
Patient-centric care coordination
decreases hospitalizations, ED visits
Program combines face-to-face, telephonic case management 

Acombination of face-to-face and telephonic case management
has resulted in high patient satisfaction ratings and a significant
decrease in health care utilization for patients with complex

medical needs.
The care management program, provided by Alere, an Atlanta-based

health management firm, resulted in a 38% decrease in hospital admis-
sions, a 36% reduction in hospital days, and a 30% decrease in emer-
gency department visits for patients who are members of one health
plan, according to a 2007 study.

Alere’s care management team provides care coordination for
patients with life-limiting diagnoses or significant chronic disease.

About 60% to 70% of patients in the program have advanced cancer.
Others have multiple comorbidities, such as heart failure, diabetes,
chronic obstructive pulmonary disease, coronary artery disease, and
hypertension.

Care managers live in the same community as the majority of the
patients they support and carry a caseload of about 22 patients at a
time. 

“We limit the caseload because of the intensity of resources patients
in the complex care management program need and the amount of
attention they require,” says Albert Holt, MD, MBA, senior vice presi-
dent and senior medical director for case management and disease
management programs for Alere.

The care managers conduct an initial assessment in the patient’s
home or hospital room and follow up by telephone. If there is a change
in the patient’s status or the patient is going to another level of care, the
care manager makes another home visit.

If there isn’t an Alere care manager nearby, the company sends a
nurse case manager to that area to complete the in-home assessment.

The key to the success of the care program is taking a personal
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approach to care coordination and building a
relationship based on face-to-face contact and
working with the patients on goals that they
identify as important, Holt says

“When the care managers go into the patient’s
home, they get patients’ perspective on illness
and what they want to achieve. They collaborate
with the patients and family members to set goals
based on what patients want to do and develop a
plan to help them meet their goals. Because
patients are engaged in their own health care,
they are able to keep their conditions from get-
ting out of control and avoid hospitalization or

visits to the emergency department,” he adds.
Alere identifies patients eligible for the pro-

gram by screening claims, precertification, medi-
cal information, and other data from their
insurance plan and employer group clients.

“We concentrate on precertification and imme-
diate hospital data because we want to get
patients when their illness is new to maximize
our assistance to them,” Holt says.

The organization’s triage enrollment nurse
calls eligible patients and completes an assess-
ment to determine the client’s clinical status and
need for case management and enrolls interested
patients in the program.

The care manager who is assigned the case sets
up an appointment for a comprehensive in-home
assessment that typically lasts several hours, says
Linda Alden, RN, CCM, a complex care manager
based in Southern California.

“We always encourage family members to be
present when we meet with the patients. We’re
collecting and offering a lot of information, and
it’s always good to have more than one set of ears
listening,” Alden says.

The care managers already are familiar with the
patients’ medical history but they also find out the
patients’ perception of their disease process.

‘Perception is reality’

“Perception is reality. We often have cancer
patients who are recovering from surgery and
don’t expect to have to have chemotherapy or
radiation because the surgeon told them they
removed the tumor and the margins were clear. 
If we know what they perceive, we can start the
educational process there,” Alden says.

During the initial visit, the case manager com-
pletes an in-depth assessment of the patient’s
symptoms, resources, and support system, says
Nancy Messenger, RN, CCM, a care manager
based in Northern Michigan who coordinates
care with indemnity patients, often traveling
throughout the country to meet them in person.

“We want to get a full and total picture of the
patients and their needs during the face-to-face
visit. One of the joys about this job is the flexibil-
ity we have to give our patients personal service
and do whatever is needed to meet their specific
needs, whether it’s financial assistance, educa-
tion, transportation, or help with meals or house-
keeping,” Messenger says.

After the initial assessment, the care managers
develop a dynamic care plan and discuss it with
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their nurse supervisor, called a clinical support
manager, and their medical director.

All of the complex case management cases are
reviewed twice a month by the medical director
to provide additional support and keep the clini-
cal guidance on track, Holt says.

“The medical directors keep on top of chronic
diseases and oncology regimens and can call on
specialty experts when needed. For instance, if a
patient has a complicated diabetes regimen, they
can call on a diabetes specialist for advice,” he
says.

At the time they open a case, the care man-
agers send a letter to each of the patient’s physi-
cians introducing the case management program
to them.

The care managers identify one physician who
is the primary physician and collaborate with
him or her. For instance, if the patient is undergo-
ing cancer treatment, the oncologist is likely to be
the primary physician.

“Our relationship with the treating physician is
very important,” Alden says. “Patients are on the
phone with us for an hour at a time and talk to
the doctor’s office for five minutes. They tell us
things that they don’t share with the providers.
We give them additional information to help
them make clinical decisions.”

Facilitate communication among physicians 

Most of the patients in the program are being
treated by multiple providers, most of whom do
not regularly communicate with each other,
Messenger adds.

“We facilitate communication among the treat-
ing physicians to make sure the patient’s care is
coordinated,” she adds.

The nurses take a patient-centric approach to
coordinating care, Holt says.

The complex care team treats the whole
patient, not just the issues they are called in to
address, Alden adds.

“We may be working with a cancer patient, but
when we conduct the assessment, we find out he
or she has hypertension. We incorporate educa-
tion on managing hypertension, such as diet,
exercises, and medication compliance, into our
care plan for cancer,” she says.

The care managers call their patients at least
once a week and encourage them to call any time
they need help.

“Because we’re not a family member, a friend,
or a physician directing their care, patients often

feel more comfortable speaking with us. We can
find out what’s going on with them and alert
their health care providers if needed,” Messenger
says.

That first face-to-face visit helps the care man-
agers get to know the patients and their families
and start to build a relationship. 

“We become more than just a voice on the
phone. We are alerted to safety issues when we
visit the home, but we also find out what brings
the patients joy. We can see their hobbies, pets,
and family members and use that information to
personalize our conversations instead of talking
only about their disease or treatment,” Alden
says.

When patients have cancer, the care managers
educate them on the possible side effects of treat-
ment and how to overcome them.

Patients with cancer are undergoing active
treatment and need support in understanding
their options, learning what to expect from treat-
ment, and how to coordinate their health care
needs. Some are so far advanced that they are
transitioning into the terminal stage, Holt adds.

“Almost every cancer patient tries to be as
positive as possible, but they all have a day when
everything seems to fall apart. Chemotherapy can
be very debilitating. We try to keep them emo-
tionally stable and encourage them to forge on
ahead,” Alden says.

Advance directives discussions key

The care managers bring up the subject of
advance directives during the initial assessment
and work with the patients and family members
to ensure that they are in place.

“I always tell them that I recommend this to all
my patients and that I have completed my own
advance directives. I don’t want them to think
that I know something they don’t know. I tell
them that when they are ready, I can walk them
through it,” Alden says.

The care management organization has won
awards for the care managers’ successful discus-
sions with patients about advance directives,
Holt says.

“About 20% of our patients die during the
course of complex case management, and more
than 70% of them have advance directives docu-
mented,” he adds.

When a patient’s condition starts to deterio-
rate, the care manager starts discussing end-of-
life issues and possible hospice care.
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“Every case is unique, and everybody reacts to
end of life in different ways. Because we know
these patients so well, we know how to address
it,” Alden says.

Educating patients on advance directives and
end-of-life options is a service to the patients,
Messenger says.

For instance, one of Messenger’s patients had a
terminal diagnosis but didn’t know about it.

“It wasn’t my place to tell him so I steered him
back to his physician to have the conversation
when I determined that he wanted to know,” she
says.

She spoke to the patient as he was leaving his
physician’s office, stunned by the news.

“I asked if he was alone and if he was OK to
drive. The next time he saw me, he thanked me.
By finding out about his diagnosis, he had time to
make advance directives and put things in place
for his family,” she says.

Patients stay in the program as long as they
need assistance. Patients undergoing cancer treat-
ment usually stay in the program until they are
well educated and have met their goals. 

“We make sure they are very clear about their
follow-up regimen and all the health care screen-
ings they need to have,” Messenger says.  ■

Telemonitoring, education
slash hospitalizations 
Nurses work with patients in home, monitor remotely

Bayada Nurse’s program that combines face-to-
face education and remote monitoring of clin-

ical information reduces hospitalizations for
patients with congestive heart failure and hyper-
tension.

Patients with congestive heart failure who par-
ticipated in the remote monitoring pilot program
experienced 59% fewer hospital visits than a con-
trol group of patients with the same condition
who received only the education component of
the program, according to Brian Farber, MBA,
MA, director of the telehealth program. 

Hospital visits were reduced by 40% for
patients with hypertension.

Bayada Nurses, with headquarters in
Moorestown, NJ, provides home health nurses
and home health aides in 18 states and the United
Kingdom.

The home care agency conducted a pilot pro-
ject using the telemonitoring equipment in 2007
and achieved excellent clinical outcomes, includ-
ing the reduction in hospitalizations, Farber says.

“Based on the success of the pilot, we are
expanding the program throughout the com-
pany,” he adds.

Patients in the program measure their weight
and blood pressure daily using a Bluetooth-
enabled digital weight scale and a blood pressure
monitor. The wireless devices automatically send
timely data to telehealth nurses who monitor
them seven days a week. 

“Right now, there is no reimbursement for tele-
health, but we decided to implement the program
because of the good outcomes. By investing in the
program, we’re hoping that insurance companies
can see the benefit and authorize reimbursement
for it,” Farber says.

Telemonitoring saves money

Preventing just one hospitalization can save as
much as $30,000, Farber points out.

“Remote monitoring is going to be an impor-
tant component of patient care in the future. It
provides real-time data that indicate when a
chronic disease is exacerbated and enable the
health care provider to make adjustments, saving
a trip to the emergency department or a hospital-
ization,” he says.

The system saves expenses because the nurses
don’t have to make a home visit to check the
patient’s vital signs and patients don’t have to go
back to the doctor’s office as frequently, he adds.

Patients in the program have advanced chronic
diseases, such as congestive heart failure, hyper-
tension, diabetes, or, most likely, a combination of
diseases.

“This is not a typical telephonic disease man-
agement program. We go to the clients’ homes
and help them learn to manage their disease face
to face in conjunction with their physician. By
using telemonitoring, we are able to monitor their
vital signs and other information seven days a
week and identify any exacerbations that are
occurring before they become acute,” Farber says.

Eligible patients are identified when they are
experiencing acute exacerbations, are referred by
physicians, or recently have been discharged
from the hospital and need help learning how to
manage their condition and receive a home visit
from a Bayada nurse.

“Once the patient is stable, the nurses start
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assessing their chronic diseases and their need for
support in adhering to their treatment plan and
keeping their condition under control,” he says.

When the Bayada home health nurses identify
a patient who may be eligible for the telemonitor-
ing program, they contact the patient’s physician
and get permission for the telemonitoring to be
part of the patient’s plan of care.

The nurse schedules a visit to introduce the
patient to the service and to demonstrate how to
use it.

On each visit to clients’ homes, the nurses fol-
low a protocol that includes specific teaching
points. For instance, they educate congestive
heart failure patients on what foods to avoid,
how to recognize signs that their illness is exacer-
bating, and when they should call the doctor.

The nurses develop a close relationship with
the patients, listen, and identify the time that they
are most ready to hear the message about making
changes to manage their conditions. 

“When someone has a chronic disease and is
doing well, they aren’t very open to education.
But once someone’s disease state starts to exacer-
bate and they’re not feeling well, they are open to
education at that exact point. The nurses teach
whatever the patient is ready to learn. If the
patient hasn’t absorbed the last lesson, they
repeat it,” he says.

The goal of the program is to help the clients
take ownership of their own disease process. 

“We can’t be with them all the time so they
need to learn to manage the disease on their
own,” Farber says. 

The nurses schedule at-home visits based on
the patient’s condition and the information
received on the telemonitoring device. They com-
municate with the patients by telephone at regu-
lar intervals and make home visits when needed. 

Telemonitoring doesn’t replace face-to-face vis-
its by the nurses, but it enables them to maximize
their time and manage a larger caseload.

“Because we are monitoring the patients seven
days a week, we can determine if we need to
visit. If the nurses and the patient are working
well together and getting the patient’s condition
under control, there is no need to send a nurse
out there. Instead, we can send the nurses to see
someone else where it is more appropriate,” he
says.

When the nurses see patients developing prob-
lems, they work in conjunction with the physi-
cian to get the patient back on track.

In some cases, it might be as simple as remind-

ing the patient to change his or her eating habits.
Other times, the physician may adjust the medi-
cation.

For instance, if a congestive heart failure
patient has gained weight, the nurse will ask
what he or she ate the day before and may deter-
mine that a salty food is causing the weight gain.

Since the nurses are getting objective data
every day, they can work with the physicians to
help them make more informed decisions.

For instance, if a patient has an appointment
with his or her physician, the nurses can provide
three weeks worth of daily biometrics on which
the physician can base treatment decisions.

“We believe if we monitor patients daily, we
have a better chance of helping them keep their
condition under control and increasing their
quality of life,” Farber says.

For instance, the monitoring data may show
that a patient with hypertension has a spike in
blood pressure. The nurse passes the information
on to the doctor, who may make a change in the
medication, stabilizing the patient’s blood pres-
sure.

The average patient stays in the telemonitoring
program for 60 days, longer if they need more
support.

“The clients feel a sense of comfort because
someone is looking out for them. Sometimes a
call from the nurse is the only communication a
client gets that day,” Farber says.

(For more information, contact: Brian Farber,
Bayada Nurses, bfarber@bayada.com.)  ■

Depression program
focuses on PCPs
Plan aims to identify disease, help patients manage

Recognizing that more than half the popula-
tion with depression is treated in the primary

care setting, MercyCare Health Plans developed a
depression disease management program focus-
ing on giving primary care physicians the tools
they need to be able to recognize and treat
depression. 

“Despite a high prevalence of the disease,
depression remains undiagnosed and under-
treated, says Linda I. Hanson, RN, CCM, who
helped develop the depression program and
works with patients who are identified with
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depression. “If people have chronic conditions
such as asthma, diabetes, or heart conditions, the
probability of depression is high. We started the
program to make sure our health plan isn’t miss-
ing opportunities to help people feel better and
stay well.”

MercyCare Health Plans is a subsidiary of
Mercy Health System serving about 32,000 mem-
bers in Southern Wisconsin and Northern Illinois.
The health plan has a network of more than 600
credentialed practitioners and six hospitals.

“According to the NCQA [National Committee
for Quality Assurance], between 40% and 50% of
primary care patients being treated for depres-
sion stop taking their medication within three
months of diagnosis. Patients who discontinue
their depression medication within six months
incur an average of $400 more in medical costs
per year than patients who are adherent to their
depression treatment plan,” she adds.

The goal of the program is to identify patients
with depression and work with them and their
physicians to promote adherence to medication
management and improve health outcomes in
keeping with the latest standard of care, she
adds.

The depression program was developed by a
multidisciplinary team of network practitioners
including a pharmacist, a data analyst, and a
quality coordinator. Hanson facilitates quarterly
meetings of the team during which they continue
to review and refine the program.

The team started by identifying a depression
screening tool, the Patient Health Questionnaire-9
(PHQ-9), to use to evaluate patients and their
progress. They created a way to get information
from claims data when people fill prescriptions
for antidepressants.

“One of the challenges in identifying members
with depression is that analyzing claims data is
like throwing out a big net. Antidepressants are
sometimes used for smoking cessation and other
conditions, and those people show up in our data
as well,” she says.

Another challenge is getting members to buy
in to the program because of the stigma con-
nected with mental health disorders, she adds.

“This is an opt-in program, which means peo-
ple have to agree to be a part of it. Some patients
don’t like the idea of being recognized as having
depression,” she adds.

When Hanson gets a list of patients who have
filled a prescription for an antidepressant, she
sends them a letter that says their records show

that they are taking a medication that may have
been prescribed to treat depression, and that if
depression is why they are taking the medication,
the health plan can help.

When members receive the letter, they have
two options: They can use the self-addressed
stamped envelope asking for more information or
they can call Hanson directly.

After she gets the member’s consent to partici-
pate in the program, she introduces the program
and what it hopes to accomplish. 

She conducts a detailed assessment that
includes information on the patient’s social sup-
port, financial status, other medical conditions
and concerns, and other stressors in their lives, as
well as the PHQ-9 depression severity screen.

When Hanson talks with patients, she spends
most of her time listening and assessing the
patients’ readiness to change their behavior to
become more adherent to their treatment plan.

“The patients need to be ready to change. I
could talk to them every day for two hours and if
they’re not ready to change, no intervention will
help them,” she says.

She addresses barriers to compliance and helps
the patients work to overcome them. 

“By the end of the conversation, we’ve figured
out what we need to work on. I take it in small
steps and pick one thing to concentrate on. We
come up with a plan to help the patient meet his
or her goal,” she says.

Hanson and the patient work together to for-
mulate self-management goals and agree on the
frequency of telephone visits.

“I let them know that I will be calling their
provider and that the three of us will work as a
team,” she says.

In the beginning, Hanson talks to most of the
patients weekly, and some every day if needed.
She works with the patients to take small steps
toward meeting their goals. 

For instance, one patient who had multiple
comorbidities wanted to start meditating but felt
overwhelmed about starting it.

“By the end of the conversation, she had talked
herself into closing her door and looking at a pic-
ture of the ocean. It’s simple things like that.
Patients with depression get so easily over-
whelmed that they don’t take the time to try
things,” she says. 

She works with the patients on the importance
of staying on their antidepressant, exercise and
nutrition, as well as coping and learning how to
relax.
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“It’s teaching and talking on the phone that’s
most effective in changing behavior. I can send
them hard copies of the resources available to
them but they aren’t likely to use them,” she says.

When she sends them information, she tells
them to put it by the telephone so they can refer
to it during the next conversation.

She typically works with patients who have
depression for nine months to a year until they
are ready to self-manage their conditions.

“I let them know right away that I won’t be
working with them forever, and I tell them in
advance when I’m moving them toward self-
management,” she says.

She sends the provider a letter notifying him or
her that the patient opted in to the program and
includes her business card, depression guide-
lines, and refers the physician to the health plan’s
web site.

“Most of the time when I call, I talk to the
nurse or the medical assistant. I’m always willing
to talk to the providers when they have time.
Many of them don’t know this program is avail-
able,” she says.

Hanson has spent a lot of time reaching out to
the primary care physicians in the network,
informing them about the program and the infor-
mation that is available to help them manage
their patients.

“The majority of patients are not recognized as
having depression. We let them know that there
is a tool that they can use to screen their
patients,” she says.

One of the team’s achievements was getting
the PHQ-9 screening tool available to the primary
care physicians in the electronic medical record
for Mercy Health Systems.

“We want to have it as a pop-up for them to
help them remember that if they ask the first two
questions on the tool and patients answer posi-
tively that they should screen them for depres-
sion,” she says.

The tool asks patients: Over the last two weeks,
how often have you been bothered by any of the
following? The first two topics are: little interest
or pleasure in doing things and feeling down,
depressed, or hopeless.

As part of her outreach program, Hanson visits
the primary care clinics in the area to get to know
the staff and the physicians.

“I work to build professional relationships
with the physicians and nurses. If they don’t
have the name and know the face of a case man-
ager, they aren’t as likely to refer patients,” she

says.
Hanson is working on integrating the depres-

sion program with the health plan’s complex case
management program.

“People with complex medical needs benefit
from the same type of interventions as patients
with depression. Unlike in other disease manage-
ment programs, these conversations can be a
minimum of 30 minutes, and some last nearly
two hours,” she says.

(For more information, contact: Linda I. Hanson,
RN, CCM, depression case manager, MercyCare
Health Plans, e-mail: lhanson@mhsjvl.org.)  ■

Act now to strengthen ties
with emergency services

When a serious motor vehicle accident
occurred at Detroit, MI-based General

Motors Corp.’s Milford Proving Ground location,
a life flight helicopter was on site less than 10
minutes after the incident. Joel R. Bender, MD,
PhD, MSPH, FACOEM, the organization’s corpo-
rate medical director, credits this response with
the “very strong relationship established with the
local emergency services providers.”

“Had this relationship not existed and the
employee been evacuated via ground transporta-
tion, the critical treatment that the employee
required would have been delayed,” says Bender.
“Just getting an ambulance to the correct location
presents a challenge at this site due to the fact
that it covers an area of greater than six square
miles, with 135 miles of roads and 126 separate
buildings.”

It’s not something the occupational health
manager utilizes in day-to-day operations, but in
the event of an emergency, the relationship — or
lack of one — established with local emergency
services providers suddenly becomes crucial.

“At General Motors, we strongly encourage
building relationships with local emergency
providers for a variety of reasons,” says Patrick
Stover, MD, senior medical director at General
Motors Corp. “The availability and connection to
community resources is considered a critical com-
ponent of the pre-hospital plan of action.” He rec-
ommends the following steps:

• Arrange on-site visits with your local fire
and police departments and paramedics.

Depending on the location of the worksite
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emergency, providers may need to contend with
multiple entrances, difficult access points, mov-
ing assembly lines, or deafening background
noise. “In an emergency situation, this has the
potential for the delay of administering what
could be life-saving measures,” says Stover.
“Onsite visits allow providers to consider the best
means for addressing these challenges.”

• Consider the need for airlifting serious
injuries.

At some of General Motors’ locations, Federal
Aviation Administration (FAA)-designated heli-
copter landing areas are used for this purpose.
“Locations with these services have necessitated
building relationships with the FAA and the air-
lift service provider,” says Stover. “This includes
a requirement that the airlift service provider par-
ticipate in on-site training activities on a yearly
basis.”

• Do table-top exercises at least annually.
General Motors’ Emergency Response

Coordinating Team members work with commu-
nity emergency responders during drills involv-
ing responses to mock incidents. “This ensures
smooth integration with community entities in
the event of an actual emergency,” says Stover. 

The exercises determine if the correct resources
are available and highlight areas that need
improvement. “A tornado devastated an
Oklahoma manufacturing site a few years ago,
but countless lives were saved because in the
week before the disaster the site had conducted a
live exercise on how to respond to severe weather
conditions such as a tornado,” says Stover.  ■

Reduce stress with 
a simple intervention
Clear your mind…the rest will follow

Amindfulness-based stress reduction interven-
tion, shortened so it could be done in the

workplace, was done on healthy employees for a
six-week period, with researchers measuring sali-
vary cortisol each week. They discovered that
this simple intervention significantly reduced
stress and aided sleep for workers.1

Maryanna D. Klatt, PhD,  the study’s lead
author and an assistant professor of clinical allied
medicine at Ohio State University in Columbus,
says she was not surprised with the positive out-

comes. “I know the difference that mindfulness
has made in my own life. But I was surprised by
the sleep outcomes,” she says. “If people are truly
getting to sleep faster, and are more awake dur-
ing the work day, then this was better than I
hoped for!”

Klatt says that she is convinced that most
working people could benefit from a way to
“restructure how they experience stress, and that
is exactly what mindfulness does. The ‘low-dose’
version enables real people to take advantage of
the benefits that mindfulness affords.”

Klatt adds that occupational health profession-
als can take advantage of this intervention them-
selves to reduce stress. She is currently planning
a study involving nurses who need some strate-
gies to help themselves stay healthy. “It is so
common for caregivers to put their own needs
last. This program helps people recognize the
importance of valuing your own health,” she
says. 

To teach this to employees, you would need 
to receive training in mindfulness-based stress
reduction. However, Klatt says that the cost of the
program itself is minimal, consisting of the cost of
paying a teacher for the brief weekly sessions. “It
is low cost for sure. The yield here is just wonder-
ful for the cost,” says Klatt. “To me, that is the
strength of the approach.”

Reference

1. Klatt MD, Buckworth J, Malarkey WB. Effects of low-
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working adults. Health Educ Behav 2009; 36 (3):601-614. ■

Competition is good when
it comes to incentives

At Carolinas HealthCare System, employees
can save $200, $400 or $600 annually by

meeting up to 10 wellness criteria, such as exer-
cising regularly, using seatbelts, or avoiding
tobacco products. The program is part of the
LiveWELL Carolinas initiative, and more than
25,000 eligible employees were entitled to regis-
ter. “We had a preliminary goal that 26% of our
population would register and take the online
health questionnaire. We actually had 41%,”
reports Mary Jane Rink, RN, AVP of the
Carolinas program. 
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A total of 1,171 employees signed up for
LiveWELL Warriors, a six-month, intensive
weight loss/lifestyle modification program that
only accepts employees with a body mass index
of 30 or greater. In a recent class of 302 workers,
105 completed the entire program and lost an
average of 21 pounds. The group also made other
healthy changes, with 54% eating fast food for
breakfast less often, and 28% drinking fewer
sweetened beverages.

Here are four reasons the organization got such
good results:

1. It’s easy for workers to participate. 
Previously, employees came to the central

office in the main facility. Now specialists adver-
tise the hours they’ll be at each location, for all
three shifts. “Our program has evolved from
being centrally located, expecting employees to
come to us, to a more strategic ‘deployment’ of
our wellness specialists out to over 15 locations,”
says Rink.

2. The programs are customized. 
“Standard” programs for weight loss, walking

clubs, lunch & learns, and wellness assessments
are provided at all sites. “But as the specialist
becomes more familiar with the unique culture of
every site, he or she customizes the offerings,”
says Rink. “Through a series of brainstorming
meetings, focus groups, and surveys, we have
been able to determine what employees want
versus what we say they need.”

It turned out that employees wanted help with
stress-related issues — specifically, a quiet place
to escape for a minute during the shift and mas-
sage therapy on the units. “We did pretests to
measure perceived stress levels, and plan to do
post-testing for follow up,” says Rink. 

3. “Champions” are used to promote the 
programs. 

Rink says that one of the best things you can
do when getting a program started is to identify
“leaders that employees admire. Enlist their help
in getting something small started.” Rink met
with every administrator at every location, and
his or her leadership team. “These folks identi-
fied employees whom they thought would like to
get involved,” she says. “We met with these iden-
tified employees, who spread the word to others
they know, in a grassroots fashion.” To reward
the champions, a LiveWELL calendar was pub-
lished with many of their stories and photos, and
they receive a free LiveWELL cookbook of recipes
from employees.

4. Friendly competition is encouraged.

Quarterly wellness challenges are held, with
prizes going to the winning teams, and winners
posted on the hospital’s web site. “We go to the
departments with a basket of healthy goodies,
and have a small celebration to grab some atten-
tion,” says Rink. “Ours is a competitive group.”

The “challenges” are usually tied to an event
the hospital system is sponsoring. For example,
the next event involves a benefit for the Levine
Children’s Hospital. The hospital has partnered
with a local running company to create training
plans for employees who have never run, or for
those who want to improve their times.

A large trophy goes to the vice president
whose division hosts the winning team, and the
department gets to keep it for the quarter. “We
have regular leadership meetings that are well
attended,” adds Rink. “We present the trophy,
Emmy awards style, to the VP. That really gets
the competition going!” ■

Health care tops in
injuries on the job
New push for safe patient handling law

Being a nurse’s aide or orderly is the most
injury-prone job in America. Those aides are

four times as likely to be injured on the job as the
average worker, and their rate of injury tops
freight haulers and handlers, and construction
laborers. It is more hazardous to lift patients than
it is to hoist crates or move furniture because
many hospitals and long-term care facilities still
do not have adequate lift equipment, safety
experts say.

The resulting musculoskeletal disorder (MSD)
injuries boost the injury tally for general medical
and surgical hospitals to the top. They reported
268,800 injuries in 2007, according to the U.S.
Bureau of Labor Statistics (BLS) — the highest
total of any industry group. While it would be
reassuring, at least, if injury rates were declining,
the evidence of that is slight. The overall down-
ward trend in work-related injuries is mostly due
to changes in record keeping, according to an
analysis of BLS data. 

“There’s an epidemic of health care worker
injury in the United States, even with the data
we’ve got — even if you don’t correct the incon-
sistencies in the BLS data,” says William
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Charney, DOH, a national occupational health
consultant based in Newfane, VT, and author of
The Handbook of Modern Hospital Safety — Second
Edition (CRC Press, 2009). “One-tenth of the
work force files a workers’ compensation claim
every year,” he reports.

To combat the greatest source of injuries in
health care, a coalition has formed to support the
federal Nurse and Health Care Worker Protection
Act of 2009, or HR 2381. It follows a stream of
state laws. In August, Illinois became the 10th
and most recent state to enact legislation related
to safe patient handling. The Illinois bill, which
becomes effective on Jan. 1, 2010, requires hospi-
tals and nursing homes to conduct risk assess-
ments and develop strategies to reduce patient
handling injuries. State-by-state efforts have built
momentum, but a national law is necessary to
create consistency and spur a U.S. Occupational
Safety and Health Administration standard, says
Marsha Medlin, RN, MPA, founder of the
Coalition for Health Care Worker and Patient
Safety (CHAPS), president of Safe Lifting
Solutions, a consulting firm based in
Mechanicsburg, PA, and director of medical
products for Ergolet, a patient handling equip-
ment manufacturer based in Minneapolis.

“Historically, I have been against legislating
things that should be common sense,” says
Medlin, who also is a former hospital CEO. “But
[progress] has been so slow. We can’t let another
health care worker suffer a disabling injury. It’s
up to us to protect them.”

Proponents of the new legislation are making
their case with data, scientific evidence, and per-
sonal stories. They assert that voluntary adoption
of safe patient handling has been too slow. In the
top 10 occupations with the most injuries and ill-
nesses that involve days away from work, nurses’
aides rank third and registered nurses rank 10th.
A 2006 Washington state study found that MSD
injuries were costing the state’s hospitals and
nursing homes $32.8 million a year, and that the
workers’ compensation claims rate was almost
four times higher than for general industry.1

When Medlin was vice president of clinical ser-
vices for a system of about 60 hospitals, she
examined the workers’ compensation data and
discovered that about half of the claims were
related to patient handling. She became a propo-
nent of safe patient handling programs, equip-
ment, and training. 

Medlin also spoke to injured nurses, which she
says was a “humbling experience. They’re angry,

they’re confused, they need help.” Medlin herself
developed a ruptured disc during a 25-year
career, which began as an ICU nurse.

A patient handling standard?

The Nurse and Health Care Worker Protection
Act would require the U.S. Occupational Safety
and Health Administration (OSHA) to create a
patient handling standard, much the way the
Needlestick Safety and Prevention Act triggered a
revision of the bloodborne pathogens standard.
Health care employers would be required to
maintain a safe patient handling and injury pre-
vention program, including risk assessment and
hazard identification, and “to purchase, use,
maintain, and have accessible an adequate num-
ber of safe lift mechanical devices.” The act also
provides for reporting of injuries, training of
health care workers, and an annual evaluation of
the program. “Some people have asked whether
this was an effort to raise the ergonomics stan-
dard again. This is not about ergonomics,” says
Anne Hudson, RN, a back-injured nurse from
Coos Bay, OR, who founded WING USA (Work
Injured Nurses’ Group), a strong advocate of the
legislation. “This is about removing disastrous
lifting from the backs of health care workers.” 

The American Hospital Association has
opposed the bill as being too restrictive. “Though
well intentioned, the measure contained unrea-
sonably strict guidelines that could jeopardize —
and even prevent — proper patient care,” the
AHA said in a position paper.

Health care employers often have the mis-
guided notion that patient safety is a higher pri-
ority than employee safety, says Lynda Enos, RN,
MS, COHN-S, CPE, nursing practice consultant/
ergonomist with the Oregon Nurses Association
in Tualatin. In fact, employee safety also enhances
patient safety, she says. The bill provides a frame-
work and an important mandate, she says. 

“It’s broad enough so it gives the employer some
choice as to how they tackle the problem,” she
says. Politically, it has been overshadowed by
health care reform, but proponents point to the
coalition as a sign of coordinated support. “No one
has listened to us until recently. That’s what’s
changed for us,” says Genevieve Gipson, RN,
Med, RNC, director of the National Network of
Career Nursing Assistants in Norton, OH.
“Nursing assistants have been talking about this
for years.”

With no ergonomics or patient handling stan-
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dard, OSHA enforcement to reduce the hazards
has been minimal. In April 2002, then-U.S.
Secretary of Labor Elaine Chao announced a
“four-pronged” approach to ergonomic hazards
that would include enforcement under the “gen-
eral duty” clause in the Occupational Safety and
Health Act that requires employers to keep their
workplaces free of “recognized hazards that are
causing or are likely to cause death or serious
physical harm.” Only 13 citations had been
issued to nursing homes or personal care facilities
through September 2009 although in 2007 alone,
24,340 suffered MSD injuries that required days
away from work. Because the injury rates in nurs-
ing homes would have triggered a “dispropor-
tionately” high number of inspections under the
annual Site Specific Targeting program for high-
injury workplaces, OSHA has limited those com-
prehensive inspections. The cutoff rate of “days
away from work, restricted work activity, or job
transfer” that triggers the inspection will be 17,
compared to eight for manufacturing sites and 15
for nonmanufacturing sites. Three hundred nurs-
ing homes will be inspected under the program, a
significant reduction from 392 such inspections
conducted in 2008. 

Meanwhile, NIOSH is trying to focus attention
on the hazards of the Health Care and Social
Assistance sector through its National
Occupational Research Agenda (NORA).
“Everybody thinks health care is a safe environ-
ment because you’re taking care of people, but
health care [workers] face many of the hazards
that people face in industrial settings,” com-
mented Teri Palermo, RN, public health adviser
and coordinator for the Health Care and Social
Assistance sector at NIOSH in Morgantown, WV. 

Specifically, NIOSH is promoting safe patient
handling as a part of the curriculum in nursing
schools and seeks to link health care worker
safety to better outcomes for patients. For exam-
ple, safe patient handling may mean fewer skin
tears and less risk of dropping patients, says
Palermo. In the NORA, NIOSH set a goal of
decreasing strains and sprains that lead to days
away from work by 25% by 2016. NIOSH also

hopes to promote a greater safety culture in
health care. “A particularly important need is to
overcome the misconception that it is appropri-
ate, acceptable, or necessary to risk [health care
and social assistance] worker safety and health
while treating patients. On the contrary, improv-
ing HCSA worker safety and health leads to
improved patient safety,” NIOSH stated.  ■
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CE objectives

After reading this issue, continuing education
participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how the clinical, legal, legislative,
regulatory, financial, and social issues relevant
to case management affect case managers and
clients.

3. Describe practical ways to solve problems
that case managers encounter in their daily
case management activities. ■

21. Alere’s care management program has resulted
in a 22% decrease in hospital admissions.
A. True
B. False

22. The average patient stays in Bayada Nurse’s
telemonitoring program for how long?
A. 30 days
B. 50 days
C. 60 days
D. 90 days

23. Linda I. Hanson says, according to the National
Committee for Quality Assurance, how many
primary care patients being treated for depres-
sion stop taking their medications within three
months of diagnosis?
A. between 20-30%
B. between 40-50%
C. between 50-60%
D. between 70-80%

24. Which is recommended for relationships with
local emergency services providers?
A. Give local providers the opportunity to evalu-
ate worksites. 
B. Arrange on-site visits only for particularly
challenging worksites.
C. Work only with internal employees for table-
top exercises.
D. Avoid using scenarios involving severe
weather conditions for mock incident response
drills.

Answers: 21. B; 22. C; 23. B; 24. A. 
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CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester's activity with this issue, you must com-
plete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a
credit letter. ■
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