the volunteers bond in a
group,” Warnock says. “That’s the reason why
sharethecare works over the years.”

Ideally, a hospice would help a family develop a
mix of their own caregivers and volunteers, she notes.

“It’s best to have people who know the person
because they can make a difference, but certainly
volunteers are wonderful,” Warnock says.

The whole idea is that sharethecaregiving is a
flexible model that provides caregivers with
strategies for meeting together and collaborating
on the patient’s care, she says.

“Caregivers meet and work together,”
Warnock says. “You can’t throw out the meeting
part because it won’t sustain if you do.”

The idea is that they will meet, share accom-
plishments, and develop bonds that are inde-
pendent of the dying person, she says.

Warnock says that sharing caregiving responsi-
bilities taught her that you have to take care of
yourself as a caregiver and you have to step back
to allow others to help.

Caregivers receive as much as they give
through the experience, she says.

“I learned I have so much strength that
[before] I didn’t know about,” Warnock says.
“I’m able to handle emergency situations now,
and I had never done this before.”

Some caregivers find that this is the way they
can use the nurturing that they might have used
with children, but haven’t used because they
never had children, Warnock adds.

“Everybody in the caregiving group learned
something,” she says.
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The caregiving group for Susan involved 12
women, including good friends, co-workers,
cousins, and others, Warnock recalls.

“People have a lot of support they sometimes
don’t think about,” she says. 

For example, among the people who have ben-
efited from the sharethecaregiving model was a
teacher whose students became caregivers.
Another person was in a jazzercise class in which
fellow jazzercise students got together to share
caregiving, Warnock says.

“It helps if people broaden the possibilities of
who they want to ask for help because sometimes
people you think you could ask will have an
issue of their own and can’t be in the group right
now, while someone else you hardly know will
step up to the plate,” Warnock says.

While caregiving is not a burden, it is a com-
mitment of a certain amount of time every week,
Warnock adds.

One of the biggest benefits is the friendship
that develops between caregivers: “The care-
givers were all smart, talented people, and we
were all thrown together to help her, so we went
from acquaintances to people whose opinions I
have great regard for,” Warnock says.   ■

New requirements for
fraud, abuse compliance
Elizabeth E. Hogue, Esq.
Burtonsville, MD

The Deficit Reduction Act (DRA) was signed
into law by President Bush on Feb. 8, 2006.
The DRA contains new requirements

intended to reduce Medicaid fraud and abuse.

Home health agencies, private duty agencies,
hospices, and home medical equipment compa-
nies must meet new regulatory requirements as
early as Jan. 1, 2007. 

Specifically, the DRA requires providers that
receive $5 million or more in Medicaid funds
during a calendar year to educate employees
about false claims. As a condition of receipt of
Medicaid funds, the states must require
providers who meet this revenue threshold to do
all of the following:

Establish policies and procedures that include
detailed information about:

• The federal False Claims Act;
• Administrative remedies for false claims;
• State laws related to civil or criminal penal-

ties for false claims;
• Protection for whistleblowers under the fed-

eral False Claims Act and state laws governing
false claims;

• The role of whistleblowers in preventing and
detecting fraud and abuse in federal health care
programs;

• Providers’ mechanisms for detecting and
preventing fraud and abuse.

Providers’ employee handbooks must also
include specific information about:

• State and federal laws governing false
claims;

• Protections for employees who may become
whistleblowers;

• Internal policies and procedures used by
providers to help prevent fraud and abuse.

It also is important for providers to note that
compliance with the above requirements is a
prerequisite to receipt of reimbursement from
state Medicaid programs. That is, providers who
do not comply risk losing all Medicaid reim-
bursement, including reimbursement from
Medicaid waiver programs, as well as other
funding under state-administered federal health
care programs.

Non-compliance may result in retrospective
recoupments of Medicaid and other payments.

The above requirements also apply to all of the
provider’s independent contractors and agents,
not just employees.

Providers must be able to demonstrate compli-
ance through detailed documentation.

To date, providers have voluntarily imple-
mented Medicare/Medicaid fraud and abuse
compliance plans. The DRA makes compliance
plans mandatory for many providers.  ■
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Financial challenges requires
an attack on different fronts
Retention, information systems, productivity all related

(Editor’s note: This is the first of a two-part series that
will look at the financial challenges to home health agen-
cies. This month, we look at an overview of some of the
issues. Next month, we will discuss managed care con-
tracting and tips for handling the process successfully.)

When asked about financial issues that
affect their agencies, many home health
managers might talk about billing,

rejected claims, or collection of past due bills. In
reality, the key financial issues faced by home
health agencies are not always related to the dol-
lar amount tied to specific patients, episodes, or
visits, according to experts interviewed by
Hospital Home Health.

Retention and recruitment of staff, competi-
tion in the marketplace, productivity, and infor-
mation systems are all issues that affect the
financial success of any agency, says Steve Telles,
CPA, home health financial consultant with
Management Consulting Services in
Albuquerque, NM. Home health agencies also
are dealing with decreasing margins due to
increased costs, which include increasing salaries,
at the same time they face decreasing reimbursement,
he adds. 

A new issue that many agencies are now facing
is managed care contracting, says Telles. “We are
seeing increased penetration of managed care in
states that have not always been high managed
care markets,” he says. “California has always
had a high managed care penetration, but in
Albuquerque one year ago, managed care repre-
sented 30% of the market,” he points out. 

The tough part of improving an agency’s
financial performance is that you can’t point to
just one issue and say, “If I improve in this area,
we’ll be successful,” Telles says. “All of the issues
affect each other, so it is important to recognize
how they are connected.”

One of the first ways to identify areas you can
improve is to create reports showing how you are
performing in different categories, says Telles.
Productivity reports can help you evaluate
staffing, scheduling, costs, and employee per-
formance, he says. 

Not only will good reports help you address
areas that need improvement but, before you can
approach managed care companies with con-
tracts, you must have a good understanding of
your costs to provide services, points out Sherl
Brand, RN, BSN, CCM, president and CEO of
the Home Care Association of New Jersey. “You
must know the costs of your services in order to
evaluate the fees first offered by the managed
care company,” she says. “You also need to be
able to explain your costs for all services, includ-
ing disease management programs and special
populations.”

While there are many information technology
systems that provide the reports a home health
managers needs, Telles says that one of the biggest
mistakes home health managers make is to change
systems when it is not necessary. “Don’t buy a
new system because it seems to have more bells
and whistles than the program you now have,” he
says. “Often, the software you have can produce
the reports you need,” he points out. Before look-
ing at a new system, check with your vendor to
make sure that you are using all of the capabilities
of your system, he suggests. “Invest in training for
your staff, and find a user group that can help you
find out how to produce the reports you want.”

If you do decide that you need to upgrade your
information systems, be sure you define your
expectations and needs before you begin shop-
ping, recommends Telles. “Know what you want
to accomplish so that you can make sure the sys-
tem you purchase can meet your needs,” he says.

One thing to keep in mind as you become
more active with managed care contracting is the
need to maintain updated information on a wide
range of contracts, Brand points out. Your infor-
mation system should be able to define parame-
ters of coverage, as well as special stipulations in
each contract, such as an agreement to see the
patient within a certain numbers of hours after
the referral, she says. Make sure that your current
information system, or any new system, can han-
dle these requirements, she adds.

Remember that a good information system will
also improve productivity by providing adminis-
trative support to staff members, says Telles. If you
can free nurses’ time by reducing the time it takes
to complete OASIS and other forms, then they can
spend more time on patient visits, he points out.

Private duty services may also provide an
agency with another revenue source, says Telles.
“The challenge with private duty is finding the
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staff to handle the patient care,” he says. You can
use productivity reports to identify staff members
who may not perform well in a more regulated
Medicare service but are quite capable of provid-
ing private duty services, he suggests. “Good pro-
ductivity information will help you manage your
staff schedules effectively and keep employees by
placing them in appropriate positions,” he adds.

Another challenge for home health agencies are
the changes in state Medicaid programs that focus
on lower costs that may require use of nonclinical
personnel to provide care typically provided by
clinical personnel, says Telles. “It is essential that
home health agency managers be involved in
efforts to lobby state agencies,” he says. “Do not
rely only on your state associations, be involved
in their efforts because your funding is affected by
the outcome of those efforts,” he says.

While there are many pessimists who talk
about the financial picture for home health, Telles
is more optimistic. He says, “Agencies need to
focus on outcomes and invest in their staff with
excellent training. There are challenges but they
can be overcome.”  ■

Initiatives aim to enhance
patient communications
AMA, NIH announce programs

Areport offering guidelines to help health care
organizations ensure effective, patient-cen-

tered communications with patients of diverse
backgrounds has been released by the American
Medical Association (AMA) Ethical Force Program.

Hospitals can use the report to identify areas of
strength or weakness and focus resources where
needed, according to a statement from the pro-
gram, which is field-testing an organizational
self-assessment toolkit based on the report.

The report separates organizational perform-
ance into six main areas and three sub-areas.
Quality improvement efforts to promote patient-
centered communication could focus on any or
all of these interrelated areas, which include:

• understand your organization’s commitment;
• collect information;
• engage communities;
• develop workforce;
• engage individuals;

• sociocultural context;
• language;
• health literacy;
• evaluate performance. 
It lists a number of specific, measurable expec-

tations for performance in each of these areas —
more than 50 in all. 

The AMA’s Institute for Ethics and Health
Research and Educational Trust, an affiliate of the
American Hospital Association, is conducting the
program’s initiative on patient-centered commu-
nication. More information is available at
EthicalForce@ama-assn.org.

In another effort aimed at enhancing patient-
provider communication, the National Institute
on Aging, part of the National Institutes of
Health, has published a guide to help older
Hispanics communicate effectively with their
physicians and other health care providers.

The Spanish-language publication also helps
consumers choose a physician, prepare for an
appointment, work with an interpreter, discuss
sensitive health issues, and find additional infor-
mation in Spanish.

A national program recently announced 
by the Robert Wood Johnson Foundation is
designed to support hospitals in improving the
quality and availability of health care language
services for patients with limited English profi-
ciency (LEP). 

“Speaking Together: National Language
Services Network” has four goals:

• To improve communication between patients
with LEP and their health care providers.

• To work in partnership with hospitals to
develop models of high-quality language services.

• To develop useful measures in the area of
language services to enable hospitals to conduct
ongoing measurement of effectiveness and create
performance benchmarks.

• To encourage the spread of successful strate-
gies to increase language services within and
across hospitals and health systems.

The core component of the program is a 16-
month hospital learning collaborative aimed at
fostering shared learning and innovation among
participants. Sites selected to participate in the
collaborative will receive grants of up to $60,000,
as well as technical assistance and training using
measures developed by the national program
office (NPO). George Washington University
Medical Center will serve as the NPO for this
program.
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Eligible sites are non-federal, general acute-
care hospitals that have a minimum of 10,000 dis-
charges per year and serve substantial numbers
of patients with LEP. Hospitals must be operating
a language services program that involves on-site
professional interpreters.  ■

Speaking their language:
Crossing cultural barriers
Be familiar with 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 chal-
lenge for health plans, clinicians, and health
systems, and the job only is going to get more
challenging as the immigrant 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 limited 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 populations that they serve,
says Catherine Mullahy, RN, BS, CRRN, CCM,
president of Huntington, NY-based Options
Unlimited, a Matria Healthcare company.

This means that case managers should take 
an active role in improving 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 inter-
viewing training for its case management staff
and provides additional education through its
continuing education program, 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 prepared to deal with the health issue
and communications issues that arise when peo-
ple 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 cul-
ture means being flexible. You have to respect
their ideas and look for ways to meet their
needs that still respect their traditional medi-
cine. 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. 

“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 accompa-
nied 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
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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
understand the traditional beliefs of our
Hmong members 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.

There are a multitude of web sites and materi-
als that can help provide insight into diverse
populations, she suggests. 

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 materi-
als 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 mem-
bership 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 commu-
nicate, 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 trig-
gers for referrals to case managers. In the case of
the Vietnamese woman, the referral to case man-
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agement 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
interpreter present. She called the family with 
the help of an interpreter to remind them of
meetings.

The woman was afraid to go through
chemotherapy 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
Western 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.”  ■
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