
Chronic care program helps diabetics
learn to manage their disease
One-stop clinics, community health workers keys to success

Achronic care program for diabetics at St. Elizabeth Health Center
in Tucson, AZ, provides recommended care at a reduced cost
and copay, helps them develop self-management goals, and sup-

ports them when they go back into their communities.
The program includes proactive care through planned visits and

group visits as well as education and follow up by promotoras, or com-
munity health advisors. The clinic is able to offer the reduced costs by
using local health taxes for safety net programs and accessing pharmacy
assistance programs. 

The clinic provides a wide range of medical, dental, and community
services to more than 19,000 new patients each year and a total of 60,000
patient visits a year, according to Sr. Janet Sue Smith, ACS, RN, MAPS,
director of community outreach, St. Elizabeth Health Center.

Patients who are eligible for treatment at the clinic are uninsured or
underinsured. About 80% are Hispanic. 

“We work to identify people with diabetes who are not getting con-
sistent care and get them into the system. Our patient load changes 
frequently because the Medicaid contracts change and people find
themselves without coverage,” Smith says.

The clinic is staffed by two physicians, two nurse practitioners, a den-
tist, and 150 volunteer providers.

To develop the chronic care program, the clinic worked closely with
the Carondelet Health System and became a satellite center for that
organization’s group diabetes classes, according to Donna Zazworsky,
RN, MS, CCM, FAAN, director of network diabetes care, faith commu-
nity nursing and telemedicine for Carondelet Health Network also in
Tucson, AZ.

The clinic staff tapped into the local YWCA’s promotora program and
trained the promotoras to work with diabetes patients.

A key component of the program is diabetes group visits, a one-stop
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monthly clinic during which patients see an oph-
thalmologist, podiatrist, and dietician as well as a
primary care provider. They receive all the rec-
ommended tests and procedures for diabetes and
receive diabetes supplies. (For details on the
group visits, see related article on page 123.)

“Diabetics are referred to at least one diabetes
group visit a year to ensure that they get foot
checks, eye checks, and other tests. We encourage
them to come to the clinic regularly to see a pri-
mary care practitioner,” Smith says. 

During the group visit, patients receive
annual podiatry and retinopathy exams, recom-
mended laboratory tests such as cholesterol and

hemoglobin A1c tests, a pharmacy review, and a
review by a primary care provider. They attend a
group class and work with a promotora to set
self-management goals.

Patients pay considerably less for a diabetes
visit than for a typical fee-for-service visit for the
same services. Funding sources that allow St.
Elizabeth to offer the low rates include grants and
donations. 

The clinic also provides glucometers and glu-
cometer strips at no charge or at a reduced cost.
Insulin and syringes and oral medications are
provided while patients are being coordinated
into a pharmacy assistance program.

A year after the chronic care program began,
the percentage of patients with a hemoglobin A1c
of less than seven had increased from 18% to
38%. The target is 70%. The percentage of patients
with an LDL cholesterol of less than 100 rose
from 40% to 74%, exceeding the goal of 70%. The
percentage of patients who develop self-manage-
ment goals have increased from 78% to 98%.

“The key to success is an aggressive multi-
dimensional approach through reminder calls,
newsletters, and clinical flow sheets,” Zazworsky
says.

When patients are enrolled in St. Elizabeth’s
diabetes program, they receive a diabetes risk
assessment that stratifies them as to their risk for
diabetes. 

The clinic provides care that fits with the
patients’ cultural backgrounds and in ways that
they can understand, Zazworsky says. 

All individuals with diabetes and pre-diabetes
received a quarterly newsletter in English and
Spanish and reminders of the diabetes days.

Patients who have diabetes come for quarterly
visits with a primary care provider who refers
them to a nurse and a dietician. The physicians
also refer patients to diabetes self-management
classes and diabetes group visit clinics. 

Promotoras follow up with the patients either
face to face, on the telephone, or in the home and
help them work on their self-management goals.
(For details on the promotora program, see
related article on page 124).

“Communication is an important component.
The patients need outreach between visits to help
support them in meeting their goals,” she says.

The clinic created a “Passport to Better
Health” that shows the patient’s actual and tar-
geted hemoglobin A1c levels, blood pressure,
cholesterol, and weight along with boxes to be
checked off when the patient receives his or her
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pneumonia and flu shots. 
The passports, available in English and

Spanish, also include key target laboratory values
for people living with diabetes along with advice
such as getting regular exercise, seeing their
provider every three months, taking medication
as directed, and checking their feet daily.

“The passports are patients’ report cards that
provide consistent messages. They assess where
the patients are in their disease process and help
them learn what they need to do to control their
disease,” Zazworsky says.

The clinic’s clinical information protocol form
has built-in guidelines that trigger physicians
when gaps in care occur.

During the diabetes group visit, the patients
meet with promotoras who help choose goals to
work on, such as walking three times a week or
eating smaller portions.

The promotoras have been trained in motiva-
tional interviewing and help the patients develop
goals that they are willing to meet.

They use a tool that helps patients measure
their readiness to change on a scale of one to 10.
For instance, they might ask “How ready are you
to start working on portion control on a scale of
one to 10.”

If the patient rates him or herself at an eight,
the promotora knows he or she is ready. If it’s a
five or less, ask what it would take to get the
patient to an eight and maybe suggest trying por-
tion control just for breakfast.

The promotoras make follow-up calls to sup-
port the patients in meeting their goals, she says.

“The follow-up calls by the promotoras are
very important because they coach the patients
and problem solve with them to help them con-
tinue to work on their goals. They relay any
information they discover in the follow-up calls
to the providers so they’ll know what’s going on
with the patient. The promotoras help facilitate
the whole process,” she says.  ■

Patients receive all their
interventions in one place
Three-hour group visit improves adherence to plan

Monthly diabetes group visits, where patients
receive all their recommended tests and

examinations in one place, are an effective and

cost-efficient way to help diabetics keep their dis-
ease under control, but they take a lot of organi-
zation, says Donna Zazworsky, RN, MS, CCM,
FAAN, manager of network diabetes care, faith
community nursing and telemedicine for
Carondelet Health Network in Tucson, AZ.

At St. Elizabeth Health Center, the primary
care providers refer their patients for the group
visits. The group visits are on the same day each
month so the physicians know when it will be
and can refer their patients.

A different group of patients attends the clinic
for the group visits each month and receives all
the services and laboratory tests in two to three
hours.

The team compiles a list of patients eligible for
group visits and notifies the providers to make
sure they can be on hand when their patients
arrive. 

“It’s a lot of work up front. We work off the
telephone list from our registry and health plan
registries and send letters out to eligible patients.
In some cases, we have to get prior authorization
from the health plan for the patient to attend,”
she says.

On the day of the group visit, the team desig-
nates one person to handle traffic flow.

When the patients first come in, the laboratory
staff come down and draw the blood. Then the
patients use the patient flow sheets to track their
visits to all the stations.

Roughly half of the patients who come to the
clinic attend a group class, while the others are
receiving their eye and foot checks and provider
visits. Then the other group repeats the process.

After the group meeting is over, the promo-
toras, or community health advisor show a
seven-minute video on the basics of diabetes and
talk to the group about self-management, says Sr.
Janet Sue Smith, ACS, RN, MAPS, director of
community outreach, St. Elizabeth Health Center.

A contract is passed off that sets out self-man-
agement goals and helps patients identify their
needs and set goals to address them.

The promotoras call the patients a week later
to check on their progress in meeting their goal
and work with them on any problems or issues.
They continue calling regularly until the problem
is solved, Smith says.

The cost for the group visit is about $600 for
three hours or $50 to $60 a patient. Patients pay
between $10 and $20 each, depending on their
income. The rest of the cost is provided by grants
and donations. 
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The aim of the Diabetes Day clinics is to help
patients adhere to their treatment plan and
receive the recommended tests and procedures
by having it all in one place and to eliminate bar-
riers to care, Zazworksy says.

For instance, when St. Elizabeth Health Center
began its chronic care model for diabetes, the
team analyzed the patient records and found that
although a sizeable percentage of patients failed
to receive hemoglobin A1c tests each year, it 
wasn’t because the doctors weren’t prescribing
the tests.

“The patients weren’t getting the tests because
they couldn’t afford the cost. We obtained a
machine so we can analyze the blood right here
in the clinic at a cost of just $6.50 to the patients,”
she says.

The team tackled other barriers to receiving
care. 

For instance, the uninsured have high no-show
rates, which improve if they receive calls three
days before the appointment as well as a
reminder call the day before.

Even with discounts the clinic provides, the
cost of care and self-management can be pro-
hibitive, Zazworsky points out.

When the promotoras make the reminder calls,
they ask if there will be a problem with payment
and can waive the fees. If the patient is having
problems finding a ride, they can help with 
transportation.

“When you’re living in chaos, health care is not
a priority. Our outreach workers problem solve
with the patients to resolve issues the day before
the appointments,” she says.  ■

Promotoras link providers
with the community
Bi-lingual workers connect with patient population

Promotoras, or specially trained community
health workers, help bridge the gap between

members of the community and the medical
providers at St. Elizabeth Health Center in
Tucson, AZ.

“The promotoras come from the grass roots of
the community. They provide preventive and
self-management health care education and help
clients identify affordable ways to receive regular
medical care” says Sr. Janet Sue Smith, ACS, RN,

MAPS, director of community outreach, St.
Elizabeth Health Center.

Most of the promotoras who work with St.
Elizabeth Health Center have a health care back-
ground and have attended a one-year course at
the local community college to become a certified
promotora. 

“They must be bilingual, since close to 62% of
our clientele is Spanish-speaking. They must
demonstrate that they have the ability to teach
and that they can relate well to the community,”
Smith says.

The program works because the patients know
that the promotoras are like them and feel com-
fortable talking to them, she adds.

“The patients will talk to the promotoras about
questions and concerns they wouldn’t mention to
the doctors or nurses,” she says.

The promotoras provide a variety of group
health education classes three or four months a
week at 12 different sites within the community
as well as supporting programs and group activi-
ties in the clinic setting. 

“This gives them visibility and a grassroots
link to the community,” Smith says.

In addition to providing education, the promo-
toras provide support to members of the commu-
nity and help them find needed community
resources. Because the promotoras are known
within the community, people know where to go
for information and assistance, Smith says.

“People call and ask where they can get the
strips for their glucometer or where they can get
a new glucometer because the old one broke. Our
clients do not have third-party payers who can
help with these expenses,” she says.

The health center promotora program links its
clients with discount programs and drug compa-
nies as well as community agencies and organiza-
tions that can help them get the medical care and
supplies they need.

“We never know what situation we will
encounter. The promotoras often need to work
both sides of the border to help clients receive
medical care that will help stabilize their condi-
tion,” she says.

Working with the Carondelet Health System
under a grant, promotoras call qualified patients
who come to the emergency department at local
hospitals and don’t identify a primary care
provider. The program fielded more than 7,000
calls last year. 

The promotoras offer information on commu-
nity resources and help clients understand where
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they can receive affordable and needed ongoing
medical care.

One recent call was with the wife of a man
who had been treated in the hospital for severe
burns and released to home.

“She was supposed to change the dressing but
didn’t understand what she was to do. At the same
time, her blood pressure was out of control because
of all the stress she was under,” Smith says.

The promotora checked the health care system
and found out that the patient had been signed
up for emergency Medicaid coverage under the
Arizona Healthcare Cost Containment System
(AHCCS), but didn’t understand it. The promo-
tora was able to help identify the couple’s
assigned provider. She called the doctor’s office,
explained the situation, and set up the necessary
appointment.

“A lot of clients don’t have insurance and fre-
quent the emergency department for chronic dis-
ease management and non-emergent conditions,”
Smith adds.

Some of the people the promotoras work with
are eligible for AHCCS but don’t understand how
to identify a new provider or how to complete
the necessary paper work.

The promotoras may assist them with the calls
or paperwork or refer them to the health center
eligibility staff for further assistance, she says. 

“The promotora network interfaces at times
with a variety of community networks to address
multiple needs,” Smith says.

They work in the health center’s lead abate-
ment program in the clinic and in the community
and on initiatives to improve oral health for preg-
nant women. 

Other educational programs include fall pre-
vention for seniors with diabetes, foot care for
seniors, and breast cancer awareness.

The promotoras make use of the time that
patients spend in the clinic waiting room by 
running videos on health topics and conducting
cooking demonstrations in the waiting rooms
twice a week.

They use food that is readily available from the
food bank and show the patient how to create
healthy dishes, and then share samples.

Every Friday, the promotoras hold “Fruity
Friday” educational sessions, passing out pieces
of fruit and giving a three-sentence talk on the
benefits of eating that particular fruit.

They conduct cooking classes on a regularly
scheduled basis in the clinic and present them at
health fairs.  ■

CMs help seniors 
understand treatment plans
Medicare project increases quality, cuts costs

When selected Medicare beneficiaries being
treated at University of Michigan Health

System facilities are discharged from the hospital
medical unit or treated and released from the
emergency department, case managers at the
University of Michigan Faculty Group Practice
Medical Management Center call them to make
sure they have follow-up appointments and that
they understand their treatment plan.

The initiative is part of the University of
Michigan Health System’s efforts to provide qual-
ity care at a reduced cost through the Centers for
Medicare & Medicaid Services’ Group Practice
Demonstration Project, which rewards physicians
for providing high-quality care. 

“Case management is just one piece of the
project,” points out Donna Fox, RN, health 
services manager and case manager for the
Medical Management Center at the University
of Michigan Health System.

The program targets about 20,000 traditional
Medicare beneficiaries who receive nearly all
their care at University of Michigan facilities.
Medicare Advantage members or those who
receive only limited care from the health system
are not included.

The practice, part of the University of
Michigan medical school, includes all 1,500 fac-
ulty physicians who care for patients at three 
hospitals and 40 health centers operated by the
University of Michigan.

The purpose of the follow-up calls is to prevent
patients from being readmitted to the hospital or
visiting the emergency department by eliminat-
ing the gaps in care that often occur between the
time patients are discharged from the acute care
hospital and when they make follow-up visits to
their primary care provider.

“One of our goals is to make sure patients are
not at home and getting sicker because they are
confused about their medication or their treat-
ment plan,” Fox says,

Case managers attempt to get in touch by tele-
phone with all patients on the medical units who
have been hospitalized for non-elective episodes of
care as well as patients who have received vascular
procedures, such as catheterization and stents.

November 2008 / CASE MANAGEMENT ADVISOR ™ 125



The case management team receives a list of
patients being discharged from the hospital each
day.

“We review the cases and eliminate those who
are discharged to a skilled facility or those with
diseases such as end-stage renal disease or those
who have a cancer diagnosis with a treatment
plan. We know they are already being case man-
aged by others,” Fox says.

The demonstration project targets patients who
receive the bulk of their care from the University
of Michigan Health System. Most live within an
eight-county area but if patients who live further
away get most of their care from the health sys-
tem, the case managers call them as well.

If the patients are seeing a primary care physi-
cian who practices outside the health system and
the medical record indicates they need a quick
follow-up visit, the case managers ask the
patients for permission to call their doctor and
make him or her aware that the patient has been
hospitalized and needs a follow-up appointment
in the next few days.

The case managers typically make follow-up
calls to about 70 patients a day. Mondays are the
busiest because they are calling patients who
were discharged from the hospital or visited the
emergency department on Friday, Saturday, and
Sunday.

If the patients have been hospitalized, the case
managers go over the discharge summary with
them and explain the treatment plan. They make
sure the patients understand their medications
and how to take them.

“When patients are discharged from the hospi-
tal, they often have numerous bottles of pills they
were taking before admission as well as new pre-
scriptions. We go over the medications and help
them understand what to take and what not to
take. Medication reconciliation is a huge piece of
what we do,” Fox says.

If patients are confused about their treatment
plan, the case managers can call the attending
physician or the discharging physician if appro-
priate for clarification.

“I always tell the patients to take all their medi-
cations with them to their next doctor’s visit and to
ask the doctor to go through them and determine
which ones they should be taking,” Fox says.

The case managers talk to the patients about
the importance of getting their prescriptions
filled and make sure that they are able to afford
to get them filled.

The case managers access the health system’s

electronic health record to determine what
upcoming appointments the patient has and dis-
cuss them with the patient. If patients have not
scheduled an appointment or can’t go to the one
scheduled, the case managers assist them in
scheduling or rescheduling an appointment.

“We can set up a conference call with the 
doctor’s office while the patients are still on the
phone. This works best because we can take care
of transportation issues and scheduling right on
the spot,” she says. 

When Medicare patients targeted in the
demonstration project have visited the emer-
gency department, the case managers contact
them to make sure they have rapid follow-up
with their primary care physicians.

“Sometimes patients end up in the emergency
department because their condition got worse
during the hours when they couldn’t make an
office visit to see the doctor. We make sure they
get in a cycle of seeing their physician regularly
and avoiding an exacerbation that sends them to
the emergency room,” she says. 

Patients who can’t get in to see their primary
care physicians can be seen at the Turner Geriatric
Clinic’s transitional care clinic, designed for
patients who are post-discharge.

“It’s best if they can see their primary care
physician because that doctor knows them best. 
If not, we get them into the transitional care clinic
to make sure they see someone,” she says. 

The transitional care visits typically are longer
than regular physician visits and may involve a
social work assessment. 

“It’s a great visit for patients coming out of the
hospital. They aren’t rushed. The providers review
all the medications and talk to the family to make
sure the patient has everything he or she needs to
follow the treatment plan and stay healthy at
home,” she adds.

When they talk to Medicare beneficiaries on the
telephone, the case managers assess their psycho-
social and socio-economic needs and their sup-
port system at home in the community.

“We ask who helps them at home, if they are
able to get their own meals, and if they need assis-
tance getting their prescriptions filled. Community
support is a big issue for seniors because they want
to be independent and live in their own home. If
they have problems, we talk to them about access-
ing community resources that can help meet their
needs,” she says.

The case managers often ask the seniors for
permission to speak to family members if they
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feel there is a problem and follow up with the
family to make sure they are aware of all the
issues facing their loved ones.

“Sometimes the seniors are too proud to admit
that they need help with everyday tasks or that
they don’t have the money to pay for food and
medication. We make the families more aware of
their needs and work with them to find commu-
nity resources that can help,” she says.

The case managers make referrals to the visit-
ing nurse agency if they feel the patient is unsafe
at home or that something has been missed.

“Sometimes we’ll assess a patient on the
phone, and they are so confused about their med-
ication and other parts of their treatment plan
that we ask for a visiting nurse to visit and the
doctor signs off on the referral. Our goal is to
keep these patients from going back to the emer-
gency department,” she says.  ■

Cardiac rehab programs
can improve patient health
Education is a key to successful lifestyle change

Acomprehensive cardiac rehabilitation pro-
gram is highly beneficial for people who

have experienced a cardiac event, such as a heart
attack or bypass surgery, says Murray Low, EdD,
FAACVPR, FACSM, president-elect of the
American Association of Cardiovascular and
Pulmonary Rehabilitation. 

It can reduce the risk of death after a cardiac
event by 20% to 25%.

“The cardiac rehabilitation program is an inde-
pendent variable in and of itself. Above and
beyond everything physicians do to provide
patients with optimum medical care, cardiac
rehab further reduces mortality from cardiac
death,” says Low, who is director of cardiac reha-
bilitation at Stamford (CT) Hospital; The Burke
Rehabilitation Hospital in White Plains, NY;
Sound Shore Medical Center of Westchester in
New Rochelle, NY; and Northern Westchester
Cardiac Rehab in Mt. Kisco, NY. 

There has been a focus on acute care of patients
with coronary artery disease and acute manage-
ment of their illness and complications. Secondary
prevention techniques have been slow to develop,
says Richard Stein, MD, a spokesperson for the
American Heart Association and director of the

Urban Community Cardiology Program at New
York University School of Medicine in New York
City.

Cardiac rehabilitation programs that include
finding a lifetime activity for exercise as well as
dietary and psychosocial counseling are dramati-
cally effective in helping people make the
lifestyle changes that will increase the likelihood
of outliving their disease, says Stein. 

An important part of successfully managing
heart disease is cardiac rehabilitation yet it is not
utilized very effectively in the United States, says
Stein. 

To remedy the problem, a new set of perfor-
mance measures aimed at increasing patient
enrollment in cardiac rehabilitation programs and
setting standards of excellence for program oper-
ation were released in 2007 by the American
Association of Cardiovascular and Pulmonary
Rehabilitation based in Chicago; The American
College of Cardiology in Washington DC; and the
Dallas-based American Heart Association. 

AACVPR/ACC/AHA 2007 Performance
Measures on Cardiac Rehabilitation for Referral
to and Delivery of Cardiac Rehabilitation/
Secondary Prevention Services are available on
each organization’s web site (www.aacvpr.org,
www.acc.org, and www.americanheart.org). 

Cardiac rehabilitation requires a multi-disci-
plinary approach, and the performance mea-
sures pull all the pieces together to define a
high-performing program that is providing all
the necessary services, says Larry F. Hamm,
PhD, FAACVPR, FACSM, 2007-08 president of
AACVPR and visiting professor & director of
the clinical exercise physiology program in the
department of exercise science at the George
Washington University Medical Center in
Washington, DC. 

The document does more than identify the core
components of a good cardiac rehab program. It
provides information on how they are delivered. 

“It would be difficult to take the performance
measures paper and unilaterally implement every-
thing in it overnight. Certainly over time and in
stages that would be the goal,” says Hamm. 

Education key element

One of the toughest lessons to teach is the
importance of lifestyle change, and that is an
important element of cardiac rehab, says Low.
Patients must understand that a procedure, such
as bypass surgery, and prescribed medications do
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not protect completely from the progression of
the disease. If it did, then cardiac rehabilitation
would not be needed. 

“In our health care system, we have put the
cart before the horse in that we are focused on
providing medication and procedures, not deal-
ing with the most important part, which is alter-
ing the lifestyle that led to the disease process,”
says Low. 

The foundation of a good cardiac rehabilitation
program is exercise training, says Hamm. An
individualized exercise prescription is developed
for each patient that is safe and effective. Then
patients perform the exercise prescription in a
supervised environment. In addition, patients
need education on a wide array of topics, includ-
ing heart disease, medications used to control
symptoms, risk factors, diet related to a heart
healthy lifestyle, and the importance of cardiac
rehab. 

Once patients have the information, they must
learn how to apply it in order to reduce their risk
for subsequent cardiac problems, says Hamm.
For example, if a patient has high cholesterol, a
diet plan must be determined in addition to med-
ication to reduce cholesterol. 

Patient education improves outcomes for car-
diac patients by not only giving them informa-
tion on lifestyle changes, but also teaching them
how to make the changes. It’s important to give
people the tools to make necessary changes and
then coach them or encourage them while they
make the changes, adds Hamm.

In addition, greater knowledge about heart dis-
ease and how to achieve positive outcomes
reduces fear and anxiety, says Stein. 

The vast majority of hospitals that have a full
range of cardiovascular diagnostic and interven-
tion services offer cardiac rehab programs, says
Hamm. The problem isn’t so much in the avail-
ability of programs but in the referral process, he
adds. 

Yet there is no better way to monitor cardiac
patients following discharge. In cardiac rehab,
patients are seen two to three times a week in a
medical setting for about three months. They are
given electrocardigrams, and their blood pressure
and heart rate is monitored, says Hamm. If a
problem occurs, it can be communicated quickly
to the patient’s physician. 

Patients that go through cardiac rehab and
adopt the lifestyle changes afterwards do better
medically, says Stein. It is not only a good invest-
ment of time and energy, but it is also very enjoy-

able, he adds. Essentially, the patient gets a per-
sonal trainer for three months at a very expensive
gym.

“It is a wonderful way to not only lead your-
self back into life, but lead yourself into an active
life,” says Stein.  ■

Referral to cardiac 
rehab must be improved
Implement systematic approach 

Although research shows that cardiac rehabili-
tation programs, also known as secondary

prevention programs, help improve the health
and life expectancy of people with heart condi-
tions, the referral rate is low. 

Across the United States, about 20% of eligible
patients are referred to cardiac rehabilitation, says
Murray Low, EdD, FAACVPR, FACSM, presi-
dent-elect of the Chicago-based American
Association of Cardiovascular and Pulmonary
Rehabilitation and director of four cardiac reha-
bilitation programs in New York State and
Connecticut. 

Low says in a recent study published by a
group of researchers at Brandeis University in
Waltham, MA, referral among states varies
greatly. For example, only about 12% of eligible
Medicare patients in New York state were
referred to cardiac rehab. In Connecticut, it was
slightly higher, with 19% referred.

To improve the numbers, new standards were
created by the AACVPR, Dallas-based American
Heart Association, and the American College 
of Cardiology in Washington, DC. The
AACVPR/ACC/AHA 2007 Performance Measures
on Cardiac Rehabilitation for Referral to and
Delivery of Cardiac Rehabilitation/Secondary
Prevention Services give details on referral and
enrollment in programs, so no eligible cardiac
patients fall through the cracks. 

“The referral to cardiac rehabilitation for spe-
cific diagnoses or procedures should be auto-
matic and systematic within a hospital,” says
Larry F. Hamm, PhD, FAACVPR, FACSM, the
2007-08 president of AACVPR and visiting pro-
fessor and director of the Clinical Exercise
Physiology Program in the department of
Exercise Science at The George Washington
University Medical Center in Washington D.C. 
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All the right boxes can be checked on a hospi-
tal discharge form, but if there is no follow-up,
the patient may not enroll in a cardiac rehabilita-
tion program. The cardiologist may forget to ask
the patient at his or her next office visit. 

A good way to make sure patients are encour-
aged to enroll is to initiate an automatic referral
to a cardiac rehabilitation program. Then patients
can be scheduled for an informational session
and make an informed decision about whether
they want to participate. 

In addition, physicians must understand they
need to directly refer their patients, says Richard
Stein, MD, a spokesman for the American Heart
Association and director of the Urban
Community Cardiology Program at New York
University School of Medicine in New York City. 

All other strategies, such as providing brochures
or having the nurse discuss a program with the
patient, have less impact than a physician giving a
patient a direct recommendation, he says. 

It’s important that the recommendation be
direct, says Stein. For example, the physician
should state “the next important step in your
health care is to go to cardiac rehabilitation”
rather than making a general statement such as
“all my patients go to cardiac rehabilitation.”

The AACVPR is currently working on quality
indicators for cardiac rehabilitation, says Low. In
the future, hospitals would be able to measure
what percentage of their eligible patient popula-
tion is referred to cardiac rehabilitation and
which actually go. 

The goal is to have as many programs as possi-
ble participate so hospital administrators can com-
pare their institution’s scores with the average of
all participating programs, explains Hamm. ■

Overview of performance
for cardiac rehab programs
Details include steps for proper enrollment

Anew set of performance measures to increase
patient enrollment in cardiac rehabilitation

programs and set standards of excellence for pro-
gram operation were released in 2007. 

They are the work of teams from the American
Association of Cardiovascular and Pulmonary
Rehabilitation in Chicago; The American College
of Cardiology in Washington DC; and the

American Heart Association in Dallas.
The AACVPR/ACC/AHA 2007 Performance

Measures on Cardiac Rehabilitation for Referral to
and Delivery of Cardiac Rehabilitation/Secondary
Prevention Services divide the material into two
parts. The first section focuses on referring and
enrolling patients to cardiac rehabilitation pro-
grams. The second portion addresses outcomes
measures.

Included in the document are referral forms for
both inpatient and outpatient settings. There are
also sample data collection tools. 

There are many details included in this paper.
Following is an example, which is the list of steps
for program referral:

• Discuss with patient the choices of cardiac
rehabilitation programs in his/her home area and
have the patient select a program.

• Provide patient with information about the
selected cardiac rehabilitation program.

• With patient consent, call the receiving car-
diac rehabilitation program, chosen by patient,
requesting that the program contact the patient at
home to arrange the first appointment.

• Document the name of the cardiac rehabilita-
tion program in the hospital discharge summary
with copies of the appropriate enclosures.

• With patient consent, send hospital discharge
summary and other appropriate information to
the cardiac rehabilitation program (could include
surgical report, angiogram report, electrocardio-
gram, inpatient cardiac rehabilitation evaluation).

Full copies of these standards are available
online at www.aacvpr.org, www.acc.org, and
www.americanheart.org. ■

Use this new tool to 
ID gaps in programs
Inexpensive changes result in savings 

Do you want to know how a health-promot-
ing environment affects your company’s

bottom line? One new weapon in your arsenal
is the Environmental Assessment Tool (EAT).
EAT has been used by occupational health pro-
fessionals in about a dozen worksites thus far to
assess organizational, environmental, and social
support for health promotion interventions in 
the workplace. EAT has been used particularly to
assess those interventions directed at physical
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activity, access to healthy food choices, and
weight management.1

The EAT scores a worksite on how well it
encourages physical activity, good nutrition,
and weight management. Points are also scored
based on parking, availability of bicycle racks,
location of stairs and elevators, access to shower
and changing facilities, fitness facilities, and
healthy foods. “The data allow you to identify
areas of the environment to improve,” says
Heather Bowen, MS, RD, LD, research coordi-
nator for The Workplace Health Group at the
University of Georgia in Athens.

One challenge is that all worksites are differ-
ent, even within the same company. “How do
you compare a worksite that has a company
cafeteria with one that doesn’t have a cafete-
ria?” asks Bowen. “Does having a company
cafeteria make a worksite more health support-
ing? Does it depend on the food being served?”

Many physical environmental changes are inex-
pensive to implement, but could save a significant
amount of money by improving employee health.
For instance, one component of the EAT is the
number of healthy items in vending machines.
“There is little to no expense for a company to ask a
vendor to provide healthier vending options,” says
Bowen. If the EAT reveals that only 10% of items
meet healthy criteria, an action plan could be
developed to increase that percentage to 25%.

The EAT might also show you that although
your worksite has policies supporting employee
physical fitness, these aren’t being communicated
effectively, adds Bowen.

EAT ID’d these gaps

At The Dow Chemical Co., based in Midland,
MI, EAT recently was used to assess 12 sites.

Karen Tully, global health promotion leader at
Dow, says, “This tool is in its infancy stage and has
great future potential for health professionals in the
workplace.”

Generally speaking, employees that work in
environments that promote healthier eating,
options for physical activity, and leadership sup-
port for healthy behaviors have lower health care
costs, says Tully. 

As a result of the audit tool, Dow created on-site
walking paths with clear signage and easy
accessibility. “Ongoing communications that
encourage use of the walking paths during lunch
hours and breaks help boost participation,” says
Tully. 

EAT revealed that there weren’t too many
healthy food choices in Dow’s cafeterias and vend-
ing machines. Flagging nutritious food options also
was needed, so workers knew which selections are
healthiest. “Once these opportunities were discov-
ered, we developed an action plan to increase our
healthy options to at least 25% and ensured that the
options were clearly identified,” says Tully. 

Reference 

1. DeJoy, DM, Wilson MG, Goetzel, RZ, et al.
Development of the Environmental Assessment Tool (EAT)
to measure organizational, physical and social support for
worksite obesity prevention programs. J Occ Environ Med
2008; 50:126-137.  ■

Workers have high rates
of ‘psychological distress’
Results may aid employee mental health efforts

Nearly 5% of employees have high levels of
psychological distress associated with a high

likelihood of a mental disorder, reports a recent
study.1

Led by Michael F. Hilton, PhD, of The
University of Queensland, Australia, the study was
based on a survey of more than 60,500 full-time
employees of 58 Australian companies. Workers
anonymously completed the “Kessler 6” question-
naire, which asked how often they felt sad, ner-
vous, hopeless, etc. Scores of 13 or higher (on a
24-point scale) indicated high psychological dis-
tress, with a high likelihood of a mental disorder.

Overall, 4.5% of the employees had high psy-
chological distress. Another 9.6% had moderate
psychological distress (score of 8-12), indicating a
“possible” mental disorder.

Just 22% of workers with high psychological
distress were currently receiving treatment for a
mental health condition. Another 29% said they
had a mental disorder but had never sought treat-
ment, while 31% denied having any problem.

Workers in sales positions were at greatest risk
of high psychological distress: 5.6% of men and
7.5% of women. Workers expected to work long
hours (60 or more per week) also had high rates
of psychological distress.

Another risk factor was working in “non-tradi-
tional gender roles,” such as women who worked
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as equipment operators or laborers and for men
who worked in clerical or administrative jobs.
Marital separation and low education also were
linked to high psychological distress.

Corporate occupational health and safety
(OH&S) programs are increasingly taking an active
approach to prevention, screening, and early treat-
ment of physical health problems in workers.
However, companies have been less proactive in
identifying and providing treatment for workers
with mental health problems. Despite extensive
evidence showing the high rates and costs of men-
tal health disorders in the workplace, many
employers have the perception that their employ-
ees are somehow “immune” to such problems.

The new study, using methods familiar to OH&S
professionals and managers, demonstrates a high
rate of psychological distress in the working popu-
lation. The risk factors identified may help in 
targeting groups of workers at high risk of psycho-
logical distress and mental health problems.

“Employers need to focus health resources on a
common, debilitating, largely untreated illness
group that substantially reduces employee pro-
ductivity at work, increases absences from work,
and increases employee attrition,” Hilton and col-
leagues write.

Reference

1. Hilton M, Whiteford H, Sheridan J, et al. The prevalence 

of psychological distress in employees and associated occupa-
tional risk factors. J Occup Environ Med 2008; 50: 746-757.  ■
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17. A year after the chronic care program for dia-
betes patients began at St. Elizabeth Health
center, the percentage of patients with a
hemoglobin A1c of less than seven had
increased from 18% to 70%.

A. True
B. False

18. The cost for a group visit at St. Elizabeth Health
Center is $__ per patient.
A. 30-40
B. 40-50
C. 50-60
D. 70-80

19. A cardiac rehabilitation program can reduce the
risk of death after a cardiac event by 20-25%.
A. True
B. False

20. Across the United States about how many eligi-
ble patients are referred to cardiac rehabilita-
tion, according to Murray Low, EdD,
FAACVPR, FACSM, president-elect of the
American Association of Cardiovascular and
Pulmonary Rehabilitation and director of four
cardiac rehabilitation programs in New York
State and Connecticut?
A. 10%
B. 20%
C. 30%
D. 40%

Answers: 17. B; 18. C; 19. A; 20. B. 

CEquestions

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. ■
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