
Spread the word about the impact case
managers have on patients, families
Keep business focus but keep in mind your influence on people

As the emphasis has shifted toward the business aspects of health
care, some case managers also have shifted their focus from the
positive influence they have on patients lives to the impact of

case management on the bottom line, Peter Moran, RN, C, BSN, MS,
CCM, asserts.

Recently elected the 17th president of the Case Management Society
of America (CMSA), Moran, an emergency room case manager at
Massachusetts General Hospital, wants to shift the focus so it is more
balanced between the business case for case managers and how case
managers help patients and families in difficult and stressful 
situations.

Moran is the first staff case manager and the first hospital-based case
manager to serve as president of CMSA, an international organization
with headquarters in Little Rock, AR, representing more than 10,000
members who work in the case management field. 

“When I started out as a case manager, case managers were focused
on the patients and how we could help them. Over time, that has been
considered a nicety but there has been more of an emphasis on return
on investment. As we struggle about how to justify case management,
more case managers are thinking with their business hats on,” he says.

Case managers still have to make a case for the business aspects of
case management but they need to start emphasizing how they impact
patients as well as family members, he adds.

“I understand about business and return on investment, but I never
forget in my daily practice that my reason for being a case manager is
that I believe I can impact outcomes and improve lives,” Moran says.

When case management directors talk to the CFO about instituting
new programs, they need to be able to show the return on investment
that case management initiatives bring about but they should balance it
with anecdotal information about how case managers positively impact
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patient-centered care, he adds.
“It’s not all about the money. We can have a

good return on investment by meeting patients’
needs. I never speak before any audience without
giving a patient story. As we tell the stories of
how we have helped patients, it brings us back to
reality that although we are in a business, we are
also dealing with people,” he says.

Case managers ‘have arrived’

Today’s case managers face challenges but also
new opportunities in the rapidly changing health
care environment, Moran says. “Health care is
truly at a pivotal point in history and case man-

agers are uniquely positioned to positively
impact the health care system and the clients we
serve. Case managers are no longer the best kept
secret in health care. We have arrived and we
need to embrace the spotlight and the opportuni-
ties presented to us so we can continue to
improve the care we give,” he says.

As president, Moran plans to reopen the
CMSA standards of practice for review and
updating.

“Case management is evolving and we need to
develop a new paradigm with fewer silos and
more collaboration across disciplines. In the past,
different disciplines have worked in their own
silos but everybody has a vested interest in the
patient’s outcome. In order for us to make
progress, every discipline working at every level
of care, must work together,” he says. 

CMSA has helped organize the National
Transition of Care Coalition and is collaborating
with other health care stakeholders on the panel
to develop ways to eliminate some of the prob-
lems that occur as patients move through the con-
tinuum of care.

“The multidisciplinary players at the table —
nursing, physicians, pharmacy, case managers —
are working with representatives from business
coalitions and citizens groups as well as organi-
zations like URAC, The Joint Commission, and
the Centers for Medicare & Medicaid Services
[CMS]. The various parties are looking to be col-
laborative in this effort. The coalition is not break-
ing down into turf wars. We are seeing a problem
and how we can address it,” he says.

The initiatives created by the coalition will be
helpful to case managers as they struggle with
providing continuity of care across the various
venues of care in the health care system, he adds.

Caseload calculator

A joint work group from CMSA and the
National Association of Social Workers (NASW)
has introduced the first draft of a case manage-
ment caseload calculator as the first step in devel-
oping a matrix to determine appropriate case
loads for case managers in a variety of settings.

“Caseloads are a problem that every case man-
ager struggles with daily. The Caseload Work
Group was created to establish guidelines that
case managers and social workers can use to help
determine what their caseloads should be. This
may not be the final answer but it’s a step in the
right direction,” he says.
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The caseload calculator is posted on the CMSA
and NASW web sites with a public comment
period that ended Sept. 17.

CMSA has another task force looking at the
potential for expanding the practice of reimburs-
ing physicians for medication adherence to other
disciplines, Moran adds.

“Currently, physicians may get reimbursed for
counseling a patient on medication and working
on medication adherence with patients but other
providers cannot. Many case managers work
with patients on medication adherence as part of
their care coordination routine. We are looking at
ways to get that reimbursed,” he says.

CMSA already has published case manage-
ment adherence guidelines that case managers
can follow to help their patients adhere to medi-
cation regimens and treatment plans, Moran
points out. In addition, the organization has
expanded those guidelines and included disease-
specific guidelines for diabetes, deep vein throm-
bosis, and cardiometabolic risk, with several
others under development, Moran says. The
guidelines are available in English, Spanish,
French, and Korean and can be downloaded 
for free from the CMSA web site.

Adherence ‘new buzzword’

“Adherence is a new buzzword and the
emphasis on it is going to grow by leaps and
bounds,” Moran says. 

The emphasis on medication adherence and
following evidence-based treatment plans gives
case managers opportunities to expand the ways
they improve patients’ lives and at the same time
challenges them to obtain new skills, Moran says.

“Medication reconciliation, although it is diffi-
cult to achieve within the hospital setting and in
provider settings, is one practice that can only
improve patient care as it cuts down on mis-
takes,” he says.

New skill sets will be required of case man-
agers in the future, Moran points out.

“We’re starting to see it in some programs now.
Case managers need to know how to make a
health literacy assessment and medication knowl-
edge assessment of patients. They need to know
how to assess a patient’s readiness to change and
need motivational interviewing skills,” Moran
says.

Case managers across the spectrum of care
already are working to motivate people to take
responsibility for their own health practices,

Moran points out. 
“Hospital-based case managers have to

address people who are hospitalized over and
over for the same condition. On the payer side,
there’s a financial incentive to help people man-
age their health,” Moran points out. 

Community-based physician practices, espe-
cially those with a capitation-type model for
reimbursement, also have an incentive to get
patients to improve adherence to the treatment
plan, he adds.

“For patients to follow plans of care based on
evidence-based best practices can only serve to
improve their health and the health of the nation.
Facilitating the flow of information will serve to
decrease unnecessary and expensive duplicate
services and expedite a return to health,” he says.

Moran challenges case managers to raise the
bar and refuse to settle for the status quo and to
find balance between the art and the business of
case management; between their work and fami-
lies; and between their work and finding the time
to take care of themselves, he adds.

“It’s an exciting time to be a case manager with
many challenges and opportunities before us. We
can both hide our head in the sand and try to
maintain the status quo or we can move forward,
embrace change, and grow and evolve to the next
level,” he says.  ■

Telephonic, face-to-face
interventions help seniors 
Special Needs plan focuses on four chronic diseases

Chronically ill Medicare beneficiaries are
learning to keep their disease under control

through Care Improvement Plus’s “Special
Needs” Medicare Advantage plan that includes
telephonic disease management and face-to-face
meetings with a nurse case manager.

The program provides individual disease man-
agement and case management for seniors in
Maryland, Georgia, South Carolina, Missouri,
Arkansas, and Texas, who have diabetes, heart
failure, chronic obstructive pulmonary disease,
and/or end-stage renal disease.  

Medicare beneficiaries with one or more of
those chronic illnesses are eligible to enroll in the
program, says Harry Leider, MD, MBA, chief
medical officer for XLHealth, the parent company
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of Care Improvement Plus.
“The big difference in this vs. a traditional

Medicare Advantage plan is that in addition to
covering hospitals, doctors, and other services,
this plan is created around the chronic diseases,”
Leider says.

The plan’s pharmacy benefit was designed
around the four chronic diseases and includes a
formulary specifically chosen for the diseases. For
instance, members have lower copays for certain
drugs used to treat the chronic diseases. The pro-
gram’s pharmacy benefit covers certain medica-
tions through the Medicare Part D “donut hole,”
the gap where most Medicare Part D benefits
require beneficiaries to cover the cost of their
medication. 

“We want our members to continue to take
their medicine and stay healthy,” Leider says.

Every member in the plan is assigned to two
nurses. One is a telephonic health coach who
helps the members learn to manage their care 
and educates them about their disease.

The other is a local field nurse who works with
the members face to face at Care Improvement
Plus screening centers located throughout the
community, or, if necessary, in the members’
homes. 

Care Improvement Plus started its Special
Needs plan in 2006 with a smaller service area of
just eight counties in Maryland. Since the plan
was expanded into additional states and counties
in 2007, enrollment has grown to more than
60,000 and is growing rapidly, Leider says.

Most of the members in the plan have more
than one chronic condition, says Cliff Madden,
RN, program manager of disease management at
the Baltimore screening center. 

The case managers, the disease managers, and
the telephonic health coaches all work from the
same computer platform and can share informa-
tion on members if needed.

“We believe that the case management and dis-
ease management functions are better embedded
in the community. Nurses who live in the com-
munity know the local resources and can help
provide beneficiaries with the local support they
need,” Leider says.

The health plan leases office space in shopping
centers and other locations in areas where there is
a concentration of members. The screening cen-
ters are located near public transportation and on
one level so the beneficiaries don’t have to climb
stairs when they visit.

When beneficiaries enroll in the plan, a non-

clinical person in the Baltimore call center calls
them and welcomes them to the program. Then
they get a call from a nurse who administers a
health risk assessment. The nurse gathers infor-
mation using a computerized program that struc-
tures the questions according to the member’s
diseases and responses. She collects information
about the member’s hospitalizations, medica-
tions, the names of their physician, psycho-social
or caregiver issues, and completes a screening for
depression.

The health risk assessment stratifies the mem-
ber’s level of severity and determines whether he
or she is appropriate for a disease management
program or needs a more intensive case manage-
ment program. Members receive regular coach-
ing calls from the call center nurses at a frequency
that is dictated by their risk score. The field
nurses try to get all members in at least yearly for
a face-to-face visit.

“Case management tends to be for the more
complex patient with multiple problems. These
are high-cost individuals with psycho-social
issues who need a custom plan,” Leider says. 

For instance, if a beneficiary is a diabetic who
has had a stroke, been hospitalized frequently,
has family financial problems, and is being
treated for depression, he or she would be placed
in the case management program. 

On the other hand, a member with heart fail-
ure who is taking an ACE inhibitor and a beta-
blocker and is watching his diet and salt intake
and weighing himself daily may be more appro-
priate to be monitored by a disease management
nurse who works with the physician to prevent
complications by following well-established evi-
dence-based plans of care.   

Members with higher risk scores receive more
frequent telephone calls and are strongly encour-
aged to see the local field nurse for a face-to-face
visit.

Those at a lower risk also get telephone calls
and educational materials in the mail and are
asked to come in to the screening center once a
year, Madden says.

If the member lives in an area served by a
screening center, the nurse transfers the member
to the screening center’s secretary who sets up an
appointment for a face-to-face visit, Madden
says.

“If they can’t come in or we determine right
away that they have an immediate need, like an
open wound, we go out to see them in their
home. We have a good compliance rate for get-
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ting members into the center,” Madden says.
If the members don’t have transportation to

the center, the health plan offers options with a
transportation benefit that provides 30 one-way
trips for doctor visits or to come into the center,
he adds.

Face-to-face visits are an effective way to spot
problems and to improve communication with
the beneficiaries, Leider points out. “It’s diffi-
cult to cover health care issues on the telephone
with someone with mild dementia or who has
other cognitive problems or hearing loss,”
Leider points out.

Often the field nurses invite family members
or caregivers to accompany the beneficiary to
the center and collaborate on a care manage-
ment plan. 

The nurses at the local centers record the
members’ height and weight, blood pressure on
both arms and ankles, and other vital signs,
depending on the disease. For instance, nurses
use a test to determine if diabetic members have
peripheral artery disease and a vibration test to
determine if there is sensation in the foot.

The sensory examination often helps diabet-
ics who are in denial realize the serious nature
of their disease, Madden says.

“First, we perform the vibration test on their
hand and we can see the light go on when they
don’t feel it in their feet. They get a little more
serious about compliance,” he says.

Skin problems, wounds, or ulcers are a major
complication for diabetics, Leider points out. 

About 30% of patients with diabetes don’t
have sensation in their feet, he adds.  

The nurses perform foot examinations on the
diabetics and set up quarterly visits to a podia-
trist who can manage any skin problems and
help the member avoid hospitalization, Madden
says. The plan covers six podiatry visits a year. 

Members who fail either the peripheral artery
disease test or the sensory test or who have
ulcers or wounds are fitted with special diabetic
shoes by a pedorthist whose office is next door
to the Baltimore center, Madden says.

The plan provides diabetics with free glu-
cometers, teaches them how to use them, and
arranges for supplies to be delivered to the
home. 

The nurses encourage members with heart
failure to weigh themselves daily, provide digi-
tal scales if necessary, and teach them about
their disease.  

Members with severe heart failure, who have

been admitted to the hospital in the past year,
may receive a remote monitoring device that
plugs in to the telephone. The members weigh
themselves on the machine and answer a series of
questions that are transmitted electronically to
the monitoring nurse.  

If the member has problems, the nurse at the
monitoring center contacts the physician directly
and informs the Care Improvement Plus team as
well.

“We work closely with those nurses. If a mem-
ber hasn’t weighed in a few days, they’ll alert us
and if we can’t get them by telephone, we may go
to the home,” Madden says.

Since the program began, the nurses have
discovered hypertension in a number of mem-
bers. In these cases, they call the physician to
make sure he or she is aware of the condition.
Sometimes the physician talks directly to the
members and changes medication on the spot,
Madden says.

Medication reconciliation is a big part of the
program. Members are asked to bring in all the
medications and supplements they take.  

“We want to see their medications so we can
check for duplications and create a comprehen-
sive list. When we go to their homes, we always
ask if we can look in the medicine cabinet and
refrigerator and see what they are taking,”
Madden says.

Madden encourages the members to make
appointments to see their physician and follows
up in a couple of weeks to make sure they have
seen the doctor.

In some cases, he suggests that beneficiaries
come back to the center for a follow-up visit.

“If we think they need to be seen again, we
bring them back. We have tough cases that we
see almost weekly. These are usually people
with open wounds and we visit to follow up on
the home health care treatment,” Madden says. 

The nurses call in social workers for assistance
if the beneficiaries need community services,
such as Meals on Wheels or financial assistance. 

“We try very hard and do everything we can to
get these patients on the right track,” Madden
says.

When one member kept forgetting to get his
medications filled, Madden worked with the
nurse practitioner at the dialysis unit who filled
the medications for him every week.

The program started in January and it’s too
soon for Care Improvement Plus to have any
outcomes information but the nurses in the field
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report a lot of progress, Leider says.
“We see great victories with our clients. We

have gotten people set up with medications
they didn’t have before and we’ve watched
them improve. We’re seeing a lot of good things
happening with these members,” Madden says.

He attributes part of the success to seeing
members face to face and taking the time to work
closely with them.

The average visit lasts about 45 minutes.
“The members really appreciate the time we

take with them. Their doctor visits are fairly
short. We take the time to make sure they learn
what they need to know about their disease,” he
says.  ■

Initiative raises awareness
of Tdap recommendations
Health plan honored for working to reduce pertussis

Amulti-pronged approach to improving
immunization rates for members, particu-

larly infants and adolescents, has earned recogni-
tion for Independence Blue Cross from the
Pennsylvania Immunization Coalition (PAIC).

The Philadelphia-based health plan was hon-
ored with the PAIC Immunization Champion
Award for its collaborative work with the
Pennsylvania Department of Health to reduce the
rising instance of pertussis.

“Immunization awareness is just one of the
many ways we work to improve access to quality,
affordable health care in the region, promote
community wellness, and improve the health of
our members,” says Esther J. Nash, MD, senior
medical director of population health and well-
ness at Independence Blue Cross.

The health plan has promoted immunizations
for many years, updates the recommendations
each year, and provides coverage for recom-
mended immunizations across all managed
lines of business, Nash adds.

“In recent years, there have been changes in
the recommendations as well as new recom-
mended vaccines that mean more visits to
health care providers. The key issue is to assist
the patients and doctors in keeping up with the
increasing number and changing recommenda-
tions for vaccinations,” she says.

Most recently, the health plan has partnered

with the Philadelphia Department of Health to
create awareness of the expanded recommenda-
tions for administering the Tdap vaccine (diph-
theria, tetanus, and acellular pertussis).

Barbara Watson, MD, PhD, of the division of
disease control at the Philadelphia Department
of Health proposed a collaborative effort to
combat the rising instance of pertussis (whoop-
ing cough) in the Philadelphia area.

“She was concerned about the number of
cases in pertussis, particularly among adoles-
cents and adults. We collaborated on ways to
ensure compliance with the new recommenda-
tions for expanded use of Tdap,” Nash says.

When the pertussis vaccine was developed in
the 1940s, the number of cases of the disease
dropped dramatically, according to Donna
Mulgrew, RN, BSN, senior preventative health
coordinator for Independence Blue Cross.

“Since the 1980s, the number of reported
cases has been creeping up, particularly among
adolescents and adults,” she adds.

New recommendations call for adolescents
between the ages of 11 and 18 to receive a single
dose of Tdap, instead of the tetanus and diph-
theria booster given in the past, and for adults
to receive at least one booster, she says. 

“We now recognize that the immunity to
pertussis that people develop through their
childhood vaccinations wears off in many peo-
ple as they grow older. How long the immunity
lasts cannot be predicted but it can wear off or
get to such a low level that people could have
pertussis as an adult,” Mulgrew says.

Pertussis in adults is a prolonged illness with
severe coughing over a long period of time, she
adds.

“In the past, it was recommended that adults
receive the diphtheria and tetanus booster every
10 years. Now, recommendations call for at least
one of those boosters to be the Tdap vaccine,”
she adds.

Boosting the immunity of adults not only
protects them from a lengthy illness, it also pre-
vents them from transmitting the disease to
infants with whom they come in contact, who
are at serious risk for complications of the dis-
ease, she adds.

“Parents and grandparents of infants or
adults who care for babies need good immunity
to pertussis. Over 60% of infants who develop
pertussis have to be hospitalized. The disease is
fatal in a significant number of cases,” Mulgrew
says.
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The health plan’s educational efforts focused
on pregnant women, adolescents and their par-
ents, and health care providers, informing all
three groups about new recommendations for the
Tdap immunization.

“We are particularly proud of our immuniza-
tion outreach for adolescents. We took a creative
approach to engage this age group and it paid
off,” Nash says.

The company designed a special web site for
adolescent members and offers the chance to win
a reward if they receive the vaccination. Families
with children in this age group receive regular
mailings educating them on the importance of
keeping their vaccinations up to date.

“There have been a lot of changes in recom-
mendations for immunizations for adolescents.
Now, it’s recommended that all adolescents
receive the Tdap booster and the meningitis vac-
cine and that female adolescents receive the
human papillomavirus vaccine. It is preferable
for adolescents to receive the Tdap booster
between 11 and 12 and that’s who we target in
our mailings,” Nash says.

Independence Blue Cross HEDIS data for 2007
show that 81% of adolescents received all neces-
sary immunizations in 2006, which puts the com-
pany in the 90th percentile of all health plans. 

The health plan’s Baby Blueprints program
sent out targeted mailings on immunizations to
pregnant members, advising them to discuss
their immunization status with their health care
provider and to make sure that whoever would
be in contact with their newborn had received the
vaccine.

“Ideally, a woman should receive Tdap before
becoming pregnant but if they were already preg-
nant, we recommended that they receive the vac-
cine immediately after delivery,” Mulgrew says.

Information on the recommended immuniza-
tions for infants and their caregivers is provided on
the health plan’s web site, through telephone out-
reach and targeted mailings to pregnant women
enrolled in the company’s Baby Blueprints mater-
nity education program.

Perinatal nurse case managers who work with
members in the health plan’s high-risk pregnancy
program received specialized training on Tdap
and educate their clients on the importance of
that and other childhood vaccinations.

The health plan sent updates to providers
through its Clinical Update magazine, alerting
them to the national Advisory Committee on
Immunization Practices (ACIP) recommendations

for expanding the use of the Tdap vaccine.
In addition, the insurer encourages providers

to participate in the Philadelphia Department of
Health’s KIDS Immunization Registry, an elec-
tronic database of pediatric immunizations for
children residing in Philadelphia County. The
health department uses the information to iden-
tify under-immunized children and target them
for outreach.  ■

Education on postpartum
mood disorders needed
Information vital for society as a whole

Expectant mothers receive a lot of information
over the course of their pregnancy and are

sometimes inundated with things to remember.
Yet one important message that needs to be
stressed is that some may experience postpartum
mood disorders that can adversely affect their
mental health.

“It is helpful to keep the basic message pretty
concise and then if a woman is having difficulty
elaborate more at that point,” says Laurel R.
Spence, MS, PA-C, maternal and child health
director for Baylor College of Medicine School of
Allied Health Sciences physician assistant pro-
gram in Houston. 

What is the basic message? According to
Spence, there are a couple of key points. First,
postpartum disorders can happen to anyone,
although there are some patients that are con-
sidered higher risk. Also, it is important to
know that these disorders are medical illnesses,
which respond well to treatment. 

“There is such a stigma surrounding postpar-
tum depression, we need to demystify it,”
explains Spence.

In addition, women should be prepared for
some baby blues after they deliver. According to
Mental Health America, based in Alexandria, VA,
80% of women experience them. 

Baby blues are mood swings that are a result
of high hormonal fluctuations and cause women
to cry easily and experience a wide range of
emotions, from sadness and frustration to hap-
piness.

The mood swings last about two weeks, but if
a woman has more dramatic symptoms or they
linger beyond two weeks, she may be dealing
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with a postpartum mood disorder, says Spence. 
Postpartum disorders include depression, and

in rare cases, psychosis. Postpartum depression
has symptoms similar to clinical depression that
may include fears, such as excessive preoccupa-
tion with the health of the baby, or intrusive
thoughts of harming the baby. One main symp-
tom of postpartum depression is an inability to
sleep when the baby sleeps, whether day or
night. Also the new mother may experience irri-
tability and feel easily overwhelmed.

A woman who develops postpartum psychosis
loses touch with reality, experiencing delusions
and hallucinations.  

While baby blues are common, less than 30%
of women experience postpartum depression
and about 1% of women are diagnosed with
psychosis. 

“The reason it is very important for women to
recognize the symptoms of postpartum disorders
is because the symptoms don’t just affect them —
they affect the baby and the bonding with the
baby, they affect the immediate family and
extended family. When members of our society
are not functioning well, which is the case with
postpartum mood disorders, then that affects
everyone in our society in some way,” says
Spence, who experienced postpartum depression
with the birth of her three children.

Good education dispels myths

Education about postpartum mood disorders
should be included in classes for expectant par-
ents, says Spence. Also, health care practitioners
should discuss them with their patients and make
sure resources are given that can be referred to
later to help people identify symptoms and seek
treatment. Women who experience a postpartum
mood disorder, such as depression, need medical
intervention, therapeutic intervention, and social
support, says Spence. 

Identifying and treating disorders is important
because women who have had one occurrence of
postpartum depression that is not treated are 50-
70% more likely to have a second occurrence
says Spence. With two or more occurrences of
postpartum depression, chances of a reoccur-
rence are elevated to as high as 90%. “It is pretty
much guaranteed it will happen again,” says
Spence. 

The Texas legislature passed a bill in 2003 man-
dating that resources and references be given to
women who deliver in a hospital or birthing cen-

ter of a certain size. The legislation was a result of
the Andrea Yates case. Yates, a Houston resident,
drowned her five children following the birth of
her daughter. She battled with depression and
had episodes of psychosis. 

Spence says women such as Yates who are at
high risk for postpartum disorders can be identi-
fied. A family history of mood or psychiatric dis-
orders or prior personal history are indicators of
risk.

“If a woman has had depression in the past or
if there is a history of bipolar disorder or some-
thing more pervasive and chronic, then hormonal
changes may induce a more severe state in that
woman,” says Spence.

In addition, stressful situations such as rela-
tionship problems, marital discourse, death in
the family, or a job loss can all act as triggers. 

Spence says that having a baby is stressful
physically and emotionally, even under the best
circumstances. If a woman is at high risk for
disorders, it is wise to have a postpartum plan
in place with support people identified in
advance, along with their duties, all of which
have been agreed upon. With a plan, a woman
in the middle of a crisis doesn’t have to find
family and friends who are willing to help.

According to Mental Health America, screen-
ing women to determine their risk for postpar-
tum disorders and setting into place a social
support system to include physicians, partners,
friends, and coworkers can help prevent a 
crisis.  

Spence says providing written materials,
such as books, to women who have had prob-
lems with previous pregnancies or have a his-
tory of disorders helps them know they are not
alone. Also, it gives them confidence that they
can get through an episode with proper help
and treatment.

A major barrier to education about postpar-
tum disorders is the belief that new mothers
should be in good spirits in all circumstances.
The media reinforces the image of the happy
mom and baby with smiling women giving
their newborn a bottle or changing a diaper. 

“In some ways, having a baby can be the best
time of a woman’s life, but also it can be the
hardest time. Imagine a woman with a mood
disorder who wants to enjoy her baby. That spe-
cial time can be stolen away, especially if she
does not get treatment,” says Spence. 

Several factors contribute to postpartum
depression, according to Mental Health
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America. Intense hormone fluctuation after giv-
ing birth is one factor. Also, a major event that
coincides with childbirth can make a woman
more susceptible, as well as life stresses such as
increased demands at work. 

Screening should be part of a woman’s post-
partum visit to her physician. Answers to simple
questions, such as, “Do you sleep when the baby
sleeps?” provide cues. 

A society that is well educated is important as
well so there is compassion and understanding.
And it isn’t always family members who notice a
problem as they often are too close to be objec-
tive. It may be friends who notice when a new
mom doesn’t want them to come over to see the
baby because she is too overwhelmed. That is not
characteristic behavior of a new mom, explains
Spence. 

“One of the initiatives of the Mental Health
Association in Houston is to educate both the
public and health care professionals regarding
postpartum mood disorders,” says Spence. 

(Editor’s Note: Mental Health America also recom-
mends that couples having a baby be given informa-
tion on the Postpartum Support International web
site. This site provides details on disorders and has an
on-line list of support groups as well as chat and dis-
cussion boards. Web site: www.postpartum.net.)  ■

Patient access has role 
in disease management
ID chronic cases upfront, consultant says

The great majority of U.S. health care dollars
are spent supporting the chronically ill, yet

the traditional focus of hospital care is on the
“episode of illness,” notes Bob Whipple, RNC,
CCM, CCS, MHA, a Boston-based senior man-
agement consultant with ACS Healthcare
Solutions.

“In other words, chronically ill patients get
sick, go to the hospital, and are discharged
without their [ongoing] medical needs being

addressed,” Whipple contends. “This results in
multiple admissions.”

Ten percent of the patients are using 90% of
the health care resources, he adds. “Something
has to be done to decrease the cost of becoming
sick and then sicker.”

Disease management — preventive, diagnos-
tic, and therapeutic services for types of patients
considered at risk — is widely considered to be a
more cost-effective approach to care, Whipple
says. The Disease Management Association of
America (DMAA), he notes, defines disease man-
agement as “a system of coordinated health care
interventions and communications for popula-
tions with conditions in which patient self-care
efforts are significant.” 

Full-service disease management, the DMAA
states, must have six components:

• population identification processes;
• evidence-based practice guidelines;
• collaborative practice models to include

physician and support-services providers;
• patient self-management education;
• process and outcomes measurement, evalua-

tion, and management;
• routine reporting/feedback loop including

the patient, physician, health plan, ancillary
providers, and practice profiling.

Key to moving forward with a disease man-
agement model, he says, is increased clinical
awareness and expertise, not only on the treat-
ment side, but throughout the revenue cycle.

Patient access staff have an important role to
play in the effort, Whipple suggests. “Most hos-
pitals are not able to really identify who those
[chronically ill] patients are. 

It’s critical to find out who they are and treat
them in a different way. That should start
upfront with the possibility of admitters being
able to identify these patients when they come
through the door.”

Diseases commonly considered to be under
the domain of disease management include the
following:

• congestive heart failure;
• asthma;
• cancer;
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• coronary artery disease;
• chronic obstructive pulmonary disease; 
• cystic fbrosis;
• depression;
• diabetes;
• HIV/AIDS;
• hypertension;
• lupus;
• multiple sclerosis.
“At a minimum, we need to learn to identify

these patients on readmission,” Whipple says.
“It’s as important as getting the correct address
and phone number.” That could mean institut-
ing a different protocol, he notes, such as hav-
ing a code to designate patients as “frequent
flyers.”

That information should be communicated 
as soon as possible to case management staff,
Whipple adds, so an appropriate treatment and
education plan can be put in place. What occurs
more often than not in today’s health care envi-
ronment, he says, is that patients — including
the chronically ill — go through the care process
under whatever designation they came in,
whether it is correct or not.

“Often what happens is the patient comes in,
especially if he or she is a frequent flyer, sits in
front of the registration person, and [the regis-
trar] says, ‘Any changes since the last time?’
The patient says no, and [the employee] just
automatically fills that in.”

His experience doing assessments at all kinds
of facilities — from 700-bed inner-city hospitals
to 12-bed rural hospitals — has shown him that
“admitters sometimes put patients on the floor
that don’t meet local medical review policies
(LMRP),” Whipple says. 

Physicians in the emergency department (ED)
don’t necessarily know anything about medical
necessity, he points out, and residents in train-
ing at large teaching hospitals often want to
admit a patient simply because many tests have
been ordered on the person.

Adding clinical expertise to every part of 
the revenue cycle is one way to ensure that only
patients who belong in the hospital are admit-
ted, and that those who do need to be admitted
receive the proper care, Whipple says. Someone
in patient access, he adds, such as a preadmis-
sion coordinator, “needs to able to step in 
and say, ‘This person doesn’t meet medical
necessity.’”

“If there is a strong person on the front end,
reviewing every patient who goes to a bed,

things are likely to be OK on the back end,” he
adds, but ideally there is also a clinical compo-
nent in the billing area.

Whipple recalls a time earlier in his career
when he was one of two registered nurses
working in the billing department of a big-city
hospital. “I was busy all day just answering
questions. I remember thinking, ‘If I wasn’t
here, the amount of money lost would be
incredible.’ We found mistakes all week long.”

Case management deficiency cited 

Medical research has created a growing body
of evidence on the most effective protocols for
treating chronic diseases, Whipple
notes.“However, reports by the Institute of
Medicine and others have observed that a large
gap often exists between such evidence-based
treatment guidelines and current patterns of
practice.”

“The number of medical studies has grown
tremendously in recent years, making it ever
harder for physicians to keep up with the latest
developments,” he adds.

The case management model in place at most
hospitals is not adequately addressing the
needs of the chronically ill, Whipple contends.
“There are lots of case managers and most are
not certified. It’s ‘teach as you go.’ There may
be 15 or 20 case managers at a big hospital and
not all have the same expertise.”

In many cases, “there is no way to ensure
consistency, for example, on what they approve
as inpatient or observation status,” he says.
“The big thing is having case managers in the
ED. Some [facilities] have them, but they don’t
really know how to interact. They are floating
between patients and the physicians don’t
know who they are, and sometimes resent
them.”

The best way to provide disease management 
in the hospital, Whipple says, is to have
advanced practice nurses who round with
physicians and are able to provide more inter-
ventions than a case manager.

“These nurse practitioners who round are
actually involved with medical care, and deter-
mine whether a patient is compliant or not.
They work with case managers to develop a dis-
charge plan that really looks at the patient’s
needs.”

(Editor’s note: Bob Whipple can be reached at
Bob.Whipple@acs-hcs.com.)  ■
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When are patients deemed
‘unsafe’ for home care?
By Elizabeth E. Hogue, Esq.
Burtonsville, MD

Discharge planners/case managers are likely 
to encounter instances in which home care,

hospice, and home medical equipment (HME)
providers state that they cannot accept patients
because they are “unsafe” at home. The use of
this term may be confusing to discharge plan-
ners/case managers. What is it about patients’
homes that make them “unsafe” for them to
receive services there? Aren't all patients appro-
priate for home care?

First, discharge planners/case managers may
not have provided services in noninstitutional
settings. If so, it may be difficult to make a crucial
distinction between institutional care and home
health services.

Specifically, in institutional settings the
provider controls the “turf” on which care is
rendered. In post-acute care at home, providers
have very little control over the environment in
which services are provided. In fact, patients
control the “turf” in home care because services
are rendered in their private residences over
which patients have almost absolute control.

Consequently, home care providers often con-
front barriers to the provision of services that
many discharge planners have not experienced.
Staff have, for example, encountered “attack”
geese when they arrive at patients’ homes and
risk the consequences of a serious “pecking” in
order to reach patients’ bedsides! Or, they have
come eye to eye with a pet alligator named
“Bubba” in a mobile home in Louisiana!

Although patients may not be adversely

affected by pecking geese and may have a cozy
relationship with “Bubba,” there may be other
factors over which home care providers have no
control that clearly jeopardize the well-being or
safety of patients. These factors may make it
impossible for providers to render services at
home.

Patients’ homes may, for example, be in such
disrepair that both patients and caregivers are at
risk. A home health nurse, for example, recently
fell through the floor of a patient's home as she
approached the patient's bedside.

Patients’ homes also may be infested with
roaches, rodents, and/or vermin of various types
and descriptions.

Patients may suffer repeated falls at home
despite appropriate interventions from providers
that make it risky or “unsafe” for patients to
remain at home.

Despite these examples, discharge planners/
case managers still may be unclear about why
patients cannot be cared for at home when post-
acute providers decline referrals on the basis 
that patients are “unsafe.” It may be helpful for
providers to be much more specific in their
communications. Specifically, it may be more
helpful for providers to say, “The patient’s
home environment will not support services at
home for the following reasons . . .”

When providers’ communications with dis-
charge planners/case managers are vague or
unclear, it may be helpful for discharge plan-
ners to prompt more specific communication by
asking: “What are the specific reasons why this
patient's home environment will not support
home care services?”

Institutional care and home health services
are fundamentally different models of care.
Because the differences are so great, it is reason-
able to expect that providers who practice pri-
marily in institutions and those who work in
home care may not always understand or account
for important factors involved in different types
of care. Clear, specific communications are, there-
fore, absolutely essential for the well-being of
patients.  ■
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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. ■

13. A caseload calculator, developed by the Case
Management Society of America and the
National Association of Social Workers is a step
in developing a matrix for determining work
loads for case managers.
A. True
B. False

14. Care Improvement Plus’s “Special Needs”
Medicare Advantage plan covers seniors in
which states?
A. Georgia
B. Massachusetts
C. Maryland
D. A & C

15. When the pertussis vaccine was developed in the
1940s, Donna Mulgrew, RN, BSN, senior pre-
ventative health coordinator for Independence
Blue Cross, says the number of cases of the 
disease:
A. dropped dramatically.
B. increased dramatically.
C. stayed the same.
D. disappeared.

16. A common symptom of postpartum depression
is that a new mom is able to sleep when the
baby sleeps day or night.
A. True
B. False

Answers: 13. A; 14. C; 15. A; 16. B. 
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Case Management Consultant
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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.  ■
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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



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


