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Incorporating CMCN into Career Ladders in
the Health Care Industry
by Jan Gilbert, MSN, RN, CMCN

President’s
Message

I spent some time
this week reflect-
ing on where
AAMCN was when I
was introduced to
the Association
and how far for-
ward the past Presi-
dents have brought
us. I have to tell you
I knew I had HUGE
shoes to fill but it
was a bit over-
whelming to really

look at the advancements.

I have been involved with AAMCN for 10 years
now and the changes are just incredible. We
have been blessed with some truly visionary
leaders who have been able to propel us to a
place where we have continually gained mem-
bers and are now recognized nationally. It is
amazing when you let that sink in.  This all
happened in less then 10 years largely due to
the actions of Susan, Shelly, and Sheryl along
with the Board of Directors they worked with.
In the end I was left thinking, how can I even
begin to achieve the same level of success as
the current President?  Until the moment I
realized that each of us as members contrib-
uted to those leaders, to that bottom line and
help propel us to a place of recognition where
other entities are looking at ways to capital-
ize on our success. Just this month I was con-
tacted by a Continuing Education entity who
wants to create a CEU program that will assist
Managed Care Nurses in obtaining certification
from AAMCN.  That is challenging yet so awe-
some to be recognized on that level.

The AAMCN Board met in January where I pre-
sented my goals as the new President, basi-
cally they were to continue to grow the mem-
bership, increase visibility of the association
and the Committees/Institutes, creating ad-
ditional member benefits and bring out more
focus on the IT component that we are all
involved in.  However, it matters little what

by Lanita Knoke, RN, BS, CMCN
Quality indicators are used throughout the
healthcare industry to determine how to iden-
tify best practice and make changes based
on data. They are driven by standards set forth
in accreditation bodies such as NCQA (Na-
tional Committee for Quality Assurance) and
URAC (Utilization Review Accreditation Com-
mission). These organizations have noted
standards for UM functions throughout orga-
nizations that provide utilization management
to its members. Both NCQA and URAC pro-
mote standards to ensure that only appropri-
ately trained, qualified clinical personnel con-
duct and oversee the utilization review pro-
cess.

Many organizations are promoting that their
nursing staff be credentialed in a certifica-
tion process that supports expert knowledge
in the area in which they work. Effective use
of certification programs, such as CMCN, can
be promoted in your organization to maintain
the expert status of nursing staff doing crite-
ria review daily. This global knowledge base
supports changes that can be made within
the organization based on standards put forth
by regulatory bodies.  It promotes quality per-
formance and understanding of the utiliza-
tion management function within payer sys-
tems.

CMCN (Certified Managed Care Nurse) is a
certification that provides an in depth knowl-
edge base of utilization management in the
environment of the health care management
industry.  It has become an important valida-
tion to organizations for their nursing staff to
be sufficiently educated in up to date man-
aged care knowledge. Many times organiza-
tions are looking to hire nurses that have 3 or
more years experience within the acute care
setting but have no additional knowledge in
the background and understanding of the
managed care arena.  Nurses who are better
prepared to understand the basics of man-
aged care will be able to understand the ben-
efits and risks to health care decisions.

How does an organization go about promot-
...continued on page 2

ing and incorporating certification within their
nurse’s practice? Many organizations seek
the most experienced nurses to work in utili-
zation management review. Career ladders are
a significant area to place the requirement of
certification for their staff. My employer, An-
them, has placed the requirement of CMCN
for those nurses who want to become a Level
II or III nurse within the utilization manage-
ment review area. Anthem has taken the posi-
tion that nurses need to understand the man-
aged care arena and healthcare today with its
many issues and concerns.

The career ladder has made a clear delinea-
tion between a beginning nurse at the com-
pany and one who has chosen to have a more
global understanding of the healthcare envi-
ronment.   The company has chosen to see
certifying nurses in the CMCN as value added
for the nursing staff. This focus of striving
for excellent quality outcomes based at the
member level is evident by promoting CMCN
within our company. Nurses with a better
understanding and skill set to work with com-
plex patients and their needs are able to meet
the company’s core values, vision, and mis-
sion of the people they serve within the com-
munity.  Professionals seek to become more
knowledgeable in their fields and we have

...continued on page 3
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President’s Message cont.
...continued from page 1
the President’s goals are if they are not in
line with the rest of the membership. I believe
in this challenging time that member satis-
faction is the greatest goal we can achieve.
In order to achieve that, we need to hear from
you, and we need to understand your needs –
why you joined, why certification was important
to you. In the same respect the membership will
need to know what it takes to make those things
happen.

Through my managed care nursing career it
has been very apparent to me that we touch
all realms of  healthcare, meaning the possi-
bilities for us are endless. We are the intri-
cate cog in the wheel. There is no limit to the
professionals who will gain from becoming a
part of this association. My challenge to each
of you is to help me continue the legacy of our
past Presidents and Board Members by bring-
ing more awareness to your colleagues,
healthcare advocates, businesses, friends and
family. Become active by joining committees,
attending conferences, joining “roundtable
discussions” at the Forums, writing articles,
attending our CEU teleconferences and finally
by contacting the board members, Associa-
tion staff and myself with ideas and sugges-
tions. Quoting a previous President, “We are
only limited by our own shortsightedness” so
lets come together to look beyond where we
are and propel AAMCN into 2010 and beyond.

AAACEUs.com
www.aaaceus.com

CareSource
www.caresource-ohio.com

Gilead Sciences, Inc.
www.gilead.com

Health Career Professionals, LLC
www.HealthCareerProfessionals.com

Humana
www.Humana.com

KCI
www.kci1.com

Medtronic Xomed
www.xomed.com

RCM Health Care Services
www.rcmhealthcare.com

The Scooter Store
www.thescooterstore.com/managedcare

Optum Health
www.OptumHealth.com

Don’t forget to check out our corporate
partners and their products and services!

If you’ve listened to any television news lately
you might be wondering just what is going to
happen to your job.  The economy as a whole
is down.  Unemployment is up.  Yet to be de-
termined health insurance changes are likely
to be mandated at some point this year.  If you
keep listening to all of this uncertainty you
might start wondering about your job and your
career prospects.  If that is you, then turn off
the TV.   Remember that bad news sells adver-
tising much better than good news.  Here are
some facts that should ease your mind.

The health care industry will continue to grow.
The 2008 – 2009 Bureau of Labor Statistics
report on health care occupations states that
“health care will continue to grow”.  In 2006
it was the largest industry in the country, pro-
viding over 14 million jobs.  The number of
people in older age groups will grow much
faster than the rest of the population, driving
increased demand for health care services
higher.  Health care occupations are projected
to grow faster than any others through 2016.
Businesses also see health care as a growth
sector.  In the April issue of Entrepreneur
magazine two health care sectors (health ser-
vices and medical office buildings) are listed
in the top ten sectors poised for growth.

Although insurance industry jobs are only ex-
pected to grow at a rate of 7%, slightly less
than average, this figure combines all insur-
ance related occupations.  Managed care
nurses should expect a much higher job growth
rate within the insurance industry.  The Bu-
reau also reports that medical service and
health insurance is the fastest growing seg-
ment of the insurance industry.

Despite the high rate of unemployment today,
most of the unemployed come from the gen-
eral labor pool.  Unemployment for professional
occupations is only around 2%, which is vir-
tually a rate of zero unemployment.

Some of these statistics may have been pub-
lished before the big economic downturn of
last fall.  As a result the rate of growth for
health care and insurance industry occupa-
tions may have temporarily slowed, but noth-
ing suggests it has stopped or declined.

Health care reform is coming.  There are many
competing ideas about the substance of
health care reform.  The majority of ideas all
seem to focus on three elements – accessi-
bility, quality, and affordability.  The enormous
cost of these reforms will temper the scope of
implementation, but it is safe to say that some
form of health care legislation will be enacted
this year.  In whatever shape health care re-
form emerges, managed care organizations

Health Care Reform, The Recession, and Your Job
will be required to provide more benefit cover-
age, to more people, at the expense of their
current profit margin.  In an effort to protect
as much margin as possible, managed care
health insurance companies will reduce ex-
penses and  tighten their care management
and utilization programs.  This will create an
expanded emphasis on care management,
utilization, and quality that will drive new op-
portunities for managed care nurses.

The necessity of better and more robust care
and utilization management will expand op-
portunities for nurses experienced in this field
and possibly open doors for nurses who wish
to enter this occupation.  The opportunities
are also going to look different.   As downward
pressure on profit margins increases compa-
nies will begin to look at expenses and labor
costs.  In turn, outsourcing and
telecommuting case and utilization manage-
ment jobs will increase.  Opportunities for
managed care nurses to work from home and
work as independent contractors will increase
as a result.

Opportunities in quality improvement will also
grow.  As the government becomes more in-
volved in the administration and delivery of
health care it will also burden companies with
a new load of regulatory and compliance re-
quirements.  The scrutiny of a company’s ben-
efit delivery, scope of coverage, and claims man-
agement, particularly if any part is subsidized
by the government, will dramatically increase.
Companies will need to place a greater empha-
sis on quality from a compliance, member care,
political and public relations perspective.  Man-
aged care nurses who have previous quality ex-
perience will be in greater demand. Health Infor-
mation Management, operations, and finance
will also be areas of potentially new opportuni-
ties for managed care nurses.

If you listen to the television news you might
think there is no light at the end of the tunnel.
It is true that some jobs are gone forever and
there is much work to do to get our economy
restarted.  The facts are that this recession
will end, health care is growing, and health
care reform is coming with new opportuni-
ties.  The job outlook for managed care nurses
is strong and it will open new ways of working
that may have been closed in the past.  The
best way to prepare for these changes is to
embrace them.  Accept that they are coming
and be ready to seize the new opportunities.

Richard Yadon, CPC, CERS, is the President
and CEO of Health Career Professionals, LLC
(www.healthcareerprofessionals.com), a
managed care executive search, selection,
and retention firm.

by Richard Yadon, CPC, CERS

Corporate Corner
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Incorporating CMCN Continued
...continued from page 1

been fortunate that the ABMCN has developed
a certification specifically focused for man-
aged care.

It is important for nurses to get involved and
talk to their managers and directors in utili-
zation management of the importance of cer-
tification practice. Share insights with the
company’s nursing leaders and promote a
project plan to get executives to support the
idea of the nursing expert within their compa-
nies. Clinical ladders help to give nursing staff
something to strive for within the company
hierarchy which can be tied to incentives to
promote expert status within your utilization
review areas.  It is the value added endeavor
to have nurses well versed in managed care
to promote critical thinking decisions daily to
support their member’s needs. This concept
helps support growth and development of the
company by impacting our members at an
individual level. Take the step in creating
change within the environment in which you
work. The certification process is beneficial
in creating quality outcomes throughout our
healthcare industry and creating a nursing
staff better able to handle an ever changing
health care environment.

Diane Arlinghaus-Kunzelman, RN, BSN, CMCN
Wellpoint

Cheryl Auer, RN, CMCN
Anthem/Wellpoint

Brandy Bevier-George, RN, BSN, CMCN
Anthem UM Services

Suzette Bick, RN, BSN, CMCN
Wellpoint

Pamela Black, RN, CMCN
Gundersen Lutheran Health Plan

LaThrease Bunton-Davis, RN, CMCN
Wellpoint

Mary Carter, RN, BSN, CMCN
Humana Military Healthcare Services

Tracey Carter, RN, CMCN
SIHO Insurance Services

Diane Chappell, RN, CMCN
Anthem

Lisa Davey, RN, AD, CMCN
HMC/Wellpoint/Anthem BC&BS

Julianne Eckert, RN, CMCN
Anthem Blue Cross Blue Shield

Laueraetta Ernst, RN, BSN, CMCN
Anthem

Carol Frost, RN, BSN, CMCN
Wellpoint

Kathleen Gilmore, RN, CMCN
Anthem

Paula Hamilton, RN, BSN, CMCN
Anthem

Marsha J.Hass, RN, BS, CMCN
Westwind Options

Kimberly Kappes, RN. CMCN
Wellpoint

Beth Krebs, RN, CMCN
Wellpoint

Andrea Lamont, RN, BSN, CMCN
BCBSRI

Madonna Lawton, RN, CMCN
Anthem Wellpoint

Cynthia McKoy, RN, CMCN
Ireland Army Community Hospital

Kathleen Mitchell, RN,CMCN
Anthem/Wellpoint

Colleen Morley, RN, BSN, CMCN
BCBS-IL

Shawna Owen, RN, CMCN
Wellpoint

Diedre L. Parsley, RN, CMCN
Anthem

Mary Jo Pennington, RN, CMCN
Anthem Blue Cross and Blue Shield

Brenda Pritchett, RN, CMCN
Uniformed Services Family Health

Lori Scardina, RN, BSN, CMCN
Wellpont/Anthem

Joyce Schwinghamer, RN, BSN, CMCN
Anthem

Susan Stone, RN, CPUR, CMCN
BCBS-RI

Kyle Summers, RN, BSN, CMCN
Blue Cross Blue Shield of Illinois

Theresa Swearingen, LPN, CMCN
Anthem UM Services

Barbara Taylor, RN, CMCN
HealthNet Federal Services

Patricia Thein, RN, BSN, CMCN
Anthem Wellpoint

Jason Tunnell, RN, CMCN
Wellpoint

Corinne Van Cleave, BSN, MBA, CMCN
HealthSpring

Susan Waller, RN, CMCN
Capital Blue Cross

Svon Woods, RN, CMCN
Wellpoint/Anthem

Congratulations New CMCNs!
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Welcome New Members!
Laura Albert, LPN
Americhoic/UHC

Barbara Alexander, BS
Molina Healthcare, Inc.

Saul Alvey, BSN, RN
Nipro Medical Corporation

Kathryn Arbuthnot, RN, CCM
Driscoll Children's Health Plan

Pamela Ashcraft, RN
HMC/Wellpoint

Brenda Baker, ADN
Southwest Medical

Claire Barnwell, RN

Stephanie Beatty, RN
Kaiser Permanente

Alice Beaver, RN, BSN, CCM
AmeriHealth Administrators

Amy Beck, RN
AmeriHealth Administrators

Barb Beermann, RN
B.L.T. & Associates

Ralph Beyhl
South Carolina Solutions

Michelle Bogardus, RN
HCA Southern Hills Hospital

Dorothy M. Bookhultz, RN
Johns Hopkins Healthcare

Mary Seal Brand, MSN
WellPoint, Inc.

Sharon Broadway, RN
BCBS of TN

Eleanor Jane Brogan, RN
AmeriHealth Administrators

Jane Brown, RN
Anthem - Mason

Patricia Buckley, RN
AmeriHealth Administrators

Carol Burkhart
Marsh

Nancy M. Busfield, RN
AmeriHealth Administrators

Arnell Bussie, MPH
University of Chicago Health Plan

Yosmene Caruthers, RN, CCM
Wellpoint Inc.

Robert Caylor, RN
BCBS of TN

Victoria Chambers, RN
BCBS of TN

Chiyan Chan, RN
Wellpoint

Joanne Chen, RN, BSN
Harris County Hospital District

Mira Chua, RN
BCBS

Kathleen Coker, LPN
Humana

Karetha Collins
Americhoic/UHC

Lois Coomer
New Mexico VA

Julie Cowell, RN
BCBS of TN

James Cox, LVN
Aetna

Kellie Crawford, RN
UnitedHealthcare

Priscilla Croy, RN
BCBS of TN

Catharine V. Cutaiar, RN, CCM
AmeriHealth Administrators

Sulata Daniel BSN, RN
Harris County Hospital District

Michalena Daniels, RN
AmeriHealth Administrators

Lisa D'Asunta, BSN, MBA
HealthCare Partners of Nevada

Deb Davidson, RN, BSN, CRN
Trinity Medical Center

Tammy Davis

Derek C. Delgado, RN
Harris County Hospital District

Elizabeth Dilts-Milliron, RN
Citrus Vally Health Partners

Patricia DiLucia, RN, CCM
AmeriHealth Administrators

Mary Doherty, RN
Enhanced Care Initiatives

Mary S. Dolan, RN
Alere

Sharon Donnelly
AmeriHealth Administrators

Paulette Dugar, LPN
USFHP, CHRISTUS Heatlh

Adonica Dugger, RN
University Medical Center

Candace Facio
HealthCare Partners of Nevada

Diane Fairchild, RN, BSN
WellPoint/Anthem

Julie A. Ferguson, RN, BSN, CCP
Raymond G. Murphy Veterans' Medical Ctr.

Elaine Ford, RN
AmeriHealth Administrators

Suzette Forrester-Simpson, RN
BCBSM

Jennifer Fox, BSN, CCM, CRRN
USFHP, CHRISTUS Heatlh

Cassandra Fuller, LVN
Texas HealthSpring

Linda C. Furlong, RN
AmeriHealth Administrators

Darlene Gaskin, RN
BCBS of TN

Carrie Gath, RN
Blue Cross Blue Shield of Illinois

Evelyn George, BSN
HealthSpring, Inc.

Lisa Gill, BSN
ProgenyHealth

Kay Gilletly, RN, CDMS, CRRN, CCM, MSCC
Progressive Medical, Inc.

Diana H. Griffith, RN
Kaiser Permanente

Joan Guerrero, RN, CCM
Healthways

Ruth Gwinn, RN, BSN
SIHO Insurance Services

Lindsay Halbach, LPN
Physicians Plus

Mattie Haley, RN, CCM
Sierra Health Plan

Ann Marie Hanson, RN, CCM
AmeriHealth Administrators

Kathleen Harris, RN
Humana

Nancy Hart, RN, BSN
Blue Cross Blue Shield IL HCSC

Suzanne Haynes, RN, CCM
BCBS of TN

Jean Hendrzak-Jester, RN, BSN, CCM
AmeriHealth Administrators

Nicole Hill, RN
BCBS of TN

Christine Horner, RN, CCM
Wellpoint Inc.

Lauren Howard, RN, BSN
Wellpoint

Lisa Hufford, RN
BCBS-IL

Frieda Hughes, RN, CCM, CCP, CPUR
USFHP, CHRISTUS Heatlh

Lisa Hunter
Aetna

Kathryn Jackson-Howard, RN
USFHP, CHRISTUS Heatlh

Joanne K. Janis
AmeriHealth Administrators

Doni Jennings, ASN
Southwest Medical Associates

Evanna Johnson, RN, BSN
USFHP, CHRISTUS Heatlh

Suja Joseph, RN
Harris County Hospital District

Catherine A. Kates, RN
AmeriHealth Administrators

Rosemary Knight, RN
BCBS-RI

Faustina Koomson, RN, BSN

Amanda Kuchn, RN, BSN
AmeriHealth Administrators



Welcome New Members!
Patricia A. Lake, RN
AmeriHealth Administrators

Andrea Lamont, RN, BSN
Blue Cross Blue Shield of Rhode Island

Alicia G. Lastimado BSN, RN

Joan LeBeau, RN
Wellpoint HMC Program

Isabella Makiyil, RN
Harris County Hospital District

Donnamarie Malone, BSN
Health Care Service Corporation

Kathryn Mansfield, LPN

Debbie Marsh, RN, BSN, CCM
AmeriHealth Administrators

Dedra Martin, RN
CareFirst BCBS MD

Regina Dase Martin, RN, BSN
The University of Chicago Health Plan

Jerri Mason, ADN, CCM, CPUR
USFHP, CHRISTUS Heatlh

Mary McGrady, MSN
Enhanced Care Initiatives

Susan McKenna, RN
AmeriHealth Administrators

Beth McMurtry, RN, C, CDE
Scott & White Hospital

Rhonda Merchant, LVN, CPUR
USFHP, CHRISTUS Heatlh

Victoria M. Metzger, RN
Johns Hopkins Healthcare

Barbara Mitzan, BSN
Commonweatlh Care Alliance

Anne Molnar, RN
Anthem Blue Cross and Blue Shield

Donna Moncuso, BSN, RN, MSN

Dora Morales, RN, CCM, CPUR
USFHP, CHRISTUS Heatlh

Donna Moré, BSN
ProgenyHealth

William Mudrick, RN
Liberty Mutual

Beverly L. Musto, BSN, RN

Andrew J. Nagy, RN

Eden Niemela

Jean Nolte, RN
Wellpoint

Jennifer Nuelle-Dimoulas, RN, MSN
Al Sagr National Insurance Co.

Mary O'Brien, RN, MSN

Elizabeth O'Connor
AmeriHealth Administrators

Marie Odom-Green, RN, ADN
HMC Wellpoint

Catherine Ohlinger, RN, BSN, CPHQ
Kaiser Foundation Hospital

Deborah Owen, RN
Humana

Obianemma Ozuah, NP
Enhanced Care Initiatives

LaTasha Marie Pariot, LVN
Dept. of Veteran Affairs

Diedre Parsley, BSN
WellPoint

Lisa Payden, MS, RN
Trinity Medical Center

Douglas A. Peters, JD, BSN, RN, LNCC, CCM
HealthSpring, Inc.

Donna Picciano, RN, BSN
AmeriHealth Administrators

Biruta Piper, RN, BSN
Fidelis Care

Susan Porretta, RN
AmeriHealth Administrators

Veronica Prevot, RN
USFHP, CHRISTUS Heatlh

Willie Raines, Jr., RN
Blue Cross Blue Shield of IL

Naieema Ratcliff, BSN
HIP Health Plan of New York

Robin Reid, RN, BSN

Laurie Reynolds, RN
Anthem

Melissa Roessler, RN
BCBS of TN

Valerie Rossi
Americhoice/UHC

Kathy Rowland
Anthem/Wellpoint

Suzanne Rowland, RN
BCBS of TN

Leslie Royal, RN, BSN
SLVHCS

Donna Ruehle, RN
Summitt Medical

Lora Rush, RN
Humana

Melissa M. Rusin, RN, BSN
Health New England

Donna Scaffidi, BSN, RN
AmeriHealth Administrators

Mary Schick, RN
GHP/Coventry Health Care

Mary Lou Schroeder, ADN, CCM, CPUR, CCP
USFHP, CHRISTUS Heatlh

Lisa Scott, RN, BSN, CCM
BCBS of TN

Denise Slough
Health Partners

Angelina Smith, LVN, CPUR
USFHP, CHRISTUS Heatlh

Rose Smith, RN, ADN, BA
Anthem Blue Cross and Blue Shield

Yolanda G. Smith, RN, MSN
Holistic Self-Care: Just For me, Inc.

Carol A. Speers, RN, BA, CPUR
Centene Corporation, Inc.

Danielle Still, RN
Enhanced Care Initiatives

Kristi Stockburger, RN
BCBS of TN

Susan Stone, RN, CPUR
Blue Cross Blue Shield of Rhode Island

Susan Streit, ADN, Wellpoint, Inc.

Kimberly Synesael, LPN

Brenda Thall, RN, WellPoint

Judith Thomas, LPN

Barbara Tomczyk, RN
Bertrand Chaffee Hospital

Chris Trimmell, RN
Progeny Health

Brenda Sue Tucker, RN, Aetna

Sharon Vandenberg, LPN

Theresa Verdon-Quintois, RN
AmeriHealth Administrators

Jill Vidrine, RN, CPUR
USFHP, CHRISTUS Heatlh

Barbara Walbridge, BS, ASN
BMC HealthNet Plan

Tina Waldron, RN, BCBS of TN

Christine Wasczczenko, RN, BSN
AMHC

Pamela Washington, RN, BS
AmeriHealth Administrators

Shana Webb
Devine & Associates

Jennifer Weisz, RN, BSN, CCM
AmeriHealth Administrators

Jennie Wells, RN
BCBS of TN

Carrie Wheeler, NP
Enhanced Care Initiatives

Elaine Whittington, LVN
USFHP, CHRISTUS Heatlh

Roxanne Wigglesworth, RN
AmeriHealth Administrators

Allyson Wilcox
AmeriHealth Administrators

Annette Wilhite, RN
Kaiser Permanente

Mariette Williams, RN
BCBS of TN

Joan M. Williams, RN, CPUR
USFHP, CHRISTUS Heatlh

Jason R. Wolfe, RN, BSN
AmeriHealth Administrators

Constance Zimmer, RN, CCM
Humana
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According to an article by Boulgarides, et al
about tests used to predict falls in the com-
munity-dwelling elderly, 25-35% of adults aged
65 years and older fall each year.  This is not
only a costly healthcare problem but it can
also severely damage the quality of life in those
older adults that do fall.  Though falls among
the elderly is a common and well-researched
topic there does not seem to be much con-
sensus as to what is the most effective and
reliable way to test for fall risk.  For those of
us in the realm of telephonic case manage-
ment there is even less available resources
to address the needs of this population.  Most
research illustrates that assessing fall risk is
difficult because of the many factors involved.
The patient’s base of support, stride length,
gait speed, ability to maneuver over and
around obstacles as well as self-efficacy in
completing activities of daily living (ADLs),
must be taking under consideration in order
to accurately assess a patient’s fall risk. Other
factors that also must be accounted for in
assessment are age, vision, muscle force, flex-
ibility, sensation, balance, number and type
of medications as well as any concomitant
health conditions or cognitive impairments.
Now knowing this information we must set forth
a plan to assist patients in preventing falls.

There are various tools used by other allied
health professionals particularly physical and
occupational therapists that may be utilized
as guidelines to create a brief questionnaire
that could be administered telephonically that
could help managed care nurses better as-
sess and stratify this population at risk for
falls.  For your reference a table of these tools
and their uses is included.  It is quite pos-
sible if you have worked in other treatment

Fall Prevention Tools for Care Managers
settings you may be familiar with a large
amount of these tests.

The GARS-M (Modified Gait Abnormality Rat-
ing Scale) and 6MV (Six minute walk test) are
typically utilized in evaluating the frail elderly
that still live in the community, whereas the
Berg Balance scale and the Timed Up and Go
tests tend to be utilized in those patients that
are in sub-acute or long-term care facilities.
According to Steffan in an article about age
and gender-related test performance she
stated that the Comfortable Gait Speeds (CGS)
and Fast Gait Speeds (FGS) are fall risk mea-
sures that attempt to draw a strong positive
correlation between gait speed and self-re-
ported physical function.  These tests have
been applied to both community- dwelling eld-
erly as well as nursing home patients. Some
of the other tests included are the FES (Falls
Efficacy Scale) developed by Tinetti et al. and
the ABC Scale (Activities- Specific Balance
Confidence Scale) created by Powell and
Myers.  Though both the FES and the ABC scale
look at fall efficacy in independently living
older adults, the ABC scale was created to be
more advanced to challenge active older adults
making it a more likely candidate to be used
in out patient orthopedic situations.  The FES
is a shorter questionnaire of only 10 ques-
tions whereas the other scale has 16 ques-
tions, however, the other attribute of the ABC
scale that gives it an edge over the FES is the
fact that it utilizes the visual analog scale.
This is a scale that any patient that has been
to the doctor’s office before or had prior physi-
cal therapy will have some familiarity with this
scale possibly making it a more accurate as-
sessment of the patient’s fall risk.  Finally if
you know you are providing case management

by Cortney Bosack, DPT & Sheryl Riley, RN, OCN, CMCN

for a more active elderly person the Multiple
Task Test can be converted into questions to
be asked over the phone to determine how
well the patient multi-tasks.

All of these tests are standardized and have
been utilized to ascertain fall risk in many
populations and they can be used by you in
your care management of patients.  In con-
junction with these measures we now have
biometrics that can be used in patients home
to better predict their propensity for falls.

Currently there are 2 types of biometric de-
vices available today.  Ones that measure a
patients heart rate, weight, blood pressure and
medication compliance and the other is a new
device created to monitor mobility and if it
worsens or improves. All are considered real-
time data that can assist you in monitoring
your patients.  Carematix, Health Hero and
Infomedix are utilized to predict exacerbation of
disease and or medication compliance.  These
devices are set up to send you e-mails alerts if
the patient does not take their medication, step
on the scale or take their blood pressure.

Halo, the new biometric device was created to
assist in the prevention and prediction of falls
in all population regardless of location and it
can be utilized in and out of the patient’s
home.   The Halo has a real time web site for
monitoring patient’s movement; this will al-
low you to see changes in the patient’s mobil-
ity instantly. All these tools will assist you in
better care management of your elderly pa-
tients. The best plan to better manage this
elusive population is to combine a well aimed
questionnaire with a biometric measuring
device.  Together they can give you a clearer
picture of your patients without you having to
leave your desk.

Common Fall Risk Assessment Tools

Test

GARS-M

6MW

BBS

TUGT

CGS/FGS

FES

ABC

Stop  walking
while talking

MTT

7-item qualitative mea-
sure, 7.6 m area

Treadmill

Chair x 2, Step stool, Ob-
ject, Stopwatch, Ruler

Stopwatch, Armchair,
3m distance

Stopwatch, Short
distance

10 question scale

16 item questionare, vi-
sual, analog scale

No equipment
necessary

Chair, Tray, Glasses, Ob-
stacle, Measuring tape

Frail community
dwelling, Elderly

CVD, COPD, etc.

Most elderly, typically
nursing homes

Community dwelling,
older adults

Community dwelling
and nursing home

Older adults

Active older adults

All elderly patients

Active older adults

Equipment Needed Target Population Reliability/Validity

Interrater =.968, Intrarater
=.967, Concurrent validity

Test-retest = moderate,
Interrater = high

Test-retest = high

Positive predictive value
= 83%

Active older adults

Sensitivity/Specificity

Sensitivity = 62%, Specificity
= 87.1%, For recurrent fall risk

Sensitivity =67% at risk for fall-
ing, Specificity =90% not at risk

Can be correlated to other
functional tests

Sensitivity =80%,
Specificity =89%

Sensitivity =48%, Specificity
=89%, For those at fall risk

Active older adults

Test Level

Impairment

Performance

Performance

Functional
Performance

Performance

Performance

Functional

Functional

Functional
Active older adults



Contemporary social science theories at-
tempted to understand human behavior, hu-
man groups’ dynamics, and generalizations
about the impact of learning experiences on
behavioral patterns. In this article, I plan to pro-
vide an abridged version of an explanatory re-
search work of how the learning experience in-
fluenced physicians’ behavior, and how changes
in their practice patterns can be implemented.

To begin with, let’s lay the background for this
discussion: we all have witnessed the health
care industry changes over the past few years,
if not decades. Skyrocketing health care costs
and consequent emphasis on conserving fu-
ture resources and how government funding
shifted focus from allocation of resources to
debate the utility of such resources instead.
While the accountability for resource con-
sumption focused on hospitals for the long-
est time, physicians’ role in resource conser-
vation could not be ignored any longer, and
payers had to find ways to control their prac-
tice patterns. But what is involved in such
attempts, and how can we get there?

The discussion will start at the root of the
issue at hand: how do physicians learn their
practice, and how can their learned practice
patterns be changed? While multiple social
scientists researched similar topics, I shall
focus on two theorists whose
conceptualization makes a difference in ex-
plaining the issues at hand. These two theo-
ries include Blumer’s symbolic interactionism
(1998) and Lewin’s force field change theory
(1997). The discussion is also supplemented
by Groopman’s recent discussion of the way
physicians think (2007). In terms of the learn-
ing experience that physicians have, Blumer
conceptualized learning as an ongoing adjust-
ment of “pre-formed images” that are con-
tinually refined through interactions and re-
definition of perspectives (p.39). Further,
learning follows contextual meanings that are
attached to events or situations. Blumer pro-
vided an understanding of how one defines
the self through role-taking within social situ-
ations involving interactions, perceptual in-
terpretation of meaning within the context of
the environment.

This theme of continual shaping of the learn-
ing process was also emphasized by
Groopman (2007) who set out to address what
goes on in a physician’s mind as he/she treats
a patient within time and reimbursement con-
straints. Groopman believed that physicians’
training is profoundly flawed and is not in
touch with the reality of the current health
care system. This, Groopman attributed to
“pre-set algorithms and practice guidelines
in the form of decision trees” that payers use

Physician's Education and Training and the Impact on Physician's Practice Patterns
By Stefany Almaden, RN, MS, CCM, CPUM, CMCN

to decide approving or denying diagnostic or
therapeutic services (p.5). As a result, physi-
cians are forced to “frame patients as cases
of diabetes or renal failure” which may not
lead to the good outcomes that stem from
listening to patients one-on-one (p.22). A
dominance of pattern recognition or tem-
plates in health service delivery is favoring
efficiencies within our current social struc-
ture over clinical care or over, what Groopman
referred to as, “human interactions between
patient and doctor within a context and in a
social system (p.99).

Similarly, in an ethnography about the social-
ization process of physicians’ acquisition of
medical knowledge and skills, Haas and
Shaffir placed emphasis on the “hidden cur-
riculum of professionalization” of physicians
and their socialization into their roles as prac-
titioners (1987, p.x). This was referred to as
“rites de passage” involving internalization
of massive amounts of information, aware-
ness of the imperfection of medical sciences,
and adjustments to future uncertainties and
to reactions of social figures in their environ-
ment (p.36).

In addition to the theme of learning, the theme
of meaning surfaced as well in relation to the
symbolism or symbolic interationism that
Blumer emphasized. Contextual meanings
that we attach to events or situations impact
how we behave or how we conduct ourselves
on a daily basis. While Blumer viewed behav-
ior as stemming from an interpretive process
that we attach to meanings and transactions,
the second theorist Lewin (1997), viewed it
as resulting from the educational situation
that a person goes through that supplements
the “personality of the learner” (p.16). Lewin
viewed that as creating a field of energy that
drives behavior whose force is dependent on
the degree of homogeneity within the human
group. However, both theorists had the same
emphasis on relational context with shared
meanings and the restructuring of meaning
that occurs over time. So, with the understand-
ing of how behavior develops and meanings are
shared, how can change occur or how can this
restructuring of learning and thinking occur?

Lewin defined a critical process for change to
occur. It involves three stages: 1. An unfreez-
ing process of old behaviors resulting from
cognitive structure adjustments as well as
motivating factors that force such adjust-
ments. 2. Moving stage, or the introduction
of change. 3. Re-freezing of the newly adopted
behaviors that become the new routine or re-
ality. Review of the literature and the differ-
ent applications of diverse theories that are
concerned with learning, behavior, and the

social context of meaning affirmed that the
academic training of physicians is a trigger of
their practice patterns. Dominance of the bio-
logic model and the causality principle im-
pact the way physicians learn to assess their
patients as well as their reasoning process in
determining options for treatment or cure
(Waring, 2007). Another dominant theme was
the formation of physicians’ thinking and be-
havior where meaning was shared amongst
medical schools which ultimately impacts
shared experiences of physicians in training.
This “shared context” (Waring), or “shared mo-
ments” (Adams et al., 2002) lead to shared
meanings and experiences of transformation
of medical students over time. It is no wonder
that nurses or case managers that are engaged
in network groups across the country share the
same challenges in working with physicians.

In a study evaluating physicians’ understand-
ing of the Medicare Modernization Act (MMA),
Lee et al. (2007), concluded that physicians
were not well informed about the law and
therefore, were not prepared to manage their
patients’ care within the limitation of their
benefits. Needless to say that in reviewing
the current literature, the most dominant
theme was the need to untangle the web of
physicians’ clinical preparation and reshape
their role to ‘reflective practitioners” as criti-
cal strategies for today’s health services de-
livery (Schon, 1983). While understanding
physicians’ point of reference is critical for
today’s current delivery of health services and
for understanding their practice patterns, it
was still a huge gap in the current literature.
This gap in understanding revealed key areas
such as, having health care organizations think
of physicians as partners in care, and how
changes in health services delivery must be
communicated to physicians so that better
quality, cost-effective care, and compliance
with regulatory and accreditation standards
can be achieved.

With that background in mind, an integrative
approach of biomedical, psychosocial, finan-
cial, and spiritual perspectives is necessary
for physicians to be of service within the soci-
ety and/or the community of their practice.
This writer took the time to meet with many
physicians, one on one, and during Commit-
tee meetings: Internal Medicine and Family
Practice, to explore their concerns and their
needs. This process ultimately led to their
expressed need for training about the guide-
lines for practice and the connection to docu-
mentation and reimbursements. This writer
implemented a CME application in a South-
ern California hospital system as an attempt
to alleviate the uncertainties of physicians’
practice that relate to their traditional and
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continued education or training. The hospital
system was financially strapped rolling losses
in reimbursements and audits’ recovery of
reimbursements on hospital short stays over
the last three years. Historically, physicians
had no incentive to change their practice pat-
terns on short stays because they have been
reimbursed through a different claim process-
ing entity from hospitals’ claims. Communi-
cation between the Administration team and
medical staffing to remedy this gap has been
ineffective and eventually, administration
gave up. What was missed in this quagmire
was the physicians’ concern about their lack
of knowledge as to how to bill their services
under Observation (OBSV) level of care. Instead,
they were described as difficult and uncoopera-
tive leading to further widening of the gap be-
tween administration and medical staffing.
Putting this project from the perspective of the
aforementioned theorists, the CME was:

1. A product of understanding meaning, sym-
bolic interactions of physicians with their pa-
tients and within the context of the hospital
environment, and their behaviors or practice
patterns in relation to Blumer’s theory.
2. The goal of the CME was to introduce
changes, as defined by Lewin’s theory, taking
into consideration the hindering and promot-
ing factors within the environment that physi-
cians practice in.

In order to do so, physicians’ field and influ-
encing factors had to defined, or better yet,
re-defined. That involved introducing changes
by training them on reimbursement standards
and how to bill for outpatient services under
OBSV level of care, and in making them real-
ize that the claim processing center for physi-
cians’ billing will be merging with hospitals’
and consequently, physicians’ claims will be
denied if hospitals were denied payment for
the same short stay cases. In essence, using
“contextual meaning” that is also a shared
meaning became the driver for this project.

The interesting part about this project is that
more than 90 physicians attended, a record
turnout, where the physicians stayed through-
out the presentation and engaged in ques-
tions and answers. What was most interest-
ing is that an announcement was made be-
fore starting that the CME credit will not apply
because of the part about reimbursement and
payment, yet the physicians still elected to
stay. Their practice patterns following this
presentation clearly demonstrated favorable
changes.

Lessons learned?
It is important to view physicians as partners
in the health services delivery system. Under-
standing their training which focuses on the

biomedical model and its contextual mean-
ings yielding paternalistic and authority roles
that physicians adopt over time as well as their
lack of access to updates regarding legisla-
tive and accreditation standards, can be a
start. Attempting to capture their attention is
the next step to have by providing partnering
with them in a patient-centered environment
that is built on Evidence-based Practice (EBP)
and a system of rewards and penalties that is
outcomes-driven.

In summary, delivering a clear message that
the status quo is no longer accepted, and that
conservative use of scarce health care re-
sources is a duty for every health care pro-
vider regardless of discipline as the mark of
good citizenship and ethical practice.

References
Adams, W.L., Mcllvain, H.E., Lacy, N.L., Magsi,
     H., et al. (2002). Primary care for the
      elderly people: Why do doctors find it so hard?
     The Gerontologist, 42(6), 835-842.

Blumer, H. (1998). Symbolic Interactionism:
     Perspectives and Method. Berkeley, CA:
     University of California Press.

Groopman, J.E. (2007). How Doctors Think.
     New York: Houghton Mifflin Company.

Haas, J., and Shaffir, W. (1987). BECOMING
     DOCTORS: The Adoption of a Cloak of
     Competence. Greenwich, CT: Jai Press, Inc.

Lee, B., Tsai, A.G., and Turner, B.J. (2007)
    Teaching/Learning in Medicine, 19(2), 91-94.

Lewin, K. (1997). Resolving Social Conflicts.
     Field Theory in Social Science. Washington,
     DC: American Psychological Association.

Schon, D.A. (1983). The Reflective Practitioner:
     How Professionals Think in Action.
     Cambridge, MA: Basic Books, Inc.

Waring, J.J. (2007). Doctors’ thinking about the
     system as a threat to patient safety. Health:
     An Interdisciplinary Journal for the Social
     Study  of Health, Illness and Medicine,
    11(1), 29-46.

Check out AAMCN’s
Online Education!

Visit
http://www.aamcn.org/

online_Education/online_education.htm
for more information on our online

education credits!


