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Health: It’s So Social
AAMCN Member Survey Identifies Effective Strategies 

and Key Partnerships to Ease Care Transitions
Nancy Rudner, MSN

Summary

In spring 2018, a link to a survey on the subject of social determinants of health (SDoH) was emailed to the 
members of AAMCN and readers of the Journal of Managed Care Nursing. The following article summarizes 
the results of that survey. 

Key Points

• The most important contributor to avoidable hospitalizations identified by the survey was the health 
care system itself, particularly care quality and access. 

NURSES AND CASE MANAGERS OFTEN ADDRESS THE 
social determinants of health (SDoH) as part of their comprehensive 
assessment and care of patients.2 Care management, discharge 
planning, and home visits are just some of the nursing functions 
that address health needs in the context of the patient’s home and 
community. While several definitions of social determinants have 
been cited in the literature, multiple studies and policies recognize 
the social and environmental factors that influence health and the 
costs of care.2-5 Healthy People 2020 identifies five components 
of SDoH: economic stability, education, social and community 
context, health and health care, and the neighborhood and built 
environment.4 

The American Association of Managed Care Nurses 
(AAMCN) is a networking, educational, and standards resource in 
managed care nursing.  In an effort to identify how their members 
address SDoH in their practice, AAMCN partnered with Pfizer 
to survey its members.  The survey was developed by Pfizer and 
distributed by AAMCN.  Pfizer contributed to this initiative to 
better understand the impact of SDoH.

In spring 2018, a link to the survey was emailed to the members 
of AAMCN and readers of the Journal of Managed Care Nursing.  
Of 164 respondents, 46 percent are working in managed care, 14 
percent in acute care, and 9 percent in ambulatory care.

Modalities and Strategies for Communicating with Patients 
and Easing Care Transitions

A significant challenge for nurses and for health plans is 
engaging and educating patients.  The modalities used by the 
most respondents are websites, patient portals, and social media 

(Table 1). The patient communication tools the respondents 
found most effective were digital devices, such as wearables, 
scales and heart rate monitors, followed by telemedicine. While 
health plans and provider groups have invested in communication 
infrastructures, the nurses did not find any of the communication 
tools exceptionally effective.  

Communicating with patients can be challenging. Respondents 
expressed home visits were the most effective (4) followed closely 
by phone (3.7).  Patient portals scored as somewhat effective 
(3.0). Email (2.8), social media (2.7), and mail (2.5), were the 
least effective. Not surprisingly, the telephone was the mode of 
communication which patients used most frequently. 

Nurses deploy a range of strategies to ease care transitions.  
Prompt follow up post-acute care discharge (4.6) as well as 
thorough and timely handoff communication were scored as 
the most important (4.5). Medication reconciliation (4.5), 
comprehensive care management planning (4.4) and patient/
caregiver education with “teach back” (4.4) followed closely in 
importance. Measuring outcomes (4.2) and leveraging technology 
(3.6) were rated the least important of the strategies.  Respondents 
viewed leveraging technology the most difficult of the strategies to 
use during care transitions.  

Addressing Social Determinants of Health
The majority of respondents, 72 percent, characterized their 

level of knowledge about the social determinants of health as 
moderate to very knowledgeable, while 10 percent felt they were 
not at all or only slightly knowledgeable.  In the past year, 58 percent 
had had education on the impact of SDoH on health outcomes. 
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The key role of SDoH in causing unplanned readmissions was 
recognized by 93 percent. Health care factors was the SDoH most 
frequently ranked as the greatest concern, particularly health care 
quality and limited access to care. Environmental factors such as 
limited physical activity options, unreliable transportation and 
limited access to healthy foods ranked as the next most concerning 
factors. Patient factors—low literacy, health behaviors (tobacco 
and sedentary lifestyle) ranked after the environment and health 
care factors.  Economic factors, such as unstable employment 
ranked lowest. 

Slightly over half (54 percent) felt they had access to adequate 
resources to assess and address SDoH in their patients.  The 
majority (68 percent) assess patients with a SDoH assessment 
tool integrated into their documentation process. Social factors 
were very important in determining which patients receive case 
management for 68 percent of the nurses. 

To address social issues, outside resources were used 
frequently, almost every time or every time (67 percent).  The most 
common outside resources used were linkages with primary care, 
prescription help, mental health services, transportation assistance, 
and social services.  

Community partnerships are an important component of care, 
as 67 percent state their organization partners with other groups and 
services to address SDoH.  The most important partnerships were 
with social services agencies, homeless shelters and food pantries, 

government agencies 
and community health 
clinics. 
Conclusion

The most important 
contributor to avoidable 
hospitalizations 
identified by the 
survey was the health 
care system itself, 
particularly care quality 
and access.  This is 
a fixable flaw in our 
scattered health sector.  
Although many web-
based communication 
modalities have been 
developed, the time 
proven home visit 
still remains the most 
effective mode for 
communicating with, 
assessing, and teaching 
patients.  Addressing 
patients’ needs requires 
addressing social 
factors and working 
with resources external 
to their organizations.  
Key among these 
community resources 
are primary care, 
prescription help, 
mental health, and 

social services.  The nurses recognized the importance of their 
organizations maintaining partnerships with community resources 
to address the social and environmental factors impacting patients 
and to improve health outcomes. 

Nancy Rudner, DrPH, APRN is a faculty member of the George 
Washington University School of Nursing.
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Population Health Management: 
Moving from Strategy to Implementation

Part 2: Effective Tactics to Manage a Population
Michelle R. Hawkins, DNP, MBA, MSN, RN, CCM, 

Felizitas Devine, RN, MS, MBA, CCM, CMCN, and John Socolofsky

Summary

Population health management is the strategy for understanding health needs at 3 levels: the population as a 
whole, special population subgroups and communities, and individuals. By providing targeted interventions 
within medical care, and going beyond the walls of medical care, population health management reaches 
people where they are. This strategy leads to better clinical outcomes, financial performances, and positive 
impacts on populations, communities, and healthcare organizations. 

Key Points

• This article reviews tactics for designing, implementing, and operating a population health 
management program that have worked for others. Elements include:

• Data systems and analytics, including predictive modeling, used in population 
identification, risk stratification, and outcome prediction

• Population health interventions
• A process for developing a population health management program
• Measuring population health program effectiveness

THE FIRST ARTICLE OF THIS SERIES INTRODUCED 
population health management and provided several models a 
health system can use to structure its population health program. 
Having models and understanding how to implement can get an 
organization started. However, being able to develop and operate 
a population health program over time and maintain effectiveness 
requires both strategic and tactical thinking. This article reviews 
tactics for designing, implementing, and operating a population 
health management program that have worked for others. Elements 
include:

• Data systems and analytics, including predictive modeling, 
used in population identification, risk stratification, and 
outcome prediction

• Population health interventions
• A process for developing a population health management 

program
• Measuring population health program effectiveness

Data Systems and Analytics
Identifying and understanding a target population to bring 

into a population health management program is the first critical 
step. Data and analytics are what enable health plan leadership to 
perform population identification, and are important throughout 
the management of a population health program.

In Part 1 of this article, we identified the need to use all relevant 

available data to identify and risk stratify a population. Data 
contributing to population identification is available from clinical 
and electronic health records (EHR) systems, claims systems, and 
public health and demographics databases. Data from the latter 
two is typically structured and stored in relational databases. 
Structured data includes elements with a predictable content or 
format, such as diagnosis codes, medical device measurements, 
pharmacy data, or demographic characteristics. EHRs, on the other 
hand, are collecting more and more unstructured data. Unstructured 
data includes elements like physician notes, voice recordings, and 
images. Unlocking the insights in EHRs requires the capability 
to effectively handle big data analytics. Big data analytics is the 
use of advanced analytic techniques against very large, diverse 
data sets that include structured, semi-structured and unstructured 
data, from different sources and in different sizes from terabytes 
to zettabytes.2

Big data analytics has been around for several years, and its 
practical application to healthcare is beginning to show promise, 
specifically in population health management. Data analytics is 
typically classified as descriptive, predictive, or prescriptive, a 
three-step progression from “known and concrete” to “speculative 
and abstract”.

• Descriptive analytics sort and group large volumes of data 
in order to make the data more comprehensible to humans. 
An example is a graph of frequency of treatment codes 
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from millions of patient records, or a table comparing 
the highest frequency of those treatment codes to the 
cost of treatment. Another example specific to population 
health is to record data from surveillance and assessments 
to determine population needs and patterns, and (over 
time) to track population level health changes or trends 
resulting from interventions.

• Predictive analytics uses available historical data to 
provide a likely set of future data points. It analyzes 
data that exists to extrapolate data that does not exist. 
An example is comparing outcomes from a particular 
treatment, taking into account patient demographics and 
co-morbidities, to provide a probability of that treatment 
being effective for the next patient.

• Prescriptive analytics takes the data science a step further, 
by suggesting the best set of options based on predictive 
models. An example is providing a clinician with several 
of the best diagnoses to choose from based on algorithms 
that are predicting the most likely diagnosis from analysis 
of thousands of similar and dis-similar cases.

Prescriptive analytics as used in clinical decision support, while 
an appealing concept, requires additional development to provide 
effective, practical applications. Most healthcare organizations 
are already effectively leveraging descriptive analytics. Predictive 
analytics, however, offers potential untapped benefits to healthcare 
organizations, and specifically to population health management 
programs.

One application of predictive analytics is identification of 
population sub-groups in need of particular interventions (e.g. 
risk stratification). Analytics can help stratify populations as 
healthy, at-risk, chronic, or catastrophic based on patterns in 
data. Algorithms exist to sift through historical data and make 
predictions of patient risk level.4 Predictive modeling can also 
benefit resource allocation, workflow automation, continuous 
quality improvement, and clinical and financial performance.

An example of the use of predictive analytics in population 
heath management is to monitor intervention processes, procedures, 
and implementation. Health systems can take this data into 
predictive models to evaluate the potential effect of interventions 
on designated clinical, behavioral, community, health systems, and 
economic outcomes.

A predictive analytics application of high value to health 
systems is readmission prevention. A Health Affairs article 
on healthcare applications of big data analytics discusses the 
readmission case. While many organizations already predict 
readmission probability, improvements could be made to the 
algorithms, including tailoring the intervention to the individual 
patient, ensuring that patients actually get the precise interventions 
intended for them, monitoring specific patients after discharge to 
find out if they are having problems before they decompensate, 
and driving a low ratio of patients flagged for an intervention 
versus patients who experience a readmission (that is, a low false 
positive rate).1

While the prospect of developing and utilizing big data 
analytics can sound overwhelming, especially for small 
organizations, analytics can be purchased in a packaged solution 
or as a service, improving their accessibility and cost structure.

Population Health Interventions
To invoke changes to a population, targeted interventions 

aimed at individual patients is essential. Interventions are programs, 
policies, and resource distribution approaches that impact a number 
of people by changing the underlying conditions of risk and by 
facilitating health improvement or maintenance for the population 
as a whole. They are implemented within and outside of the health 
sector and allow a comprehensive and multi-faceted approach to 
planning and delivering programs and interventions.

Examples of some interventions include:
• Employee wellness initiatives targeting healthy behaviors 

and conditions of highest risk and prevalence in the 
population

• Implementation of health-related intervention programs 
within primary and secondary schools

• Design of neighborhoods and communities to facilitate 
increased physical activity

• Community-based surveillance, health promotion and 
support using lay health agents

• Use of policy to tie benefits and incentives to health-
promoting behaviors and penalties to higher risk behaviors

• Use of behavioral principles to influence design of 
restaurants, cafeterias to promote healthier eating

Seven Essential Intervention Categories from the National 
Transfer of Care Coalition provide additional categories that can 
be applied to population health management programs3: 

1. Medication Management: Ensuring the safe use of 
medications by patients and their families and based on 
patients’ plans of care

2. Transition Planning: A formal process that facilitates the 
safe transition of patients from one level of care to another 
including home or from one practitioner to another

3. Patient and Family Engagement/Education: Education 
and counseling of patients and families to enhance their 
active participation in their own care including informed 
decision making

4. Information Transfer: Sharing of important care 
information among patient, family, caregiver and 
healthcare providers in a timely and effective manner

5. Follow-Up Care: Facilitating the safe transition of patients 
from one level of care or provider to another through 
effective follow-up care activities

6. Healthcare Provider Engagement: Demonstrating 
ownership, responsibility and accountability for the care 
of the patient and family/caregiver at all times

7. Shared Accountability Across Providers and 
Organizations: Enhancing the transition of care process 
through accountability for care of the patient by both the 
healthcare provider (or organization) transitioning and the 
one receiving the patient

Regardless of the type of intervention, delivery of population 
health interventions is not inexpensive, so prioritization is 
essential in order to achieve the most impact at the lowest cost. 
Prioritization can begin with a population needs assessment, taking 
into account considerations such as risk stratification, availability 
of data including disease registries, and probabilistic models 
developed through predictive modeling. A cost-benefit analysis or 
value realization plan will help with prioritization by objectively 
evaluating clinical and financial benefits versus costs and available 
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resources. Focusing on the highest-risk population or most chronic 
conditions will not necessarily yield the most return, clinically or 
financially.

Clinical Intervention Framework
A pyramid framework can help provide structure to the 

relationship of intervention to clinical condition. Beginning at 
the bottom, interventions at each of the pyramid’s three levels 
are intended to prevent cases from progressing up the pyramid, 
which would represent an increase in severity of the condition, 
complexity of treatment, and cost.

1. At the bottom of the pyramid are primary interventions. 
These are intended to protect people at risk from 
developing a disease or health condition (screenings). 
Primary preventions also include wellness initiatives, 
and patient self-management support personnel and 
programs (nutrition, fitness, weight management) that 
are flexible and adapted to address patients at different 
risk stratification levels. Primary preventions are the least 
complex and costly and should be the most often used to 
positively impact the health of populations. 

2. The second level of interventions are secondary 
preventions. Secondary preventions apply when a disease 
state has presented and are intended to halt or slow 
the progression of the disease at its earliest stages so a 
patient’s condition does not deteriorate. These are more 
complex and costly than primary preventions and should 
occur at a lower frequency.

3. At the top of the pyramid are tertiary preventions. 
These are interventions to manage care for people 
with complicated and chronic health problems such as 
diabetes, heart disease, cancer, and chronic pain. These 
interventions aim to improve disease control, prevent 
further physical deterioration, and maximize quality of 
life. Complex and costly, this type of intervention should 
be occurring at the lowest frequency.

Characteristics of Population Health Interventions
Interventions for population health management programs 

should include the following characteristics:
• Interventions should be well-planned, well-placed, and 

well-conducted. This type of specificity leverages data 
analytics and contributes to the ability systematically to 
gage the impact the interactions.

• Interventions should lead to increased efficiency and 
effectiveness through appropriate resource allocation to 
meet varying needs of the population and population sub-
groups, again leveraging data analytics.

• Interventions should adhere to RE-AIM5:
• They should have appropriate Reach into the target 

population, being applied to populations identified 
through the use of descriptive and predictive 
analytics.

• They should have measurable Effectiveness.
• They should include measures and strategies 

to improve Adoption by target populations, 
institutions, and staff.

• They should have an Implementation that is 
planned and tracked to provide consistency and 
reasonable cost.

• They should have Maintenance and sustainability 
designed at inception, for the intervention and its 
effects on individuals and the population. 

• Interventions should use multiple engagement channels 
and delivery modalities as appropriate, including in-
clinic, in-home, telephone, web, and mobile device.

A Process for Developing a Population Health Management 
Program

Designing and implementing a population health management 
program can proceed simultaneously following two tracks: building 
and organizing the workforce and developing and standardizing 
the intervention protocols. Population health management depends 
on a collaborative workforce with clear delineations of scope and 
role, trained in the appropriate protocols. Those protocols need 
to be based on industry practices, modified to fit the intervention 
requirements, and designed to be delivered using the most effective 
modality (see Table 1).

Measuring Population Health Management Program 
Effectiveness

Successful population health management programs 
frequently share common elements:

• Dynamic Assessment and Screenings
• Personalized Recommendations
• Targeted Communications
• Individual Member Interactions – Phone, Online
• Challenges and Competition (gamification)
• Personalized Rewards
• Integrated Programs and Activities
• Patient-Centricity
• Effective Physician Engagement
• Evidence-Based Interventions
• Measurement of Outcomes
While all of these contribute to success of programs and 

interventions, the last element – measurement of outcomes – 
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provides the true indication of program success. A population 
health management program should deliver measurable benefits 
toward sound targets to be considered a good investment. Specific 
targets, monitoring of key indicators, continuous feedback and 
program improvements should be designed into initiatives at the 
beginning to determine: 

• How well the population health strategy is working
• Whether it is achieving desired goals and if not, what can 

be changed to enable success
• In what ways it needs to be adapted for maximum benefit 

across the continuum of health and population needs
Formal performance management methods contribute 

evidence that can inform policy and help develop programs and 
interventions that have the potential to impact health at the larger 
(e.g. regional or national) population level.

Targets for measuring a population health program can be 
oriented around many clinical and financial measures:

• The degree to which the program helps achieve the Triple 
Aim

• Improve population health
• Improve the quality of care
• Control health care costs

• The impact the program may have on quality measures – 

HEDIS, VBP, Satisfaction
• Measures of mortality, life expectancy, and premature 

death
• Measures of health, function, and well being
• The degree the program helps prevent re-admissions, 

reduce unnecessary utilization – e.g. preventable hospital 
admissions/ED visits

Summary
Population health management is the strategy for 

understanding health needs at 3 levels: the population as a whole, 
special population subgroups and communities, and individuals. 
By providing targeted interventions within medical care, and going 
beyond the walls of medical care, population health management 
reaches people where they are. This strategy leads to better 
clinical outcomes, financial performances, and positive impacts on 
populations, communities, and healthcare organizations.

Michelle R. Hawkins, DNP, MBA, MSN, RN, CCM  is a Director 
of Care Management and Population Health Integration at Johns 
Hopkins Healthcare.
Felizitas  Devine,  RN,  MS,  MBA,  CCM,  CMCN and  
John Socolofsky are Senior Executives at Lichlyter Consulting, Inc.

Table 1:
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How Developing a Coaching Culture Pays Off
Jack Zenger, PhD and Joe Folkman, PhD

Summary

Coaching effectiveness goes with increased productivity, higher levels of intentions to stay with an organization, 
and the way that managers are perceived in their overall effectiveness. The main objective of a good coaching 
program should be to help an organization become more effective. The goal is better business outcomes.

Key Points

• Steps for creating a coaching culture:
1. Setting Clear Expectations
2. Create a Process to Follow
3. Provide Skill Training
4. Organize Systemically 
5. Monitor and Measure

PART I. CREATING A NEW CULTURE
Imagine a family dinner at which the children announce to 

their parents that they would like more guidance and direction than 
they are currently receiving. They also ask for more vegetables and 
less junk food, along with an earlier curfew and less TV and game 
time. We suppose that the only thing that would be more unlikely 
would be if the parents totally ignored these requests, preferring to 
maintain the status quo.

Yet, something quite similar to this situation goes on within 
most organizations. According to our research, employees would 
like to receive a good deal more coaching from their boss than they 
currently receive. While they like being told pleasant and positive 
things, they also recognize that even greater value comes from 
periodically receiving corrective feedback regarding how they are 
accomplishing their work, or about things they could begin doing 
to make an even bigger contribution.

Yet, despite this attitude and strong belief on the part of the 
employee group; managers continue to be reluctant to provide the 
coaching that the employees desire. It would not be hard to create 
a long list of all the reasons why this happens. The specific kind 
of coaching that seems in very short supply is corrective feedback. 
Employees appear to yearn for plain, simple, job related feedback.

How to Create a Coaching Culture
Let’s learn from those who are finding ways to build such 

a culture. We are fortunate to have several client organizations 
who have identified the need for managers to do more coaching. 
They have been persuaded by the data that shows that as coaching 

improves so do a number of important business outcomes.
Nothing is more correlated, for example, with increasing 

higher levels of employee engagement than increasing levels of 
coaching on the part of managers. Coaching effectiveness goes 
with increased productivity, higher levels of intentions to stay with 
an organization, and the way that managers are perceived in their 
overall effectiveness. The latter part of this article will document 
this connection.

But first, how can organizations create this culture? Three 
of our clients are currently experiencing success in creating a 
coaching culture. One is in financial services, another in packaged 
foods, and the third is in retail grocery. Each has created this 
coaching culture in a slightly different way, but there is also a 
general consistency in the major tactics they have used.

Creating a Coaching Culture
The steps for creating a coaching culture are:

1. Setting Clear Expectations
Senior leaders in the organization can send a clear message 

regarding the importance of coaching as a key element in effective 
managerial behavior. A senior executive in Wells Fargo Bank 
gave a jaw-dropping message to a large meeting of managers. He 
said that he expected all managers to spend one-half of their time 
providing coaching to their subordinates. Such a message sends a 
clear signal that the organization is taking this activity seriously.

Topics are taken seriously when employees hear that subject 
addressed in every managerial conclave. People also note whether 
this topic is high on the agenda or something near the tail end, and 
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it gets covered only if there is ample time. People also take note of 
what is on the agenda for their periodic meetings with their boss. If 
coaching practices and outcomes are talked about frequently, then 
the topic is of obvious importance. If they are never mentioned, 
this sends an entirely different message.

2. Create a Process to Follow
If an organization expects the broad population of managers 

to do something, then that must be made concrete and practical. 
Managers need to know exactly what is expected. Precisely 
what are they to do? What is the purpose? What are the desired 
outcomes? Addressing those questions can be aided if a simple 
process has been created that everyone can understand and follow.

The most successful coaching implementations invariably 
provide a structure and process. These include helping the coach 
to identify the topic of successive coaching conversations. They 
include a general pattern to structure the coaching conversations. 
Zenger Folkman has created the FUEL model that provides the 
coach with a useful framework to follow.

Our experience has been that invariably managers come to 
understand that there is great freedom that comes from having 
structure to follow. It enables them to “be in the here and now” in 
the conversation, and not be distracted with thinking about the next 
question to ask or what direction the conversation should take.

Tools that aid the process also include some mechanism by 
which the coach can gather ongoing feedback on how the person 
being coached feels about the coaching discussions. An efficient 
and simple feedback tool provides information that enables the 
coach to continually improve as a coach.

3. Provide Skill Training
People are not born with the skills of being a good coach. Like 

any other skill it has to be learned. Also, like any other skill, it 
cannot be learned by only watching someone else do it. Watching 
an athlete lift weights doesn’t do a lot to build your muscles. And 
learning a skill requires practice.

The purpose of practice is not only to learn how to execute 
the new skill, but it also enables the participant to gain confidence 
along with their competence. No matter how well you can do 
something, if you don’t feel confident to practice the skill, you 
won’t try. This leaves you in much the same place as the person 
who completely lacks the skill.

While watching someone else coach won’t build the skill 
within you, it is a very powerful step in the learning process. 
Once you have learned the important ingredients of a coaching 
conversation, and you have in mind the ideal path to follow, then 
watching someone coach is an extremely powerful way to see it 
played out in real life. The value of seeing and hearing someone 
conduct a well-thought through coaching session is impossible to 
measure and describe, because of the subtleties and nuances that 
are acquired.

The heart of skill-building is the opportunity to practice 
and to receive feedback about that practice. Our clients who are 
achieving success in building a coaching culture are unswerving 
in their insistence on preserving a large portion of the time in any 
development session for practice and feedback.

4. Organize Systemically
Any change process that makes a serious dent in the culture 

must touch many parts of the organization and operate at all of 
the levels of the hierarchy. The senior levels of the organization 
paint a vivid picture of what is desired, and by their repeated 
drumbeat of messages, they reinforce the change. The operating 
levels of management must be marshaled to further carry the 
message, but also to practice it in a visible way that touches the 
larger populations in the organization. At the same time, much like 
the other jaw in a pair of pliers, the employee group is engaged in 
pursuing the same aim.

Employees often complain about not receiving the coaching 
they need and desire. Their assumption is that the manager 
is solely responsible for making this happen. But organizing 
systemically involves getting the entire workforce to see coaching 
is an interaction between two people. Both can do a great deal to 
make it happen—or to make it not happen. Employees can raise 
their hands and ask for coaching sessions. In most cases that will 
be with their immediate boss, but it need not stop there. If the 
organization is training managers to be better coaches, ways can 
be created to match trained coaches with those wanting coaching, 
regardless of where in the organization they come from.

5. Monitor and Measure
Successfully creating a coaching culture requires the creation 

of ways to track progress. These will vary from organization to 
organization. Some will ask a question as part of an organization 
survey that asks something like: “Do you receive the amount 
of coaching from your immediate manager that enables you to 
perform at your best?” Or, “To what degree does your manager 
initiate conversations about your performance?” “To what degree 
does your manager discuss your future with the organization?” 
“Does your manager discuss your career aspirations?”

Data can be collected from informal discussions with all 
managers. HR representatives can informally inquire as they 
interact with people for any number of reasons.

The Double Benefits of Building a Coaching Culture
Development efforts always have the potential of producing two 

distinct outcomes. First, they can obviously improve the skill level 
of the individual participant. Some might argue that it is simply the 
collective combination of all those individual improvements that 
ultimately produce the second effect of ultimately transforming the 
culture of the overall organization.

But, as Peter Drucker observed long ago, there is something 
that happens when your development efforts impact between a third 
and one-half of the leadership group. There seems to be a tipping 
point that now has people operating from the same assumptions, 
sharing common values, using the same nomenclature, and having 
an even stronger bond.

We witness this powerful effect when a significant part of the 
management team sharing the same skill.

But there is something else about helping leaders to become 
better coaches. Coaching puts into practical, tangible operation a 
large number of the principles of great leadership. It, more than 
any other skill or management technique that is commonly taught 
in a leadership development program, changes the culture. It alters 
the tone and creates a healthier atmosphere in the organization. 
People are being treated with more respect. They are being asked 
and not told.

At the same time, leaders are less inclined to let things slide, 
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hoping that something magical will happen to make them better. 
The leadership team collectively is more inclined to step in to 
get problems resolved, by holding those about them to be more 
accountable.

The very nature of good coaching puts into practice all of the 
principles of positive psychology, and this ultimately combines to 
help shape an entirely new culture in the organization.

PART II. THE PAYOFFS OF COACHING
“The proof of the pudding is in the eating.”
There is an old saying that the proof of a pudding is in the 

eating. This is an odd phrase, but yet it has a powerful message. 
The value of any pudding is not in how it looks. Nor is it in the 
contents that were combined to make it. The only real test of a 
pudding is how it tastes when you eat it. This phrase, originally 
used by the author Cervantes in his book about Don Quixote, can 
be applied to many products or services that we purchase. The 
ultimate test of any product is, “Does it do what it purports to do?”

In recent years, we have seen an enormous uptick in the use 
of coaching as a tool for leadership development. It is a skill that 
every leader needs to possess. But does a program on coaching 
skills achieve the outcomes it purports to achieve? Understanding 
the important outcomes of a successful coaching program is vitally 
important for any organization to track.

The main objective of a good coaching program should be 
to help an organization become more effective. The goal is better 
business outcomes. Therefore, spend just a little time on theory 
and lot of time making sure participants understand the business 
case for what they are doing. Leaders need to see the business 
implications of coaching in order to motivate them to do it. They 
must understand the relationship of coaching behaviors to important 
business outcomes. Following are five of those outcomes:

1. Improved Productivity
Coaching has a great impact on employee productivity, 

or their willingness to go the extra mile. In this graph, we have 
broken down coaching effectiveness into deciles and plotted it 
against employees’ response to the question, “Are you willing to 
go the extra mile?” The least effective coaches have less than 15% 
of their direct reports respond positively to this question. The top 
decile has three times as many people responding positively (refer 
to Table 1).

2. Greater Employee Engagement
Employees who are coached regularly feel a greater level 

of engagement and commitment. The following graph shows 
coaching effectiveness plotted against employee commitment. 
Notice a linear correlation from the 15th percentile on least effective 
to the 88th percentile on the most effective. While correlation is 
not always causality, it is very impressive to see the relationship 
between these two dimensions (refer to Table 2).

3. Improved Retention
Leaders who are good coaches have fewer employees who 

think about quitting. In the following graph, more than 60% of 
employees reporting to a manager that is not a good coach are 
thinking about quitting, versus 22% reporting to the best coaches 
(refer to Table 3).

4. Employee Development
“Do you receive the needed coaching and feedback about your 

performance?” This graph shows the answers. The scores from 
this question are plotted against, “I am given a real opportunity 
to improve my skills in the company.” Employee development 
is clearly related to increased retention, employee commitment, 
and other important variables. Besides that, developing employees 
is simply the right thing to do. After all, employees who are 
constantly developing are constantly adding new ways to build the 
bottom line of the organization (refer to Table 4).

Table 1: % of Employees Willing to “Go the Extra 
Mile”

Table 2: Employee Commitment Percentile

Table 3: % of Employees That “Think about 
Quitting”
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5. Perceived Supervisor Effectiveness
Finally, coaching impacts the overall opinions that employees 

have about their boss. The next graph displays, “I receive the 
needed coaching,” plotted against, “Overall I feel my immediate 
supervisor is doing a good job.” The old saying goes that you don’t 
quit your job—you quit your boss. Clearly, the data shown here 
supports this conclusion. Simply put, the opinion that employees 
have about their boss takes on added importance and the way to 
improve that perception is largely through good coaching. It’s 
clear that the degree to which a boss takes time to coach employees 
makes a big difference in how they feel about him or her, and 
whether they think that they are doing a good job.

Why These Outcomes Occur
Fundamentally, the purpose of all learning and development is 

about productivity improvement. Why and how would improving 
coaching, positively impact the level of productivity in an 
organization? We analyzed our database of leaders who had the 
highest scores on productivity improvement. We discovered that 
leaders who received high scores on productivity improvement 
also scored high in 10 correlated behaviors that appeared to drive 
productivity. Of the 10 behaviors, we concluded that coaching had 

a direct bearing on 7 of them. They are:

1. Resolve Problems Speedily
Leaders who have high scores on productivity improvement 

resolve problems speedily. Consistently, this area is one of leaders’ 
lowest scores on our 360. Coaching encourages managers to 
quickly step into issues to resolve them.

2. Emphasize Continual Improvement
Coaching almost always emphasizes continual improvement. 

Coaches are saying to themselves “How can I help the employee 
or group find ways to improve and streamline work processes?” 
This question becomes an ideal topic for a coaching conversation.

3. Show Respect for Individuals
Coaching teaches leaders to show respect for their colleagues. 

It teaches them to listen, to probe for their ideas, and generally 
make them feel empowered. This is easy to say, but harder to do. 
There is no better way to convey respect than to have a coaching 
conversation with individual employees in which you listen and 
hear their ideas and value what they have to say.

4. Handle Performance Issues Positively
A coaching discussion is an optimum way to handle any 

performance issue in an upbeat, positive way. It’s important to 
frame the conversation and agree on ground rules. Second, take 
time to explore the current situation and what is causing it, whether 
it is something that you have raised a concern with or the person 
has come to talk about. Third, ask the question, “If this was an 
ideal world, what would it look like?” Finally, agree on some plan 
of action that has milestones attached and will lead to the outcome 
that you choose. When we teach this in our coaching program, 
we ask participants, “How many of you had a conversation like 
this with your boss this year?” It is distressing that we often only 
see one or two hands raised. These are unusual conversations, but 
necessary for the development of employees.

5. Provide Extensive Communication
What better opportunity for a manager and a subordinate to 

exchange important information and enlarge that communication 
channel than to have periodic coaching discussions? We are great 
believers in open book management. When organizations share 
data, people feel like they are being respected and trusted. It has 
significant positive effects.

6. Developing People
Some coaching sessions should be clearly labeled. Often 

managers think they are having a coaching conversation, but the 
employee thinks that it is just a casual lunch meeting or a chance to 
chat with their managers. They don’t realize that it was carved out 
time, deliberately focused and preserved for their development. 
We believe that labeling some of these sessions is not only 
important—it’s vital to ensure that the right conversations take 
place at the right time.

7. Inspire Others
Inspiring others through improving the climate and being open 

to feedback is an extremely powerful activity. A good coaching 
discussion should be a positive experience for both parties. The 

Table 4: I am given a real opportunity to improve 
my skills in the company (Mean Score)

Table 5: Overall, I feel my immediate supervisor 
is doing a good job (Mean Score) It’s our turn to pick up 

where you’ve left off.
Your care plan. Our CAREGivers.

 Each Home Instead Senior Care franchise is independently owned and operated.

Home Instead CAREGiversSM complete extensive 
training built on this experience and research, so 

they are prepared to offer the highest quality of care. 
Our individualized approach allows us to tailor our 
care to a family’s unique needs. From personal care 

to hospice care support, 
you can trust we are in this together.

Visit HomeInstead.com
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manager should learn something from it, as well as the person 
being coached. The best coaches seek feedback at the end of their 
coaching discussions to determine if the time was really well spent 
and if the people are leaving with a clear course of action.

CONCLUSION
The effort, time, and money invested in creating a coaching 

culture is richly rewarded with measurable business outcomes. 
When it comes to improving productivity, employee engagement, 
retention, employee development, and supervisor performance, 
there is simply no better activity than having a leader that coaches 
and develops their direct reports on a regular basis.
Jack Zenger, PhD is a world-renowned behavioral scientist, 
bestselling author, consultant, and a national columnist for Forbes 

and Harvard Business Review. He is recognized as a world expert 
in the field of people development and organizational behavior.
Joe Folkman, PhD is a consultant to some of the world’s most 
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keynote speaker and conference presenter. His research has 
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Mosquito Bite 
Prevention (United States)
Not all mosquitoes are the same. Different mosquitoes spread 
different viruses and bite at different times of the day.

Type of Mosquito

Aedes aegypti, 
Aedes albopictus

Culex species

Viruses spread 

Chikungunya, 
Dengue, Zika

West Nile

Biting habits

Primarily daytime, but 
can also bite at night

Evening to morning 

Protect yourself and your family from mosquito bites

Use insect repellent
Use an Environmental Protection Agency (EPA)-registered insect repellent with one of the following active 
ingredients. When used as directed, EPA-registered insect repellents are proven safe and effective, even for 
pregnant and breastfeeding women. 

Active ingredient
Higher percentages of active ingredient provide longer protection

DEET

Find the insect 
repellent that’s right 
for you by using 

EPA’s search tool*. 

Picaridin (known as KBR 3023 and icaridin outside the US) 

IR3535

Oil of lemon eucalyptus (OLE) or para-menthane-diol (PMD)

2-undecanone

* The EPA’s search tool is available at: www.epa.gov/insect-repellents/find-insect-repellent-right-you 

CS258143 October 13, 2016
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Protect yourself and your family from mosquito bites (continued) 

 � Always follow the product label instructions.

 � Reapply insect repellent every few hours, depending on which product and 
strength you choose.

 » Do not spray repellent on the skin under clothing.

 » If you are also using sunscreen, apply sunscreen first and insect repellent second.

Natural insect repellents (repellents not registered with EPA)

 � The effectiveness of non-EPA registered insect repellents, including some natural 
repellents, is not known. 

 � To protect yourself against diseases like chikungunya, dengue, and Zika, CDC and 
EPA recommend using an EPA-registered insect repellent.

 � When used as directed, EPA-registered insect repellents are proven safe and 
effective. For more information: www2.epa.gov/insect-repellents

If you have a baby or child

 � Always follow instructions when applying insect repellent to children.

 � Do not use insect repellent on babies younger than 2 months of age.

 � Dress your child in clothing that covers arms and legs, or

 � Cover crib, stroller, and baby carrier with mosquito netting.

 � Do not apply insect repellent onto a child’s hands, eyes, mouth, and cut or 
irritated skin.

 » Adults: Spray insect repellent onto your hands and then apply to a child’s face.

 � Do not use products containing oil of lemon eucalyptus (OLE) or para-menthane-
diol (PMD) on children under 3 years of age.

Treat clothing and gear

 � Treat items such as boots, pants, socks, and tents with permethrin or purchase 
permethrin-treated clothing and gear.

 » Permethrin-treated clothing will protect you after multiple washings. 
See product information to find out how long the protection will last.

 » If treating items yourself, follow the product instructions.

 » Do not use permethrin products directly on skin.

Mosquito-proof your home

 � Use screens on windows and doors. Repair holes in screens to keep mosquitoes 
outside.

 � Use air conditioning when available.

 � Keep mosquitoes from laying eggs in and near standing water.

 » Once a week, empty and scrub, turn over, cover, or throw out items that hold 
water, such as tires, buckets, planters, toys, pools, birdbaths, flowerpots, or trash 
containers. Check inside and outside your home.

www.cdc.gov/features/StopMosquitoes
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Field Clinician (Nurse Practitioner, Physician Assistant, Podiatrist)—WOUND CARE

Are you looking for autonomy, flexibility and financial stability while providing excellent healthcare for our patients?
Woundtech may be the place for you!

We have immediate openings for highly motivated and clinically talented Field Clinicians to treat patients in the field. The successful 
candidate will be responsible for managing the patient’s wound care and visit documentation in a timely and efficient manner. You are 
compensated very competitively, as you are paid on a per-patient per-visit structure. This means that you have the flexibility to set your 
schedule and adjust your visits, depending on what fits with your circumstances and lifestyle.   

Who We Are
Woundtech is the nation’s premier physician-led provider of wound management services. Because we provide expert wound care 
services in the patient’s home, we save time and eliminate the cost of co-pays and transportation expenses. Utilizing a telehealth-
based platform (clinicians collaborate with wound care nurses in a call center), Woundtech provides comprehensive wound care to 
health plan and medical group patients, Skilled Nursing Facilities, and Assisted Living Facilities, utilizing the most advanced wound care 
products.  Woundtech’s unique service model results in a 95% healing rate amongst our patients.

Woundtech currently operates in Florida, California, Arizona, Texas, Nevada and Hawaii but is actively expanding into new markets, too.  

Why Work for Woundtech?
• Woundtech offers a highly competitive compensation and benefits package, including relocation, along with excellent work/

life balance.
• We provide a comprehensive paid training program for all new clinicians, mileage reimbursement, malpractice insurance, as 

well as full benefits that include health insurance and PTO.
• While other clinical settings limit you to a small glimpse into the episode of care, at Woundtech you are conducting the initial 

evaluation and all follow on visits with your patients through complete healing of the wound.
• Clinicians will have the support of Wound Certified RN or LPN for consultation and documentation via telehealth web-based 

technology.
• We make every effort to reduce your travel time between patients—we strive to assign our clinicians as close to their own 

homes as possible.

Responsibilities
• Provision of hands-on care to patients as directed by Woundtech needs.
• Application and management of topical wound care and associated wound management products. 
• Recommendations for prescription of required medications and/or Durable Medical Equipment or supplies (DME) to facilitate 

wound healing and/or wound prevention within her/his scope of practice, license and as per the collaborative agreement 
with the supervising physician. 

• Diabetic Foot Ulcer risk assessment for Members with Diabetes, as per the ADA guidelines. 
• Pressure ulcer assessment and treatment in accordance with NPUAP guidelines.
• Consistent, timely, and accurate documentation.
• Interpretation of diagnostic tests and recommendation of appropriate follow up to same. 
• Debridement of wounds by sharp, enzymatic, autolytic or surgical methods able to be safely completed in the place of 

patient visit and all associated procedures to complete the debridement. 
• Education of patients as to the topical and systemic management of their wounds. 
• Education of the Primary Care Physician (PCP), CM, or referring Physician on current wound management practices. 

Qualifications
• Nurse graduate of accredited school of Nursing and Nurse Practitioner program or Physician Assistant graduate of an 

accredited school for Physician Assistant education.
• Possesses and maintains national certification as NP or PA; wound care certification preferred.
• 1-3 years’ experience at the advanced practice level.
• Current, active, unrestricted license as a Nurse Practitioner or Physician Assistant in the state.
• Ability to practice autonomously.
• Excellent communication skills.
• Valid and unrestricted driver’s license.
• Excellent verbal and written communication skills in a professional environment.
• Hourly paid training and orientation provided.
• Ability to set priorities while managing multiple tasks.
• Detail oriented with excellent organizational skills.

TO LEARN MORE ABOUT US visit www.woundtech.net
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The Power of Reimbursements: 
Where “Visionary Care Management” Fails to 
See the Care-Gaps for the Visually-Impaired

Stefany Almaden PhD RN, MSN, CCM, CPUM, CMCN, PAHM

Summary

Case Management is a specialty that is increasingly acknowledged as the collaborative process of coordinating 
necessary services for patients’ safety and quality of care as they transition care across providers and care 
settings. This article addresses a critical oversight of care management services despite the major strides 
professional associations made to attract attention to the value of case/care management. Unfortunately, 
“visionary” case management rarely sees its value when vision-loss attacks. 

Key Point

• The terms case manager and care manager are used synonymously in this article, and challenges to 
20/20 vision care management will be discussed with a call for solutions.

THE WORLD HEALTH ORGANIZATION (WHO) 
estimates that there are 253 million across the world living with 
vision impairment, and 81% of those that are blind or suffer 
moderate to severe visual impairment are ≥ 50 years old.12 The 
WHO further projects that the numbers will triple because of 
population growth and aging population. It is estimated that by 
2020, the number of > 50 visually impaired persons will be around 
38.5 million and 115 million by 2050.12

If you are not yet convinced that we need to advocate for care 
management services in this specialty area, perhaps more statistics 
from the American Academy of Ophthalmology (AAO) will make 
the point: 

• There are > 2.7 million persons ≥ 40 years old that are 
affected by Glaucoma

• 2.1 million with glaucoma are > 50 years of age
• 1:10 persons will have age related macular degeneration 

(AMD) by age 80. The condition affects females more 
than males

• 3.2 million persons ≥ 50 will suffer from dry eye, mainly 
females vs. 1.6 affected males

• 1.3 million persons ≥ 40 are legally blind1

While we are consumed with focusing on certain chronic 
conditions that tie to reimbursements, we need to slow down 
and focus on value to patients’ lives which is at the core of 
why we entered the healthcare realm. Further, we need to focus 
on succession planning for allied health professionals. The 

future society will need more Ophthalmologists and more Case 
Management (CM) specialists in this field to support patients and 
help them with their health-related quality of life (HR-QoL). Dr. 
Weinreb11 raised the issue of glaucoma worldwide as a growing 
concern that impacts patients’ independence. With high risk 
populations such as individuals with African ancestry, Hispanics, 
and certain Asians, the condition is on the rise. Additionally, the 
challenge is in diagnosing glaucoma before the vision loss has 
occurred. Glaucoma is described as silent, slow, progressive, 
and irreversible condition however, glaucoma blindness can be 
prevented. 

The Centers for Disease Control (CDC) refers to the Vision 
Health Initiative (VHI) as tri-fold approach educational inclusive 
of preventive care and eye safety tips, age and vision loss regular 
screening and inclusion of primary eye care, and high risk and 
comorbid conditions for persons with visual impairment. Figure 
1 refers to the magnitude of the prevalence of vision impairment 
by race/ethnicity, and Figure 2. references statistical data where 
vision impairment is considered one of the top 10 conditions 
impacting HR-QoL. The CDC declared May of every year as the 
Eye Health month.5 Sadly, few health practitioners are aware of 
that, and fewer yet health organizations announce it. The vision 
objectives were included in 2010 for the first time in the Healthy 
People publication which inadvertently, led to the Healthy vision 
2010 initiative (National Eye Institute [NEI], 2018). Figure 1 
reflects the number of persons afflicted with visual impairment 
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by race/ethnicity, and Figure 2 has the ranking the top 10 chronic 
conditions causing disability; as adopted from CDC publication.5 

Background
Researchers’ interest in studying or exploring a practice area 

is often sparked by observations of patterns and dominant themes.6 
With the current healthcare landscape focused on reducing 
readmission rates, emergency room utilization, and high-cost 
medications, it is not surprising that most research addressing 
the return on investment (ROI) or the value of care management 
is focused on geriatrics, oncology, and disease management 
conditions such as heart failure, diabetes, and chronic obstructive 
diseases (COPD).  

The newer spins of population health or disease management 
programs are highlighting social determinants of health and 
integrated care (behavioral, medical, and long term supportive 
services) as new frontiers in managing care and yielding higher 
ROI for care managers. While all these efforts are 
consuming health systems’ approaches to care 
delivery, providers’ reformation to deliver quality 
cost-effective care, and care managers teetering 
diverse ways or sides to continue to justify their ROI; 
silent conditions continue to strike many people that 
are lost in health system that shrugs its shoulders on 
any care that does not have revenue-generating codes 
of care.

Care Managers are care advocates. This 
function is one of the standards of practice for case 
management.3 Unfortunately, speaking from years of 
practice and observations of patterns, case managers 
are challenged with upholding the advocacy banner 
for fear of retribution or retaliation. If you are a 
skilled professional case manager, advancement and 

higher pay become controversial 
with strong advocacy efforts. It is 
a fact that I will not “sugar-coat”. 
Someone must voice such opinions 
if we are to make a difference for a 
greater good.

While everyone is staying 
attuned to integrated care, 
population health management, and 
the recent “brain health” initiatives; 
a critical component of health and 
wellbeing is being ignored. That is 
eye health. Ophthalmology practices 
have enjoyed being overlooked for 
a long time away from the bells 
and whistles of care integration, 
population health and brain health. 
No one was “minding the store”, 
so to speak, since that noise was far 
too loud with implications of multi-
million, if not billions of dollars 
price tags of reimbursements and 
incentives tied to that. 

As a researcher, I would like 
to support my statements with 
references regarding my observation 

and professional experience. Unfortunately, ophthalmology care is 
an area that stayed under the radar for all stakeholders. Ironically, 
even the Anatomy Atlas that has pages and pages of details about 
musculoskeletal, cardiovascular, gastric, and other systems, has 
barely dedicated a couple of pages for the eye and did not even 
address the conditions impacting health and HR-QoL. So, most 
of the issues I raise in this article, are driven by experience and 
observations of trends in patients’ flow through ophthalmology 
care. To start with, I like to address the anatomy as it affected 
trends I observed.

The Eye: Reasons to Care 
The eyes are equal and symmetrical organs anterior to the 

skull that are associated with our sense of vision. The eyes are also 
called ocular bulbs as they connect to the brain through the optic 
nerve.2 It is not the intent of this article to provide a full anatomy 
discussion but rather address critical needs to match the preventive 

Figure 1. Estimated Numbers of Persons with Visual Impairment in the 
United States by Race/Ethnicity (All Persons) and Year

Figure 2. Top 10 Disability Conditions
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care levels we pay attention to with other chronic conditions.  
Figure 4 highlights key components of the eye but it is 

important to pay attention to the vitreous humor because it is 
associated with conditions like vitreoretinal separation and retinal 
detachment that can be a scary occurrence for a patient. While 
Figure 3 is a depiction of normal eye anatomy. These two figures 

were selected as relevant to the focus-conditions discussed in this 
article.

In this explanatory article, I am not concerned with refractive 
vision problems such as myopia, hypermetropia, astigmatism, or 
presbyopia. Instead, the focus-conditions in this article are three 
that I lived through the experience of the health system with 
patients that had these three conditions. These are:

1. Open-angle glaucoma: The CDC refers to this condition 
as the “sneak thief of sight”.4 It is a chronic condition 
that slowly progresses over time until the condition is 

advanced. It is associated with high eye pressure but at 
times, it occurs with normal pressure.4 The National Eye 
Institute has a brief YouTube video that explains this 
condition https://www.youtube.com/watch?v=hASPt3hk
sbA&feature=youtu.be

2. Anterior Ischemic Optic Neuropathy (AION) is touted 
as the most common cause of acute optic neuropathy 
yielding vision loss, visual fields defects and swollen 
optic nerve or pathway.7

3. Vitreoretinal detachment or separation: This is an urgent 
situation where tissue at the back of the eye pulls away 
from its normal position separating retinal cells from 
oxygen and nutrition provided by blood vessels thus, 
risking permanent vision loss if not treated. This is 
often caused by a posterior sagging vitreous fluid that 
leaks through a retinal hole and hence, causing retinal 
detachment.9

With these three conditions, the patient may be enjoying or have 
enjoyed excellent health up to the point an occurrence surfaced, or 
a diagnosis is made that could stop life in its tracks especially for 
patients that have no support system in place. I’ll provide a brief 
description of three case scenarios with the different diagnoses 
listed to explain the magnitude of the problem in context.

Case 1: A 50-year-old (y/o) female, we’ll call her lady X, 
who made her living as an engineer. As an immigrant, she built 
her life in the US on her own and had no other means of support. 
As she started seeing an ophthalmologist for “tired eyes”, he took 
the liberty of hiding her open-angle glaucoma diagnosis from her 
advising her to keep seeing him every six months. After all, she has 
PPO coverage. This continued for eight (8) years until she asked 
him about blepharoplasty referral so, he referred her to another eye 
clinic. Lady X specialty consult indeed occurred only after seeing 
the primary ophthalmologist. The specialist advised her that she 
needs to address her open-angle glaucoma diagnosis first before 
she considers the blepharoplasty. Lady X was in excellent health, 
active, living independently, and smart. She had many questions 
that needed answers but was declined proper compassionate care 
and was bounced around multiple eye clinics. Her eye pressure 
was high 40s and her peripheral vision was wasted to 36%. Figure 
5. Highlights blocked drainage angles in the eye while Figure 6 

Figure 3. Normal Eye Anatomy

Figure 4. The Eye: Depiction of Vitreous Fluid 
Detachment

Figure 5. Potential Drainage Blockage Area
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shows, with high eye pressure, a damaged optic nerve. Once that 
damage occurs, it is irreversible. Obviously, this patient had a lot 
to learn and understand as well as prepare for however, there was 
no one around but busy assistants and busier specialists that are 
rushing from one exam room to another. 

Case 2: A 63 y/o female, we’ll call her lady Y, hospice 
volunteer and retired store supervisor who was independent, 
healthy, and extremely active in outdoor sports who enjoyed travel 
to an extreme. After spending a pleasant evening with friends, she 
sensed a slight headache and went to bed. In the morning, as she 
opened her eyes in bed, she thought she was seeing stars or flashers. 
She knew something is wrong. As she saw an ophthalmology 
specialist, she learned she had AION, an “untreatable” condition, 
and that her vision is more likely to decline further. It did. Within 
one year, the same problem occurred in the other eye causing 
complete loss of peripheral vision and seeing only shadows within 
4-5 feet distance. There was no compassion in the way she was 
treated and no one around to help except a close friend. This 
patient could no longer live alone or drive the new car she recently 
bought. Everything had to go to arrange for a different living set-
up for her. I do not believe the specialist even reported that vision 
loss to DMV. Thankfully, this patient had enough common sense 
to do that on her own. With good help around her to support her 
through this hardship, she managed on her own despite the lack of 
care coordination within ophthalmology practices.

Case 3: This case involved a 51 y/o female, we’ll call her 
lady Z, fully active, in good health, and involved in academia and 
research. This was someone who needs her vision for survival. 
Unfortunately, she found herself one morning seeing things 
differently, as if looking through a screen with big floaters in her 
visual field. Urgent care referral few days afterwards revealed a 
vitreoretinal separation that left a hole in her retina. For fear of 
retinal detachment, laser surgery must be done. Again, a disruption 
in her life that does not take into consideration meetings, 
deliverables, grading or any other plans. Yet again, there was no 
compassion or even an assessment to inquire about and facilitate 
necessary adjustments or support needs.

Ophthalmology Snapshot
Ophthalmology has separated from mainstream medical care 

by establishing its own primary and specialty care network and 
physicians’ practices. If you call to schedule an ophthalmology 
specialty (glaucoma or retinal) appointment, you are forced to 
have “primary ophthalmology” appointment first to initiate your 
referral instead; even if you had such care over a year earlier or 
an optometrist suggested it. In concept, such a practice may seem 
a brilliant strategy to generate revenue but ethically it is not right. 
It preys on patients that have no voice and no collective advocacy 
voices or better yet, care management specialty to advocate 
on their behalf. It is an interesting phenomenon that regulators, 
accreditation agencies, and payers seem to be oblivious about.  

Throughout my career, a component of comprehensive 
assessment of patients included questions about vision. Consequent 
interventions, if vision-impairment was identified as a goal of care, 
included attendant care when necessary and Braille-identified 
resources if not available. That was all. CM services had to focus 
on ROI instead. What sparked my interest to delve further into 
this arena and raise the attention of my professional circles to eye-
health was what I experienced over the last two years. 

This is a call for health advocates and regulators to carry the 
banner for this patient population as the problem is magnified with 
aging population. Vision-impairment impacts HR-QoL especially 
when complicated with socioeconomic challenges. Visual 
impairment deserves equal weight as given to chronic conditions 
such as diabetes, heart failure, and hypertension. 

Experiences of the Visually-Impaired Population 
I have been asked by few friends as well as patients over the 

last two years to accompany them to their eye-care visits. The 
three cases were among these patients but mentioned here because 
of the salient experiences with gaps in care. At first, I was not 
sure where their concerns were stemming from until I shared their 
experiences. I was reminded of the pillar of qualitative research 
when the researcher becomes a participant observer as dominant 
themes surface.6 Some of the themes that surfaced included, but 
were not exhaustive of: 
1. You cannot directly see a specialist, even when an eye 

exam clearly indicated glaucoma, vitreoretinal separation, 
and the like, until you see primary ophthalmologist. It gets 
better. In California, this rule applies even if you have a 
preferred provider insurance benefits (PPO) that allows you 
a choice of network providers. On the surface, it seems like 
the right thing to do however, for someone with limited 
financial and support resources, it becomes burdensome. It 
involves a range of $45-55 copay, waiting period of ≥ three 
(3) months, payment for different prescriptions or brands 
of drops, different referrals and diagnostics because each 
specialist wants his/her own tests, transportation…etc. All 
are anxiety or hardship producing costs for a patient that 
may be struggling to deal with his/her vision impairment 
and potential disability depriving him/her from living the 
lifestyle s/he is used to.

2. If you seek a second opinion, you would still need to see 
the primary ophthalmologist for the specialty referral at the 
second eye care-clinic. The cycle mentioned in the first point 
gets duplicated further escalating costs, inconveniences, and 
potential worse complications.

Figure 6. The Eye: Depiction of Elevated Eye 
Pressure and Damage to the Optic Nerve
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3. Meanwhile, if you are lucky receiving compassionate care 
while going through this mess, you are blessed. However, 
that is not always the case. Here are further concerns that 
contributed to this article:

• Many Ophthalmologists/Specialists do not like to 
answer your questions. Ask their supportive staff, 
which rarely involves registered nurse care managers. 
A couple of the Ophthalmologists were downright 
abusive to the patient which forced me to step in and 
say, “You need to understand, this patient makes a living 
through her eye-sight. Of course, she has questions 
and she is anxious”. I really had to stop myself from 
asking him further to put himself in her shoes given 
an open-angle glaucoma diagnosis that would stop his 
career in its tracks when no other source of income or 
any support or help close by! How inconsiderate and 
devoid of compassion his alleged care was! Whatever 
happened to the Hippocratic Oath?

• The office staff often do not get enough proper 
training. Perhaps clinical quality assurance audits 
are not common occurrences or requirements for 
Ophthalmology practices. The specialist dilates the 
eyes for testing, but the patients are expected to deliver 
their copay and get booted out in broad daylight 
without the provision of dark-shades to mount on their 
glasses just five minutes later. The office staff doesn’t 
ask if they have dark glasses or are prepared to bring 
dark glasses to their appointment- to protect their fully 
dilated eyes following the exam. More doses of none-
compassionate care!

• The equipment in some offices is so obsolete but 
the patient cannot make comments, otherwise s/
he will be abused, yelled at, made to wait too long, 
or endure other negligent practices. In one case, the 
ophthalmologist who got upset with his patient’s 
comment looked at me, her escort to the appointment, 
telling me he does not want to see his patient again: 
“Too many questions” was his complaint! After all, 
how dare she ask the question about the speed of 
decline of her condition.

• Another concern with equipment is that some 
of the office staff may have not received 
training on disinfecting equipment between 
patients. These clinics where I accompanied 
the patients were not “strip-mall” clinics but 
rather reputable eye clinics.

• With the thrust of electronic records, you expect 
your doctor to read your chart or know some of the 
history particularly when you arranged for records’ 
transfer way ahead of your scheduled appointment. 
Instead, a patient that is already wallowing in sorrow 
and confusion about a major HR-QoL change, must 
keep repeating him/herself and hope their history/ 
story was heard. Sadly, many health professionals do 
not listen. The medical history gets muffled, care gets 
fragmented, and HR-QoL gets compromised. 

The experiences were endless. Likewise, the prominence 
of the gaps in care and the value placed on reimbursements and 
copays vs. compassion and ethical care. The implications of this 

gap will be discussed along with recommendation. 

Discussion
The three cases clearly highlighted gaps in care management 

when a drastic life change occurs. The return on investment (ROI) 
for case management was often addressed in chronic conditions 
management. While hospital case management (CM) enjoyed 
years of working within “acute care” settings, almost 90% of their 
work focused on patients with chronic conditions or with multiple 
co-morbid conditions, older patients, and patients with Medicare 
and Medicaid benefits’ coverage. Acute eye conditions, such as the 
ones presented in this article, would not even be on the hospital-
CM radar especially when considering rarity of having CM in 
outpatient settings.

 The health system does not provide a “footprint” for 
potential patients as illustrated by these three cases. When 
individuals enjoy good health, they may not seek health care 
services and as such, may not have a history of the condition or any 
clinical records. This is the value of incorporating the National Eye 
Health Initiative in medical management programs. It is critical for 
primary care and health plans to incorporate the Healthy Vision 
20/20 initiative’s goals to avoid potential serious complications of 
eye damage left unchecked.

My recommendation is for Ophthalmology practices to embed 
Care Managers into their practices to help manage that patient 
population and their caregivers. Where caregivers are lacking, 
care managers can provide immeasurable care for patients as well 
as support for clinicians. In doing so, the patient care experience 
can be enhanced along with financial incentives which in turn, is 
the ultimate ROI for having CM services on site. It is time for 
regulators, accreditation agencies, and payers to include eye health 
as a critical health initiative toward preventive care and HR-QoL.

With an aging population as the National Institute of 
Health (NIH), National Eye Institute (NEI), and World Health 
Organization (WHO) and the prevalence of visual impairment, 
projected numbers exceeding 130 million over the age 40; gaps in 
eye health are astounding. The potential costs of ignoring the issue 
can be exponential. On the other hand, the solution of embedding 
tailored CM services within eye clinics speaks volumes to these 
nurses’ worth in improving lives. This is a resounding call adopting 
the vision of doing the right thing for an overlooked population.

Conclusion
This was an explanatory article of ophthalmology practices’ 

observations, themes that surfaced, and the care coordination gaps 
for patients afflicted with visual impairment. As a clinician and 
health services leader, I plan to advocate for this patient population 
and continue to raise awareness among clinicians, regulators, 
payers, and professional associations to acknowledge this gap, 
dedicate resources to fill it, and monitor quality of services so that 
collectively, this patient population can enjoy HR-QoL without 
that limitation. Communities should also be part of this change to 
provide diverse resources to facilitate living with visual limitations 
and mobilizing resources within the community to maintain a level 
of health and wellbeing.

Stefany Almaden PhD RN, MSN, CCM, CPUM, CMCN, PAHM 
is the founder of The Almaden Group, a consulting company. 
Stefany is a Doctor in Health Services with Health Management 
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The Effects of Education on Outcomes in 
Patients with Chronic Pain

Melani Sidwell, MSN, FNP-C and Annapoorna Mary, PhD, MSc (N), RN, CNE

Summary

Background: Chronic pain presents a unique challenge in health care with a heavy economic burden and has 
impact on quality of life. Outcomes are often unfavorable due to under treatment. There is an assumption that 
there is association between improved outcomes and patient’s education regarding the disease process and 
therapy management. This review aimed to examine quantitative studies focused on the effects of education 
on patient outcomes.
Methods: A systemic review of quantitative studies archived in PubMed, CINAHL, MEDLINE, and EBHOST 
databases was conducted. Eleven studies were included in the review based on criteria of 1) available as PDF/
full text format, 2) mention of use of education methods or tools in the abstract and 3) population with chronic 
back/neck pain. Published quantitative research and review articles that focused on the inclusion criteria were 
selected for the review.

Key Points

• Results: Five of the studies involved a group education setting or written education. Patient 
expectations were addressed in one study. Tools that measured effectiveness of education were 
measured in two studies. Implication of relationship between patient and provider was addressed in 
one study. A meta-analysis reviewed the effect of education in chronic pain management.

• Conclusion: Several studies focused on the positive physical effects of education in conjunction 
with other treatments, but patient satisfaction was seldom measured in quantitative studies. Multiple 
methods and tools have been developed to ensure high quality care and education for chronic pain 
patients but outcomes remain inconsistent. It is recommended that patient satisfaction with pain 
management outcomes be further quantified with high levels of evidence in order to strive for 
evidence-based practice guidelines for patients with chronic back/neck pain.

CHRONIC PAIN PRESENTS A UNIQUE CHALLENGE FOR 
patients, providers, and the health care system. Patients are usually 
dissatisfied with outcomes of their pain management regimen and 
report little improvement in pain symptoms. These patients may 
go untreated or under treated. As a result of their dissatisfaction 
in treatment outcomes, many patients make appointments with 
specialists without physician referral, increasing the cost of care.5 
The economic impact on employers due to work loss has been 
estimated at $2.1 million annually.7 Evidence of the influence of 
psychosocial factors influencing patient expectations and provider 
attitudes toward pain patients has been researched in some studies. 
The relationship between the patient and the provider has also 
proven instrumental.

The assumption from the literature is that patients with 
chronic pain can have a more positive outcome with pain 
management when educated regarding expectations. The problem 
of lack of education and unrealistic expectations among chronic 
pain patients is significant in that outcomes of pain management 

therapy are often unfavorable. Patients who are not satisfied with 
the outcome of pain therapy develop a negative perception of 
their condition and of the health care system further complicating 
disease management. While several studies address the utilization 
of education as a component of care, few quantitative studies were 
found that specifically addressed education regarding realistic 
expectations in chronic pain management. This presented a 
research gap and the lack of research has resulted in practice gaps.

The PICO question for this paper reads as follows: In 
patients with chronic back and/or neck pain who require opioid 
medications for pain management and are dissatisfied with their 
pain management regimen, does education based goal setting in 
collaboration with the healthcare provider improve the patient’s 
outcomes in terms of satisfaction in their pain management 
regimen and perception of quality of care? This paper aims to 
provide a review of quantitative studies that reflected utilization 
and effectiveness of education in the management of patient 
expectations of treatment outcomes.
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Method
A focused literature review method was utilized to develop 

the clinical question. A review of quantitative studies identified 
with PubMed, CINAHL, MEDLINE, and EBHOST databases 
was conducted. Search words and phrases used in the database 
search included: patient education, chronic pain, quantitative, 
meta-analysis. Eleven studies were included in the review based 
on criteria of 1) available as PDF/full text format, 2) mention of 
use of education methods or tools in the abstract and 3) population 
with chronic back/neck pain. Published quantitative research 
and review articles that focused on the inclusion criteria were 
selected for the review. Exclusion criteria included studies that 
were available in abstract only and studies that focused on cancer 
related chronic pain and palliative pain management. Studies that 
focused on chronic pain as a result of surgery were also excluded.

An estimated 50 articles from the database were scanned 
as being relevant to the search words and dated within the last 
five years. Search dates were from February 22, 2016 through 
February 23, 2016. Review yielded a total of 19 articles that 
addressed the research question. The articles reviewed included 
qualitative studies, one case study, literature review, randomized 
clinical trials, one meta-analysis, and descriptive studies. Eight 
of the articles were excluded as they did not address the selected 
intervention or outcomes. The remaining studies examined were 
included as they met the requirement of being quantitative in 
design, measured outcomes related to patient education, and/or 
attempted to measure patient satisfaction of treatment outcomes.

Narrative Synthesis
The literature reviewed offered studies involving educational 

sessions, written education, protocol and screening tool utilization, 
impact of relationship between provider and patient, and the 
effectiveness of provided education. All studies sought to determine 
the final effect of each variable on the patient’s perceived treatment 
outcome. All researchers encouraged further study of the variables 
with higher levels of evidence as to improve the quality of clinical 
practice and patient outcomes.

Effectiveness of exercise with back school program was 
examined in improving patients outcomes among chronic pain 
patients. Durmus, Unal and Kuru1 performed a randomized-
controlled clinical trial to measure the effectiveness of back 
school combined with an exercise program as compared to an 
exercise program without back school. The sample included 121 
participants; 60 in the control group receiving exercise only and 61 
receiving exercise and back school. The researchers assessed data 
at baseline and again in six months. The study concluded that the 
participants receiving education in addition to the exercise program 
showed improvement in all measured areas with the exception of 
mobility and the improvements persisted at 6 months (P<0.05).1

Heart Coherence is another protocol for chronic pain 
management therapy, which was assessed with back school 
program to study the chronic pain treatment outcomes. Soer et 
al.9 also aimed to examine the use of back school. The researchers 
combined heart coherence with back school participants. The 
sample included 170 patients with chronic non-specific low back 
pain; 89 participated in back school and 81 were elected for six 
training sessions in heart coherence along with back school. Data 
was collected at baseline and again at the end of the programs. 
The authors concluded that heart coherence was more effective on 

physical functioning than back school alone.
Education and its association with perception of pain were 

examined. A descriptive study by Tousignant-Laflamme et 
al.12 also investigated education. The purpose was to describe 
clinical changes after a two and a half hour group education 
class for patients with chronic low back pain. A small sample of 
42 was utilized. Twenty participated in the class and 22 did not. 
The class addressed issues such as false beliefs, fear-avoidance 
beliefs, exercises, and pain management. Data was collected 
before the class and again in three months. The group attending 
the class showed a decline in the perception of pain intensity and 
catastrophizing thoughts.12

Neuro science education methods were explored impacting 
the chronic pain management outcomes. Written neuroscience 
education was the focus of a randomized controlled trial completed 
by Ittersum et al.6 This double blind multicenter trial sampled 114 
patients with fibromyalgia. (Although the focus was not on back/
neck pain patients, chronic pain related to fibromyalgia could be 
generalized to the population in question.) A six-month follow 
up was also performed. In comparison to written education on 
relaxation techniques, Ittersum et al.6 determined that written 
education on pain neuroscience improved beliefs in a chronic 
timeline of fibromyalgia.

Pain school education program was explored in association 
with pain management outcomes. “Pain Education School” was 
the variable studied by Watson, Cosio and Lin.13 The program 
was 12 weeks long and 219 veterans participated in the research. 
The authors quantified patient perspectives of the usefulness of 
the program using a descriptive design. The participants reported 
effectiveness, usefulness, ease of understanding, and likelihood of 
recommending the school to others.13

Patient expectations were examined in Robinson’s et al.8 

cross-sectional design research. A questionnaire from a sample 
of 110 was analyzed in determining success and expectations of 
treatment using four domains: pain, fatigue, emotional distress, 
and interference with daily activities. The authors stated that 
overall expectations of pain therapy are low.8 Patients do not 
expect treatment to be successful.

Global Perceived Effect tool was explored in assessing the 
exercise and manual therapy impacting the chronic pain outcomes. 
A mixed method approach was used within a randomized control 
trial (RCT) design in the study of patient perspective in the 
meaning of the Global Perceived Effect (GPE) tool.2 The larger 
RCT study assessed exercise and manual therapy in chronic pain 
patients. The authors identified a research gap in that factors 
considered by patients when completing the GPE were unknown. 
The sample was 106 participants. Interviews were conducted and 
five themes and influencing factors were identified including: neck 
symptoms (cited by 85%), biomechanical performance (38%), 
activities of daily living (31%), self-efficacy (10%), and need 
for other treatment (6%). Influencing factors of GPE included 
treatment process (64%), biomechanical performance (51%), self-
efficacy (16%), and the nature of the condition (8%). Factors that 
negatively impacted the recovery included perceived nature of 
condition (58%), required daily activities (10%), lack of diagnosis 
(5%), and history of failed treatment (5%).2

Nursing intervention protocol was assessed in the context 
of chronic pain outcomes. A quasi-experimental study by Taha, 
Mohamed and El-Aziz10 to evaluate the effectiveness of a nursing 
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intervention protocol aimed at improving knowledge and practice 
of adults with low back pain. The authors obtained data at pre-, 
post- and three-month follow up dates. The protocol in question 
was deemed effective in improving knowledge and practice skills 
among patients in the study both at completion of the intervention 
and at a three-month follow up.10

Taverner and Prince11 also tested a tool used by nurses. The 
researchers identified a clinical problem in that post-operative 
patients were not screened and therefore not treated for neuropathic 
pain. Recognizing the importance of the therapeutic nurse’s role 
in the situation, a screening tool was developed for this problem. 
The researchers tested the tool through retrospective review of 450 
charts. Four hundred twenty-three had documentation of use of the 
tool. Twenty-four percent of the 423 patients screened in the first 
three days post-op reported one to four signs of neuropathic pain.11 
The study did not give any implication as to treatment outcome 
due to early screening.

The significance of the relationship between the patient and 
provider was quantified in conjunction with electric therapy by 
Fuentes et al.3 In the experimental controlled study, the authors 
randomly divided participants into four groups with varying 
degrees of “therapeutic alliance” and electric therapy. Therapeutic 
alliance was defined as a quality relationship between the patient 
and the provider in which a significant amount of time was spent 
with the patient. Measurements assessed pain intensity using a 
numerical rating scale (PI-NRS) and pain sensitivity via pressure 
pain threshold (PPT). The study resulted with numerical data to 
support the hypothesis that the context in which treatment is given 
has the potential to greatly affect patient outcomes.3

The last study reviewed was a level I meta-analysis regarding 
the effects of education on chronic pain patients. The systematic 
review was presented by Geneen et al.4 and was the most relevant 
to the research question. The authors analyzed and reviewed a 
final nine RCT’s. Inclusion criteria were 1) pain greater than 
three months, 2) study design that allowed isolation of effects of 
education and 3) measures of pain or disability.4 The researchers 
recognized a limited number of studies available, small sample 
sizes of the studies, and diversity in the types of education provided. 
They also found evidence of effectiveness of pain neurophysiology 
education (PNE) but considered it insufficient to be recommended 
as a single intervention in pain management. Ultimately, Geneen et 
al.4 recommended that education be employed in conjunction with 
other pain management methods. Education alone was not proven 
as satisfactory in managing chronic pain.4

Discussion and Clinical Implications
The quantitative studies reviewed addressed issues related to 

patient education, expectations, and provider-patient relationship. 
One meta-analysis focused on the effectiveness of education for 
chronic pain patients. Five of the studies measured outcomes 
associated with providing education to patients. Back school was 
utilized in two of these studies. A two and a half hour class on 
chronic low back pain inclusive of realistic expectations, fear, 
and catastrophizing was implemented in one study and a 12-week 
pain school was used in another. Written information was another 
method of education in the fifth study associated with provision of 
education. Two studies focused on tools used to measure effects of 
education about pain. Two studies examined patient expectations 
and one study reviewed therapeutic alliance. The levels of evidence 

provided in the reviewed research were mostly levels two, three, 
and four with one level one study.

The literature collectively suggested that the role of education 
in chronic pain patients is an important one. Education provided 
to patients in any form improved patient outcomes. Some of the 
studies proved that patient perceptions of treatment outcomes were 
also positively influenced with educational training. Methods of 
educational training varied from group classes to written material 
and included self-management, medication, pain neurophysiology, 
catastrophizing thoughts, etc. Samples sizes in each study varied 
from small groups of 40 to larger groups of 250. Most studies 
obtained baseline data as well as follow up data within three to 
six months.

Clinical Implications
Integration of Patient Education in Conjunction with Chronic 
Pain Management

• Patient knowledge and practice improved patient care 
outcomes including disability index and pain and it 
continued to be evident at 3 month follow up. Integration of 
patient education protocol with chronic pain management 
may improve quality care.

• Patient education delivered in conjunction with other pain 
management therapy regimens may help to reduce pain 
disability and improve psychosocial outcomes.

• The context in which therapy is given may significantly 
improve therapeutic effects. Addressing patient centered 
contextual factors in therapies may help to maximize 
therapeutic alliance between provider and patient. Patient 
education may be developed upon individual patient’s 
context and needs that may help to establish an engaged 
collaborative chronic pain management.

Effective Patient Educational Methods
• Use of back school in conjunction with therapy may 

improve chronic pain management outcomes. Education 
combined with exercise program may be integrated in 
pain management care.

• Written neuroscience education improved beliefs in a 
chronic timeline but did not impact other domains of 
illness perception. Education improved attitudes and 
behaviors toward pain, increasing activity levels, and 
performance. Individualized written educational materials 
in conjunction with group sessions may be beneficial to 
manage chronic pain.

• Heart coherence had a positive impact on patient 
outcomes, improving overall functionality and decreased 
perception of pain. Protocols including heart coherence 
method and back school method may help to improve 
chronic pain care.

The literature review could have included a more in depth 
analysis of studies specific to the clinical question including 
extending time frame of publications beyond five years and 
including qualitative and quantitative methods. The review of the 
literature was limited by a time schedule and by the reviewer’s 
limited scope of the review process, within limited inclusion 
criteria of quantitative methods.

Future interventional studies focused on patient education 
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on pain management including large sample size may be 
beneficial to improve the pain management for chronic pain 
management. Educational methods varied across the studies and 
their effectiveness varied. There is a need for patient centered 
interventions to manage chronic pain. There is a huge opportunity 
to explore this avenue in pain management that may improve the 
quality care.

Conclusion
This review examined several research studies related to 

education in chronic pain patients. Based on the literature, 
education plays a pivotal role in outcomes of therapy. Every study 
revealed a positive outcome with some method of education as 
an intervention. Although several methods were discussed and 
measured as successful, a core educational standard would be ideal 
in treating patients with chronic back/neck pain. It is recommended 
that patient education protocols may be integrated in patient 
care to improve the quality care. In addition, patient education 
methods and pain management outcomes be further quantified 
with high levels of evidence in order to strive for evidence-based 
practice guidelines for patients. Further quantitative research on 
effectiveness of educational delivery methods would be useful in 
developing a standard knowledge base for patients. A common 
knowledge base for patients would be one step toward more 
successful outcomes for patients with chronic back/neck pain.

Melani Sidwell, MSN, FNP-C is a student at The University of 
Memphis.
Annapoorna Mary, PhD, MSc (N), RN, CNE is an Assistant 
Professor at The University of Memphis.

References:
1. Durmus, D., Unal, M. and Kuru, O. (2014). How effective is a 

modified exercise program on its own or with back school in 
chronic low back pain? A randomized-controlled clinical trial. 
Journal of Back and Musculoskeletal Rehabilitation, 27(4), 
553-561. Doi: 10.3233/BMR-140481

2. Evans, R., Bronfort, G., Maiers, M., Schulz, C., & Hartvigsen, 
J. (2014). ‘I know it’s changed’: a mixed-methods study of 
the meaning of Global Perceived Effect in chronic neck pain 
patients. European Spine Journal, 23(4), 888. doi:10.1007/
s00586-013-3149-y

3. Fuentes, J., Armijo-Olivo, S., Funabashi, M., Miciak, M., 
Dick, B., Warren, S., & ... Gross, D. P. (2014). Enhanced 
Therapeutic Alliance Modulates Pain Intensity and Muscle 
Pain Sensitivity in Patients With Chronic Low Back Pain: An 
Experimental Controlled Study. Physical Therapy, 94(4), 477-
489 13p. doi:10.2522/ptj.20130118

4. Geneen, L. J., Smith, B. H., Martin, D. J., Adams, N., Clarke, 

C., Dunbar, M., & ... Schofield, P. (2015). Effects of education 
to facilitate knowledge about chronic pain for adults: a 
systematic review with meta-analysis. Systematic Reviews, 
4(1), 1-21. doi:10.1186/s13643-015-0120-5

5. Grembowski, D., Martin, D., Diehr, P., Patrick, K., Williams, 
B., Novak, L., Deyo, R., Katon, W., Dickstein, D., Engelberg, 
R., and Goldberg, H. (2003). Managed care, access to 
specialists, and outcomes among primary care patients 
with pain. Health Services Research, 38(1), 1-19. DOI: 
10.1111/1475-6773.00102

6. Ittersum, M. W., Wilgen, C. P., Schans, C. P., Lambrecht, L., 
Groothoff, J. W., & Nijs, J. (2014). Written Pain Neuroscience 
Education in Fibromyalgia: A Multicenter Randomized 
Controlled Trial. Pain Practice, 14(8), 689-700 12p. 
doi:10.1111/papr.12137

7. Pizzi, L., Carter, C., Howell, J., Vallow, S., Crawford, A., and 
Frank, E. (2005). Work loss, healthcare utilization, and costs 
among US employees with chronic pain. Disease Management 
Health Outcomes, 13(3), 201-208. DOI: 10.2165/00115677-
200513030-00005

8. Robinson, M. E., Brown, J. L., George, S. Z., Edwards, P. S., 
Atchison, J. W., Hirsh, A. T., & ... Fillingim, R. B. (2005). 
Multidimensional Success Criteria and Expectations for 
Treatment of Chronic Pain: The Patient Perspective. Pain 
Medicine, 6(5), 336-345.

9. Soer, R., Vos, D., Hofstra, B., & Reneman, M. (2014). Heart 
Coherence Training Combined with Back School in Patients 
with Chronic Non-specific Low Back Pain: First Pragmatic 
Clinical Results. Applied Psychophysiology & Biofeedback, 
39(3/4), 259-267.

10. Taha, N., Mohamed, N. and El-Aziz, N. (2015). NURSING 
INTERVENTION PROTOCOL FOR ADULT PATIENTS 
EXPERIENCING CHRONIC LOW BACK PAIN. (2015). 
Central European Journal of Nursing & Midwifery, 6(4), 343-
351 9p. doi:10.15452/CEJNM.2015.06.0026

11. Taverner, T. and Prince, J. (2013). Nurse screening for 
neuropathic pain in postoperative patients. British Journal of 
Nursing, 23(2), 76-80.

12. Tousignant-Laflamme, Y., Bourgault, P., Houle, S., Lafaille, 
J., Roy, J., & Roy, L. (2013). Brief education on chronic 
low back pain: Brief group education for patients with 
chronic low back pain - a descriptive study. International 
Musculoskeletal Medicine, 35(2), 65-71 7p. doi:10.1179/175
3615413Y.0000000019

13. Watson, E. C., Cosio, D., & Lin, E. H. (2014). Mixed-method 
approach to veteran satisfaction with pain education. Journal 
Of Rehabilitation Research & Development, 51(3), 503-514 
12p. doi:10.1682/JRRD.2013.10.0221



www.aamcn.org | Vol. 5, No. 3 | Journal of Managed Care Nursing     31

A Quality Improvement Project to Improve Speech 
Therapy Services to Children Within a 

Medicaid Managed Care Plan:
 “A Pay for Quality Speech Therapy Incentive 

Program”
   Rose Taylor Calhoun, RN, MEd, CPHQ, LSSMBB, Patricia Emerson, RN, PhD, LSSBB, 

Michelle Ivey, PhD, CCC-SLP, Randy Batsell, PhD, and Angelo Giardino, MD, PhD

Summary

AIM: To improve outcomes of speech therapy for children through better assessment and development of 
therapy with home and family reinforcement between therapy sessions.
Objective: To describe one non-profit Medicaid Managed Care health plan’s quality improvement (QI) 
initiative that achieved statistically significant increase in speech therapy home exercise and evaluation by 
Speech Language Pathologists (SLPs).
Design: A Pay for Quality Speech Therapy Incentive Program based on a clinical record review each six-
month measurement period with change in reimbursement rate based on clinical record review scores.
Population: Twenty Texas Children’s Health Plan (TCHP) contracted speech therapy companies caring for 
Medicaid and CHIP enrolled children in Harris, Jefferson, and contiguous counties.

Key Points

• Methods: TCHP applied Six Sigma methodology to develop a Pay for Quality Speech Therapy 
Incentive Program through an existing Clinical and Administrative Advisory Committee comprised 
primarily of physicians and the creation of a Speech Therapy Advisory Committee comprised 
primarily of SLPs.

• Results: The clinical record review results demonstrate improvement in several key areas. There 
was statistically significant increase in the documentation of speech therapy efforts to collaborate 
with schools or Early Childhood Intervention (33% to 58%) and adherence to home follow up to 
speech therapy (38% to 72%).

INTRODUCTION
In 2014, as articles continued to appear in Texas newspapers 

concerning Medicaid fraud by speech language pathologists 
(SLP), the quality team at Texas Children’s Health Plan (TCHP) 
was approached by speech therapy partners concerned about the 
negative press about their profession.  These SLPs felt they offered 
high quality services and wanted to differentiate themselves from 
lessor caliber providers and specifically those providers receiving 
negative press. 

At that time, TCHP distributed and published Quality Awards 
each year for primary care providers in recognition of achieving 
selected Healthcare Effectiveness Data Information Sets (HEDIS) 
scores in the top 10% nationally.  TCHP also provided financial 
incentives to primary care providers for prevention of avoidable 

ER visits, decreasing inappropriate use of antibiotics for children 
with upper respiratory infections and increasing compliance with 
well child exams.  Based on these successes, the quality team, 
with executive and expert advisory committee support, proposed 
that this same type of acknowledgement and reinforcement 
system could be utilized within speech language pathology.  The 
challenge was how to recognize and incentivize those SLPs who 
were performing excellently, and to provide a quantitative means 
to show the differentiation of these top tier clinicians. Realizing 
that an incentive program that improves quality of care and 
service and continues past the initial implementation requires 
provider participation, TCHP’s quality team was determined to 
have providers actively included in the development of both the 
program and incentive criteria. 
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Population Served
TCHP serves an indigent and low-income population through 

the Medicaid and Children’s Health Insurance Plan (CHIP) 
programs. The members are fifty-one percent female and forty-
nine percent male. Fifty-five percent of members are between 
the ages of two and eleven years. The majority of members 
are Hispanic (51.5% of membership) with African American 
representing that second largest group (17.29% of membership) 
and Caucasian the third largest group (12.5% of membership). 
Language is not reported in the state enrollment files to the health 
plans but utilization records of the interpreter line service suggest 
that Spanish represents ninety-two percent of the non-English 
primary language with forty-three other languages accounting for 
the remaining eight percent.

TCHP provides speech therapy through a diverse network of 
128 speech therapy companies. The majority of the speech therapy 
companies provide services through well-trained speech language 
pathology assistants (SLPAs) supervised by SLPs. A few of the 
companies rely primarily on SLPs with bilingual assistants used 
only to serve the non-English speaking members. 

AIM Statement: To improve outcomes of speech therapy for 
children through better assessment and appropriate speech therapy 
with reinforcement by family between therapy sessions. This will 
be evidenced by:

1. A 50% increase in documentation of collaboration with 
schools or Early Childhood Intervention.

2. A 50% increase in documentation of home follow up to 
therapy sessions with assessment of effectiveness.

Methods
TCHP applies standard Quality Improvement (QI) 

methodology to Quality Initiatives. The Six Sigma DMAIC 
process was utilized in explaining the development of this speech 
therapy QI initiative. DMAIC is the acronym for Define, Measure, 
Analyze, Improve and Control.

Define
In CY2013, 105,064 

unique TCHP members 
received speech therapy 
from one of 165 different 
companies. However, a 
Pareto analysis revealed that 
80,399 (76.5%) of members 
receiving speech therapy 
received the services from 
one of the 37 (22.6%) of 
the largest companies. The 
remaining 33.4% of the 
members received care from 
one of the other 77.4% of 
the providers. The most 
common age for the initial 
evaluation was three, while 
four was the second most 
common age for referral. 
(see Table 1). 

Measure
A measurement system analysis was conducted, and it was 

determined that claims data contained too much variation and 
insufficient detail to provide the basis for an incentive program. 
Interviews with billing staff revealed a focus on timeliness of 
claims payment without rejection by the insurance companies for 
additional information. Staff learn which codes are accepted and 
are hesitant to use codes that may result in a delay in payment.  
Fortunately, clinical records provide the necessary detail to assess 
the target goals of measuring quality and consistency of speech 
therapy services. Relying on clinical records would require a 
standard audit tool, inter-rater reliability testing and consistency of 
interpretation over time. It was decided that a standard audit tool 
would be developed through provider participation. This tool is 
used  on a random sampling of charts from a specified time period.

Analysis
Initially, CY2013 Claims data were utilized to identify the nine 

highest volume speech therapy providers and 51 clinical records 
from the nine highest volume providers were randomly selected for 
review from these providers. With the assistance of the providers, 
an audit tool was developed to assess baseline performance which 
revealed the following areas of concern: An audiologic assessment 
was found in only 10% of the records, 45% of records contained 
documentation of parent/guardian participation and home therapy 
adherence, and only 24% of children under 35 months of age were 
referred to Early Childhood Intervention, Head Start, or the School 
District as required by Texas Code.

Table 2 demonstrates the baseline average percentages of 
compliance with critical elements of provision of speech therapy 
services (see Table 2).

Improve
Provider Participation in Planning and Program Development

The findings of the baseline clinical record reviews were 
presented to the Clinical and Administrative Advisory Committee 
(CAAC), a standing subcommittee of the Quality Improvement 

Table 1:
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Committee that carries the responsibility for peer review functions 
and advising the health plan on clinically related matters within 
the Quality Assessment and Performance Improvement Program. 
This advisory committee provides input in the development or 
acceptance of practice guidelines, preventive health guidelines, 
and disease management programs based on clinically accepted 
literature or established principles of healthcare as recommended 
by professional academies and associations.  It receives and 
evaluates clinical study/quality initiative reports relative to practice 
guidelines and disease management programs and consists of 
two pediatricians, seven pediatric sub-specialists (professors at 
Baylor College of Medicine), three obstetricians, and two clinical 
pharmacists. In reviewing the speech therapy utilization and 
clinical record review data, the committee members recommended 
that an expert speech language pathologist be added to the Clinical 
and Administrative Advisory committee and that an incentive 
program for SLPs be considered similar to the incentives available 
to primary care providers. As audiological testing to assure 
adequate hearing is basic to providing speech therapy, the advisory 
committee also suggested that the hearing test results be added 
to pre-authorization requirements for speech therapy evaluation. 

These elements were implemented as recommended.
The Chair of the Department of Communication Sciences and 

Disorder at the University of Houston was added to the Clinical 
and Administrative Advisory Committee and with her guidance, a 
Speech Therapy Advisory Committee was formed and chaired by 
an associate professor from the University of Houston specializing 
in pediatric therapy.  Eight SLPs representing contracted speech 
therapy companies, Six Sigma trained Quality Improvement staff, 
and the Chief Medical Officer completed the advisory committee.

Speech Therapy Advisory Committee
Statement of Purpose

The Speech Therapy Advisory Committee began with 
establishing a statement of purpose: To establish collaboration 
between TCHP and network speech therapy providers to 
recommend standards of care for speech evaluation and therapy. 
And to review and approve provider educational materials on 
speech therapy.

Literature Review
A literature review was conducted and presented to the 

advisory committee by three doctoral fellows from the University 
of Texas School of Nursing Doctorate of Nursing Practice Program 
at their first meeting.  The doctoral fellows developed the following 
question using the PICO concept. The PICO process is used in 
evidence-based practice to frame and answer a clinical question 
(see Table 3 for definition of acronym). Due to the need for 
clarification of treatment options for children with communication 
deficits, the following question was presented: In 3-5-year-old 
children with speech or language delay, does receiving early 
speech therapy interventions by Speech Language Pathologists/
Speech Language Pathology Assistants compared to the wait and 

Table 2: Baseline Chart Review Nine Largest Providers

Table 3: Definition of PICO
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see approach, result in improved communication skills as shown 
through formal speech and language evaluation. 

Twenty-one papers were selected from a literature search for 
an annotated bibliography. Ten papers were selected to evaluate 
the quality of the evidence of effectiveness of speech language 
pathology in 3-year-old children presented in the selected papers. 
Following the presentation, committee members committed to 
send additional research articles to the doctoral fellows for review. 
This resulted in an additional six articles being presented at the 
next meeting with rating for study design, limitations of sample 
size and consistency of results.

Literature Review Findings
The US Preventative Services Task Force, 2014, determined 

that there is insufficient evidence that brief, formal screening 
instruments that are suitable for use in primary care for assessing 
speech and language development can accurately identify children 
up to five years of age who would benefit from further evaluation and 
possible intervention from speech language pathology. However, it 
is the responsibility of primary care clinicians to seek and address 
parent’s concerns about children’s speech and language delay.1 
The doctoral fellows also presented the findings of a meta-analysis 
of twenty-five studies that suggested that speech and language 
therapy is effective for children with phonological or vocabulary 
difficulties but that there is less evidence that interventions are 
effective for children with receptive difficulties. The same meta-
analysis identified no significant difference in outcomes between 
clinical administered intervention and intervention implemented 
by trained parents.2 

Voice of the Customer
Dr. Randy Batsell, Associate Professor of Marketing at Rice 

University, then presented the survey of mothers of children who 
had received Speech Therapy services in the last year. A random 
sample of 400 mothers were selected to participate. Responses 
were received from 200. The purpose of this survey was to assess 
parent satisfaction with and understanding of the speech therapy 
services. 

58.5% of respondents remembered taking an authorization 
form to the doctor for signature. This would indicate the therapy 
request did not originate with the primary care provider, though 
the primary care provider was asked to request the therapy. 76.5% 
reported that their child received a hearing test. This is important 
as speech cannot be evaluated accurately if there is an unidentified 
hearing deficit. 88% of parents reporting working with their child 
at home with exercises to follow up on speech therapy sessions. 
74.4% of those reported it as daily. 

180 remember their child receiving a speech evaluation; 150 of 
those were told the results and 136 agreed with the results. 91.5% 
state that the speech language pathologist explained treatments 
in a way they could understand. 46% of treatments took place at 
home. Parents rate their confidence in therapist ability at 9.02 and 
child improvement at 7 on a scale of 1 to 10.

To wrap up the meeting, four SLP partners shared best practices 
from their work. The best practices included 1) interdisciplinary 
team communication to identify common solutions; 2) use of 
standard operating procedures to assure consistency; 3) and 
monitoring current research for new trends. Dr. Michelle Ivey 
shared that the University of Houston includes a multi-semester 

evidence-based practice (EBP) project as part of the graduate 
program for new speech language pathologists. 

The second meeting of the Advisory Committee began with 
acknowledging the difficulty in defining language deficits. The 
concept of a language disorder is often unclear and results in 
different definitions when coming from different sources.  As a broad 
definition, language disorder generally includes communication 
that deviates significantly from the norms of the community. This 
may be represented by impairments in comprehension and/or use of 
spoken, written and/or other symbol systems, including the social 
use of language. The term specific language impairment (SLI) is 
exclusionary diagnosis with other possible causes of the language 
impairment, such as hearing impairment, intellectual disability, or 
other medical diagnoses, being eliminated as possible reasons for 
child’s language delay, yet the child presents with skills that are 
below expected levels on norm-referenced tests. Because children 
with language disorders often have other deficits, such as attention 
deficit and clumsiness, which may be sub-clinical, finding a 
child who truly has only a specific impairment in language is 
not common.  Therefore, this term has been removed from the 
most recent version of the Diagnostic and Statistical Manual of 
Mental Disorders, 5th edition (DSM-5).  Other communication 
disorders which adversely affect a child’s ability to interact and 
educational performance such as stuttering, articulation disorders, 
and voice impairment are often easier to define than language 
disorders. Since language form (grammar and phonology), content 
(vocabulary), and use (interpersonal application of language skill) 
is defined by the community, there is no one set correct version of 

Table 4: 



www.aamcn.org | Vol. 5, No. 3 | Journal of Managed Care Nursing     35

language. Therefore, a child may have a variation 
from General American English (i.e. text book 
or newscaster language) and exhibit a language 
difference but not a language disorder. 

The health plan quality team then presented an 
introduction to Six Sigma methodology for quality 
improvement. The committee members were 
provided with a DMAIC Roadmap which requires 
the researcher, through a series of questions and 
answers that the researcher must consider for the 
process, to:

Define the problem and the objectives
Measure what needs to be improved
Analyze the process and define factors 
of influence, identify and implement 
Improvements, and 
Control to assure the improvements will 
sustain.

The third agenda item was for the committee to 
review and approve the Speech Therapy Baseline 
audit results.  The Speech Therapy Pay for Quality 
program proposal with audit tool was shared with 
the participants. 

Again, the committee ended the meeting 
with best practices shared by SLP partners. One 
best practice focused on creating career paths for 
SLPs via in-depth practice within specific areas 
of specialization. Another provider’s best practice 
centered on ensuring clinical competencies and 
developing best practices models. Following this 
meeting, the QI plan was implemented starting 
with the next reporting period. 

Results
Incentive Program Based on Clinical Record Review

Just as the Primary Care Provider Incentive Programs require 
that the primary care provider meet a minimum quota of members 
served to be eligible, the Speech Therapy Advisory Committee 
agreed that a minimum number of members treated during each 
6-month recording period should be required. As the criteria 
for incentive was set at 90% of possible, it was determined that 
a minimum of ten speech evaluations during each six-month 
period would be the minimum quota to participate in the incentive 
program.

Incentive Criteria
Level 1 Incentive

• Documentation of collaboration with ECI for children 
0-2.5 years old. 

• Documentation of collaboration with Head Start or school 
district preschool program not fewer than 90 days prior to 
third birthday.

• Documentation of testing in patient’s primary language 
(that used most at home).

• Ongoing treatment requests must present scoring on the 
same tool for comparison or explanation why a similar 
tool must be utilized.  

• Documentation of patient’s attendance and rationale for 
missed appointments.

Level 2 Incentive
• Achievement of Level 1 targets.
• Documentation of home plan to be administered by family, 

including a home assignment and evaluation by therapist 
and parent report of response between appointments.

• Evaluation / Re-evaluation
• Documentation of scores > 1.5 standard deviations 

below the mean for norm-referenced tests with a 
mean of 100 (<77) or > 1.33 standard deviations 
below the mean for norm-referenced tests with a 
mean of 10 (<6). 

• Documentation of progress made from the beginning 
of the previous treatment period to the current service 
request date, including progress towards previous goals. 
Options to show progress include: 

• Functional outcomes
• Clinician made probe test that targets specific skills
• Dynamic assessment (Test for baseline-Teach target 

skill-Retest to measure change)

Level 3 Incentive
• Achievement of Level 1 targets
• All therapy services provided by licensed speech language 

pathologists 

Table 5: 
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To clarify, Level 2 does not have to be met to achieve Level 
3. A Speech Therapy Partner could achieve 5% increase in 
reimbursement for meeting Level 1. A Speech Therapy Partner 
could achieve a 10% increase in reimbursement for either Level 1 
and Level 2 or for Level 1 and Level 3. A Speech Therapy Partner 
could achieve a 15% increase in reimbursement for Levels 1, 2, 
and 3.

Data Collection
Utilizing analytic software, paid claims data were pulled for 

unique health plan members with the following procedure codes: 
92507; Treatment of speech, language, voice, communication, 
and/or auditory processing disorder; individual
92521; Evaluation of speech fluency (e.g., stuttering, 
cluttering)  
92522; Evaluation of speech sound production (e.g., 
articulation, phonological process, apraxia, dysarthria);
92523; with evaluation of language comprehension and 
expression (e.g., receptive and expressive language)
92524; Behavioral and qualitative analysis of voice and 
resonance

The data pulled for each member included; member name, 

member ID number, date of birth, SLP provider, claim number, 
and date of service range.

The data were sorted by provider. Each provider’s list was 
examined for any duplications, which were removed., Data 
were further evaluated to assure an adequate number of member 
evaluations to qualify for inclusion in the semi-annual audit. 
Eligibility required a minimum of ten unique members with paid 
claims to participate in the program for the measurement period.

Each provider’s panel had ten files, randomly selected 
through Minitab software. Providers who had too few members 
in their panel were notified that they could not participate for 
that measurement period but would be re-evaluated for the next 
measurement period.

Providers who qualified for the audit were sent their individual 
list of clinical records via FAX for submission. Clinical records 
were accepted via FAX, Email, and direct delivery of printed 
clinical records. 

Upon receipt of the clinical records, electronic and FAX 
clinical records were printed out and prepared for audit. Delivered 
print clinical records were scanned for electronic storage.       

Conducting the Audit
Quality nurses who are experienced in auditing individual 

providers and 
clinics, audited 
the speech therapy 
clinical records 
following the 
audit tool. The QI 
nurses are paired 
up randomly in 
order to facilitate 
inter-rater reliability 
testing. The audit 
is conducted in a 
secluded conference 
room to provide a 
quiet environment 
and data control. 
Each nurse is given 
one company’s 
ten files and when 
finished with the 
audit, trades files 
with the other 
nurse in the pair. 
When both nurses 
complete their audit, 
they retire to another 
area to discuss their 
results and come to 
consensus over the 
ratings. 

Table 6: Comparison of 
Speech Therapy Quality 
Audit Results Jan 2015 – 
Dec 2016
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Informing Advisory Committees and Speech Therapy 
Partners of Audit Results

A letter is sent to each Speech Therapy Partner participating in 
the audit with their audit results and a statement of change (or no 
change) to their reimbursement rate. Quality staff is available for 
discussion and review of audit findings to assist Speech Therapy 
Partners in process improvement. The results for all eligible 
providers is collated into one report for a de-identified presentation 
to advisory committees.

Summary
The TCHP QI Initiative to improve quality and documentation 

of Speech Therapy has been in place for 4 reporting periods over 
the past 2 years. There were seven targeted improvement areas 
determined based on identified need during a baseline chart 
review. At this time data continues to show improvement for five 
of the seven criteria for the providers eligible to participate. Due 
to the requirement of completion of 10 evaluations during each 
audit period, there is variation in eligibility to participate in the 
incentive program audits which is shown in the Table 4. During 
each measurement period between 55% to 70% of contracted 
Speech Therapy partners conducted sufficient speech evaluations 
to participate in the incentive program. 

The speech therapy partners participating in the incentive 
program audits and the percent of incentive received each 
measurement period is shown in Table 5. ‘NA’ indicates insufficient 
evaluations to participate that measurement period. ‘N’ indicates 
no incentive achieved.

During the four measurement periods, the number of Speech 
Therapy partners qualifying for incentive payments increased from 
0% to 20%. As one Speech Therapy partner explained, the criteria 
for the incentive program has now become their ‘way of life’ or 
standard practice for all patients from all payer sources. Similar 
statements have been made by other Speech Therapy partners.

The clinical record review results demonstrate improvement 
in several key areas. There was statistically significant increase 
in the documentation of speech therapy efforts to collaborate 
with schools or Early Childhood Intervention (33% to 58%) and 
adherence to home follow up to speech therapy (38% to 72%). 
Improvements were also seen in documentation of testing in 
primary language (90% – 96%) (See Table 6).

Next Steps
As Managed Care Organizations continue to explore value-

based purchasing, the opportunity to improve quality while being 
efficient with resource use will likely spread beyond the acute care 

hospital to other venues of care. Specialists and related healthcare 
providers such as SLPs clearly impact the overall quality and cost 
of care and make valuable contributions to improving health care.  
As a result, for maximum value impact, the work of these related 
healthcare providers needs to be recognized and compensated.
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Trauma Transitional Care Coordination: 
Protecting the Most Vulnerable Trauma Patients 

from Hospital Readmission
    Erin Hall, Rebecca Tyrrell, Thomas Scalea, and Deborah Stein

Summary

Unplanned hospital readmissions increase healthcare costs and patient morbidity. We hypothesized that a 
program designed to reduce trauma readmissions would be effective. A Trauma Transitional Care Coordination 
(TTCC) program was created to support patients at high risk for readmission. TTCC interventions included 
call to patient (or caregiver) within 72 hours of discharge to identify barriers to care, complete medication 
reconciliation, coordination of appointments, and individualized problem solving. Information on all 30-day 
readmissions was collected. 30-day readmission rates were compared with center-specific readmission rates 
and population-based, risk-adjusted rates of readmission using published benchmarks.

Key Points

• A nursing-led TTCC program successfully followed patients and was associated with a significant 
decrease in 30-day readmission rates for patients with high-risk trauma. 

• Targeted outpatient support for these most vulnerable patients can lead to better utilization of 
outpatient resources, increased patient satisfaction, and more consistent attainment of preinjury 
level of functioning or better.

BACKGROUND
Unplanned 30-day readmissions after trauma hospitalization 

are associated with a twofold increase in risk of death at 1 year 
and threefold higher per-patient expense.1 One-fourth of annual 
Medicare expenditures in the USA are a result of 30-day hospital 
readmissions. As part of an effort to improve quality and reduce 
healthcare costs, the Hospital Readmission Reduction Program 
was instituted in 2012. This program reduces Medicare payments 
for hospitals with excessive readmissions for specific conditions 
and procedures, including heart attack, heart failure, pneumonia, 
chronic obstructive pulmonary disease, hip/knee replacement, and 
coronary artery bypass graft surgery.2

Given the association with worse outcomes and the economic 
pressure from the Hospital Readmission Reduction Program, 
there has been much interest in reducing the 30-day readmission 
rate in medical patients.3-8 Transitional care coordination is a set 
of interventions that has been proven effective in reducing 30-
day readmission rates in patients with complex chronic medical 
conditions.9-11 The hallmarks of transitional care include focus 
on highly vulnerable, chronically ill patients throughout clinical 
transitions in health and healthcare; the time-limited nature of the 
services; and the emphasis on education of patients and family 
caregivers to address root causes of poor outcomes and avoid 

preventable rehospitalizations.12 The interventions that have been 
proven the most effective in successful transitional care programs 
for chronic medical diseases have included active care coordination 
by a nurse, active medication reconciliation, communication 
between primary caregivers and hospital, and home visitation.13

As trauma survival improves and trauma care becomes more 
complex, it is increasingly recognized that certain traumas create 
chronic disease. The form of this chronicity may be different for 
different patients. On discharge trauma patients may have separate 
appointments with a panoply of specialists, new medications for 
anticoagulation requiring monitoring, newly diagnosed chronic 
medical conditions, or even completely new anatomy. All of 
which may have profound long-term consequences for the patient. 
Although there is a movement in the trauma community to 
gather longer term outcomes,14 there are few, if any, interventions 
described to improve patient-centered outcomes for at-risk trauma 
patients after discharge.

It was our objective to design and implement a Trauma 
Transitional Care Coordination (TTCC) program based on 
traditional transitional care coordination models for chronic 
medical conditions. The aim of this program was to identify and 
support those trauma patients at highest risk for readmission and 
reduce overall readmission rates in this population. Additional 
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outcome measures included trauma clinic appointment attendance, 
new primary care provider appointment attendance, and enrollee 
perception of the program.

Methods
Using a combination of literature review and expert clinical 

opinion from a panel of experienced trauma providers including 
nurses, case managers, intensivists, and surgeons, risk factors for 
readmission were defined (Table 1).

Patients who had any of the risk factors were identified prior 
to discharge. A full-time Trauma Transitional Care Coordinator 
supervised the following interventions: call to patient (or caregiver) 
within 72 hours of discharge to identify barriers to care, complete 
medication reconciliation, coordination of medical appointments 
or home visits, and individualized problem solving (Table 2).

Information on all 30-day readmissions was collected using 
phone interviews and inperson meetings with TTCC coordinators. 
The 30-day readmission rates were compared with the center-
specific readmission rate using the year prior to the initiation of the 
TTCC program. This comparison rate was the raw readmission rate 
for all trauma admissions to our center. The 30-day readmission 
rate of TTCC enrollees was also compared with population-based, 
risk-adjusted rates of readmissions using published benchmarks. 
Information was also collected on completion of follow-up 
outpatient trauma appointments and new primary care provider 

appointments.
After completion of the program, each enrollee was asked 

to complete a 10-item exit questionnaire over the phone. The 
instrument was designed to gauge enrollee perception of the 
program, helpfulness of services provided, and ability of enrollees 
to gain independence in identifying complications and taking care 
of their new normal.

Results
Two hundred and sixty patients were enrolled in the TTCC 

program from January 2014 to September 2015. The average age 
of enrollees was 41 years old (SD=14), the mean injury severity 
score was 14.6 (SD=10.2), and the mean length of stay was 11 
days (SD=10.5). The majority of enrollees were white (53%), with 
38% African–American enrollees and 9% listed as other. Most 
enrollees had blunt trauma (73%).

Of our 260 enrollees, 30.8% (n=80) were uninsured, 41.9% 
(n=109) reported current substance abuse, 26.9% (n=70) had a 
current psychiatric diagnosis, and 55.4% (n=144) had multiple 
comorbidities without a primary care provider.

Only 9 out of 260 patients were lost to follow-up. Seventy-four 
percent (n=193) of enrollees attended trauma clinic appointments 
within 14 days of discharge. Forty-four percent (n=115) attended 
new primary care provider appointments within 30 days of 
discharge.

The 30-day readmission rate was 6.6% (n=16). This 
readmission rate was significantly lower than our center-specific 
readmission rate for the year prior to initiation of the TTCC 
program (6.6% vs. 11.3%, P=0.02). This 30-day readmission 
rate was also lower than the previously published figure of 27% 
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readmission rate among 174, 318 injured patients treated at trauma 
centers in California (P<0.001).1 Of the 16 readmissions, 8 were 
non-preventable and 8 were preventable (Table 3).

Of those enrollees who completed the program, 59.6% (n=155) 
completed the exit questionnaire. All survey participants agreed 
with the statement ‘I feel more prepared and in more control of 
my new healthcare needs. I am able to take care of myself and my 
new normal’. In addition, all survey participants agreed with the 
statements ‘The TTCC helped me understand why my medications 
are important, and when and how to take them’ and ‘I had multiple 
appointments that were easy for me to attend because the TTCC 
was helpful in helping me sort them out’.

Discussion
The TTCC program was able to significantly reduce 30-day 

readmission rates among patients with high-risk trauma compared 
with previous center-specific rates and population benchmarks. 
TTCC also demonstrated feasibility of long-term follow-up with 
96.6% of enrollees completing the program. All of those TTCC 
enrollees who completed the exit questionnaire felt prepared to 
take care of themselves and their new normal.

Previously published 30-day readmission rates after trauma 
range from 7% to 30%.15-21 Some of this variability comes from 
collection method and from specific trauma population studied. 
Most of the readmission rates less than 10% come from single-
center studies without complete follow-up.15, 22, 23 Most of the 
published 30-day readmission rates for trauma also include all 
trauma patients at each center, not just those patients at high risk 
for readmission.19, 24, 25 We used two different readmission rates as 
a basis of comparison. Our center-specific rate of 11.3% includes 
readmissions from all trauma patients, even those with a very low 
risk of readmission. We were able to demonstrate a lower rate 
of 30-day readmissions in our high-risk TTCC cohort than this 
baseline. We also wanted to compare our TTCC readmission rate 
with previously published population-based 30-day readmission 
rates for trauma patients. The Staudenmayer article that we use 
for our benchmark is both population-based and stratifies 30-day 
readmission rates by injury severity. This allows comparison of the 

30-day readmission rate between our TTCC enrollees and a trauma 
population that is more similar to them. TTCC enrollees have a 
significantly lower rate of 30-day readmissions than both groups.

We were also able to demonstrate improved utilization of 
outpatient resources. Almost 75% of enrollees had follow-up 
outpatient trauma appointments and 44% had new primary care 
provider appointments. There were no preventable visits to the 
emergency department. All enrollees who completed the exit 
questionnaire agreed that TTCC helped with knowing when to 
contact the trauma team, coordinating and keeping outpatient 
appointments, and ultimately feeling in control and able to take 
care of themselves.

Focusing on long-term outcomes in trauma patients has long 
been considered a pipe dream. Although our survival rates at level I 
trauma centers have hovered around 95% for almost a decade, there 
has been little work published defining and tracking longitudinal 
trauma outcomes. There is a pervasive feeling that trauma patients 
are inherently unreliable and that follow-up will always be lousy. 
We have demonstrated, however, that long-term follow-up is 
possible, particularly when the aim is active coordination and 
delivery of care. Our completion rate was 96.6% among trauma 
patients who were purposefully chosen to be at the highest risk 
for loss to care and follow-up. This is an important finding. It is 
evidence that it is possible to track and impact outpatient trauma 
outcomes even in the most vulnerable of populations.

Our own center’s journey to the creation of the TTCC program 
began in 2009, when we first started examining our readmissions. 
One of our case managers at the time became interested in 
transitional care coordination and how it might apply to trauma 
patients. She worked with hospital transitional care coordinators 
who specialized in chronic medical conditions to help develop a 
trauma-specific transitional care coordination program. Critical 
specialized training for TTCC coordinators includes knowledge 
of community-specific resources, insurance, available outpatient 
services, a familiarity with common treatments, and how to do 
motivational interviewing. The most important qualities in a 
trauma transitional care coordinator are knowledge of the trauma 
population and ability to meet the patient where they are and make 
it work without judgment. Our TTCC program is supported through 
the nursing and operations budget, and that support is aimed at 
funding the TTCC coordinator positions. Other resources used 
by TTCC coordinators are those already available through case 
management, outpatient clinic, and the hospital itself through the 
usual means. The biggest barrier to implementation of the program 
has been lack of understanding to the unique role TTCC can play. 
One-on-one education and ongoing group lectures for doctors, 
advanced practitioners, case managers, and nurse managers have 
helped the most to decrease this barrier.

One limitation to our study is the comparison populations 
for our 30-day readmission rate. The first comparison population 
we used was our own center-specific readmission rate. This rate 
has the inherent problems of being only a single center (therefore 
‘missing’ readmissions to other hospitals or institutions) and having 
no risk adjustment for readmission built-in. The center-specific 
rate we used included all admitted trauma patients. To try and 
compare our TTCC participants with a trauma population whose 
baseline readmission risk was more like their own, we also used a 
population-based rate for comparison.1 However, this comparison 
rate does not take into account the added risk associated with 
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previous hospital readmissions, increased comorbidities, lack of 
resources, psychiatric history, and specific injury patterns that 
our TTCC enrollees had. All of these factors have been shown 
individually to increase risk of 30-day readmission.18-20, 26 It could 
be the specific decrease in risk of 30-day readmission attributable 
to TTCC is greater when these factors are taken into account.

Another limitation to this study is using 30-day readmissions 
as our outcome measure. Readmissions have been associated 
with worse patient outcomes and higher cost and therefore have 
become an easily measurable and accepted substitution for poor 
outcome. Our next steps include tracking and comparing the 
actual longitudinal outcomes of TTCC enrollees and non-TTCC 
enrollees. The trauma community as a whole is struggling to define 
what these long-term, patient-centered outcomes are.27 Bobrovitz 
et al28 have developed and validated the Quality of Trauma Care 
Patient-Reported Experience Measure. Other measures might 
include return to work or school; functional and social status; and 
initiation and participation in needed health or support services. 
There is general agreement that there is a dearth of validated 
longitudinal outcome measures for trauma patients, and part of 
the work ahead is the development of meaningful, actionable, and 
measurable quality indicators.29

Consistent with previous studies of transitional care 
coordination for chronic medical conditions, we have demonstrated 
that targeted outpatient support for at-risk trauma patients can 
lead to decreased 30-day readmission rates, better utilization of 
outpatient resources, increased patient satisfaction, and more 
consistent attainment of preinjury level of functioning or better. 
Institution of similar programs at other trauma centers could 
improve long-term outcomes and help contain healthcare cost on 
a national level.
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Managed Care UPDATES

FDA Approves First Drug Comprised of an Active Ingredient Derived From Marijuana to Treat Rare, Severe Forms of Epilepsy
The U.S. Food and Drug Administration approved Epidiolex (cannabidiol) [CBD] oral solution for the treatment of seizures associated 

with two rare and severe forms of epilepsy, Lennox-Gastaut syndrome and Dravet syndrome, in patients two years of age and older. This 
is the first FDA-approved drug that contains a purified drug substance derived from marijuana. It is also the first FDA approval of a drug 
for the treatment of patients with Dravet syndrome. CBD is a chemical component of the Cannabis sativa plant, more commonly known 
as marijuana. However, CBD does not cause intoxication or euphoria (the “high”) that comes from THC. Read more at goo.gl/uf2jSk

NIH-Funded Study Finds New Evidence That Viruses May Play a Role in Alzheimer’s Disease 
Analysis of large data sets from post-mortem brain samples of people with and without Alzheimer’s disease has revealed new 

evidence that viral species, particularly herpesviruses, may have a role in Alzheimer’s disease biology. Researchers funded by the National 
Institute on Aging (NIA), part of the National Institutes of Health, made the discovery by harnessing data from brain banks and cohort 
studies participating in the Accelerating Medicines Partnership - Alzheimer’s Disease (AMP-AD) consortium. Reporting in the June 21 
issue of the journal Neuron (link is external), the authors emphasize that their findings do not prove that... Read more at goo.gl/xRy6E4

FDA Approves First Generic Versions of Suboxone Sublingual Film, Which May Increase Access to Treatment for Opioid Dependence
The U.S. Food and Drug Administration approved the first generic versions of Suboxone (buprenorphine and naloxone) 

sublingual film (applied under the tongue) for the treatment of opioid dependence. “The FDA is taking new steps to advance the 
development of improved treatments for opioid use disorder, and to make sure these medicines are accessible to the patients who 
need them. That includes promoting the development of better drugs, and also facilitating market entry of generic versions of 
approved drugs to help ensure broader access,” said FDA Commissioner Scott Gottlieb, M.D. Read more at goo.gl/f6fZXV

CMS Takes Action to Modernize Medicare Home Health
The Centers for Medicare & Medicaid Services (CMS) proposed significant changes to the Home Health Prospective Payment System 
to strengthen and modernize Medicare, drive value, and focus on individual patient needs rather than volume of care. Specifically, 
CMS is proposing changes to improve access to solutions via remote patient monitoring technology, and to update the payment model 
for home health care. “Today’s proposals would give doctors more time to spend with their patients, allow home health agencies 
to leverage innovation and drive better results for patients,” said CMS Administrator Seema Verma. Read more at goo.gl/FfAMxG

CMS Leverages Medicaid Program to Combat the Opioid Crisis
The Centers for Medicare & Medicaid Services CMS released guidance aimed at building on our commitment to partner with states 

to ensure that they have flexibilities and the tools necessary to combat the opioid crisis.  This new guidance provides information to states 
on the tools available to them, describes the types of approaches they can use to combat this crisis, ensures states know what resources 
are available, and articulates promising practices for addressing the needs of beneficiaries facing opioid addiction. Notably, CMS 
released an Informational Bulletin that provides states with information they can use when designing... Read more at goo.gl/wZd5MF

Declines in Hospital-Acquired Conditions Save 8,000 Lives and $2.9 Billion in Costs
Data released by the Agency for Healthcare Research and Quality (AHRQ) show continued progress in improving patient safety, 

a signal that initiatives led by the Centers for Medicare & Medicaid Services (CMS) are helping to make care safer. National efforts to 
reduce hospital-acquired conditions, such as adverse drug events and injuries from falls, helped prevent an estimated 8,000 deaths and save 
$2.9 billion between 2014 and 2016, according to the report. Declines in Hospital- Acquired Conditions from 2014 to 2016 The AHRQ 
National Scorecard on Hospital-Acquired Conditions estimates that 350,000 hospital-acquired conditions... Read more at goo.gl/D5M1rq
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Congratulations to the Newly
Certified Managed Care Nurses (CMCNs)!

AAMCN Would Like to Recognize 
Our Corporate Partners

Avedro
CareNational®
CareSource
CEAgent
Chamberlain University
DexComTM, Inc.
Eisai, Inc.
Exact Sciences
Foundation Medicine, Inc.
Gilead Sciences, Inc.
Home Instead Senior Care®
Humana, Inc.

Mallinckrodt Pharmaceuticals
Medicaid Matters Talk Show
Morgan Consulting Resources, Inc.
Novocure
Paratek Pharma
Purdue Pharma L.P.
SeniorBridge®
TCS Healthcare
University of Rochester, 
 School of Nursing
Uroplasty, Inc.
Woundtech

Patricia Anderson, RN, CMCN
Jennifer Ayers, RN, BSN, CMCN
Tepinkye Cooper, LPN, CMCN
Vera Damptey, RN, BSN, CMCN
Gina Duncan, RN, CMCN
Jenna Beth Elmore, RN, BSN, MBA, CMCN
Wanda Embleton, RN, CMCN
Sandra Flaherty, RN, BSN, CMCN
Kimberley Floyd, MSN-Ed, RN, DSD, CMCN
Cherri Furness, RN, BSN, CMCN
Nishy George, RN, CMCN
Linda Godown, LPN, CMCN
Kimberly Hamric, RN, CMCN
Shannon Harney, LPN, CMCN
Summer Harris, RN, CMCN
Alacia Hightower, LPN, CMCN

Joanie Howard, BSN, RN, CMCN
Brenda Johnson, RN, CMCN
Gwendolyn Jordan, RN, CCM, CMCN
Susan Kelly, RN, CMCN
Jennifer Lewald, RN, CMCN
Rebecca Ludtka, BSN, RN, CCM, CMCN
Nakesha McCarter, RN, CMCN
Tabitha Newcomer, RN, CMCN
Sara Norvilas, RN, BSN, CMCN
Randi Randall, RN, BSN, CMCN
Melodi Rawls, RN, CMCN
Mary-Ann Reeter, MSN, BSN, RN, CMCN
Pamela Rojas, RN, CMCN
Carolyn Jean Shack, LPN, CMCN
Deborah Sherwood, RN, CMCN
Dolores May Wiltz, LPN, CMCN
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Welcome New AAMCN Members!
Lisa Achim
Deanna Adams
Amy Adams, RN
Kara Allen, RN
Karen Antoine
Raquel Antolin, RN
Mistie Armstrong, LPN
Christina Ash-Schauffele
Anna Bageas, RN
Lisa Baird, LPC
Ambrose Banor
Kay Barry, BSN
Bailey Hope Bartholomew, SW
Christine Beach
Janie Becker
Joel Bennett, SW
Lindsay Bennett, MSW
Tammy Berg, RN
Melinda Bettencourt, RN
Nancy Blattner
Connie Bober, RN
Susan Bobowski, RN
Michelle Bodenschatz, RN
Deborah Brabham, RN, PhD
Homel Breneville, RN, BSN
Ann Brennan
Juliandra Bryan, LVN
Michael Burnett
Donald Burnsed, RN
Felicia Carbin
Mary Carver, LPN
Jeannette Castellanos, LPN
Susie Castilleja
Erin Chow, RN
Lisa Christian, RN
April Combs, RN
Amanda Connolly, RN
Lora Cooper, RN
Terry Cottle, RN
Jessica Crum, RN
Beverly Daley
Stephanie Daley
Karen Daniels
Karen Dantin, RN
Bridget Dauterive, LPN
Maria Davalos
Emelina De La Rosa
Cynthia Deerman, RN
Kristine Demchuk, RN, MSN
Jacqueline Diaz, LPN
Brittany Dobson, LPN
Angela Donovan
Sarah Dotson, LVN
Grace Dotson, RN
Sandy Lakay Eckhoff, LPN
Deborah Edwards

Lisa Edwards, RN
Caroline Egbo
Kristi Gibbs Eldridge, RN
Haley Ensminger, SW
Anasthasia Eustache, LPN
Meyata Farley, RN
Jeaneth Farrington
Angela Fisher
Jerrica Freeman, RN
Michael Furlow, RN
Sonya Furlow, RN
Carolyn Garza, RN
Ann Marie Gelsomini
Lynda Gougler, RN
Sheryl Gratton, RN
Karen Gregory, RN
Patrick Griffith
Tonya Hagler, LPN
Leana Hall, RN
Jamesetta Halley
Kimberly Hannan
Summer Harris, RN, CMCN
Rolanda Haycox
Whitney Hazlett, RN
Kristie Head
Melissa Hernandez, RN
Jen Hill, RN
Joanie Howard, BSN, RN, CMCN
Alissa Hughes, SW
Bonnie Janjanin, LVN
Angela Cope Johnson, LVN
Sydell Jolly, RN
Tracey Jones, LPN
Charity Jones, RN
Cheryl Jones, RN
Erin Jurgens, RN
Charli Kahler, RN
Christina Kelly, RN
Cynthia Kime
Steve King
Cheryl Lake, BSN, RN
Dawn Lanser, RN, BSN
Julie Lester
Erayna Lin, RN
Jennifer Lloyd
Kenya Long, LPN
Eduardo Lopez, LVN
Ikemeia Lord
Valerie Martin, RN
Tina Martinez, LPN
Pedro Martinez, LVN
Stacy Mattox
Betty Mayo, RN, MSN
Regina McCord, LPN
Brittney McMahon, RN
Cheryl Miller

Madelyn Miller-Thomas, RN
Kathryn Millhoan
Anne Sabine Mirville
Michelle Molina, LVN
Margo Moore, LPN
Christine Mow, LPN
Stephanie Myers-Johnson
Alison Nakamura, RN
Susan Niggemyer, LPN
Jennifer Norman, LPN
Lacreisha Nunery, RN
Jocelyn Ong, LVN
Natalie Parks, RN
Janet Pennington, RN
Ellen Philpot
Maria Planas, LPN
Gloria Polsinelli, RN
Joni Prince-Jones
Kimberly Raiford, RN
Uchenna Revels
Katrina Rivers, RN
Angela Rolle
Susan Rose
Mary Ryan
Kristal Santana
Whitney Sapp, RN
Pamela Schlarf
Sandra Schwanborg, RN
Carolyn Shack, LPN, CMCN
Tatia Sheppard
Tiffany Smidley
Chloe Smith
Joanna Smith
Mary Lisa Smith, RN
Noemi Smithroat
Robert Stringfield, LPN
Elaura Suazo, LPN
Whitney Sylva, RN
Sophia Tagsip
Donna Taylor
Paulette Tenison, LVN
Sarah Teufel
Tracy Tibbetts, RN
Julie Truesdell, LVN
Tashia Turner, LVN
Eva Ussher, LVN
Danette Vidrine, LPN
Vickie Wales, RN
Iwona Wegiel
Janice Williams, RN
Kristin Wilson, LPN
Yulonda Wooten
Lori Yuh, RN
Kimberly Zabrowski, RN, BSN
Alejandra Zavala
Constance Zimmerman, RN
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