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Bridging the Chasms of Case Management . . . making it a reality!
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Message from the BCMP Program Manager
  Welcome to our first edition of Bridge Crossings! Every entry of this                 


 publication is intended to provide a crossing over the bridge of the chasms 


 of case management— uncertainties, program gaps, process 




 inconsistencies, lack of uniformity, and communication dead spots.  Bridge 


 Crossings is a publication for those in case management, by those in case 


 management.  The newsletter will portray you— who work unlimited hours 


 and dedicate tremendous time and effort to those who need us the most.  It  will also serve as an information source for current happenings in the world of case management.  Most importantly, Bridge Crossings will be our voice to speak loudly about the issues that impact our patients, our military, and us.  We will celebrate our successes, resolve our problems, meet our challenges collaboratively, share our best practices, get to know one another through “case managers in the light”, send out “NeedAD” requests, expand case management body of knowledge and practice, comment on proposed policy, network internationally, and promote case management research. This publication is dedicated to you: anyone who conducts case management in any setting, using any model, applied at any point along the care continuum.
Bridge Crossings is another example of our commitment to be responsive to the needs of clinicians, our health care partners, beneficiaries, and the Total Force.  Yet, the publication’s value is realized only through your contributions. So, don’t be shy or hesitant.  Send in your comments, your ideas, or any items you wish to appear in this publication. Feel free to share and disseminate Bridge Crossings to your colleagues. All entries are welcome and may be sent to frank.little@tma.osd.mil or  mail to 5111 Leesburg Pike, Sky 5 Suite 810, Falls Church, VA  22041.  
Melanie Prince

Captain, USAF, NC, CCM

Program Manager, Broad-spectrum Case Management Program
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High Risk Patient Screening And Case Management

In Maryland Medicaid (Abstract)

By Collins A.M.  Moore H.W.


PROJECT DESIGN: Maryland Medicaid established a screening and case management unit through a contract with the UMBC [University of Maryland Baltimore Campus] center for Health Program Development and Management. Screening personnel, stationed in high-volume Medicaid hospitals, use an automated screening tool to identify high-cost/high-risk patients by reviewing their support criteria to predict risk.  Screened-in patients are assigned to a case manager, who contacts the patient in the hospital, participates in the discharge planning process, and follow the patient into the community. Case management follows an intensive, on-site, goal-directed model in which case managers assess patient needs, develop treatment plans in consultation with a multi-disciplinary care team including the patient/family, arrange support services, and report progress. Case managers are either registered nurses or social workers, and most specialize in a particular type of patient (pediatric, mental health, chronic medical). Caseloads are approximately 25 patients per case manager, with a case typically open 4-9 months. Cases are closed when mutually-developed goals are reached. A quality oversight network of managers and physicians monitors patient progress and 

outcomes. Costs and savings are estimated on a case by case basis using a popular but necessarily impressionistic model, comparing hypothetical "without case management" costs to actual service costs; savings estimates should therefore be treated with caution. 
PRINCIPAL FINDINGS/RESULTS: During the first full fiscal year of case management, 11,309 admissions were screened in 24 hospitals; 49 case managers managed 1,660 patients. Fewer than five percent of patients declined case management. The chief forms of intervention were coordination of medical services, substitution of sub-acute services for inpatient care, arrangement of non-medical support services, and patient and family education. Quality oversight reports and patient satisfaction surveys have been strongly positive. Estimated savings to Medicaid were 12.3 million; operating costs of $3.7 million resulted in net savings of $8.6 million, or $2.30 in savings for each $1.00 spent. CONCLUSIONS: Intensive case management is medically effective but expensive; a cost-effective program must identify patients who are most likely to exceed a threshold cost and will benefit from intensive services. 

(Cont. Page 4)


NAG POINT: “What’s in a name… uh… or title?”

There continues to be confusion over what constitutes case management.  Case management is defined as a collaborative process which assesses, plans, implements, coordinates, monitors, and evaluates options and services to meet an individual’s or populations’ health needs, using communication and available resources to promote quality, cost effective outcomes.  If one focuses on performing activities that demonstrate the components of this process, then one can say that a clinician is practicing case management.  However, clinicians whose activities are

(cont. page 4)

“HIPAA”
 Health Insurance Portability and Accountability Act  

How Will The Rule Impact Case Management?
In his article Law and Disorder: The Impact of the Final HIPAA Privacy Rule on Disease Management,  James Jacobson of the National Health Law Practice, Holland & Knight LLP, Washington DC, wrote an excellent summary of the HIPAA privacy rule’s impact on disease management.  Within the discussion surrounding disease management, he described the impact on case management.  At issue is the requirement for obtaining patient consent before health plans and providers can share protected health information with disease management programs.  Mr. Jacobson highlighted five areas of discussion in the HIPAA rule preamble on disease management: (1) Uses and disclosures of protected health information for disease management, (2) Treatment,  (3) Health care operations, (4) Disease management vendors as health care providers, and (5) Disease management and marketing.

Of significance to us is  his discussion on health care operations relating to disease management activities that are population based and considered protected functions under the HIPAA rule.  These protected functions include:

(Quality assessment and improvement, including outcomes evaluation and development of clinical guidelines; 

(Population-based activities related to improving health or reducing health care costs; 

(Protocol development

(Case management and care coordination; 

(Contacting health care providers and patients with information about treatment alternatives

(Related functions that do not include treatment. 

Bottom Line: For these functions, no “authorization” is required nor is there a requirement for a one-time “consent” from patients.  It appears we can safely continue to move forward with our plans for international connectivity in transmitting patient information around the globe to better manage interregional transfers.

For the complete Jacobsen article visit the Atlantic Information Systems Website at:

http://www.aishealth.com/Compliance/Hipaa/Disease.html

Your comments and feedback are welcomed. (
**The above article was referred to Bridge Crossings by Ms Marion Gosnell, nurse attorney and Deputy Director Clinical Operations TMA, Falls Church, VA.









Welcome to the first issue of Bridge Crossings . . . as we bring to you the latest in the world of DoD Case Management.  Future quarterly issues will follow a similar format: two feature articles, highlight one case manager, IPT update, regional happenings, and general information tidbits to share and pass on. I invite and encourage your comments and feedback, particularly on the feature articles as well as articles and information for submission. Let us know what you think.  Email:  frank.little@tma.osd.mil
GPMRC (Global Patient Movement Requirements Center) Information





GPMRC has a pamphlet explaining their services and how to coordinate air-evacs, originating at both military and civilian facilities, on line. This pamphlet can be accessed at: 


1) �HYPERLINK "http://public.transcom.mil/"��http://public.transcom.mil/� 		2) �HYPERLINK "https://business.transcom.mil/"��https://business.transcom.mil/� 


Publications 				Go to Public Website


USTRANSCOM Publications		Publications 


Pamphlets 				USTRANSCOM Publications


USTRANSCOM Pamphlet 41-3 		Pamphlets


					USTRANSCOM Pamphlet 41-3





This pamphlet is kept up to date according to GPMRC staff. Important to note is that the role of GPMRC is to validate the transport request. If one has a seriously ill patient, GPMRC needs at least 48 hours to coordinate. We should not try to get patients on a mission that is already scheduled, but patient requirements should direct the air transport mission. GPMRC wants to coordinate the best and safest flight for the patient.  The GPMRC will have to, at a minimum, talk with the physician, but also might need to talk with the Ward RN. The case manager may coordinate, but one on one with the staff that is actually performing the care is essential. Getting this down to the ward level may assist. (


Information tidbit submitted by Col Patricia Kinder,  LA Case Manager TRICARE Region 5.





CASE MANAGER IN THE LIGHT: Ms. Derenda Lovelace


Ms. Derenda Lovelace is Utilization Manager Nurse Consultant at Kenner Army Community Clinic, Fort Lee, VA.  Overseeing the contractors’ case management and discharge planning functions, she facilitates the implementation and management of clinical practice guidelines and collection and analysis of UM data.  Ms. Lovelace earned her BS in Nursing from the University of Virginia and began her nursing career at a state psychiatric hospital for emotionally disturbed children in Richmond, VA.  She has worked for county, state, federal government, and private sector in hospital and clinic settings as well as in the private insurance industry. Ms. Lovelace lives in Chester County just outside Richmond, VA where she enjoys gardening, home decorating, and reading novels (though her hard work in case management doesn’t afford her much time to indulge in a good book nowadays).  She is a member of the Central Virginia Association for Healthcare Quality and is an ANA Certified Psychiatric Mental Health Nurse. 


*** A special CONGRATULATIONS goes out to Ms. Lovelace: Attending the 2001 CMSA Conference in Nashville, TN and the Military CM Special Interest Group Forum, Ms. Lovelace submitted the winning title “Bridge Crossings” for our newsletter contest! (








Note from the Editor…


.





MILITARY SPECIAL INTEREST GROUP  (CMSA, 2001)





“Connecting with Military Case Managers” was the theme and Nashville was the site of the ever-growing military CM track and Special Interest Group (SIG) forum at the CMSA annual conference.  Over 125 attendees (the largest of all SIGs) and the largest to date of military, contractor, and civilian clinicians dedicated to caring for our most at-risk beneficiary population.  Presentations were given on topics such as Disease and case management integration, case management and the active duty service member, DoD case management regulations, and  community-based case management in the mental health wrap-around demonstration.  The military CMs met for an extended forum to share technology and tools of the trade, heard a success story from TRICARE Mid-Atlantic region on interregional transfers, and engaged in open dialogue on topics ranging from current trends to clinical case management challenges in DoD.





Special thanks to Ms. Linda Brown from BUMED who began the concept of military-specific case management presentations and forums during annual case management conferences.





Forums are excellent vehicles for identifying issues, problem solving, and communicating CM activities.  We hope to implement regional CM meetings that will culminate in an annual forum.  Stay tuned! (





OBJECTIVES:  Typically, 5% of a covered population incurs over 50% of all healthcare expenditures. Studies of Maryland Medicaid indicated that the high cost/high risk user population experienced many failures of care coordination, resulting in excess hospitalizations and poor outcomes. The High Cost User Initiative was designed to: (1) identify persons at risk of being high cost users; (2) deliver intensive but short-term case management services to high cost users; and (3) save money for the Medicaid program. 








Abstract: High Risk Patient Screening


(from page 1)


This payor-based initiative was both clinically and financially effective, but required a good deal of management and technical sophistication. A similar strategy can be effective for managed care organizations who have incentives to take a longer-term view of population health management; current managed care policies generally do little to increase such incentives. (





“What’s in a name… uh… or title?”


 (from page 2)


indeed case management, are not always called case managers.  Some hold titles such as utilization manager, disease manager, care coordinator, care manager, health care integrator, or quality manager.  Should titles represent specific components of the CM process along the continuum?  What do you think?  Send your comments to “Nag Point Feedback”: � HYPERLINK mailto:frank.little@tma.osd.mil ��frank.little@tma.osd.mil�. (








INTEGRATED PROGRAM TEAM (IPT) 


TMA chartered an IPT in April to address a myriad of issues surrounding DoD case management.  The focus is on clinical case management of beneficiaries at highest risk and/or costs.  Clinicians from the three services, lead agents,  TMA staff, and managed care support contractors meet regularly to identify issues and discuss solutions to challenges such as formal education, interregional transfers, outcome measurements, and collateral programs impacted by case management (i.e. EFMP).  We will give you updates on the groups’ activities in each newsletter.  Being Responsive!





NeedAD   


Maj Caron Wilbur, Director, Case Management Fort Campbell, KY is in need of a case management screening tool for patients undergoing gastric-bypass surgeries.  If you can help, please contact Maj Wilbur at: caron.wilbur@se.amedd.army.mil  office: commercial 270-798-8884/DSN 635-8884   


fax: 270-798-8570 
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