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Partners in Care 

C ora, a 69-year-old 
recovering alco

ho l i c , has chronic 
obstructive pulmonary 
disease. She currently 
lives with her daugh
ter, Kay, but the two 
are not getting along 
and have decided Cora 
should move out. Kay 
is wor r i ed , t h o u g h , 
a b o u t how Cora 
would fare on her 
own, and she has dis
cussed her concerns 
with Cora's physician. 

At one time, physi
cians like Cora's could 
have referred Kay to 
various home health 
and social services 
agencies to moni to r 
Cora's needs. At best, 
Cora would have 
received fragmented 
care. Today, however, 
there may be another 
o p t i o n . St. Joseph 
Hea l thca re System, 
Albuquerque, has initi
ated a col laborat ive 
partnership with some 
of its physicians to 
provide medical and 
social case (care) man-

osel 
established Cai 
Partnership to 
enhance the 
quality of 
care for elderly 
patients by 
fosterinjj a 
continuum 
of care. 

agement for chronical
ly ill elderly patients 
like Cora. 

HEALTHCARE AND SOCIAL 
SERVICE NEEDS 
A pilot case manage
ment program, Care 
P a r t n e r s h i p w a s 
launched this past 
April. "The pro
gram is designed 
to detect partici
pants ' daily liv
ing and health
care needs and 
to provide ap
propriate in-home care 
and social services for 
the prevention of seri
ous and costly medical 
p r o b l e m s , " explains 
Lynne Anker- Unnever, 
St. Joseph Healthcare 
System di rec tor of 
senior and community 
services. St . Joseph 
established Care Part
nership to enhance the 
quality of care for 
elderly patients by fos
tering a continuum of 
care and to strengthen 
its relat ionship with 
physicians, according 
to Anker Unnever. 

St. Joseph's partner 
in the p rog ram is 
M E D - N E T , an inte
grated physician prac
tice ne twork that is 
one of the sys tem's 
four opera t ing divi
sions. The system—a 
member of the Sisters 
of Charity Health Care 
Systems, Cincinnati — 
has four hospitals in 
the Albuquerque area. 

MED-NET physicians 
from family practice 
and internal medicine 
partnerships serve as 
patients' initial contact 
with the Care Part
nership. 

The program helps 
the physicians involved 
detect p rob lems in 

The St. Joseph 
Healthcare 
System 

pat ien ts ' homes , set 
treatment plans, and 
m o n i t o r their frail 
elderly health mainte
nance o rgan iza t ion 
( H M O ) pa t ien ts . 
"Through implemen
tation of this program, 
St. Joseph Healthcare 
System expects an 
increase in pa t ients ' 
use of primary, pre
ventive, educational, 
social, and other sir 
vices, in addit ion to 
lower healthcare costs 
through a reduction in 
emergency room vis
i ts , hospi ta l admis
sions, and length of 
s tay ," says Anker-
Unnever. 

ELIGIBILITY 
Three pilot M E D -
N E T primary care 
physician prac t ices , 
each served by two 
physicians, arc partici
pants ' entry point to 
the Care Partnership. 
The physicians and 

Anker-Unnever collab
orat ively developed 
the following require
men t s that must be 
met by Care Part
nership participants: 

• Be members of an 
H M O Medicare plan 

• Be aged 65 to 80 
(when they enter the 
program) 

• Be diagnosed with 
one or more of the fol
lowing: congest ive 

heart failure, 
cerebral vascular 
acc iden t , dia
be tes , chron ic 
obstructive pul
monary disease, 
or hip fracture 

Case management is 
provided by a team 
that comprises a nurse, 
a social worker , and 
an assistant . Anker 
Unnever notes, "Care 
Partnership expects to 
screen at least 500 per
sons a year, with a 
min imum of 200 
needing case manage
ment intervention." 

T o d e t e r m i n e the 
need for case manage
m e n t , the assis tant 
case manager conducts 
a telephone interview 
to screen for: 

• Ability to perform 
basic activities of daily 
living (ADLs) and 
assistance required 

• Risk of falls 
• Appointments with 

physicians outside Care 
Partnership (if any) 

• Weight loss or gain 
of more than 10 pounds 

• Use of ambulance 
service, hospital emer
gency d e p a r t m e n t s , 
and urgent care centers 

• Medications taken 
now compared with a 
year ago 

• Completion of ad
vance directives 

• Frequency and 
quality of contact with 
family 

• Presence of sleep 
disorders 

• Indicators of de
pression 

Resu l t s of th i s 
s c reen ing ind ica te 
whether a patient needs 
an in-home assessment. 
"Participants who do 
not need active case 
management are con
tacted quarter ly to 
assess changes in their 
status and to determine 
whether intervention 
may be necessary at a 
later t ime , " explains 
Anker-Unnever. 

During an in-home 
assessment the case 
managemen t team 
evaluates a par t ic i 
pant ' s home se t t ing 
and safety, formal and 
informal support sys
tems, ability to per
form ADLs, psychoso
cial status, and com
munity resource uti
lization. 

The case manage
ment team gathers 
information from the 
participant and his or 
her family and care 
givers and works with 
them and the physician 
to develop a plan of 
care. The case man
agers monitor patients' 
status and receipt of 
services. The physicians 
in the pilot program 
and case managers are 
developing in-home 
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Eve DeMella-Rivera, Care Partnership social work case manager, visits client Ruth Landess to ensure she is receiving 
the appropriate in-home services to allow her to continue living independently. 

monitoring protocols 
(similar to clinical path
ways for use in the 
home) for each area of 
chronic care manage
ment, which, accord
ing to Anker-Unncvcr, 
will include guidelines 
For referral back to 
physicians. 

As the n u m b e r of 
patients served by Care 
Partnership increases, 
St. Joseph Healthcare 
System plans to hire an 
additional nurse case 
manager and social 
work case manager to 
ensure the program 
reaches all persons in 
need of its services. 

MEDICAID AND MEDICARE 
"Through Care Part
nersh ip , St . Joseph 
Healthcare System can 
identify persons eligi
ble for Medicaid-fund-
ed case management 
and help them obtain 
such se rv ices , " says 
Anker -Unnever . By 
working with physi
cians, St. Joseph plans 
to explore the use of 
Medicare as a payment 
source for case man
agement through the 
resource-based relative 
value scale. 

FUNDING AND EVALUATION 
Early this year the 
New York City-based 
John A. Har t fo rd 
Foundation, a philan
thropic organization, 
awarded St. Joseph 
Care Pa r tne r sh ip a 
$700,450 grant. The 
grant will cover a por
tion of case manager 
salaries and will fund 

an evaluation of the 
partnership's effective
ness in meeting geri
atric patients' needs, as 
well as its effect on 

St. Joseph plans 
to explore the use 
of Medicare as a 
payment source. 

physician practice pat
terns and patient uti
lization of medical ser
vices, accord ing to 
Anker-Unnever. Once 
the grant money has 
run out, she adds, St. 
Joseph Heal thcare 
System will cover pro
gram operating costs 
through monies saved 
by reducing unneces
sary utilization and by 
enhancing the effec

tiveness of M ED-NET 
practices. 

St. Joseph is one of 
seven o rgan iza t ions 
approved to receive 
funding from the 
Hartford Foundation, 
which will spend $7 
million over the next 
five years on case man 
agement pi lot p ro
g rams . Donna I. 
Rcgenstrcif , P h D , 
senior program officer 
at the founda t ion , 
described the project 
at the American 
Society on Aging ' s 
annual conference in 
March . The s tudies 
will look at case man
agement models that 
differ in many respects, 
including type of facili
ty, care team composi
tion, devices for team 

linkage, intervention 
strategies, and future 
financing plans. The 
results are expected to 
provide a better idea of 
what physician office -
based practices of the 
future might look like. 

INDEPENDENCE AND 
SELF-CONFIDENCE 
Care Partnership offers 
chronically ill elderly 
persons the opportuni-
tv to continue living 
on the i r own. This 
program is a positive 
solution for persons 
like Cora who may be 
capable of living inde
pendently as long as 
someone m o n i t o r s 
their health and pro
vides referrals to need
ed social services. 

Care Partnership is 

facilitating Cora's ad
justment to living 
alone. Cora's case man
ager visits once a month 
and she has arranged for 
in-home services to 
support Cora ' s inde
pendent living. The 
case manager reports 
to Cora's physician on 
her health and her abil
ity to function inde
pendently in her home. 

Care Partnership is 
"just what the doctor 
ordered" for Cora and 
Kay. Cora feels a 
renewed sense of inde
pendence and self-
confidence living on 
her own in an apart
ment with her d o g , 
Sparky. Kay feels less 
stress knowing Cora's 
care is in good hands. 

—Michelle Hey 
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