
Case management program slashes
hospital stays for ESRD patients
Face-to-face meetings key to initiative’s success

An intensive case management program for patients with end-
stage renal disease resulted in an 83% drop in hospitalization in
just six months for members of DaVita VillageHealth’s Special

Needs Plan.
DaVita VillageHealth is a subsidiary of DaVita Inc., one of the largest

providers of dialysis care in the United States, says Cristina Walter, MS,
RN-BC, CCM, CCP, regional operations director. 

The company offers the Medicare Special Needs plan in five markets
for Medicare beneficiaries and dual eligible Medicare and Medicaid
beneficiaries who have end-stage renal disease and are receiving dialy-
sis in a DaVita clinic, Walter says.

The case managers work from their homes and cover a centralized
area. They can go into any of the clinics, log on to the health plan’s med-
ical management system, and document on their laptop.They have an
average caseload of about 40 patients.

“In my mind, you can’t provide the kind of intensive case manage-
ment these patients need with a larger caseload. This is such a totally
different aspect of case management than telephonic case management.
Telephonic case management has its role, but these patients benefit
most from a personalized one-on-one visit,” Walter says.

The case management program targets patients who are most at risk
for hospitalization and who need assistance in adhering to their treat-
ment plan, Walter says. Case managers see the patients face to face at
least once a month in the clinic and make home visits.

“We have a huge subset of patients who are not case managed.
These patients take their medication and follow their dietary plans,”
she adds.

Once dialysis patients enroll in the plan, the case manager 
schedules a time to meet face to face with the new member. The 
initial assessment takes between one and two hours and usually is 
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conducted during a dialysis treatment, says
Terri Whitley, RN, BNS, CNN, case manager.

“During that time, I try to get to know the
member and find out their lifestyle and what
kind of family support is available. I complete a
health history and a depression screening and
review medication with them. After that, we talk
about their needs and what they feel I can help
them achieve,” she says. 

The case managers receive training on motiva-
tional interviewing and willingness to change.
They work with the member, his or her nephrolo-
gist, and other members of the treatment team to
create a specialized care plan.

“I explain my role and help them come up
with goals. I try to use motivational interviewing
techniques to encourage members to take action
on their own. Some have a goal of being able to
walk to the mailbox. Others want to get to the
place where they can have a transplant. Others
just want to be able to get medication assistance,”
Whitley says.

Patients with end-stage renal disease present a
challenge to case managers because their needs
are so intense, Walter says.

“This is a hard population to case manage.
Medication adherence and dietary issues are
huge problems for this population. They need
very intensive one-on-one support to comply
with their medication regimen and stay on their
diet. Their general health problems combined
with medication and dietary issues can often
cause them to go into the hospital,” she says.

Many of the patients have multiple co-mor-
bidities, such as hypertension, diabetes, or con-
gestive heart failure. The average patient in the
special needs plan has six co-morbidities and
may be taking as many as 16 different medica-
tions. They are on low-salt, low-sugar diets, and
need to restrict their fluids, Walter says.

Emphasizing treatment adherence

The case managers try to help the patients
understand their treatment regimen and the
importance of following it, she adds. 

“Some members have a hard time with treat-
ment adherence. Most treatments are scheduled
three times a week for four hours. Sometimes
members miss treatments in an effort to normal-
ize their lifestyle or because of transportation
problems. Others may skip their medications
because of side effects, inconvenience, or because
they cannot afford them. The renal diet also
requires a huge commitment on the part of the
patient and the family,” she says.

Whitley makes regularly scheduled visits with
her patients in the dialysis clinic once a month
and often visits them informally to check on how
things are going. She calls them at intervals,
depending on the patients’ needs and gives them
a phone number they can call 24-7 if they have
questions or concerns. 

“When I’m in the clinic, I stop by and say hello.
Often they’ll bring up an issue and I’ll sit down
and talk to them about it,” Whitley says. 

She participates in the monthly quality assur-
ance meetings with the treatment team at the
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clinic and collaborates with her patients’ nephrol-
ogists to coordinate care.

“If a patient has an issue between visits, I call
the physician and let him or her know. Sometimes
it’s as simple as increasing the dose of an antide-
pressant. I have access to the patients’ lab tests,
and if I see a problem, I can discuss it with the
team at the clinic and call the patients to discuss
it,” she says.

The case managers take a proactive approach
to any problems the patients have to help them
avoid hospitalizations. 

For instance, dialysis patients frequently have
problems with their grafts or fistulas clotting.
The graft or fistula is a vessel that provides
access to the patient’s blood for the dialysis
treatment. If it clots, dialysis treatment cannot
be done, she says.

“If a case manager gets a call over the week-
end, she’s able to get the patient into the outpa-
tient access center on Monday morning so the
procedure can be performed and the patient can
receive dialysis that afternoon. If the patient did-
n’t have a case manager, he or she would likely
end up in the hospital,” she says.

Having a case manager arrange for a visit to
the access center is more cost-effective than hav-
ing the same procedure performed in the hospital
where the patient could be exposed to disease,
she adds.

“Having a case manager coordinating the care
saves money and assures them of a better out-
come,” she says.

DaVita operates more than 4,000 dialysis clin-
ics in 43 states. DaVita VillageHealth launched
the Special Needs Plan in January in Alabama
and Ohio and in Washington, DC; Georgia; and
Virginia in March. Plans are under way to expand
it into other areas. 

Another branch of DaVita offers disease man-
agement for patients who have chronic kidney
disease in the earlier stages.

Those case managers work from their homes
and cover a centralized area. They contact mem-
bers by phone and use motivational interviewing
techniques to encourage the patients to follow
their treatment plan and delay the progression of
their disease as long as possible.

End-stage dialysis patients who have commer-
cial insurance are covered by another branch of
VillageHealth. The case managers for that group
visit members during their dialysis and function
much like the case managers in the Medicare 
program.  ■

Personal visits help 
CMs establish rapport 
Home assessment helps identify family dynamics

Face-to-face contact is an essential part of man-
aging the care of patients with end-stage renal

disease, says Cristina Walter, MS, RN-BC, CCM,
CCP, regional operations director, DaVita
VillageHealth.

“It takes a lot of time and face-to-face contact
to build up the rapport with patients and to get a
full picture of their individual situation and
needs. The case managers establish a close rela-
tionship so the patients feel comfortable telling
them when they need help. Then we bring in
social work to help identify resources to meet the
patient’s needs,” she says.

By gaining the trust of their patients, the case
managers have been able to find out that their
patients didn’t take their medications because
they couldn’t afford them or that they didn’t
understand how to read the labels.

The case managers work with the patients to
sign them up with a pharmacy drug program if
they are eligible and are constantly on the look-
out for other psycho-social issues, she adds.

VillageHealth case managers also conduct
home visits to assess any psycho-social issues the
patient may be having and to get a first-hand
look at conditions in the home. 

When they go into the home, the case man-
agers assess the home environment to get an
understanding of living conditions, the patients’
support systems, and family dynamics.

“Case managers are the eyes and ears of the
rest of the treatment team. Sometimes the dialysis
center staff have no idea what else is going on
with the patient. It’s the case manager’s job to
add clarification,” she says.

Depending on the rapport she has established
with the member, the case manager may ask to
see the kitchen and bathrooms.

“They’re looking at the food situation and how
clean the home is. A lot of times patients have to
choose to purchase food over medicine but they
are too proud to tell us they need medication
assistance,” she says. 

If appropriate, the case manager can call in a
social worker to help get the patients established
with community resources that can help with
their needs.
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During the home visit, the case manager asks
the patients to bring out all of the medications
they are taking and goes over each with them.

“Dialysis patients are on multiple medications
and often need help in understanding which one to
take at what time,” she says. “Medication adher-
ence is so important, especially with a population
that is dealing with so many comorbidities.”

Often patients were taking one medication
when they were hospitalized and received a pre-
scription for a similar medication while in the
hospital and continue to take both, she says.

One patient brought out two shoeboxes full 
of medication dating back to 2003. Another, who
was supposed to take 10 pills a day filled up a
pickle jar with pills and randomly picked 10 to
take each day.

In the case of patients whose confusion leads to
major medication adherence problems, the DaVita
VillageHealth case managers go to the homes once
a week and put the medication in pill boxes to
make it easy for the patients to become adherent.

“Dialysis patients often don’t understand the
complexity of their medications. We work with
patients who are on as many as 16 medications,
which are taken at different intervals, some
with food and some on an empty stomach,” she
says.

In the case of the patient who took 10 pills a
day at random, her albumin levels were off the
scale and she had anemia, along with other prob-
lems. The situation had been going on for a long
time but until the case manager visited the home,
no one had noticeed, Walter says. 

“Nobody had stopped to listen and hear
what the patient was saying. Our case managers
know that it’s so much more important to listen
than to speak. When the case managers stop and
listen to what their patients are telling them,
they can do a much better job of managing their
care,” she says.  ■

Plan targets seniors 
with high cholesterol
Program focuses on prevention of coronary disease

As part of its efforts to take a proactive
approach to heart disease, Health Net Inc.

has launched the first-ever Medicare Advantage
Special Needs Plan designed specifically for

seniors with high cholesterol.
Traditionally, special needs plans concentrate on

helping seniors manage their existing chronic dis-
eases. Health Net also offers coronary disease man-
agement and complex disease management to
coordinate the care of seniors with coronary disease.

This special needs plan is unique in that it takes
a preventive approach, says Richard Jacobs, MD,
MBA, chief medical officer for Health Net of
Arizona Inc.

“Traditional Special Needs Plans focus on peo-
ple with serious and complicated medical condi-
tions like diabetes and congestive heart failure.
While we need to do that, it is sort of like trying
to take care of the horse after he gets out of the
barn. Early interventions mean that we prevent
the disease instead of waiting until it costs three
to four times more to treat the disease,” he says.

The Special Needs Program gives seniors the
resources they need to become actively involved
in their own health and to prevent heart disease
by keeping their cholesterol under control, Jacobs
adds. 

High cholesterol can lead to an increased risk
for heart disease, poor circulation, and stroke, he
says.

“Learning to manage their high cholesterol
properly and proactively could make a life-sav-
ing difference for these individuals,” he says.

Members who join the program receive a
health assessment, personal help from health
coaches, and other tools to help them comply
with their treatment plan. The health plan also
offers an advice line that seniors can call with
questions or concerns.

“It’s painfully obvious that the No. 1 killer for
this age group nationwide is cardiovascular dis-
ease and it’s the No. 1 cost driver when it comes
to care. This product focuses on prevention and
seeks to delay or thwart altogether the onset of
chronic illness linked to high cholesterol,” he
says.

About half of the Medicare population has
high cholesterol but only a fraction of those are
taking medication for the condition. Non-compli-
ance is high because high cholesterol is a silent
problem with no symptoms, he says.

Literature shows that only about four in 10
people who should be taking cholesterol-lower-
ing drugs are actually taking them, Jacobs says. 

“High cholesterol is a silent condition. People
feel well so they don’t manage the condition well.
As a result, more are likely to develop chronic
heart disease,” he adds.
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Some people stop taking statins because they
have side effects. Others forget to refill their pre-
scription. Still others don’t want to take it because
they feel fine and are in denial.

“Evidence shows that when a caring medical
professional constantly reminds them to take
their medication, the odds of their continuing to
adhere to the treatment plan skyrockets,” he says.

Initially about 40% of the people who joined
Health Net’s program were already taking a
statin to control their cholesterol. At the end of
the first year, statin use had risen to 55%. The
health plan’s goal is 70% compliance.

Health Net marketed the program to the entire
Medicare population. Any member who has a
total cholesterol of more than 200 is eligible for
the plan.

“Everyone who joins the program has elevated
cholesterol, which means we don’t have to spend
resources to find them. In addition, they are say-
ing that they are ready to do something about the
problems so we have an opportunity to focus on
them efficiently and help them get the problem
under control,” he says.

One factor that distinguishes the Special Needs
Plan from the health plan’s main Medicare
Advantage plan is that seniors can sign up for the
Special Needs Plan at any time, rather than hav-
ing to wait until open enrollment. 

“There are no open enrollment restrictions
with the cholesterol Special Needs Plan. We try to
take away all the barriers to helping patients
become adherent with their prescribed medica-
tions,” he says.

A special needs plan is the perfect vehicle for
engaging Medicare beneficiaries with high
cholesterol because seniors have the opportunity
to opt in to the plan, saving the health plan the
time and expense of identifying eligible members
and engaging them in the program.

“We know that about half of the seniors in our
main Medicare plan have high cholesterol but we
don’t know who they are. It takes tremendous
resources to find them and get them into a pro-
gram. The second problem is that even when we
find out who they are, when we contact seniors
with high cholesterol, a significant percentage are
not interested in doing anything about it,” he says.

Elevated cholesterol is a modifiable risk factor
for cardiac disease, he points out.

“Regardless of what plans the seniors sign up
for, whether it’s our main Medicare Advantage
plan or a special needs plan, if beneficiaries have
elevated cholesterol or any other risk factor, we

address them,” he says. 
If people who already have heart disease select

the plan, they are triaged into a higher intensity
case management program for coronary artery
disease. The same is true with people who have
diabetes, congestive heart failure, or other chronic
illnesses. ■

Empowering seniors to
take responsibility 
Case managers work with members on issues

The goal of Health Net’s Special Needs Plan 
for seniors with elevated cholesterol is to

empower the members to become more informed
and responsible for their own medical care in
cooperation and collaboration with their physi-
cians, says Richard Jacobs, MD, MBA, chief med-
ical officer for Health Net of Arizona Inc.

“Our nurses work with members and their
physicians to ensure that evidence-based stan-
dards of care are made available to the member.
We educate and coach the member to facilitate
improved medical compliance. The coaching is
individualized for each member, depending on
his or her personal health care needs and prob-
lems,” he adds.

When members join the plan, they complete a
health questionnaire that helps determine what
individualized services they need, Jacobs says.

New members with established cardiac disease
are screened for appropriate medications, such as
the use of beta-blockers.

The nurses and social workers who manage
the care of the members are backed by board-
certified physician medical directors.

Typical interventions include enrolling mem-
bers in smoking cessation programs, educating
them on the benefits of taking their medications,
working with physicians to ensure that key medi-
cations and treatments are made available to the
member, and coordinating appointments with
specialists.

Nurses and social workers are available to
answer questions and concerns and to help the
members overcome obstacles to care. 

Health Net uses national cholesterol education
programs as its guideline for the program.

“We don’t just manage the cholesterol. If they
are smokers, they get smoking cessation education;
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if they are diabetics, they receive full-service dis-
ease management and case management across
the spectrum,” he says.

Health Net also has launched a Special Needs
Plan for seniors with high cholesterol in Oregon,
Washington, and Connecticut.

Each state take a slightly different approach to
managing cholesterol but all the plans include
education and health coaching, Jacobs says.

In Arizona, where the first cholesterol special
needs plan was launched, the health plan part-
nered with a vendor that specializes in disease
management for seniors to administer the plan.  

Members who sign up for the program fill out
a health risk assessment questionnaire that strati-
fies their risk level.

Members at high risk receive outreach calls
from nurse health coaches who help them
become compliant with their medication regimen
and their individual treatment plan.

The vendor analyzes pharmacy claims several
times a year to identify members who have not
gotten their medications filled. 

If people are not getting their medication filled,
the vendor’s health coaches contact the members
and work with them to ensure adherence and
alert the physician that the member has not filled
his or her prescription.

Beneficiaries who sign up for the high choles-
terol special needs plan remain in it indefinitely.

“The nurses never stop working with these
members. We are constantly monitoring their uti-
lization of the cholesterol-lowering drug. If they fail
to fill a prescription, the nurses get back in touch
with them and get them back on track,” he says.

The health plan doesn’t receive any additional
reimbursement from Medicare to provide the
extra services, Jacobs points out.

“We feel that in the long run everybody will
benefit. The beneficiaries will stay healthier and it
may prevent coronary conditions that would cost
the health plan much more,” he says.  ■

Health care system offers
challenges, opportunities 
New CMSA president working to spread the word 

One of the biggest challenges facing case man-
agers today is educating the consumer and

other health care providers about what case man-

agers do and the value they bring to the table,
says Jeff Frater, RN, BSN, CCM, new president
for the Case Management Society of America
(CMSA). 

As president, Frater wants to work to develop
a definition of case management and to spread
the word about the profession. 

“One of the greatest challenges to case man-
agers as a whole is the role definition and the
protection of the title. In the nursing world,
someone who calls themselves a nurse has the
license to demonstrate it. Case managers don’t
have the same kind of protection. People can 
call themselves a case manager and not even be
aware that there are standards of practice,” Frater
says.

For instance, he points out, utilization manage-
ment is not consistent with the definition of case
management contained in CMSA’s standards of
practice. 

“Most people who do case management at
times perform utilization management and uti-
lization review but if that’s all you’re doing, you
shouldn’t be calling yourself a case manager,” he
says.

CMSA is in the midst of a project to come up
with clear definitions of all the titles and roles in
the profession in collaboration with partner orga-
nizations, such as the National Association of
Social Workers and URAC, Frater says.

“We need to define the difference between
case management and disease management,
between care coordination and utilization
review. Many case managers that I have talked to
spend more time on utilization management
than case management. Their job title says ‘case
manager’ but their role and function is more uti-
lization management and discharge planning,”
he adds.

There is an opportunity for CMSA to take a
leadership role in defining the roles and functions
connected with the title of case management as
well as educating people both inside and outside
the health care field about the differences, he
says.

In today’s increasingly complex health care
arena, case managers have more opportunities
than ever before to advocate for and assist their
clients in making informed health care decisions,
Frater says.

Consumer-directed health plans are a case in
point, he adds.

“These health plans put the burden of decision
making on the patients, who often are poorly
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equipped to make intelligent decisions. There is a
real opportunity for case managers to guide indi-
vidual consumers through the health care system
and help them make informed choices,” Frater
says.

A mechanism that reimburses for case manage-
ment services would be invaluable in expanding
the role of case management to coordinate care
for people in a variety of settings and help con-
sumers navigate the complex health care maze,
he adds.

CMSA is working to develop a CPT coding ini-
tiative for case management services that would
provide reimbursement for telephonic and face-
to-face encounters by case managers, he says.

The Centers for Medicare and Medicaid
Services (CMS) has given the “N” status to three
CPT codes for non-physician telephone assess-
ment and management services by non-physi-
cian-qualified health care professionals. 

“An ‘N’ status means CMS won’t be paying for
the service but they have assigned relative value
units to these CPT codes, which sets the stage for
health plans and others to determine reimburse-
ment for these services,” he says.

CMSA is urging CMS to provide reimburse-
ment for the services.

“We are working on a strategic initiative to get
payment for case management services, whether
it’s through Medicare, commercial insurers, or by
having patients pay for it out of the health care
savings account,” he says.

The most likely scenario in which case man-
agement services could be reimbursed by CMS or
commercial payers would be in a physician office
setting, he says. This could be invaluable in pay-
for-performance initiatives.

“A nurse case manager can help the physician
make sure their patients with chronic conditions
are receiving the routine care they need. The new
CPT codes would give the physician offices a
way to get reimbursement by having case man-
agers work in alignment with them to improve
the quality of care,” he says.

The CPT codes would also allow case man-
agers in independent practice to be reimbursed
for their services, he adds.

This fall, CMSA is rolling out a new web site
that will include content to help people not in the
case management profession understand what
case managers do.

“We will have a portal for members, a portal
for employers, a portal for public policy makers,
and a portal for consumers,” he says.

CMSA continues to support case managers by
developing tools that help facilitate their every
day work, Frater says.

“Many case managers, regardless of practice
setting, struggle to find tools and resources that
will help them do their jobs. In my work as a
trainer, I find that case managers get most excited
about tools that will help them perform a thor-
ough assessment and develop evidence-based
treatment plans,” Frater says.

The Case Management Adherence Guidelines,
developed by CMSA, are assessment and inter-
ventional tools for measuring adherence, Frater
says.

“This is a tool that can help bolster what is
missing and to reduce the barriers in that
patient’s adherence,” he says.  ■

Teach about proper use 
of physical therapy
Patients need to know their role for best outcome

Physical therapy is becoming more common-
place as health care professionals who special-

ize in this field take staff positions at hospitals,
outpatient clinics, home health agencies, nursing
homes, and sports and fitness facilities. 

When people have a movement disorder that
limits their ability to perform daily activities, a
physical therapist would often be the appropriate
specialist to see, says Steve Tippett PT, PhD, SCS,
ATC, professor and chair of the department of
physical therapy and health science at Bradley
University in Peoria, IL. 

For example, a person may present with the
inability to use his shoulder, especially for 
overhead activities. He may have weakness,
decreased range of motion, decreased overall
function and maybe decreased endurance,
explains Tippett.

To help the public understand the role of a phys-
ical therapist and when to solicit the help of this
health care professional, the American Physical
Therapy Association in Alexandria, VA, has
declared October as National Physical Therapy
Month. 

What information do people need to know in
order to use a physical therapist effectively?
Following are a few key points:

• Types of conditions treated: It is impor-
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tant for people to know what types of condi-
tions a physical therapist might treat. This
health care professional might help with ortho-
pedic conditions, joint and soft tissue injuries,
neurological conditions, connective tissue
injuries, cardiopulmonary and circulatory con-
ditions, and workplace injuries, such as repeti-
tive stress. 

• How to choose a PT: Although patients are
often referred to a physical therapist by a physi-
cian, they can choose to visit one on their own.
In this case, they should seek a directory of pro-
fessionals in their area and select one with
appropriate credentials. A physical therapist
must receive a graduate degree from an accred-
ited program and pass the national licensure
examination, which allows him or her to prac-
tice. 

In addition, physical therapists can be certified
as specialists in certain areas such as orthopedics,
sports, neurology, pediatrics, and geriatrics. 

“If a person has a special problem, then the
specialists are probably the physical therapist
to see,” says Tippett. However, networking is
common among physical therapists and they
will refer to another therapist when appropri-
ate. 

• The role of the patient: In order for physical
therapy to work, a patient must be actively
engaged in the treatment program, says Tippett. 

“Patients have to be engaged in the process.
They have to know what is wrong with them and
their role in getting themselves better, and they
have to be involved in it,” he explains.

Patient non-compliance would undermine the
success of a physical therapy program. 

“Sometimes that is the fault of the physical
therapist, because patients need to understand
what their part will be, what is expected of
them,” explains Tippett. 

• What to expect: A physical therapist will
examine a patient and develop a treatment plan
that would include exercises and activity modifi-
cation. Other techniques are also used to reduce
pain and stimulate muscles. At home, patients
would do their exercise routine, limit activities to
those that are appropriate and sometimes apply
an ice or heat treatment. 

The amount of time it takes for an injury to
improve depends on the problem; however, if a
patient doesn’t see improvement after a couple of
visits with an appropriate plan in place, then
physical therapy is not working, says Tippett. In
such cases, the physical therapist might work

with the patient’s physician on further diagnostic
tests such as X-rays. 

Due to their training, physical therapists are
good at assessing whether a condition warrants
physical therapy or requires another medical
intervention. For example, Tippett explains, a
shoulder problem might not be from a muscu-
loskeletal injury, but could be a heart problem or
a tumor on the lung.

“Physical therapy is a relatively new profes-
sion, but we continue to evolve quickly and posi-
tion ourselves uniquely in the health care field,”
says Tippett.  ■

Research: Sedentary 
workers risk chronic illness 

Exercise can improve a worker’s health and
productivity. That’s a no-brainer, right? The

vast majority of employees and managers at your
workplace probably take that statement as a
given. But new data show that lack of exercise
can actually cause chronic, costly, and debilitating
diseases.1

Researchers asked participants in one group 
to reduce the number of steps they took per day
from 6,000 to 1,400 for three weeks. Another more
active group decreased their steps from 10,000 to
1,400 for two weeks. At the end of the study, par-
ticipants had much higher levels of glucose and
fat, and they took much longer to clear these sub-
stances from their bloodstream, which put them
at greater risk for diabetes and other chronic 
diseases. 

“We thought that not exercising just wasn’t
healthy, but we didn’t think that a lack of activity
could cause disease. That assumption was wrong,”
says Frank Booth, PhD, one of the study’s authors
and a professor of biomedical sciences at the
University of Missouri in Columbia. “Reducing
ambulatory activity by sitting around for one or
two weeks, instead of walking, is detrimental to
long-term health.”

Data back your efforts

So how can you use this powerful new data as
leverage for employee wellness programs? 

The new research is very relevant, says Karen
Griffith, global health, well-being, and produc-
tivity senior program manager at Chandler,

116 CASE MANAGEMENT ADVISOR ™ / October 2008



AZ-based Intel Corp. “It is another tool that
OHNs can cite, to help management and
employees understand the importance of
healthy lifestyles and prevention programs,”
Griffith says. 

Don R. Powell, PhD, president and CEO of the
American Institute for Preventive Medicine, a well-
ness program provider based in Farmington Hills,
MI, says, “Given that OHNs [occupational health
nurses] are, in many cases, the only employee in
the company involved in health and wellness, you
need to take this information and use it to justify
programs.”

Getting employees active is not as easy as sim-
ply telling them to start walking 30 minutes a
day. “It’s much more than that; it’s about behav-
ior change and getting people ready to change,”
says Nicolette Shriver, health coach supervisor
for Eden Prairie, MN-based Cigna. “If a lack of
physical activity can actually make you sick,
that’s all the more reason for employers to start
workplace wellness programs focused on increas-
ing physical activity.” 

You should use the study’s findings “to back
the continuing effort to encourage an increase in
daily activity for employees,” advises Pamela
Dugger, RN, employee health nurse for the City
of Dalton, GA. “Some people, when told of the
results, would increase activity in an effort to
decrease their disease risk,” she says. 

Currently, City of Dalton employees are
offered discounted rates to a local wellness cen-
ter. “At this time we do not have any plans for
new programs, but we are always looking for
new and inventive ways to encourage our work-
ers to lead a healthy, active life,” says Dugger. 

Reference

1. Olsen RH, Thomsen C, Booth FW. Metabolic responses
to reduced daily steps in healthy nonexercising men. JAMA
2008; 299:1,261-1263.  ■

What? No expensive 
new gym for workers?
Try these low or no-cost options

“You don’t need to build a half-million dol-
lar fitness center to have a fitness pro-

gram,” says Don R. Powell, PhD, president and

CEO of the American Institute for Preventive
Medicine, a wellness program provider based in
Farmington Hills, MI. “That is a lot of resources
to devote to one aspect of wellness. Also, often-
times the employees who do go to the gym are
already working out. You are just making it a lit-
tle more convenient for them.” Here are some less
expensive options, suggested by Powell:

• Give employees a map showing a three-mile
route and a five-mile route for them to walk or
jog around the worksite to encourage exercise.

• Put in a shower so employees can work out
during lunch breaks without going back to work
sweaty. 

• Bring local fitness instructors onsite, such as
a YMCA personal trainer or a yoga teacher, at a
cost of $20-$40 per hour. 

• Negotiate a reduced rate for a health club
membership. Instead of subsidizing the cost, con-
tact a local YMCA or sports club, and say, “We
are going to encourage physical activity at ABC
company, and we can publicize your club at the
worksite with X number of employees. What can
you offer as an incentive?

“Other than the nurse’s time, there is no cost
associated with this,” says Powell.  ■

Safety reward program
results in ‘huge ROI’
Workers’ comp costs cut more than 90% 

Digital cameras, blenders, food processors,
waffle makers, espresso machines, jewelry,

luggage, gas grills, fishing rods, and telescopes.
These are some of the items that workers at Wika
Instrument Corp., a Lawrenceville, GA-based
manufacturer of pressure and temperature instru-
mentation, can receive for improving their own
safety.

A Safety Recognition program gives employees
points for improving safety goals and initiatives.
These can be redeemed online for merchandise.
As a result of the program, the company
decreased its workers’ compensation costs by
more then 90%, from $1.35 per $100 in payroll in
2005 to 10 cents per $100 in 2007. “We also saw a
marked increase in employees’ adherence to
safety guidelines,” says Catherine Bochenek, the
company’s environmental, health, and safety
manager.
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The program was implemented by Michael C.
Fina, a New York City-based provider of employee
recognition solutions and other safety initiatives.
Employees can earn points each quarter in four
ways:

• if their department is in compliance;
• if they are in compliance as an individual;
• if they don’t have a recordable injury, as rec-

ognized by the Occupational Safety & Health
Administration (OSHA);

• by making a safety suggestion.
The largest number of points is earned by the

whole department passing an audit, in order to
encourage teamwork and camaraderie. “When a
safety audit is performed in their area, employees
cheer on their coworkers to answer safety-related
questions,” says Bochenek. 

Audits are done every quarter with a checklist
of about 80 items of OSHA requirements and
company safety policies, either checked by obser-
vation or with questions that employees have to
answer. “Supervisors audit work cells that do not
belong to them,” says Bochenek. “The auditor for
a particular work cell changes every quarter, to
have a fresh set of eyes auditing and to share best
practices with other work cells.”

At first, Bochenek says she was worried that
the program might “drive injuries underground”
because employees get an incentive for not hav-
ing injured themselves. When the program first
started, any first aid case resulted in an employee
not receiving points. If workers failed to report
minor injuries, this could result in infections
developing in poorly cleaned wounds, or mask-
ing of training or procedural deficiencies. Shortly
after the program started, it was made clear that
only OSHA-recordable injuries would result in
loss of points.

The program has dramatically improved
department compliance. “Everyone looks out for
everyone else,” says Bochenek. “People make
sure their coworkers are paying attention during
training, because they know they are going to be
questioned on it.”

Bochenek says the company spent about
$20,000 in the past year. “We only get charged
when the employee purchases something, so we
really haven’t spent a whole lot of money,” she
says. Employee safety ideas, which are submitted
in writing, also have resulted in savings.  

One employee with an aching back asked for a
cart that raises and lowers hydraulically so she
would not have to bend over. “We implemented
that to see how well it would work, and it was

tremendous,” says Bochenek. “We ended up buy-
ing about 20 of the carts, which cost $260, for
every single work cell, and our back injuries went
to zero. The company had a huge ROI.” ■■

Musculoskeletal injuries
cut 75% with this program
Workers are back on the job twice as fast

Fifty more trucks produced a year. That’s the
result of regaining just six more days of pro-

ductivity per injured employee, as a result of a
musculoskeletal disability management program
implemented in Warrenville, IL-based Navistar’s
truck division. 

Previously, physicians routinely kept employ-
ees out of work until they were fully recovered.
This cost Navistar an average of 12.5 days of pro-
ductivity per injured employee. 

Occupational health professionals set out to
educate employees and primary care physicians
about options for returning to work after an
injury. As a result, physicians gained better
insight into the tasks required of employees, the
company’s onsite physical therapy facility, and
light-duty work assignments that were available.
Here are three results:

• A faster return to work.  
Several employees have returned to work 42

days after carpal tunnel surgery — the previous
norm was 56-84 days. “Furthermore, transitional
duty assignments have allowed us to bring that
lost time down to as little as two or three weeks,”
says Dan Pikelny, Navistar’s director of health
and productivity. 

By working closely with their physicians,
employees are better able to gauge their ability to
return to some form of work based on range of
motion. Injured workers now return to work 50%
faster on average.

• Better care for injured workers.
Referrals of employees to orthopedic special-

ists were inconsistent, with some primary care
physicians giving inappropriate referrals, while
others were not referring when it was appropri-
ate. “Prescribing sedatives also prevented a safe
return to work, often eliminating the light-duty
work option,” notes Pikelny. 

Using guidelines from the American Academy
of Orthopedic Surgeons, Navistar partnered with
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local primary care physicians to establish treat-
ment protocols for injured truck production
employees. Occupational health nurses refer to
the guidelines specific to an employee’s injury
during follow-up interactions with treating
physicians. 

• Sharply reduced worker’s comp costs.
Before the program was implemented, a single

truck production facility was responsible for
about 25% of Navistar’s musculoskeletal disabil-
ity claims. This accounted for 65% of the com-
pany’s total workers’ compensation costs. As a
result of the program, work-related injuries at the
facility decreased by 75%. 

Indemnity and medical costs per employee
also were drastically reduced. With a minimal
investment, the program reduced workers’ com-
pensation costs by more than $1,500 annually per
full-time equivalent (FTE) employee. “In extreme
cases, the costs associated with hiring replace-
ment workers can reach hundreds of thousands
of dollars,” says Pikelny.  ■

Outcomes not improving
for back and neck pain
Costs, however, are rising

Despite higher costs for imaging and therapy
for back and neck problems of employees,

work limitations and disability claims aren’t
improving, says a new study.1

Researchers analyzed 1997-2005 data from the
nationally representative Medical Expenditure
Panel Survey, and found that costs increased 65%
during that period. Costs were higher each year
for employees with spine problems than those
without. In 2005, the average age- and sex-
adjusted medical expenditures among respon-
dents with spine problems was $6,096, compared
with $3,516 among those without spine problems.
The increased costs were mainly due to  outpa-
tient services (36%), inpatient services (28%), and

prescription medications (23%). 
“This study suggests that we are not getting

sufficient value when it comes to treating back
problems,” says Brook Martin, MPH, the study’s
author and a research scientist at the University
of Washington’s Center for Cost and Outcomes
Research. “Organizations would likely benefit by
informing patients that the vast majority of back
problems in people resolve with conservative
care.”

Reference

1. Martin BI, Deyo RA, Mirza SK, et al. Expenditures and
health status among adults with back and neck problems.
JAMA 2008; 299(6):656-664. ■
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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. What is the average caseload for case man-
agers in Da Vita VillageHealth’s Special Needs
Plan?
A. about 20
B. about 30
C. about 40
D. about 50

14. According to Richard Jacobs, MD, MBA, chief
medical officer at HealthNet of Arizona Inc., 
literature shows that only about four in 10 peo-
ple who should be taking cholesterol-lowering
drugs are actually taking them.
A. True
B. False

15. Which is true regarding lack of exercise, accord-
ing to a study in The Journal of the American
Medical Association (2008; 299:1,261-1263)? 
A. It took several months for reduced exercise
to have an impact on an employee’s health.
B. Employees had increased risk for chronic
diseases after only several weeks of reduced
exercise.
C. Reduced exercise had no effect on glucose
tolerance test results.
D. There was no link between risk of chronic
diseases and a lack of exercise. 

16. Which is part of a musculoskeletal disability
management program implemented at
Navistar?
A. Local health care providers have varied plans
for managing musculoskeletal injuries.
B. Employees are routinely kept out of work until
they are fully recovered.
C. Employees work with their physicians to bet-
ter gauge their ability to return to some form of
work.
D. Primary care physicians are encouraged to
use their own discretion for referring employees
to orthopedic specialists.

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

REPRINTS?
For high-quality reprints of articles for promotional or
educational purposes, please call Stephen Vance at

(800) 688-2421, ext. 5511 or e-mail him at
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