
Major health care stakeholders 
collaborate on problems of elderly
Coalition addresses transition of care issues 

As the baby boomers age, creating a huge influx of Medicare
recipients, health care providers are going to be challenged to
provide coordinated care for the elderly as they move through

the fragmented health care system.
The National Transitions of Care Coalition, an organization represent-

ing 23 groups from throughout the health care spectrum, was formed in
2006 to address gaps that occur when patients leave one care setting and
move to another.

“Our health system often fails to meet the needs of the elderly patient
population during these transitions of care because there is little com-
munication across care settings or multiple providers. We firmly believe
that case managers are essential in establishing effective communication
for coordination of care between health care participants,” says Connie
Commander, RN, BS, CCM, ABDA, CPUR, president of Commander’s
Premier Consulting Corp. and immediate past president of the Case
Management Society of America (CMSA).

CMSA initiated the coalition and solicited support from the other
health care stakeholders. Commander and Nancy Skinner, RN, CCM,
president of Riverside Healthcare Consulting, represent CMSA on the
coalition.

In addition to case managers, the coalition includes physicians,
social workers, health care executives, representatives from The Joint
Commission on Accreditation of Healthcare Organizations, URAC, The
National Business Coalition on Health, organizations that advocate for
the aging, and representatives from the pharmaceutical industry.

“As patients transition from one part of the health care system to
another, barriers can impede communication or result in redundant or
conflicting information that can create serious issues for patients, their
caregivers, and their families. We are trying to put together an orches-
trated plan to reach across all venues of care so patients can make a
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seamless transition,” Commander says.
The coalition has developed workgroups to

address numerous serious health care issues that
occur when patients move from primary care to
specialty physicians; from the emergency depart-
ment to intensive care or surgery; or when patients
are discharged from the hospital to home, assisted
living arrangements, or skilled nursing facilities,
Commander says.

The overriding goal of the collaboration is to
facilitate a seamless transition from one treatment
environment to another for informed patients,
whether it’s acute care, rehabilitation, long-term
care, skilled nursing care, or home, Skinner adds. 

“To me, transition of care is a big, big problem

that we face in America. Health care truly oper-
ates in silos. Patients see a hospitalist in acute
care, then go back to their primary care provider
or a specialist and they don’t do a good job of
communicating with each other. Care is frag-
mented and that’s why transitions of care are so
important,” Skinner says. 

One workgroup is focusing on awareness and
education to increase the general knowledge of
problems associated with transitions of care and
to provide information to critical stakeholders,
including patients, caregivers, health care profes-
sionals, and government officials. 

Another group is focusing on health policy
issues and ways to improve care including the
possibility of enhanced reimbursement for transi-
tional care support and medical information shar-
ing between care settings.

The third workgroup is developing tools and
resources that can be used by health care profes-
sionals to improve communication between care
settings and reduce the risks associated with care
transitions.  ■ 

Program helps Medicare
members stay healthy
Holistic approach combines management

Medicare Advantage plan members are get-
ting help managing their chronic conditions

through Sterling Life Insurance’s care coordina-
tion program that combines disease management
and case management.

“We included the care coordination program
when we developed the Medicare Advantage
plan as a way to help us attain our goal of pro-
moting quality care,” says Sandy Harnden-
Warwick, PT, MPT, GCS, CCM, manager of
medical management for Sterling Life Insurance.

Sterling was the first company to offer seniors
a private fee-for-service Medicare Advantage
option. One product offered by the Bellingham,
WA-based insurer covers members in 33 states
while another product has members in 42 states. 

Sterling encourages voluntary participation in
the company’s telephonic care coordination pro-
gram, which provides  program services to
members with chronic conditions and those who
need assistance during major acute-care episodes,
including strokes, heart attacks, or surgery.
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The program offers a combination of case man-
agement and/or disease management depending
on the enrollees’ needs.

“We take a holistic approach to case manage-
ment and disease management. Members in the
Medicare population often have multiple comorbid
conditions, yet each individual is unique with spe-
cial problems and concerns,” says Joanne Allison,
RN, CCM, PA-C, supervisor of care coordination.

The care coordinators are all registered nurses,
with experience in multiple areas in the case
management field and an average of 26 years’
experience. 

“What is unique about our program is that we
don’t have nurses who do case management and
others who handle disease management and
transfer the member from one nurse to the next.
The reason our program works so well is the con-
tinuity of care and the trusting relationship that
develops between the enrollee and the nurse,”
Allison adds.

24-hour advice line

A 24-hour-a-day, seven-day-a-week nurse advice
line is another key component of the program. 

“Twenty-four hour access is important for this
population because in many cases, their support
structure may be on the decline and their resources
limited. Many seniors are reluctant to call their chil-
dren because they don’t want to bother them. It’s
important for enrollees to have someone they can
call with questions,” Harnden-Warwick says.

The insurer identifies prospective members in
a variety of ways including voluntary health risk
assessments completed at enrollment, hospital
admissions, claims data, and referrals from the
nurse advice line.

Potential referrals are reviewed by the plan’s
medical intake RN. If a member is eligible, he or
she receives a mailing or a telephone call explain-
ing the program.

“It’s a voluntary program and even if the
enrollee isn’t interested in the beginning, they
often remember the program and contact us. Self-
referral is one of our primary sources of refer-
rals,” Allison says. 

When the member enrolls and gives his or her
consent to participate, the case is assigned to a
nurse care coordinator who conducts an in-depth
assessment that includes the patient’s medical
condition and social issues. The case manager
talks with the member to identify what issues the
enrollee wants to tackle first.

The nurses have been trained in motivational
interviewing techniques and how to assess readi-
ness to change.

“We help the patients move from where they
are to the goals we ultimately want them to
achieve. We let them direct the process as much
as possible,” she says.

For instance, if a patient has always been a
smoker and says he has no intention of quitting,
the case manager will work on other goals.

“We give them choices and offer directions. They
may not know what they want to talk about today
but they react better when they have a choice and
control over the conversation,” Allison says. 

The nurses are well-versed in working with
patients with multiple conditions. They have
access to web sites and other materials as well as
trading ideas with each other.

Members with diabetes have the opportunity to
participate in a focused health coaching program
that includes specific educational modules. The
care coordinators working with the diabetic popu-
lation call their clients every two weeks for the
first eight weeks and monthly after that and work
with them to keep the condition under control.

“They get the same care management services
as the other enrollees in addition to the diabetes
focus,” Allison says.

The case managers give members the education
they need to talk to their physician and encourage
them to address their concerns about medication
and other issues with their physicians. 

“We are here to support the physician’s plan
of care, not to tell the physicians how to do their
job. We give the member the educational back-
ground they need to self-manage their condi-
tions,” Harnden-Warwick says.

The care coordinators work closely with the
local agencies on aging, finding out resources that
are available in the community, such as Meals on
Wheels or organizations that loan durable medical
equipment to seniors. 

The case managers ask questions to determine
home safety, what kind of support the enrollees
have in the home or in the community, and con-
duct a depression assessment. The assessment
gives the care coordinators an indication if a mem-
ber may need help with household chores or meal
preparation or may need transportation assistance
or help from other community programs.  

“Members share what they don’t have during
the interviewing process. Because of their clinical
knowledge, our case managers know what the
seniors need and take it from there,” Harnden-
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Warwick says.
“We take pride in the fact that we have identi-

fied community agencies that can help our mem-
bers. We think of ourselves as private detectives.
Our nurses love to find new resources and share
them with their colleagues,” she says.

In many cases, the care coordinators spend
time addressing the member’s lifestyle and social
service needs before they begin helping the mem-
bers manage their chronic conditions.  

“Each person has individual needs and con-
cerns and some members are having difficulty
with day-to-day survival. Until their initial con-
cerns about basic needs, such as food and safety,
are addressed, we can’t address other areas,”
Harnden-Warwick says.  ■

Plan helps Florida seniors
manage multiple meds
Goal is to reduce complications, hospitalization

Medication management is a major challenge
with the Medicare population. Many are on

multiple medications. They forget to take their
medicine or get confused about what pill to take
when and whether they should take it with or
without food. Some have visual problems or low
literacy levels and can’t read and understand the
labels.

That’s why Sterling Life Insurance Co. imple-
mented a voluntary medication education program
for its Medicare Advantage private fee-for-service
members in 2006 with a goal of reducing complica-
tions and hospitalizations that occur when pre-
scription drugs are taken incorrectly.

“Medication management is very complicated
for this population. Our members in the program
average five to 15 medications a day and some
are taking as many as 28,” says Joanne Allison,
RN, CCM, PA-C, supervisor of care coordination.

When individuals agree to participate in the
program, the nurse care coordinators contact them
by telephone and get a list of all the prescription
medicines, over-the-counter preparations, herbal
remedies, and supplements the member is taking.

The case managers ask the members to bring
all their medications to the telephone and read
the labels.

“It is important that the care coordinators get
an accurate and complete medication list so they

take extra time to ensure that all medications are
accounted for when they are gathering the infor-
mation,” says Sandy Harnden-Warwick, PT,
MPT, GCS, CCM, manager of medical manage-
ment for Sterling Life Insurance.

The list includes non-prescription medications
because some of them react adversely with pre-
scription medications, Allison adds.

“When we explain to the members that the
supplements they are taking may interfere with
what their physician is prescribing, they are more
likely to give us the list of all their medications,”
she says.

The case managers use a software program
that cross-matches medications to see if any of
them interfere with each other.

The case managers fax a copy of the members’
medication lists to the primary care physician to
verify that the information the member gave
them is correct. They send the members educa-
tional materials about all of the items on the med-
ication list.

When they make follow-up calls to the mem-
bers, the care coordinators discuss the reason
each medication was prescribed, how it should be
taken, and go over potential side effects. 

They ask questions about compliance such 
as: Do you stop the medication when you feel
better or feel worse? Do you use someone else’s
medication? Do you have problems getting your
medication?

They encourage the members to talk to their
physician about their medications if they have
questions or concerns. They identify barriers to
medication compliance and help the member find
solutions. For instance, if members can’t afford
the medicine, the care coordinators will suggest
that they talk with their doctor about generic
drugs or help them identify resources that can
assist with the cost.

When members appear to have serious prob-
lems understanding their medication regimen,
the Sterling case managers identify someone in
the community — a pharmacist or nurses in a
doctor’s office — who help the members learn to
manage their medication. 

In some cases, they identify someone who can
actually go into the members’ homes and set up
the medication for them.

“Our philosophy is that better-informed con-
sumers make better choices. With the case man-
agement process, we work to provide education
that will facilitate better care,” Harnden-Warwick
says. ■
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Community-based care helps
Florida seniors stay healthy
Three-year pilot program is part of CMS initiative

Ateam approach by community-based person-
nel from Green Ribbon Health is helping

chronically ill Medicare participants learn to
manage their conditions, improve their health,
and preserve their independence. 

Green Ribbon Health is a joint venture of
health insurer Humana and pharmaceutical com-
pany Pfizer.

It’s too soon for outcomes in the three-year
pilot program, named Medicare Health Support,
being conducted for the Centers of Medicare &
Medicaid Services (CMS), but anecdotal informa-
tion and patient satisfaction data indicate that the
program is very successful, says Jean Bisio, RN,
CEO of Green Ribbon Health. 

The organization received the “Gold Angel
Award” from Elder Care Advocacy of Florida for
its services to seniors through its model of health
support.

CMS randomly chose about 20,000 Medicare
fee-for-service beneficiaries with either complex
diabetes or congestive heart failure or both to
participate in Green Ribbon Health’s pilot pro-
jects. The project is one of eight Medicare health
support project pilots selected by CMS.

The seniors selected by CMS live in nine coun-
ties in central or southwestern Florida. They were
required to be in a Medicare fee-for-service plan.
Seniors with end-stage renal disease or who were
receiving hospice care were eliminated because
they were eligible for other programs that
addressed those issues, Bisio says.

The care of participants is managed by a team
that includes personal nurses who work with the
participants over the telephone; field care man-
agers who work with the beneficiaries in person,
in the home, at the doctor’s offices, or in nursing
homes or hospitals; and community health work-
ers, who help conduct community seminars on
chronic disease and work behind the scenes
researching and setting up community services
when needed. 

All of the Green Ribbon Health staff who work
with the beneficiaries are based in the commu-
nity. The organization has offices in Florida in
Tampa, Clearwater, Venice, and Ft. Myers. 

The personal nurses are RNs and serve as the

clinical quarterbacks of the care management team,
developing a close relationship with the beneficia-
ries and working with the rest of the team to make
sure all the needs are met, Bisio says.

Field care managers are either registered
nurses or master’s-prepared social workers who
spend most of their time in the field, conducting
face-to-face interventions with participants.

The community health workers are not clini-
cians but many have degrees in related fields,
such as health education or social work. They
may have a chronic disease themselves and have
it under control or they may have experienced
caring for someone with a chronic disease.

The program is designed to address three
major issues that the Medicare fee-for-service
population faces: fragmentation and access to
care, cost of care, and quality of care, Bisio says.

The purpose of the program is to improve
health outcomes from a clinical perspective; to
preserve the senior’s independence, allowing
them to stay in their homes; and to reduce health
care costs to CMS for Medicare fee-for-service
beneficiaries.

“People in this age group don’t have just one
issue. They have many issues. We put together a
model that is very different from traditional dis-
ease management. Our model takes a holistic
approach to managing the care of this popula-
tion,” Bisio says.

The program is individually focused and
addresses a broad range of needs in addition to
participants’ medical needs. These include safety,
financial and cognitive issues, and functional
needs.

“A cookie-cutter approach would not be effec-
tive. We assess each person’s individual needs
and address those,” Bisio says. 

Another component of the program is helping
participants learn about and access the resources
that are available in their communities.

“There are people who can’t get to the doctor
because they don’t have transportation or who
are not eating properly because they don’t cook
but they have diabetes and have special dietary
needs. We help them access agencies that provide
transportation and arrange diabetic meals on
wheels,” she says. 

Green Ribbon Health communicates with the
seniors’ providers, coordinating the care the par-
ticipants receive and supporting the physicians’
treatment plans.

“With Medicare fee-for-service, there is no gate-
keeper. There is not an electronic medical record
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across providers so that Dr. Smith knows that Dr.
Jones is also treating the patient. The provider
piece is extremely important in helping avoid the
problems that occur when people take multiple
medications or have the same treatment more
than once from different physicians,” Bisio says.

Members may call a personal nurse 24 hours a
day, seven days a week.

“Round-the-clock access is very important in
this population, particularly if they live alone or
don’t have access to caregivers. With certain
types of diseases, especially those involving cog-
nitive issues, night can be a difficult and scary
time,” Bisio says.

Each beneficiary works with the same personal
nurse over and over.

“With this population, it is very important to
develop a trusting relationship and that doesn’t
happen when they talk to a different person
every time,” Bisio says.

A participant’s particular personal nurse may
not be available at 3 a.m. but she will follow up
the next day, she adds.

The personal nurses stay in touch with the par-
ticipants on a regular basis, depending on their
needs, according to Kate Marcus, RN, MS CPHQ,
a personal nurse coach in Tampa.

“We may call someone as frequently as twice a
week or as infrequently as every three months. It
depends on the acuity of a patient. If we have a
participant who has his diabetes under control
and plays golf several times a week, he doesn’t
need as much help as someone who is struggling
to manage his condition,” Marcus says. 

The personal nurses assess the participants on
their understanding of their disease and how to
manage it. For instance, with congestive heart
failure patients, they determine if the participants
have a scale, if they weigh themselves regularly,
if they understand why they are weighing them-
selves, and if they know what to do if they have
gained five pounds.

“We talk about functionality and their ability
to move around. Preventing falls is as important
as checking the Hg A1c regularly,” Marcus says.

The nurses educate the seniors about their lab-
oratory values, what they mean, and the impor-
tance of keeping them at a certain level. 

They assess psycho-social needs, such as help-
ing with housework or if there is someone in
their home or the community who can take care
of them if they get sick.

“We communicate with family members
around the country on a regular basis. We alert

them if there is a change in status and work with
them to find a solution,” Marcus says.

The personal nurses conduct telephone assess-
ments of participants’ health on a regular basis.

“Health status changes frequently with people
this age, particularly when they have a chronic
condition,” Marcus says.

For instance, a senior may report that her
spouse had a stroke and can no longer care for
himself. The personal nurse calls on the field care
manager to visit the home and help the family
decide what level of care is needed.

“We support the family through the entire
decision-making process and help them gain
access to the resources they need,” Marcus says.

When appropriate, the personal nurses can call
on the field care managers to visit with the bene-
ficiaries in their home, the hospital, a nursing
home, or a doctor’s office to make a more com-
prehensive, face-to-face assessment than is possi-
ble over the telephone.

“When the field care mangers go into some-
one’s home, they can find out a lot more about the
situation than the personal nurse can over the tele-
phone. They may open the refrigerators and see
what type of food is there, or in some cases, that
there is no food or inappropriate food,” Bisio says.

The personal nurses may ask for a home
assessment if they pick up on a cognitive impair-
ment, if a senior seems to be concerned about
multiple medications, or if they need instruction
on how to test their blood sugar level.

The field care managers visit the home, paying
special attention to environmental and safety
issues. By observing the participants, they are
able to conduct more thorough functional, cogni-
tive, and psychological assessments than over the
telephone.

“Those eyes are very important. They can tell
the personal nurse something over the phone and
when the field care manager gets there, it’s not
what they see,” Bisio says.

When needed, the field care managers give in-
home caregiver training, as well as education and
support for people with chronic illnesses. 

The personal nurse may send field care man-
agers into a facility to work with family and care-
givers of a patient with end-stage Alzheimer’s
disease.

“They may make sure a participant has an
appropriate treatment plan if they are in a long-
term care facility and make sure that it is being
followed. They educate the participant and fam-
ily on advanced directives, end-of-life issues, and
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hospice,” Marcus adds.
The field care managers work with the care

management nurses at hospitals and post-acute
facilities to make sure that the patient is discharged
to a safe place, that there is a caregiver in the home
or community, that home modifications are com-
pleted, and that durable medical equipment is in
place.

“The field care managers ensure that there is a
smooth discharge and that the patient will be safe
at home. We don’t want them to be unable to
manage at home and have to be readmitted,”
Marcus says.

The community health workers provide sup-
port for the field care managers by researching
how beneficiaries can access community resources
for services or equipment that Medicare doesn’t
cover. For instance, they may research how to get
grab bars and ramps built and what community
agencies will provide funding. 

They provide group classes on living with
chronic illnesses in churches, senior centers, or
other locations throughout the community. 

The three disciplines in Green Ribbon Health
work as a team. 

For instance, the field care manager may deter-
mine that the senior needs a certain type of
durable medical equipment and report back to
the personal nurse who contacts the physician’s
office to make sure orders are in place for the
equipment. 

The community health worker does research
on where to find a specific type of equipment. 

In another example, during a workshop for
seniors, the community health worker may deter-
mine that a participant has just started on a new
medication and doesn’t understand how to take it.  

When the personal nurse gets the information,
she calls the participant to discuss the medication
and to answer any questions. If needed, the per-
sonal nurse may call the senior’s physician to
clarify the medication order.

The personal nurse will request that a field
care manager make a home visit to provide the
senior with education about his or her medica-
tion if she encounters barriers that make it diffi-
cult to provide the education over the telephone.

Some of the participants in the program are
snow birds, who spend several months a year in
Florida, then return to their homes in the north.
The personal nurses continue to follow them
when they return to another state and call on the
community health workers to research what is
available in those communities.  ■

Simple test can prevent
pneumonia after a stroke
Aspiration is main pneumonia risk in stroke victims

Millions of dollars and several hundred thou-
sand lives could be saved if more hospitals

followed a simple best practice — the swallow
test — for stroke victims, assert researchers in a
new study in the journal Neurology.1 Aspiration,
note medical experts, in the main pneumonia risk
is stroke patients.

A research team from MetroHealth and Case
Western Reserve University in Cleveland and led
by Irene Katzan, MD, MS, assistant professor of
neurology at the Cleveland Clinic and MetroHealth
Medical Center, reviewed local hospital records of
11,286 stroke patients admitted between 1991 and
1997. They found that 5.6% of those patients devel-
oped pneumonia, which tripled a patient’s chance
of dying within 30 days, and was linked with a
greater need of extended care after discharge and a
greater chance of re-admittance for complications.

In addition, the study reports that the typical
case of pneumonia costs about $15,000 per
patient. With an estimated 500,000 such patients
nationwide per year, the annual cost would be
near $459 million, the authors asserted.

While the study did not specifically determine
if the swallow test was given, “other studies done
largely pre- and post-implementation of the
[swallow test] protocol have shown that imple-
mentation of such a systematic protocol can
reduce pneumonia by 50%; one even showed a
100% reduction,” asserts Katzan.

This particular study, she notes, is part of a
larger data initiative to look at the care provided
under Cleveland Health Quality Choice on six
diagnoses, including stroke. “My background is
stroke, and pneumonia is one of the most fre-
quent serious complications after stroke,” she
explains. “We are doing a fairly large study eval-
uating the predictors [of stroke] and the best
ways to prevent it. This was a supplemental
study evaluating pneumonia occurring after
stroke.”

The study on cost was designed to uncover the
incremental costs that hospitals absorb when
stroke patients develop pneumonia and require a
lengthier hospital stay, she continues. “DRGs like
stroke get a certain reimbursement no matter
what testing is issued, so when any patient that
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goes above [the per diem rate] it is absorbed by
the hospital,” Katzan notes.

Improving poor performance

While the swallow test is a recognized best
practice and easy to perform, “it is documented
to occur in discouragingly low levels” in hospi-
tals, notes Katzan. 

Why?
“The hospitals have a lot to deal with [with

stroke patients] and this is one of the systematic
things that is hard to do in all places at all times,”
Katzan observes, ”but it is clearly a best practice.”

Still, when a stroke victim comes in at 2 a.m.,
or sits in the ED for eight hours, “the test may not
get done,” she concedes. Nevertheless, she says,
“there is an increased awareness of the impor-
tance of doing this test, and over time I suspect
the screening will be done more frequently.”

Standardized orders

What processes can be put in place to improve
the regularity with which this test is done? “You
should first of all have standardized orders that
include the swallow test, so things are less able
to fall through the cracks,” says Katzan. “The
other thing is, as new nurses come on, as part of
their training, it should become one of the stan-
dards of care.” For a nurse with 10 years’ experi-
ence, she notes, doing the test regularly might
represent a change in practice. “But if you learn
this when you join the staff, it will just be seen as
‘the way it is.’” As for veteran staffers, “in-ser-
vices are absolutely necessary, because nurses
have so much to watch and deal with,” Katzan
asserts. 

Several initiatives are currently in place to
help quality professionals and hospital staffs
optimize this practice, notes Katzan. One is the
American Heart Association’s “Get with the
Guidelines,” and the other is the Physician
Quality Reporting Initiative (PQRI) of the
Centers for Medicare & Medicaid Services
(CMS). “Screening for dysphasia is one of eight
stroke quality indicators that is part of a set of
PQRI measures being used this year, and that
puts dollars behind [compliance],” notes
Katzan. 

In terms of determining whether your staff are
following the standardized order set, she recom-
mends “auditing [the charts for] a subgroup of
patients to see whether it was done and docu-

mented prior to oral intake, which includes oral
medication.” For example, she notes, “A nurse
might give a stroke patient aspirin without
checking their ability to swallow — which is
now one of the quality measures. The bar is
becoming much stricter with CMS, and it is mov-
ing higher.”

The direct “take-home” of this study for qual-
ity managers, says Katzan:

“Is that the cost of pneumonia care is signifi-
cant; not only does pneumonia increase the risk
of mortality and have negative effects on morbid-
ity, but it is costly.” Ancillary data from other
studies, she emphasizes, suggest that such pneu-
monias are preventable, “and screening for dys-
phasia is one of the simple, basic ways to reduce
pneumonia.” 

[For additional information, contact: Irene
Katzan, MD, MS, Assistant Professor of Neurology,
Cleveland Clinic and MetroHealth Medical Center,
Cleveland, OH. E-mail: ikatzan@metrohealth.org.]  

Reference

1. Katzan IL, Dawson NV, Thomas CL, Votruba ME, 
and Cebul RD. The cost of pneumonia after acute stroke.
Neurology 2007; 68:1,938-1,943.  ■

Telehealth helps hospital
cut readmissions by 75%
New approach to heart failure saves money

Fuqua Heart Center of Atlanta (GA) at
Piedmont Hospital has used telehealth tech-

nology to significantly reduce the rate of hospital
readmissions for heart failure patients. Data col-
lected by the facility show that hospital readmis-
sion 30 days after discharge for heart failure
patients in the program was 75% lower than for
patients not in the program (a 1.45% readmission
rate vs. a 5.85% readmission rate.)

“Heart failure is a very expensive population,
and they tend to come to the hospital a lot,” notes
Jennie Mattia, RN, CCRN, CPHQ, manager, car-
diovascular quality and heart failure disease
management for the Fuqua Heart Center. “The
majority of hospitals lose money for every heart
failure admission, so institutionally you should
be looking at what your margin is,” she says. It’s
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not that it will necessarily make a tremendous
impact on the bottom line, she adds, “but stream-
lining your process and paying close attention to
care on the outside can prevent readmissions —
which we did.”

Long time commitment

Piedmont, notes Mattia, has a long history of
commitment to care of chronic conditions. “In 
the mid-90s we really started looking at disease
states, aligning their care in the hospital, and at
ways to funnel patients to appropriate outpa-
tient resources,” she says. “Because it is such a
financial burden, you want to be able to handle
heart care as efficiently and cost-effectively as
possible.”

They began with two advanced practice
nurses going to the homes of patients who had
been identified as high risk, and who had been
cited by their primary care physicians as good
candidates for outpatient management. “This
was effective; we took the gains from that and
then asked how we could increase intensity of
service and geographical reach,” says Mattia,
noting that by using the nurses for home visits
they could see perhaps two patients a day per
nurse. 

“That led us to explore telehealth in 2001-
2002,” says Mattia, who notes that the initial ven-
ture was PC-based, using Internet access and a
video camera. “We took the PC out, showed
patients how to use it, and hooked up the video
cam in our office,” she recalls. The nurses would
ask the patient, for example, to point down to
their feet to see if they were swollen. “Then, we
could call the doctor and tell them what was hap-
pening,” she adds. 

Limitations noted

However, Mattia points out, this approach also
had limitations. “If the patient was not computer
literate, it would not work,” she says. “So we had
to triage who would and who would not get the
service.” 

By mid-1993, says Mattia, it became very clear
the PC-based program was not working well
enough. “We had five computers; they were cum-
bersome, and most patients who needed help
couldn’t work with the computers because they
were either not skilled enough or not well
enough,” she recalls.

Mattia and her staff started to investigate a

more user-friendly approach, and came across a
company called WebVMC in nearby Conyers,
GA. “Their product is a tiny box that sits on a
table; you plug in a blood pressure monitor, a
scale, a phone line, and a power plug,” she
explains. “It uses a touch screen, so you do not
have to be computer literate to use it.” All of the
data go to a secure server. “We can access the
information from wherever we are with Internet
access,” says Mattia. 

One of the hallmarks of this program, she con-
tinues, is that the patient has to do something in
order for the program to work. “We have to teach
them how to effectively self-manage their condi-
tion, and it is their tool, and their responsibility to
get us the information,” she explains.

If the nurse has not heard from the patient in a
couple of days they will give them a call. “We
might say something like, ‘You are consistently
not weighing yourself on Monday; what are you
doing on the weekend you do not want us to
know about?’” Mattia explains. “We don’t let
them go stagnant for very long.” 

Assessing the value

Mattia is certain of the program’s value,
although she has not formally calculated its
return on investment. “We didn’t have to; this is
part of the hospital’s commitment to disease
management,” she explains.  

Nevertheless, she adds, “it’s not tremendously
expensive in the scheme of things, and the cost is
certainly reasonable for the product we are get-
ting.” She says there is an ongoing monitoring fee
based on patient utilization, and the hospital pro-
vides it to the patients free of charge.  

Still, she insists, the program is “absolutely”
beneficial from the hospital’s perspective in terms
of geographic reach alone. “It allows more effi-
cient use of nurses’ time,” Mattia explains. 

Piedmont has ordered a total of 70 monitors,
having brought 45 on board initially (about a year
ago) and then adding others later in the year. 
“We were almost instantly able to impact the
number of patients we were able to interact with,
so instead of a population of 40 people we could
actively manage we were able to go to 100 —
monitor them remotely, and know they were
OK,” she says. “We know who the problem peo-
ple are, and we can prioritize their care.”

It also has helped workload efficiency, Mattia
notes. “We refer these people who are inpatients
for outpatient disease management by protocol,”
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she says. “We have been able to impact ED visits
as well as hospital admissions because, for exam-
ple, they can get the same IV on an outpatient
basis.”

This approach, she adds, is also “A tremendous
patient satisfier — the patients do not want to go
to the hospital, and we are able get better man-
agement on an outpatient basis.”

Through the program, the hospital also is
able to get the patients on optimal therapy
much faster than it would if they were using a
standard approach, Mattia asserts. “Typically a
patient is discharged from the hospital, has a
follow-up visit with their cardiologist in two
weeks, then comes back in a month, and sees
very slow, incremental changes,” she notes.
“This way, we are able, for example, to monitor
their response to the meds we give and scientif-
ically and quickly adjust them to the appropri-
ate levels the patient needs.”

[For more information, contact: Jennie Mattia,
RN, CCRN, CPHQ, Manager, Cardiovascular
Quality and Heart Failure Disease Management, 
The Fuqua Heart Center at Piedmont Hospital, 1968
Peachtree Road NW, Atlanta, GA 30309. Phone: (404)
605-5000.]  ■

Study to help predict 
costly pressure ulcers
OASIS data will help with early intervention

The cost of treating pressure ulcers is estimated
at $9 billion per year and the cost for care for

home health patients with pressure ulcers is 36%
more than the cost of caring for home health
patients without pressure ulcers.1 One of the
reasons for the increased cost is increased need
for nursing visits: Patients with pressure ulcers
require between one and two more nursing visits
per week.2

“Add the cost of treating pressure ulcers in the
home to the cost of re-hospitalization that many
pressure ulcer patients receive, and this is defi-
nitely an issue to which home health agencies
should pay attention,” says Sandra Bergquist-
Beringer, RN, PhD, CWCN, assistant professor,
School of Nursing, University of Kansas who is a
researcher on this topic. With re-hospitalization,
a key component of Home Health Compare and

a key factor in outcomes for pay for perfor-
mance, it is important to address pressure
ulcers before they develop or before they
become too difficult to treat in the home, she
says.

A collaborative study between Bergquist-
Beringer and Cerner BeyondNow, a Kansas
City, MO-based home care information technol-
ogy company, is designed to help home health
agencies predict which patients are most likely
to develop pressure ulcers. “If we can more
accurately identify patients at risk for pressure
ulcers, we can initiate prevention strategies 
at the beginning of care,” says Bergquist-
Beringer. 

A data extraction tool that relies on OASIS items
commonly associated with pressure ulcer develop-
ment has been developed and home health agen-
cies are being recruited to participate in the study.
“We begin data collection in the next year,” says
Kim Wipf, RN, BSN, CCRN, solution manager at
Cerner BeyondNow. Two agencies participated in
the pilot study and there are four agencies signed
up for the more comprehensive study, she says.
The only requirement for participation is the uti-
lization of BeyondNow software, she adds. The
goal is to collect information on 10,000 separate
patients with unduplicated admissions.

Data collected in this part of the study will be
used to develop more accurate prediction of pres-
sure ulcer risks and identify effective interven-
tions, says Bergquist-Beringer. “Pressure ulcers
are not only extremely painful but they lead to
other conditions such as depression, osteomyeli-
tis, cellulitus, and frequently, re-hospitalization,”
she adds.

Previous research has shown that urine or stool
incontinence, altered levels of activity, recent dis-
charge from an institutional setting, and functional
impairment are associated with pressure ulcer
development, says Bergquist-Beringer. “Although
the Braden Scale is often used to predict pressure
ulcers in an institutional setting, very few studies
have evaluated its effectiveness in home health,”
she adds. Her current study will see if use of
OASIS data, along with tools such as the Braden
Scale, is more effective. “We hope to identify other
factors that contribute to increased pressure ulcer
risk as well,” she adds.

“The unique aspect of this study is that it 
focuses only on home health,” points out Wipf.
Home health nurses will use their point-of-care
technology to input OASIS information and the
system will alert them to the patient’s increased
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risk for pressure ulcers, she explains. “The system
will also suggest appropriate interventions,” she
adds.

Traditional interventions for pressure ulcers
include:

• risk assessment upon admission;
• pressure redistribution, including the use of

support systems and regular turning of patient;
• improvement of activity and mobility;
• nutritional support;
• reduce friction; 
• improved education for patient and family.
Of these traditional interventions, nutritional

support is key to prevention and treatment of
pressure ulcers, says Bergquist-Beringer. While
all of these interventions can be effective, home
health agencies did not always apply them consis-
tently, she admits. 

Another item that Bergquist-Beringer will be
looking at during the study is identifying best
practices that can be shared with other agencies.
“If some agencies are successful at improving
nutritional support or achieving patient and fam-
ily compliance for repositioning, descriptions of
how they accomplished these successes will help
everyone,” she says.

Data collection for this study is scheduled to
last two years, with analysis of the data follow-
ing, says Wipf. This is a good time to focus on
pressure ulcer treatment, she says. “In previous
research, many agencies did not have policies
and procedures for thorough skin assessment,
but with OBQI and pay-for-performance
requirements, agencies are now developing
these strategies to prevent complications such
as pressure ulcers and re-hospitalizations.”

References

1. American Medical Directors Association. Pressure
ulcer prevalence and cost in the U.S. Population. JAMDA
2007; 8:B20.

2. Huang L, Rosati R, Ptaszek A. Utilization of skilled
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AHRQ launches 
on-line compendium 

As part of the Department of Health and
Human Services’ Value-Driven Health 

Care initiative, the Agency for Healthcare
Research and Quality (AHRQ) has launched a
compendium of health care report cards. It is
designed to provide health care report card
developers and researchers a range of models
on which to base future work. 

More than 200 report cards developed over
the last 10 years by various sponsors are in 
the searchable directory. Included are reports
on: dialysis centers, health plans, home health
providers, hospitals, physicians, behavioral
health, medical groups, and nursing homes 
in diverse parts of the country. Both print and
web-based report cards are available. 

The compendium is meant to serve as a col-
lection of models, not a data resource, so the
data in each report card are not considered up
to date (links are provided for on-line report
cards if current data are desired). 

Any organization that produces report cards
is able to submit its model to AHRQ for inclu-
sion in the compendium. Health care report
cards can be submitted at: www.talking
quality.gov/compendium/index.asp?mode=
submit.

The compendium is available as part of
AHRQ’s TalkingQuality web site, which provides
resources on how to talk to consumers about
health care quality: www.talkingquality.gov.  ■
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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. Fragmented care is one main reason transitions of care
are important, says Nancy Skinner, RN, CCM.
A. True
B. False

10. Which methods does Sterling Life Insurance use to
identify potential members for its care coordination
program?
A. Involuntary health assessments
B. Claims data
C. A & B
D. Just B

11. According to the study on swallow tests in Neurology,
how much does the typical case of pneumonia cost
per patient?
A. $15,000
B. $150,000
C. $1,500
D. $40,000

12. What are factors identified with an increased risk 
to develop pressure ulcers, according to Sandra
Bergquist-Beringer, RN, PhD, CWCN?
A. Incontinence
B. Altered level of activity
C. Functional impairment
D. All of the above

Answers: 9. A; 10. D; 11. A; 12. D. 

CEquestions
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RN, CRRN, CCM
Nurse Consultant

Ahrendt Rehabilitation
Norcross, GA
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CE instructions 

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

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

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com
Address: AHC Media LLC

3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA
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