
Disease management program 
lowers hospital readmission days
Study followed chronically, critically ill patients after discharge

Apost-hospital disease management program for patients who
have lengthy stays in the intensive care unit can reduce readmis-
sion lengths of stay and pay for itself, a study by researchers at

Case Western Reserve University has shown.
The program did not make a significant difference in reducing the

actual number of readmissions, but it did dramatically reduce the num-
ber of readmission days. 

Among the 180 patients who survived the study period and were
readmitted to the hospital, those who were assigned to the disease man-
agement program had an average of 5.77 fewer hospital days than
patients who were in the control group.

The researchers multiplied the average savings of $19,000 per patient
(based on the mean hospital charge of $3,415 per day) by the 93 patients
in the study group who were readmitted to the hospital, which resulted
in a total $1.8 million potential reduction in hospital charges associated
with readmission.

“We came up with a reduction to the health care system of $1.8 mil-
lion vs. the cost of two advance practice nurses and administrative
costs. The cost of delivering the services was much less than the sav-
ings,” says Sara L. Douglas, RN, PhD, associate professor, school of
nursing at Case Western Reserve University in Cleveland and a primary
investigator in the study. The study was funded by the National
Institute of Nursing Research and results were published in the Journal
of Critical Care, a publication of the American Association of Critical-
Care Nurses.1

Critical post-discharge period

During the study, advanced practice nurses followed the patients for
eight weeks after they were discharged from the acute care hospital.
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That time period was chosen because chronically,
critically ill patients are at highest risk for read-
mission during the first two months after dis-
charge, Douglas says.

“The interventions began after discharge. We
were not interested in changing what happened
with the hospital discharge,” Douglas adds. The
nurses followed the patients closely for two
months, through every transition. When a patient
transferred from one level of care to another
level, or to home, the nurses visited within 48
hours. 

“This is something that currently doesn’t hap-
pen in our health care system. The nurses saw 
the patients in the hospital, then followed them

through their stays in the long-term acute care
facilities, rehabilitation facilities, through their
discharge to home,” Douglas says. 

Douglas attributes the lower length of stay for
patients in the study to the comprehensive infor-
mation that the nurses who had been following
the patients were able to provide to the hospital
when the patients were readmitted. 

“The communication and coordination role 
of the nurses was instrumental in reducing the
length of stay when patients were readmitted.
When the patient was readmitted, the hospital
staff were able to spend less time putting together
a history of what had gone on with the patient
and were better able to treat the immediate prob-
lem,” Douglas says.

Patients who qualified for the study had com-
plex conditions and had been on a ventilator for
at least 72 hours at University Hospital, a 900-bed
pediatric and adult tertiary care medical center in
Cleveland. 

The majority of patients in the study were 
middle-aged or elderly with chronic health con-
ditions or chronic critical illness.  Neurological
disorders or events such as Parkinson’s disease,
brain tumors, and major strokes were the No. 1
cause of admission, followed by cardiac events
and respiratory conditions, says Clareen
Wiencek, CNP, one of the nurses who helped
coordinate care for patients after discharge.

Other patients who met the criteria included
middle-aged people who were in automobile
accidents or who had systemic infections follow-
ing surgery.

Bridge between acute and post-acute stays

“These were not your typical patients who
spend a few days in rehabilitation after discharge.
It was a varied patient population and each one
needed an individual plan of care. They were
very complex patients who had complicated
stays in the acute care hospital. We were the
bridge between the acute care stay and the post-
acute stay,” says Helen Foley, MSN, RN, the
other advanced practice nurse who worked with
patients during the study.

Only about 20% of the patients in the study
were discharged to home. The remainder were
discharged to at least one post-acute facility such
as a long-term acute care facility, a rehabilitation
facility, or both.

Patients were identified while they were in the
intensive care unit and approached about partici-
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pating as they approached discharge. When
patients consented to participate in the study,
Wiencek and Foley reviewed the chart, then met
with the patient and family members and collab-
orated on a discharge plan with the hospital’s
discharge planners, social workers, nurses, and
physicians.

Because the nurses spent time with the patients
and family members during the hospitalization,
they were familiar with the patient’s family situa-
tion and other factors that could affect the dis-
charge destination. This enabled them to help the
hospital discharge planners create a plan and get
the patient discharged in a timely manner.

The nurses gathered information from the chart
by talking to the hospital multidisciplinary team
and family members. They provided the informa-
tion, along with the comprehensive discharge doc-
ument, to the physicians and nursing staff at the
post-acute facilities that received the patients and
to the patient’s primary care physician.

“We wanted the primary care physician to know
what happened in the hospital and the goals of
care whenever the patient goes home and is cared
for by the primary care physician,” Douglas says.

The nurses were able to write a detailed patient
care summary of the hospital stay and set goals for
the rehabilitation period, Wiencek says. They faxed
the patient care summary to the receiving facility
and visited the facility within 48 hours of the
patient’s admission.

Targeting transitions of care

“A lot of things fall through the cracks when
patients are transferred from one facility to another.
We identified early on that when a patient moves
from one facility to another or is discharged to
home, the situation is ripe for problems caused 
by miscommunication,” Wiencek says.

The nurses kept their pagers on 24 hours a day,
seven days a week during the entire study so if
they couldn’t be there in person, the hospital,
nursing home, rehabilitation facility, or home care
agency could contact them by telephone to ask
questions about what had been going on with the
patient.

“By streamlining communication and coordina-
tion of care, the nurses were able to facilitate the
patients getting the care they needed at the receiv-
ing facility in a timely manner,” Douglas says.

“When patients were transferred to other facili-
ties, the onsite visits by the nurses were helpful in
providing timely information to the treatment

team at the receiving facility and enable them to
take care of the patients’ needs more quickly and
to serve the patients better,” Wiencek says.

The nurses participated in the patient care con-
ferences at the receiving institutes and were wel-
comed because they could fill in the gaps and help
staff understand what had happened during the
patient’s hospital stay, Foley says. For instance, at
one conference, the physician at the receiving facil-
ity expressed a desire to see the echocardiogram.
Foley went out to her car, called the laboratory, and
by the time she was back in the conference, the
report had been faxed to the physician.

“The people at the receiving facilities appreci-
ated the comprehensive information they
received. These patients have had a complicated
hospital stay and they found it helpful to get
details about what happened,” she says. 

About a third of the patients in the study had
cognitive issues at discharge and were not able to
engage in lengthy conversations, which made the
personal visits by the nurses an important com-
ponent of the program because it would have
been difficult to manage these patients over the
telephone, Douglas says. During the personal vis-
its with the patients, the nurses picked up on
problems that the patient or caregiver had not
thought of mentioning to the treatment team at
the new facility. 

For instance, they noticed that the patient
was confusing his medications or that the family 
didn’t have enough supplies for dressing changes
to get them through the weekend. 

Almost every patient discharged to home had
home health care. The case management nurses
completed a physical assessment in the home,
helped with medication instructions, and met
with the home care nurses, providing detailed
typewritten patient care summaries with infor-
mation about the patient’s medical condition,
medical history, hospital stay, and discharge
needs.

During the home visits, the nurses often picked
up changes in the patient’s condition or noticed
that family members were having problems cop-
ing. “We intervened numerous times by calling
the physician or sending the patient to the emer-
gency room when a patient’s health status
required it,” Foley says. In one case, a patient’s
blood pressure was so elevated that the nurses
put him in the car and took him directly to the
emergency room.

“As case managers, we worked closely with
the home health agencies and the primary care
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physicians to support the patients in the commu-
nity,” Wiencek says. The nurses frequently
accompanied patients on their physician visits,
filling the doctor in about what had happened
during the hospital stay.

“When the patients were readmitted to the
hospital, we tried to be there, especially if they
came back to our hospital. If we couldn’t be there,
we’d make telephone contact and fax the patient
care summary as quickly as possible. We cut out
the time that it took for the hospital treatment
team to learn what was going on with the
patient,” she adds.

An additional benefit of the study was the help
and support the nurses provided to the family
members. “The transition between facilities is a
scary time for families and they were happy to
have someone to support them and guide them
through the health care system, to oversee the
transition of care, and help them advocate for
themselves as necessary,” Foley says.

Families of patients with complex needs must
make a lot of decisions about the next level of
care and how the patient’s care could best be
managed, she adds. The nurses helped them
understand their choices and, in some cases,
helped with end-of-life decisions.

Reference

1. Chronically Critically Ill Patients: Health-Related
Quality of Life and Resource Use After a Disease
Management Intervention. Am J Crit Care 2007 16:447-457.
(Available on-line at www.ajcconline.org.)  ■

Prevention program takes
aim at osteoporosis
Case managers help prevent symptoms

When case managers at Geisinger Health
Plan get in touch with members, screening

for risk of osteoporosis is a routine part of the
conversation.

“Our goal is to identify members who are at
risk for osteoporosis before symptoms develop
and help them prevent the disease. If members
have been diagnosed with osteoporosis, we work
with them to help them avoid having a fracture,”
says Sabrina Girolami, RN, CCM, MHSA, direc-
tor of care coordination for the Danville, PA-

based health plan, which is part of the Geisinger
Health System.

The program was started in 2002 when Eric
Newman, MD, a rheumatologist with Geisinger
Health System asked the health plan to work
with him on strategies for teaching physicians
how to better diagnose and treat osteoporosis.

“On the health plan side, we took Dr.
Newman’s guidelines and developed key inter-
ventions. We want to make sure that all members
who should be screened receive a diagnostic
study and that they are educated on how to pre-
vent the disease,” Girolami says.

When members who have one of the health
plan’s targeted disease management conditions
or are in a disease management or case manage-
ment program that have risk factors for osteo-
porosis, the case manager who works with them
educates them about osteoporosis, including giv-
ing them information on proper diet and supple-
ments, and makes sure they are screened for the
condition.

Geisinger Health Plan case managers have
been trained in osteoporosis risk factors and on
helping members receive timely diagnosis and
treatment.

In the first year of the program, the proportion
of members at moderate and high risk of osteo-
porosis who had bone mineral density tests
increased from 51% to 67%. Within the first six
months of the program, the percentage of mem-
bers diagnosed with osteoporosis who were taking
effective medications increased from 29% to 36%.

Case managers identify members with osteo-
porosis when they perform assessments follow-
ing a hospitalization, during interventions for a
condition that requires complex care, and when
they work with members with targeted chronic
conditions.

When the case managers follow up after mem-
bers are hospitalized, they conduct an assessment
that includes a portion on osteoporosis risk fac-
tors. The health plan also identifies members by
analyzing claims and developing a list of individ-
uals whose medical histories place them at risk.
Case managers contact those members by tele-
phone to provide them with key information
about prevention and treatment.  

They explain risk factors for osteoporosis,
discuss ways to prevent the condition — such
as increasing calcium intake, exercising regu-
larly, and quitting smoking — and discuss the
benefits of bone density testing and medications
for osteoporosis. 
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Most of the people who are contacted about
osteoporosis have other chronic conditions or
have been hospitalized for another reason and
are determined to be at risk.  Some of the mem-
bers are enrolled in case management strictly for
care coordination for osteoporosis.

If the member does have risk factors, the case
manager calls them back over the next few weeks
and educates them on measures they should take
to prevent osteoporosis. If they have been diag-
nosed with the disease, the case managers follow
up to make sure they are being treated for the
condition and work with them on compliance
with the treatment plan. 

“We work with the members on fall prevention
in the home and suggest a whole suite of fall-pre-
vention measures such as removing throw rugs
and using night lights,” she says. The case man-
agers work with pharmaceutical assistant pro-
grams for members who need help paying for any
medication, including osteoporosis medication. 

Holistic approach to care

Geisinger Health Plan takes a holistic approach
to care coordination. Every member who needs
coordination is enrolled in case management and
receives interventions based on what the case
manager identifies as areas of needs.

The health plan provides disease management
for members with asthma, heart failure, chronic
obstructive pulmonary disease, coronary artery
disease, chronic kidney disease, hypertension,
and diabetes as well as working with members
on tobacco cessation. 

“We’ve had disease management programs for
12 years and recognized early on that we can’t
address one condition without addressing the
other conditions. Case management is the umbrella
and underneath the umbrella are all the needs that
the patient may have. Nobody has just diabetes;
they may need lipid management or have hyper-
tension or heart failure,” Girolami says. All of the
case managers are cross-trained to help members
learn to manage their chronic diseases as well as
help members with complex medical conditions
learn to navigate the health care system. 

If someone is hospitalized with one of the condi-
tions covered by the disease management or case
management programs, a case manager contacts
them within two days of discharge to make sure
that recovery is going well at home and that the
member has everything they need to comply
with their treatment plan. ■

CMs educate members on
appropriate ED use
Program targets frequent flyers

Faced with rising costs for emergency depart-
ment visits among its members, Physicians

Health Plan of Mid-Michigan’s FamilyCare
Medicaid program launched an emergency room
case management pilot program to help control
inappropriate emergency department use.

“As we looked at our financials, we could see
emergency department costs continuing to go up.
We looked at solutions to the problem and decided
to try performing case management in the emer-
gency department,” says Mary Anne Sesti, RN,
MMA, director of government programs for the
Lansing-based health plan.

The initiative was nominated for a Pinnacle
Award given by the Michigan Association for
Health Plan for innovations in quality care. But
when the Medicaid membership declined, the
health plan discontinued the program for bud-
getary reasons. 

Using EDs appropriately

“We felt that the pilot program was very suc-
cessful. The need is there to educate people on how
to navigate the health care system, how to use the
emergency department appropriately, and what
community services are available,” Sesti says.

Individuals who are covered by Medicaid use
the emergency department inappropriately for
many reasons, Sesti points out. Although all mem-
bers in the Family Care program are assigned to a
primary care provider, many continued to use the
emergency department for primary care. 

“The members all had been assigned a primary
care physician but they were not necessarily estab-
lished with the physician. Many of these members
don’t understand the concept of having a primary
care provider. Others have transportation prob-
lems,” Sesti says.

It may take six weeks for members to get an
establishing appointment with their primary care
physician. When they are sick, they often just
come to the emergency department, she says.

The Medicaid population is transient and often
is hard to locate, she adds. In some cases, the
members never had received the introductory
member packet that assigned them a primary care
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physician. Other emergency department “fre-
quent flyers” visit the emergency department in
search of drugs for chronic pain or have other
chronic conditions that are not under control, such
as diabetes or congestive heart failure, she adds.

Since Physician’s Health Plan of Mid-Michigan
is an affiliate of Sparrow Health System, Sparrow
Hospital, a 600-bed hospital located near the
health plan’s offices, was the logical place to
assign case managers.

Sesti and her staff worked with the hospital
administration to create the case management
program and to define how it would work. “We
had to engage the emergency department direc-
tor and the staff, as well as coordinating it within
our own care coordination department,” she says.

The health plan initially assigned one nurse
case manager to the hospital in July 2006. Her
efforts were so successful that a second nurse was
assigned in November 2006.

The health plan case managers covered the
emergency department from 9 a.m. to 9 p.m.
weekdays and rotated working on weekends.

Sparrow Hospital already had discharge plan-
ners assigned to the emergency department who
helped integrate the case managers from the health
plan into the flow of the emergency department.
“They were very helpful to our case managers
who, in turn, helped them handle the influx of
patients,” Sesti says.

Initially, the emergency department staff notified
the health plan case managers when a member
came into the emergency department. Eventually,
the case managers were able to access the electronic
emergency department census throughout the day
to locate the members they needed to see.

As part of the arrangement with the hospital, the
case managers waited to see the patients until a
physician had completed the assessment required
under the Emergency Medical Treatment and
Active Labor Act (EMTALA).

“We focused on the people who did not have
medical emergencies. If they were clinically ill
enough to be admitted, we didn’t intervene,”
says Melissa Medlock, RN, BSN, one of the
emergency room case managers.

The case managers talked with the members
about reasons for their visit and educated them
on appropriate use of the emergency department. 

“We educated them about the benefits of see-
ing a primary care physician and facilitated get-
ting an appointment for them. If it was a matter
of not having transportation to get to the doctor’s
appointment, we referred them to the health

plan’s transportation coordinator for assistance,”
Medlock says.

The case managers educated the patients about
signs and symptoms to report, when to come to
the emergency department, when to call their pri-
mary care physician, and how to use the health
plan’s services.

Based on the members’ situation, the case man-
agers referred them to any community resources
they might need as well as resources available to
them through the health plan.

The case managers referred appropriate
patients for care coordination or to disease man-
agement programs. For instance, some patients
who have low back pain came to the emergency
department frequently to ask for drugs. The case
managers referred them to the health plan’s low
back pain disease management program.

If children came in with asthma, the case man-
ager made sure they had an asthma action plan
and referred them to the health plan’s asthma
disease management program.

If the members needed follow-up, the case
managers referred them to the care coordination
department for case management.

Each morning, the case managers got a list of
members who presented at the emergency depart-
ment but left without treatment. They called the
members to find out what the situation was and to
get them the help they needed.

“The whole goal was to intervene and edu-
cate the patients to use their primary care
providers and to get them plugged into the
resources available to them. The program
helped us identify people who needed care
coordination,” Sesti says. For instance, one
member kept coming in with chest pain. His
condition was serious enough that he was
admitted each time. The case managers referred
him to the care coordination department, which
worked with the member and his primary care
physician to get him transitioned to hospice
care.

In some cases, they referred members to a
mental health facility or other behavioral health
services.

Realizing that the case managers were work-
ing in only one hospital, some members, who
were frequent emergency department users,
simply switched to another hospital for non-
emergent care. “Some members didn’t want to
be questioned about why they were in the
emergency department so they just went to
another hospital,” Medlock says.  ■
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Increased awareness
needed for thyroid disease
AACE highlights the condition during January

More people need to be aware of the impact
an underactive or overactive thyroid has on

their health, says Richard Hellman, MD, FACP,
FACE, president of the American Association of
Clinical Endocrinologists (AACE). 

That is why this organization has designated
January National Thyroid Awareness Month.
Thyroid disease is common though people fre-
quently do not connect the symptoms they have
with this gland located at the front of the neck.
The gland makes a hormone that increases cellu-
lar activity and its purpose is to regulate the
body’s metabolism.

According to Hellman, millions of people have
hypothyroidism, which means too little thyroid
hormone is being produced. However, about half
don’t know they have an underactive thyroid
and the different conditions that may result from
this disease, such as depression or a miscarriage
for women during the first trimester of their
pregnancy. 

People can be treated for an ailment, such as
depression, and not get well because their thy-
roid problem has not been addressed, says
Hellman. For example, if a person is being treated
for depression by medication, their condition will
not improve if they have an underactive thyroid
that is not corrected as well. 

There are many thyroid conditions that are not
well understood and are not dealt with appropri-
ately, says Hellman. 

To increase awareness about thyroid disease it
is good to help people recognize the symptoms of
an overactive or underactive gland. It is common
for people with hypothyroidism to complain of
fatigue or tiredness; constipation; depression; dry
skin; and coarse, dry hair. 

A person with an overactive thyroid or hyper-
thyroidism might become nervous, have trouble
sleeping, have loose stools, increased sweating, a
fast heartbeat at times, and for women irregular
menstrual periods. 

People who are experiencing symptoms for
either hypothyroidism or hyperthyroidism can
have a simple blood test completed in their
physician’s office that will determine if further
evaluation is necessary, says Hellman. 

In addition to knowing the signs and symp-
toms of thyroid problems, it is important to know
who is most likely to have them. Hellman says
that thyroid disorders are more common in
women and they tend to run in families. After
age 60, people are more likely to have hypothy-
roidism. Hellman says in community surveys
about 15% of older women will have an underac-
tive thyroid.  

Thyroid cancer is another disease that people
need to be aware of, says Hellman. This cancer is
the fastest growing cancer in the United States
but can be completely cured if diagnosed early
enough, he says. There is a simple neck check
people can do to determine if they have nodules
that might need to be assessed for malignancy. 

While goiters, or enlarged thyroid glands, have
not been common in the United States in many
years, now that more and more people are turn-
ing to fast food for the majority of their meals,
iodine deficiencies are increasing. For this reason,
there is growing interest in making sure young
women who are likely to become pregnant or are
pregnant have adequate amounts of iodine,
which is very small, says Hellman. 

An important message is that too much iodine
can cause the thyroid to malfunction just as too
little can cause problems as well. “It is like the
thyroid hormone, too much is bad and too little is
bad. The right amount is just right,” says
Hellman.

Since January 1995, AACE has selected a dif-
ferent aspect of thyroid disease to highlight dur-
ing Thyroid Awareness Month. The theme each
year has provided the public with different infor-
mation about the thyroid and its function. This
year the focus is on quality of care when address-
ing thyroid disease.  

There are many ways to get the word out
about thyroid conditions and any kind of com-
munity outreach is helpful, says Hellman.  ■

Companies may save 
with help from OSHA
Dramatic safety improvements are made 

Occupational health managers are dramati-
cally improving safety with the help of a

seemingly unlikely ally: the Occupational Safety
& Health Administration (OSHA). However,
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some employers might be reluctant to invite
inspectors onsite to put safety processes under
the microscope because they fear non-compliant
areas could result in violations and fines. 

This is a complete misconception, because
OSHA’s on-site consultation program is com-
pletely separate from the enforcement side,
stresses spokesperson Kelly P. Rowe. “The ser-
vices are delivered on a confidential basis,” says
Rowe. “The only grounds for referral to enforce-
ment are when an employer refuses to immedi-
ately correct an imminently dangerous situation
or refuses to correct a serious hazard in a timely
manner.”

In fact, companies participating in the consul-
tation program can qualify for a one-year exemp-
tion from routine OSHA inspections, and during
the consultation inspection process, no citations
are issued or penalties proposed, says Rowe.

Still, many employers approach OSHA
inspections with a sense of dread, with the
mindset “what are they going to find?” says
Curtis Holmes, plant manager for Juneau-based
Alaskan Brewing Co. “There is still that stigma
that if the OSHA inspector comes in and finds
any violations, they’ll either fine you or shut
you down until you fix the problems,” he says.

On-site consultations are given free of charge
to employers, usually within 30 days of a
request. 

After contacting your state OSHA office to ask
for a consultative visit, a representative will
come to your facility for a walk-through, will ask
questions about current practices and policies,
make comments, and provide candid feedback.
Employers then receive a list of recommenda-
tions for changes.

Occupational health managers report dra-
matic safety improvements have resulted from
these voluntary inspections. 

“It can’t cause you any problems. It can only
make you better,” says Leah Skaggs, RN, an
occupational health nurse at Honeywell
Aerospace’s LORI Heat Transfer Operation in
Tulsa, OK. 

Another pair of eyes

At Alaskan Brewing, voluntary OSHA inspec-
tions have been an annual occurrence since the
company started in 1986. “Instead of waiting for
OSHA to come by, we try to be upfront and ask
them if we’re doing things right,” says Holmes.
“That was typically something that wasn’t done

up here in Alaska; it’s pretty rare that people
would call and want a voluntary inspection.”

An OSHA consultation recently helped
Honeywell’s Tulsa site to achieve Voluntary
Protection Programs (VPP) certification, which
confirms a company has best practices in place to
prevent work related injury and illness to employ-
ees.“I would definitely recommend this process
for companies who don’t have corporate audit
teams in place,” says Skaggs. “And if you are con-
sidering VPP certification, then it is a must.” 

By working with OSHA consultants since 1998,
El Dorado, AR-based Anthony Forest Products
Company has spent approximately $50,000 on
safety improvements, but has saved more than $1
million in worker’s compensation costs, estimates
Kelly Olivier, the company’s environmental,
health and safety coordinator. Since 2001, the El
Dorado laminating plant has logged over 630,000
work hours with no lost time due to injuries. In
1998, the facility’s days away, restricted, and/or
transferred (DART) case rate was 2.34, and it is
now 0.00.

Safety changes made as a result of OSHA’s rec-
ommendations included developing proper start-
up and shutdown procedures; safe driving criteria
for powered industrial trucks; upgrading stairs,
walkways, and platforms by adding proper railing
systems and toe boards and performing personal
protective equipment assessments to identify
proper safety equipment for various jobs, says
Olivier.

“We already had a safety program in place, but
wanted another pair of eyes looking at our opera-
tions, to beef up our safety programs even more,”
Olivier says. “We wanted to eliminate any poten-
tial incidents by going above and beyond in our
plant locations. When you bring other profession-
als from outside, they may see things that none of
us have seen.”

Here are some of the actual recommendations
made by OSHA consultants:

• Minor problems that can be fixed 
immediately. 

Sometimes violations are so minor that they can
be fixed immediately, such as a burned out light
bulb on an exit sign. During Alaskan Brewing’s
site visit, the consultant noted that the load rating
of the mezzanine storage area needed to be
labeled conspicuously. 

“We were able to obtain the load rating and
label the mezzanine appropriately before the con-
sultant left the building,” says Heather Conlin,
human resources/special projects manager. 
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• Signage. 
Adding signs is a common recommendation

arising from a consultative visit, Conlin says.
“Some may view this type of feedback as unnec-
essarily regulatory, but we have found that sig-
nage raises awareness,” she says. The company
was asked to put in load rating signs on decks,
forklift awareness signs in high traffic areas, exit
signs on all doors if they open to other areas that
lead to an outside exit door, chemical awareness
signs, and fire extinguisher signs.

• Compliance with electrical guidelines.
At Honeywell, the consultant found some

blocked electrical panels and others that needed
to be clearly labeled on the front. Also, it was
noted that electrical extension cords cannot be
used except on a temporary basis, so conduit had
to be installed.

“We had quite a bit of conduit laid for that pur-
pose, which was pretty expensive, but it was defi-
nitely a problem we needed to take care of,” says
Skaggs. 

• Additional barriers.
At Anthony Forest, OSHA recommended

adding additional barriers such as guards, rails,
and toe boards through all the plants, reports
Olivier.

“Some of the equipment already had guarding
on it, but when OSHA came in, we looked at all
the areas again as a precautionary measure, to see
where there could be potential fall incidents,” he
says. 

• Purchase of new equipment.
OSHA consultants advised Alaskan Brewing to

buy a tank cleaning machine so that employees
would no longer have to climb inside beer tanks
to clean them by hand. 

The consultant explained that the company
would no longer have to worry about requirements
for confined spaces, and employees would be safer.
“The guys still open the tanks and inspect them,
but this machine now cleans the tanks. The equip-
ment cost approximately $2,500, but the savings in
manpower paid for the equipment quickly,” says
Holmes. “The brewer is now able to accomplish
other tasks while the machine does the work.”

In addition to the confined space dangers, the
employee had exposure to chemicals while clean-
ing the tanks and also had the risk of climbing in
and out of the tank, says Holmes.

During a recent OSHA visit at Alaskan
Brewing, confined space issues came up again,
however, because the company recently had pur-
chased a new grain dryer system that required

operator entry for annual inspections. “We also
found out that the crawl spaces under our tanks
now qualified for confined space even though
they had not been looked at during previous
inspections,” says Holmes. The consultant rec-
ommended that a confined spaced gas meter be
purchased to check for oxygen, carbon monox-
ide and flammable gases. “We don’t use it very
often, but it was needed because we don’t have
anybody local for doing that type of testing,”
says Holmes. “The meter was an expensive
addition to our safety equipment, but now the
employers can feel confident that when they
enter a confined space, it is safe for them to do
so.”

• New processes.
An employee was nearly killed when a fuel

truck exploded at Boise, ID-based Western
Aircraft, which has 150 employees. Western is an
aircraft-services company and authorized service
center, certified aircraft repair station, and world-
wide distributor of parts and avionics. As a result
of this wake-up call, the company began working
with OSHA consultants. As a result, today the
company’s DART rate is 0.00.

An annual review process ensures that all
required training and written programs are up to
date, reports Terry G. Hess, safety and training
manager. Through this process, it was discovered
that some employees are exposed to bloodborne
pathogens, and therefore, the Hepatitis B vaccine
must be offered at no charge to those employees
that are potentially exposed. 

“To our surprise, when we surveyed our
employees, over 50 of them asked for the vaccine,”
says Hess. “After training the employees on proper
use of personal protective equipment and offering
the vaccine, we feel that our folks are now
protected.”  ■

Disease management plan
helps unfunded patients 
Hospital system manages care of chronically ill

Adisease management program implemented
by nurse case managers helps chronically

ill, unfunded patients cared for by the North
Broward Hospital District avoid hospitaliza-
tions and emergency room visits. 

The hospital system started the program
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eight years ago to help alleviate the number of
unfunded patients with chronic illnesses who
were coming to the emergency department
because they didn’t have a primary care
provider and were not getting the care they
needed to keep their condition under control.

The program focuses on patients in the com-
munity who may have access issues, financial
limitations, and who may never have been to a
primary care provider. 

“It’s a win-win situation for everyone. We get
these patients established with a doctor or a
nurse practitioner and make sure they get the
right care. The patients are healthier and we keep
patients who have no ability to pay out of the
hospital and the emergency room. Our strategy
was to ensure a healthier community and it has
worked,” says Lori Kessler, BSW, MHSA, district
manager for disease state management programs. 

The program illustrates the benefit of educat-
ing people with chronic illnesses about their con-
ditions and helping them stay healthy, Kessler
points out. 

“We did a cost-avoidance analysis and the pro-
gram has paid for itself. People with chronic ill-
nesses who don’t take their medications, monitor
their conditions, or keep their appointments with
their primary care provider are likely to be hospi-
talized. By monitoring these chronic illnesses, we
are improving the quality of life for these patients
and cutting down their medical costs at the same
time,” she adds.

North Broward Hospital District, with head-
quarters in Fort Lauderdale, FL, has five acute-
care facilities and 11 primary care sites. The nurse
case managers are located at the primary care site
and coordinate care for patients with asthma,
hypertension, congestive heart failure, HIV-AIDS,
breast cancer, and high-risk pregnancies.

Patients without insurance and those with
Medicaid are eligible for the chronic illness pro-
gram. There is no charge to the patient for partici-
pating in the program.

The nurse case managers work face-to-face
with patients, meeting them at the doctor’s office
and acting as their liaison and advocate. 

“The nurse may accompany patients to doc-
tor visits and may suggest that patients show
the doctor their blood sugar log or peak flow
log or prompt them to give the doctor informa-
tion about symptoms or to ask questions about
the treatment plan,” Kessler says.

They educate the patients to help them gain
control of their disease, to understand their dis-

ease and its complications and comorbidities.
They also teach them about the importance of
adhering to their treatment plan, seeing their
physician regularly, and to act before their
symptoms become severe enough to warrant
hospitalization or an emergency department
visit.

They teach their patients the importance of
receiving recommended tests and procedures,
such as eye examinations for diabetics. They call
to remind patients of physician appointments
and to get their medications filled.

“We take a team approach to managing care.
We work closely with the providers to make sure
that the patients follow the treatment plan. The
providers are happy that our nurse case man-
agers are there on site to provide patient educa-
tion, like teaching the patients how to use a
glucometer,” she says.

About 60% of the patients are referred by the
hospitals in the North Broward District. The
rest are referred by the clinics and community
agencies.

When patients are referred to the program, a
case manager examines their records in the hospi-
tal system’s electronic medical record to get clini-
cal details, then calls the patient and develops a
plan for managing the patient’s condition.

Finding patients’ medical homes

When a patient is referred to the program, the
nurse case managers find out if the patient has a
medical home. If patients have been hospitalized
or visited the emergency department and don’t
have a medical home, the case managers help
them find a physician at a convenient location
and ensure that they get the follow-up care they
need. 

The nurses stratify the patients based on 
psychosocial issues, utilization of health care
resources, and clinical indicators. 

In addition to seeing them in the clinic, the
nurse case managers contact the patients at regu-
lar intervals, depending on the patient’s risk for a
decline in health status and other factors.

“Even if a patient has a good control of her
medical [condition] but may have just lost her
husband, the case manager will call more fre-
quently. Or, if someone has started a new medica-
tion, the nurse will call to make sure everything
is going well,” she says.

The nurse case managers slowly build relation-
ships with their patients, working on the issues
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that are most important to the patient as they
educate the patient about their disease and the
importance of preventive care while being cul-
turally sensitive to the patient. 

“Sometimes the patient presents to the case
manager and all she can think about is how bad
her eyes have gotten. Before we can move into
any other real [area] of her care, we get her eyes
checked. This gives the nurse a starting point
and over time she can expand to other health
care problems or health-related issues the
patient needs to address,” she says.

Sometimes patients are in denial because they
don’t have symptoms and the case manager
must educate them on the disease. “They may
have hypertension but they don’t feel bad or
have symptoms until they have the first stroke.
If they have no funds, they can’t go for preven-
tive care,” she says.

They assess the patients’ needs and work
with community agencies to make sure eligible
patients are receiving food stamps and other
needed resources.

The case managers are assigned to patients
by location, rather than disease.

“So many of these patients have comorbidi-
ties so it’s better to have one nurse coordinating
the care for all of the conditions. The nurses can
always call on others for help and often co-man-
age patients with complicated diseases like HIV
or cardiovascular disease,” Kessler says. 

Because the patient population is culturally
diverse, most of the staff speak more than one
language, including Spanish, Creole, and
French.

In addition to conducting one-on-one educa-
tion, the nurse case managers in the program
arrange regular group sessions for patients with 
a particular disease, often partnering with other
resources in the community. For example, the
program organizes “Foot Days” and invites all
the patients with diabetes to participate. 

Kessler brings in a podiatrist from Nova
University to help with the education sessions
and to conduct foot examinations. She gives the
participants small mirrors and encourages them

to check their feet regularly.
“We get the patients educated and their feet

checked for free and the Nova University stu-
dents get good experience,” she says.

(For more information, contact Lori Kessler, BSW,
MHSA, district manager for disease state manage-
ment programs, North Broward Hospital District, 
e-mail: lkessler@nbhd.org.) ■
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CNE 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. ■
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21. How many weeks post-discharge did the 
case managers in the study at Case Western
Reserve University follow patients?
A. six weeks
B. eight weeks
C. 10 weeks
D. 12 weeks

22. According to Mary Anne Sesti, RN, MMA, direc-
tor of government programs for Physicians Health
Plan of Mid-Michigan, which of the following are
reasons people misuse emergency departments?
A. using the ED for primary care
B. searching for drugs for pain
C. their PCP suggests the ED
D. A & B

23. Richard Hellman, MD, FACP, FACE, president 
of the American Association of Clinical
Endocrinologists, says thyroid disorders are 
most common in men.
A. True
B. False

24. Which is true regarding free consultative ser-
vices provided by the Occupational Health &
Safety Administration (OSHA)?
A. Consultants routinely fine employers for vio-
lations immediately.
B. The only grounds for referral to enforcement is
when an employer refuses to correct a serious
hazard in a timely manner or refuses to immedi-
ately correct an imminently dangerous situation.
C. Consultants charge a significant fee for rec-
ommendations.
D. Participating companies reported increased
worker’s compensation costs.

Answers: 21. B; 22. D; 23. B; 24. B. 
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