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EXECUTIVE SUMMARY

Developing relationships with care providers across the care continuum is an 

effective way to improve case management, according to CM experts .

• One health system focused on improving trust and the relationship between 

the hospital and a long-term acute care facility in order to improve both 

organizations’ outcomes .

• They targeted the issue of long lengths of stay in the hospital .

• Patients expressed greater comfort with care transition after the change .

Relationship-building, partnerships 
can expand CM team’s reach
System improved LOS

These days, case managers are 
finding many innovative ways 
to improve patient care across 

the care continuum, but what about 
using an old-fashioned strategy such as 
developing relationships with other care 
providers?

Collaborations and improved 
communication between hospitals 
and other providers can bridge a gap 
in the care continuum, says Nancy 
Trumbo, MN, RN, NE-BC, regional 
director for inpatient care management 
at Providence Health & Services in 
Portland, OR. Trumbo also is the 

former director of care management 
at the Oregon Health & Science 
University (OHSU) Hospital in 
Portland.

“The acute care management model 
for most hospitals is that once the 
patient left the hospital to go into the 
community, we don’t have the resources 
to follow the patient,” Trumbo 
explains.

The solution might be for the 
hospital to create a partnership with 
community providers that will result 
in improved communication and 
handoffs, she adds.
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OHSU doubled its patient 
discharges to the long-term acute 
care (LTAC) facility between 2014 
and 2015, from 66 to 136 a year, 
and those patients had an average 
length of stay (LOS) at the LTAC 
of 24 days, says Anne Hoang, 
BSN, RN, ACM, post-acute care 
coordinator in care management at 
OHSU.

“One of the main issues we work 
on involves long lengths of stay,” 
Hoang says. “Some of the most 
complex patients in the region end 
up needing a long-term acute care 
center.”

The one LTAC available to 
patients in the region was being 
underutilized due to trust issues. 
Hospital physicians were not 
transitioning patients to the LTAC 
as often as needed because they 
lacked confidence in the LTAC, 
Hoang explains.

“It became obvious that we 
needed to bring quality care to 
patients and help patients move 
along the continuum of care,” 
Hoang says.

Patients sometimes stayed in 
the hospital for 30 days when they 
could have been transitioned to the 
LTAC: “Frankly, there were patients 
clogging up acute care specialty 
beds, which are a very important 
resource for the citizens of Oregon,” 
Trumbo says.

The change has resolved that 
problem.

“We’ve estimated that we’ve 
saved OHSU over 3,000 hospital 
bed days,” Hoang adds. “Our 
observed over-expected LOS index, 
comparing OHSU with other 
hospitals in the university hospital 
consortium on how long you think 
a patient will stay at your hospital 
before they discharge to a specific 
location, went from 1.5 to 0.99.”

This means the hospital’s LOS 

now is comparable to peer hospitals’ 
LOS, she adds.

The change also has resulted in 
patients reporting greater comfort 
with the care transition. Before the 
care coordination change, about 
40% of patients reported that 
they did not feel prepared for the 
transition to the LTAC; after the 
change, only 10% said they were 
not prepared, Hoang says.

Both sides of the patient handoff 
benefit from such collaboration, 
Hoang notes.

The LTAC has increased patient 
census, and OHSU now has more 
beds available for patients who 
arrive from communities across the 
state, she adds.

“I thought that if we could fix 
the relationship between physicians 
and the LTAC and fix their concerns 
about quality of care, then we could 
move patients more quickly to the 
right level of care,” Trumbo says.

It took five years to build trust, 
and the end result was the creation 
of Hoang’s role in improving 
communication and quality between 
the hospital and LTAC, she adds.

Hoang communicates with 
hospital doctors, case managers, and 
the LTAC’s staff to ensure everyone 
knows what is happening with 
patients as they are transitioned.

“Anne reports to them in weekly 
personal emails,” Trumbo says.

The emails outlined specific 
examples of patients’ improvement. 
“That sort of compact, consistent 
communication back to physicians 
increased their trust and 
confidence in the care provided at 
the LTAC,” Trumbo says.

Relationship-building between 
case managers and other providers 
can reap huge benefits in making 
the case manager’s job more 
efficient and improving care 
transitions, says Donna Wright, 
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BSN, MS, RN, consultant with 
Creative Health Care Management 
of Minneapolis, and author of 
the Competency Assessment Field 
Guide, published in 2015, and 
The Ultimate Guide to Competency 
Assessment and Relationship-based 
Care.

For instance, case managers 
should take time to get to know 
the doctors and other people they 
collaborate with on patient care, 
Wright says.

Trust building takes time, but 
can be accomplished with simple 
habits such as thanking people 
when they provide information 
that helps with patient care, she 
suggests. (See story on building trust 
in case management, page 28.)

“After you’ve gotten some 
information and there is a positive 
outcome in the case, then call 
the person or go back to the 
group that gave you that key 
information and say, ‘Thanks so 
much for highlighting how the 
patient had struggled in the past 
with addictions,’” Wright says. 
“This ‘thank-you’ will triple the 
chance that the person will do this 
again next time because people are 
hungry to know they are connected 
to the outcome.”

When trust problems are 
systemic, bigger solutions might be 
necessary.

For instance, OHSU created 
Hoang’s role of post-acute care 
coordinator as a pilot project in 
November 2014, and, after it 
proved successful, the hospital 
system made it a permanent 
position, Hoang says.

“We developed my job as a 
way to complement both OHSU 
case managers and the LTAC case 
manager,” she says. “I don’t get 
involved in discharge planning, 
but I communicate with attending 

physicians and explain to them 
that I’ll go over to the LTAC every 
week, see patients, and send them 
weekly emails about how they’re 
doing.”

Hoang also helps the LTAC 
identify which appointments 
the patient needs to make 
with providers. “Assisting with 
coordination of care can be difficult 
for an outside institution,” she says.

“I track patients as they 
go through the system, make 
appointments, and are readmitted,” 

Hoang says. “I look at patient 
records and what physicians are 
saying and reach out to them about 
their decision-making process and 
also talk with them about what is 
possible.”

Having a post-acute care 
coordinator also has helped facilitate 
better direct communication between 
OHSU physicians and LTAC 
physicians, Hoang says.

“Education on the front end has 
helped the doctors be more willing 

to respond to the LTAC,” she says.
The change has helped OHSU 

improve its own patient care 
and handoffs, Trumbo notes. 
“Anne makes sure the short- and 
long-term plan of care from the 
physician at the hospital was clearly 
written so the receiving physician 
knew what the goals of care were.”

Hoang meets with physicians 
one on one, attends department 
meetings at OHSU, and rounds 
with the LTAC each week, Trumbo 
says.

“No matter what we’re doing, it’s 
all about the relationship,” Trumbo 
says. “Having a level of trust and 
continuity and relationship helps 
you get to the important things 
quicker.”

To Hoang’s surprise, physicians 
liked her emails enough for some 
to send her thank-you responses, 
including the following:

• “I appreciated the weekly 
updates by email and the ability to 
have someone to talk to if I needed 
to. I appreciated the opportunity 
to see my patient back as well. This 
is all very important and represents 
significant changes from the old 
[LTAC].”

• “Exceptional care and 
willingness to communicate 
regarding patient care issues 
between our team and the [LTAC] 
team.”

The program’s success in large 
part is due to Hoang’s skills at 
building trust, Trumbo says.

“I can’t stress enough that the 
post-acute care coordinator in 
this role has to be really expert at 
developing and maintaining healthy 
professional relationships,” Trumbo 
says. “They have to be warm, 
approachable, and have a nice 
level of confidence when engaging 
physicians in conversations about 
patients.”  n

“I THOUGHT 
THAT IF WE 

COULD FIX THE 
RELATIONSHIP 

BETWEEN 
PHYSICIANS AND 
THE LTAC AND FIX 
THEIR CONCERNS 
ABOUT QUALITY 
OF CARE, THEN 

WE COULD MOVE 
PATIENTS MORE 
QUICKLY TO THE 
RIGHT LEVEL OF 

CARE.”
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EXECUTIVE SUMMARY

Case managers can add to their skill set of communication and care 

coordination by focusing on relationship-building .

• First step is to care for oneself by walking regularly or standing to avoid the 

stress of long hours of sitting at a desk .

• The second step is to improve the relationship with other healthcare 

providers through meeting people face to face, complimenting people when 

they’ve provided help or information, and attending meetings .

• When steps one and two are taken care of, case managers’ relationships with 

patients also will improve .

Improving case managers’ relationship skills can 
make the job easier
Put ‘care’ back into care manager

C ase managers (CMs) are experts 
at communication and care 

coordination. Their organizational 
skills might be off the charts. But 
even with all of these assets, they 
could be performing below their 
potential if they are not improving 
one skill area: relationship-building.

“Relationship-based care is a 
model for transforming practice,” 
says Donna Wright, BSN, MS, RN, 
consultant with Creative Health Care 
Management in Minneapolis.

Relationships include the ones 
case managers have with themselves, 
with their colleagues, and with their 
patients, Wright says.

“You need all three relationships,” 
she says. “We’ve seen organizations 
that only are there for patient-
centered care, but healthcare 
professionals cannot be terrible to 
each other and then still care for the 
patient; it doesn’t work.”

Likewise, case managers need to 
care for themselves in order to realize 
their full capacity on the job.

For example, case managers can 
become deskbound, which studies 
are beginning to show is poor for 

one’s health. Researchers have found 
that people have a decreased ability 
to concentrate if they are sitting or 
standing in one position for more 
than an hour, Wright says.

“Sitting as a case manager for 
hours at a time can cause you to be 
unhealthy, and you are less able to 
concentrate as the day goes on,” she 
says. “You need to get up and move 
around, and then your brain starts to 
function better.”

Wright has experienced the 
benefits of better self-care personally: 
“I’ve gotten into those traps of sitting 
and writing for six hours a day and 
getting tired and fatigued,” she 
explains. “Then I started walking 10 
minutes twice daily and that changes 
things.”

Another step in improving 
relationships is to get to know your 
team, Wright suggests.

“You need to know the teams 
you’re working with,” she says. “So 
if you’re a cardiac case manager, 
then you better be hanging out with 
cardiac people.”

Trust begins to be built and 
productivity improves when people 

get to know their colleagues well, she 
adds.

Wright offers this anecdote 
as an example of the benefits of 
relationship building: “I remember 
going to a nursing home when I was 
the manager of patient care,” Wright 
says.

She called a nurse at the nursing 
home, and before she could relay her 
compliment, the nurse said, “What 
did I do wrong?”

Wright told her that nothing was 
wrong, but that her nursing note was 
perfect. “Your note saved me many 
hours of work,” she says.

The nurse had written in the 
note that the patient had a mental 
disability that wasn’t obvious. Since 
the person was coming in for a 
surgical procedure, the information 
about the patient’s mental status 
enabled Wright and the team to 
suggest changes to the surgical 
area to accommodate the patient’s 
limitations.

“Most people wouldn’t put it in 
the transfer note as beautifully as she 
did,” Wright says.

“The case manager has to be the 
center of everyone’s world and lift up 
the threads,” she notes. “When you 
have someone help you do that, you 
can get so much more efficient.”

Case managers can get bogged 
down in data: “We get tons of data, 
but we don’t always get the story, and 
the case manager has to get the story 
as fast as possible,” Wright says.

Another time, Wright walked 
down to the hospital’s lab and 
thanked the people working there 
for turning around a test within four 
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hours of blood draw. The speedy 
work made it possible to identify the 
patient’s condition and get treatment 
started.

“After I thanked them, the lab 
would call me all the time to say, 
‘Just wanted to make sure you got 
that lab report,’” she recalls.

Behind every instance when a case 
manager works with other healthcare 
professionals, there is a patient who 
needs everyone to collaborate as 
efficiently as possible, Wright says.

Sometimes it seems that the 
system has removed the “care” out of 
care managers, so it’s up to each case 

manager to put it back in, starting 
with caring for themselves, she adds.

“We’ve got to care not only for 
the patient, but for everyone who 
is taking care of them and helping 
as part of a team,” Wright says. 
“Then I feel good about being a care 
manager.”  n

EXECUTIVE SUMMARY

In efforts to develop a robust primary care network, a large healthcare 

organization has embedded case managers in primary care practices .

• The care coordination program uses a complex care team model that 

includes a licensed clinical social worker, a pharmacist, RN case manager, and 

a non-licensed professional .

• Each day, the team looks at a risk assessment report to identify patients in 

need of the team’s services .

• Outcomes have included reduced readmission rates and improved cost 

savings .

Health system’s case manager-led team improves 
care coordination
Readmission rate one-third of Medicare’s

A s the healthcare industry 
transitions from the pay-

for-service model to a model of 
population health management, 
it’s challenging to find the right 
balance in care coordination. In the 
absence of capitated care payment 
arrangements, the health system has 
to cover the cost of teams that work 
to keep at-risk populations healthier.

“The need for expansion of 
primary care and increased healthcare 
access across the country is a hot 
topic these days,” says Tory Starr, 
MSN, PHN, vice president for 
care management at Sutter Health 
Valley Area in Sacramento, CA. The 
organization is an integrated health 
system with acute care hospitals, 
ambulatory service centers, and 

outpatient services.
“A lot of the fundamental elements 

of the Affordable Care Act [ACA] 
are predicated on a robust primary 
care network,” he adds. “What we 
recognized and have been trying to do 
is manage populations and manage 
risk under contractual requirements 
that really need a team-based 
approach.”

The ACA is shifting the healthcare 
industry to align its payment 
structures to promote value instead 
of volume to promote better care 
coordination and focus on health 
rather than illness, Starr explains.

“And Sutter is trying to do that,” 
he adds. “We’re making significant 
movement toward managing 
populations to promote health and 

integrate our delivery system.”
For example, the health system 

implemented a care coordination 
program with a complex care 
team (CCT) model that consists 
of a licensed clinical social worker 
(LCSW); pharmacist; a non-
licensed healthcare coordinator who 
implements the care plan; and an 
RN case manager who coordinates 
the team. The CCT handles at-risk 
patients identified through various 
means, including a risk stratification 
tool, care transitions, and physician 
referral.

“The key to managing costs is 
focusing on care coordination and 
quality, and the costs come along,” 
Starr says. “If you do the right thing 
at the right time and right place, then 
you get quality outcomes, and you 
save money.”

This approach appears to be 
working: The readmission rate is less 
than 6% for people enrolled in the 
Sutter Care Coordination Program. 
This compares with the Medicare 
average rate of 18%, Starr says.

“We have significant cost savings 
for our managed care population, and 
we have about a 30% cost savings per 
year on patients in our program,” he 
adds.
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Help wanted: CBO to screen patients for benefits
Crisis assistance needed

The program’s limitation is that 
resources are limited.

“Right now, we’re at maybe 
1-2% of the population, and that’s 
because of a capacity issue,” Starr says. 
“Resourcing these teams, paying for 
them in a non-capitated or HMO 
environment is challenging.”

“We are doing great work and 
we’re learning as we expand and take 
on different populations and work 
with different physician practices,” 
Starr adds. “Our challenge is to learn 
how to do it smarter, better, and 
cheaper, and that’s where the team 
comes in.”

The organization’s expansion of 
the care team model occurred due 
to the need for a more efficient and 
effective way of caring for its patient 
population, but the change has been a 
challenge, Starr says.

The following is how the program 
works:

• Risk assessment. “Every day, 
we have a report that comes to each 
of our care centers,” Starr says. “It 
shows admissions, discharges, and 
emergency department visits for all 
patients within that practice, and our 
complex care team reviews that list.”

The team looks for whether people 
have been connected with skilled 
nursing, home health, or hospice 
services and whether their transitions 
are being managed. The team also 
looks for information about patients 
who were transitioned from acute care 
to their home.

Using a risk stratification tool, 
they identify high-risk patients and 
refer them to the CCT, Starr says.

“We look at everybody and 
make sure that if they have a Sutter 
physician, their care is managed,” he 
adds. “We also reach out to patients 
in the acute care setting and pull 
them back into the primary care 
setting.”

• CCT embedded in primary 
care practices. The case management 
team is embedded within the 
primary care practice. They contact 
patients mostly by telephone, but 
also meet with patients in person 
when they come in to the practice for 
appointments, Starr says.

“We have our pharmacists doing 
medication reconciliation for high-
risk patients that have a transition 
of care,” he says. “We’ve found that 
a pharmacist is much more effective 

than a physician at doing medication 
reconciliation.”

Case managers check to make 
sure the patient has everything he or 
she needs, including making sure the 
patient’s medications are reconciled, 
follow-up care has been provided, 
and that the patient is aware of his or 
her disease process and symptom red 
flags, he adds.

• Track outcomes. “We have 
significantly decreased readmission 
rates, producing well-documented 
cost savings,” Starr says. “It’s not 
surprising that if people’s care is 
coordinated, they do better and we 
save money.”

“We also track advance care 
planning, patient-centered goals, 
where patients participate in their 
care plan because we are actively 
trying to get patients to be engaged 
with us in their care,” he adds. “We 
can’t do everything for every patient, 
so we need to help facilitate patients 
and their families and caregivers to 
build up their competencies.”

Until last year, the CCT worked 
primarily with Medicare and senior 
populations where needs were the 
greatest, Starr says.  n

Smart thinking and reaching 
out to a community-based 

organization (CBO) partner can 
result in a solution that benefits 
patients and everyone else involved, 
as well.

Here’s an example: The case 
management vice president at 
Carolinas HealthCare System in 
Charlotte, NC, read an article about 
how many people who are eligible 
for food assistance and other benefits 
are unaware that they can apply, 

says Kathryn Harrell, MSW, ACM, 
social work case manager at Carolinas 
Medical Center.

“So the vice president approached 
us, saying, ‘What can we do about 
this? If people are eligible for benefits, 
but are not connected, how can we 
get them connected?’” Harrell recalls.

The case managers knew of a state 
eligibility tool that could be used to 
screen people for benefits. They spoke 
with health professionals in various 
departments and found that people 

were receptive to the idea but would 
say they had neither the time nor 
expertise to screen patients using the 
tool, she explains.

“So we reached out to a 
community partner, Crisis Assistance, 
and said, ‘Hey, how would you 
like to help us explore something 
beneficial?’” Harrell says. “It’s taken 
us a while to figure out the kinks, 
but they now help us screen for one 
benefit: nutrition services.”

The initiative starts with case 
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EXECUTIVE SUMMARY

When a hospital identifies that a number of patients have need for food 

assistance that has not been met, a quick fix is to partner with a community-

based organization (CBO) to meet that need .

• First, case managers can assess patients for food assistance need .

• Then the CBO professional can use a state eligibility tool to see if the patient 

qualifies for food assistance .

• The CBO professional also can provide assistance for other needs the 

patient might have, including rental assistance, job help, utilities, and 

budgeting .

managers assessing patients, realizing 
they have limited income and are not 
receiving food stamps or who say they 
do not have enough food at home. “I 
make sure case managers are asking 
the right questions to identify food 
insecurity,” Harrell says.

Part of the case manager’s job is 
to make patients comfortable with 
the idea of asking for help. “A lot 
of times, if you say, ‘Hey, are you 
receiving food stamps?’ they’ll say, 
‘No, I don’t want to depend on that,’” 
Harrell says.

“Case managers will answer, 
‘Sometimes it’s just temporary. If 
you’re eligible, it can help you get 
through your medical crisis. If you’re 
eligible, you should get it,’” she 
adds. “We beat down some of the 
stereotypes.”

The case manager then refers these 
patients to Crisis Assistance for an 
eligibility assessment.

The tool, which is called Benefit 
Bank, can be used for a variety of 
benefits. Crisis Assistance had been 
using the tool with the organization’s 
clientele and agreed to come into the 
hospital three days a week to meet 
with patients at bedside to screen 
them as well, she says.

The Crisis Assistance representative 
went through hospital protocols 

and training. She also helps patients 
with other social needs, including 
help with budgeting, utilities, rent 
assistance, and job searching.

“She has worked at Crisis 
Assistance for a long time and is a 
wealth of knowledge,” Harrell says. 
“She has a certain skill set and knows 
community resources better than 
a case manager does because we’re 
focused on hospital resources.”

“The crisis assistance person also 
follows up with patients if they’re 
discharged, and she meets with 
them in the community,” Harrell 
adds. “She is available to them by 
telephone.”

Hospital case managers send her 
referrals for assessments.

Since initiating the collaboration, 
the hospital has had hundreds of 

referrals for food assistance, she adds.
“There are lots of people 

receiving food stamps, and we track 
them when they come back to the 
hospital to see how many referrals 
are submitted to Crisis Assistance 
and how many applications were 
submitted to the state department 
of social services,” Harrell says. “We 
see how many were approved and 
how many were readmitted to the 
hospital.”

While the initiative’s data is too 
limited to conclude that the referrals 
reduced hospital readmissions, it is 
possible to say that the people who 
received food stamps did not return 
to the hospital within 30 days, 
Harrell says.

“So we like to think we had some 
impact on them,” she says.  n

Health system screens all patients for suicide risk
Use of tool does not require mental health background

In what appears to be a first for a 
health system, Parkland Health & 

Hospital System in Dallas recently 
implemented suicide screenings for all 
patients.

The program is the first of its type 
in the nation, according to Kimberly 
Roaten, PhD, director of quality for 
safety, education, and implementation 

in the department of psychiatry at 
Parkland and associate professor of 
psychiatry at The University of Texas 
Southwestern Medical Center, also in 
Dallas. A clinical psychologist working 
with Parkland patients, Roaten is one 
of the leaders who developed the new 
program.

“The Joint Commission requires 

healthcare providers screen all patients 
with psychological problems for 
suicide risk,” Roaten notes. “But 
we believe it’s important to screen 
everyone because some of this risk 
may go undetected in a patient 
who presents for treatment of non-
psychiatric symptoms. We decided 
to move beyond what is required by 
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The Joint Commission and screen all 
patients who enter our system for care 
based on the evidence that patients 
who die by suicide often present for 
treatment to EDs or primary care in 
the months leading up to their deaths. 
The timing was right in the fall of 
2014 to reconsider the screening.”

In 2014, Parkland dedicated 
the resources needed to make this 
possible, which included hiring 12 
psychiatric social workers, selecting 
a standardized and validated suicide 
screening instrument, building an 
algorithm in the electronic health 
record that triggers the appropriate 
clinical intervention depending on 
the patient’s answers to a few simple 
questions, and training all nursing 
staff to implement the program.

Parkland implemented suicide 
risk screening with all emergency 
department patients and hospital 
inpatients in February 2015, says 
Celeste Johnson, DNP, APRN, 
PMH CNS, director of nursing in 
psychiatric services at Parkland.

“In late May, we transitioned from 
the previous screening program to the 
standardized suicide risk screening 
at all Parkland community-oriented 
primary care health centers and also 
at the correctional health division for 
all inmates at the Dallas County Jail,” 
Johnson says. “Our goal is to screen 
every patient using proven screening 
tools that can help us save lives.”

Parkland has screened more than 
100,000 patient encounters at the 
hospital and emergency department, 
and more than 50,000 patient visits 
in outpatient settings. Parkland uses 
the Columbia Suicide Severity Rating 
Scale (C-SSRS), a validated screening 
tool, with adults 18 and over and 
the ASQ (Ask Suicide Screening 
Questionnaire) with 12- to 17-year-
olds.

The Parkland algorithm sorts 
patients into three suicide risk 

categories based on their answers 
to the screening questions: no risk 
identified, moderate risk identified, 
and high risk identified. Those at 
high risk are immediately placed 
under one-to-one supervision, 
suicide precautions are implemented, 
and an evaluation by a behavioral 
health clinician is initiated. Patients 
at moderate risk are automatically 
referred to a psychiatric social worker 
and usually are seen during the same 
visit. If a patient chooses not to speak 
with a psychiatric social worker during 
the visit, they will receive a follow-
up phone call to provide additional 
support and resources.

For instance, a patient may come 
in with a sprained ankle or sore throat, 
but if his or her suicide risk screening 
shows moderate risk, Parkland’s 
clinical algorithm immediately 
alerts a member of the behavioral 
health team to come and speak with 
the patient. Before discharge, both 
moderate- and high-risk patients also 
are given information about suicide 
warning signs, suicide crisis center 
hotline numbers, and Dallas County 
community mental health resources.

So far, the suicide risk screening 
in the emergency department and 
inpatient units at Parkland has found 
1.8% of patients to be at high risk and 
approximately 4% at moderate risk 
for suicide.

“To our knowledge we are the 
first big hospital system in the U.S. 
to implement a universal screening 
program for suicide risk and the data 
we are gathering will be significant 
for other organizations in the future,” 
Roaten says.

Implementing such a plan required 
far more than simply writing a new 
policy, Roaten notes. Parkland leaders 
considered screening completion time, 
who would complete the screening, 
when the screen would be completed, 
behavioral health provider response 

to patients who were identified to be 
potentially at risk, whether the health 
system had enough resources, and 
the effect on ED throughput. The 
Parkland team did not want the plan 
to slow the flow of patients through 
the ED.

Roaten and her colleagues 
determined that there several positive 
aspects of the plan. The screening 
instruments are easy to use, in the 
public domain, reliable and valid, 
and educational modules and video 
are available online for standardized 
training. Using the tool does not 
require a mental health background.

“And it’s the right thing to do for 
patients,” she says.

The Parkland team identified 
no real downsides to screening all 
patients, as long as the appropriate 
resources were in place prior to 
initiation of a screening program.

“The current evidence suggests that 
there is no iatrogenic harm associated 
with screening for suicide risk. We are 
not making our patients feel worse 
by asking about suicide,” Roaten 
says. “The opposite is true: Patients 
experience providers as empathic and 
appreciate their concern.”

The planning phase required 
a significant time commitment 
from multiple stakeholders prior to 
implementation, Johnson notes. The 
most time-consuming phase of the 
process was developing a specialized 
clinical response algorithm and 
building the screening tool in the 
EHR. It was important that the 
screening items be implemented in a 
way that was simple, user-friendly, and 
efficient, Johnson says.

Additionally, the clinical response 
algorithm unfolds in the EHR on 
the back-in, significantly improving 
patient care without complicating 
the user/provider experience, she 
explains. The planning phase also 
involved rolling out the education 
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The sick treating the sick: HCWs pressured to 
work ill
Clarify sick policies to fight entrenched presenteeism

Employee health professionals 
must work with clinical 

colleagues to develop clear, supportive 
policies that clarify when ill healthcare 
workers should take a sick day rather 
than expose vulnerable patients and 
co-workers, researchers recommend.

Recent studies suggest that 
working while ill is surprisingly 
common, as healthcare workers with 
symptoms such as high fever, diarrhea, 
and even confirmed flu infection 
report for duty.

“There is no national data — no 
system that reports this to the CDC, 
but this clearly occurs everywhere,” 
says Jeffrey R. Starke, MD, infection 
control officer at Texas Children’s 
Hospital in Houston.

For the most part, ill healthcare 
workers know they could be putting 
their patients and co-workers at risk 
of infection. Ironically, concerns for 
co-workers and patients are often 
cited as the prime reasons to work 
sick, with the perception being that 
patient care will suffer and colleagues 
will be overly burdened by the absence 
of the ill. A recently published survey 

captured this paradox, with 95% 
of physicians and nurses conceding 
that working sick puts patients at 
risk — yet 83% admitted doing so at 
least once in the prior year.1 Indeed, 
9.3% reported working ill at least five 
times in the previous year. The study, 
conducted at Children’s Hospital of 
Philadelphia (CHOP), found that 
57% were uncertain what constitutes 
“too sick to work.”

Starke and co-author Mary Anne 
Jackson, MD, infectious disease 
director at Children’s Mercy Hospital 
in Kansas City, MO, emphasized 
in an editorial accompanying 
the study that it is essential for 
occupational health and infection 
control departments to identify what 
constitutes being too sick to work at 
their facilities.2

“There are not well-defined 
protocols that [state] when healthcare 
workers must stay home while ill,” 
Jackson says. “Many hospitals identify 
febrile respiratory illness as one 
criterion but allow for return to work 
when fever abates. The absence of 
fever does not [necessarily] equate to 

absence of risk for viral transmission. 
In the editorial, we suggested other 
potential symptoms or signs — 
jaundice, bloody diarrhea. Clearly, 
more research is needed to help 
define such criteria and evaluate how 
effective these criteria would be.”

As work cultures and peer 
pressure push sick workers to the 
bedside, the worst-case scenario is 
completely predictable: Frail patients 
will be infected by their caregivers. 
“The medical literature includes 
numerous reports of outbreaks for 
which symptomatic [healthcare 
workers] have been found to be the 
ultimate source of disease within 
healthcare facilities. Such infections 
include influenza, whooping cough, 
norovirus, and the drug-resistant 
superbug MRSA,” the CHOP authors 
concluded.

Starke has seen such cases 
firsthand.

“I have done infection control at 
Texas Children’s for 20 years and we 
have clearly had incidences where 
we had a transmission of viruses to 
children from ill healthcare workers,” 

to all clinicians. The planning and 
implementation team consisted of 
dedicated physicians, psychologists, 
nursing staff, IT support, clinical 
educators, social workers, nursing 
leaders, and hospital administration 
who supported this initiative.

Data from the initial phases are 
now being used to estimate the needs 
in the final phase of implementation. 
Parkland expects there will be 
additional cost associated with the 
final phase as clinicians are hired to 

respond to at-risk patients.
“The primary benefit is that 

we have identified patients who 
are potentially at risk that might 
have been missed without universal 
screening,” Johnson says.

Parkland officials considered 
the possibility that a formal policy 
of screening everyone creates more 
obligation to detect suicidal patients, 
raising the possibility that if someone 
does commit suicide, the policy 
could make it easy for a plaintiff’s 

attorney to say that Parkland should 
have detected the risk. That risk does 
not outweigh the positive reasons for 
screening patients, says Paul Leslie, 
JD, executive vice president and 
general counsel for Parkland.

“While we cannot comment on 
what the plaintiffs’ bar may or may 
not argue, we believe that use of 
the new process will enhance the 
opportunities for identifying patients 
potentially at risk and will lead to 
better outcomes,” he says.  n
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he says. “There’s no question about it. 
It’s not a question of if it happens — 
it does. The bigger question is, how 
often does it happen?”

It can be hard to quantify the 
overall protective effect of healthcare 
immunization to patients and 
coworkers, particularly as the 
seasonal flu vaccine varies in efficacy 
depending on the match with 
circulating strains. However, there 
is clear evidence of the devastating 
consequences of hospital-acquired 
influenza in high-risk populations. 
In a NICU outbreak, six babies were 
infected and one died. Some among 
the poorly immunized group of 
caregivers admitted working while ill, 
with only 14% reporting they stayed 
home with an influenza-like illness.3 
In an outbreak in a bone marrow 
transplant unit, six patients developed 
pneumonia and two died.4 Five staff 
members developed influenza-like 
illness during the outbreak, and 
overall there were seven cases of 
occupationally acquired influenza in 
a staff with paltry immunization rates.

Given such outbreaks, it was 
concerning to see how more than 
one-third of physicians recently 
surveyed said they would work 
with test-confirmed influenza. 
The unpublished study, presented 
recently in San Diego at the 2015 
IDWeek conference, found that 36% 
of responding physicians said they 
would work even if they had lab-
confirmed influenza.5 The findings 
were skewed by level of training, with 
51% of fellows saying they would 
work with confirmed flu as opposed 
to only 16% of attending physicians. 
Overall, the 474 physicians 
responding to a survey included 88 
medical students, 193 residents, 40 
fellows, and 153 attending doctors. 
Surgeons and emergency room 
physicians were the most likely to 
show up regardless of condition.

While the interdepartmental 
findings may vary by institution, the 
overall finding of physicians willing to 
work while sick is probably similar in 
other facilities, says Shruti K. Gohil, 
MD, one of the authors of the study 
and associate medical director of 
Epidemiology & Infection Prevention 
at the University of California, Irvine 
School of Medicine. “We got a pretty 
good slice of the pie with a 61% 
response rate,” she says. “Intuitively, 
[the results] were not surprising to 
me.”

The findings make a strong case 
for mandating flu vaccination for 
healthcare workers, a position that 
the American Academy of Pediatrics 
vigorously endorsed in a recently 
issued position paper. The IDWeek 
study led to a policy at UC Irvine 
that calls for physicians and other 
healthcare workers to stay home 
if they have any of the following 
symptoms:

• fever greater than 101,
• active diarrhea/vomiting, and
• confirmed contagious illness (e.g. 

flu).
In addition to having a clear 

definition of what constitutes too 
ill to work, 70% of the physicians 
in the UC Irvine survey said the 
following factors would improve their 
willingness to stay home if ill:

• department chair/chief sets 
protocol for what to do if ill,

• seeing colleagues sent home if 
working ill, and

• a lack of negative repercussions 
when physicians stay home if ill.

In the absence of such 
symptomatic definitions and 
supportive policies, employee health 
professionals should be aware that 
healthcare workers might be caring 
for patients alongside co-workers 
despite having fever, diarrhea, 
vomiting, or flulike illness. Nurses 
will certainly work sick, but the 

culture among physicians appears to 
be more engrained.

“The logistical problems of finding 
coverage are often problematic for 
physicians,” Jackson says. “There’s 
also a culture among residents and 
physicians that suggest that those 
who do not show up because of 
illness are not pulling their weight. 
Many often have a personal mindset 
that they are indispensable. While 
most understand the potential risk 
of working while ill, the full extent 
of the risk to [patients] with various 
conditions is not explicitly defined.”

“[The physician work] culture is 
not gender-based — it’s just as strong 
in women as in men,” Starke says. 
“Unless you are on death’s doorstep, 
you are supposed to be there doing 
your job.”

How powerful is the temptation 
for physicians to work while sick?

Even distinguished epidemiologist 
William Schaffner, MD, admits he 
once showed up with flu to begin 
working his shift as a young resident. 
Now a leading national vaccine 
advocate and professor of preventive 
medicine at Vanderbilt University 
in Nashville, Schaffner recalls 
being infected with influenza and a 
temperature of 103.

“I was a macho young guy and 
sure enough, I showed up ready to 
go to work and do my shift,” he says. 
“My chief resident took one look 
at me and wisely sent me home. 
Having done that, I know that 
others do that. Healthcare workers 
do come to work sick. It happens so 
frequently that they have a name for 
it: presenteeism.”

The aforementioned CHOP 
study included responses from 280 
attending physicians and more than 
250 advanced practice clinicians 
(APCs), including certified registered 
nurse practitioners, physician 
assistants, clinical nurse specialists, 
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and other highly trained healthcare 
providers. This APC group was 
consistently less willing to work ill 
than their physician colleagues, with 
20% vs. 39% saying they would 
work with diarrhea; 10% vs 22% for 
fever; and 51% vs 60% with acute 
respiratory symptoms.

Though some hospitals are 
stepping up to address the problem, 
other hospitals have policies that 
include disincentives to stay home 
if ill. The survey found that 56% of 
doctors and nurses felt supervisors 
in their departments were “not 
supportive” of staying out sick.

“There are actually hospitals that 
have punitive policies and make 
people take their own time off before 
they can take sick days or if they are 
out more than a day or two you have 
to get a doctor’s note,” Starke says. 
“There are some punitive elements to 
this.”

For the most part, however, 
healthcare workers honor the 
engrained expectations of their 
work culture, with the survey study 
reporting 61% of all respondents 
cited a strong cultural norm to come 
to work unless remarkably ill. More 
insidious, 64% of the physicians and 
nurses feared they would be ostracized 
by colleagues if they missed work.

“Respondents recounted critical 
comments made by colleagues about 
those who take sick leave, stories of 
working (or seeing others work) while 
so ill that they needed intravenous 
hydration, and the general impression 
of an unspoken understanding 
that attending physicians and 
APCs should ‘buck up’ and work,” 
the authors of the CHOP study 
concluded.

Staffing concerns were cited 
by 94% overall, suggesting both 
physicians and nursing specialties 
have thin reserves of supplemental 
staff.

“A lot of hospitals have cut back 
on staff so much to save money, 
the margin if you will, has been 
drastically cut,” Starke says. “I 
personally feel that hospitals have a 
duty to make sure that their work 
force is healthy.”

In that regard, hospitals could plan 
ahead for replacing ill staff during the 
winter months marked by colds and 
flu, he says.

“This is predictable because 
you know the majority of these 
illnesses are going to occur between 
November and March,” Starke notes. 
“Unfortunately, hospitals tend to be 
full at that time as well, as people in 
the community are getting sick — 
especially with influenza. The point is 
you can look at your staffing patterns 
and do some planning and account 
for the fact that a certain percentage 
of your employees are going to be 
out at any given time [during this 
period].”

If the presenteeism culture is so 
entrenched that healthcare workers 
are going to continue to show up sick 
even with clear and supportive sick 
policies, the best single practice to 
advocate is hand hygiene. At Texas 
Children’s, a major institutional 
effort pushed compliance with hand 
washing toward 100%, drastically 
reducing hospital-acquired respiratory 
infections in patients, Starke says.

“The vast majority of respiratory 
viruses are transmitted through direct 
contact,” he says. “In fact, they are 
not particularly airborne — though 

influenza is a little different in that 
it can be spread through droplets 
through the air that can go several 
feet. So if every healthcare worker 
got immunized for flu and then if 
we really do a superb job with hand 
hygiene, we would block the vast 
majority of transmission of viruses 
from healthcare workers to patients.”
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1. Which of the following is a 

potential solution for acute care 

facilities that lack resources to 

follow patients after handoffs to 

community providers, according 

to Nancy Trumbo, MN, RN, 

NE-BC?

A . The hospital can create a 

partnership with community 

providers that will result in 

improved communication and 

handoffs .

B . The hospital can start a 

volunteer program to track 

patients through the care 

continuum .

C . The hospital can hire interns to 

handle handoffs .

D . None of the above .

2. To be most effective, case 

managers need to improve their 

relationships with which group, 

according to Donna Wright, 

BSN, MS, RN?

A . Themselves

B . Their colleagues/other 

professionals

C . Patients

D . All of the above

3. The Affordable Care Act is 

shifting the healthcare industry 

to align its payment structures 

to promote value instead of 

volume and also to do what, 

according to Tory Starr, MSN, 

PHN?

A . To eliminate the need for RN 

case managers .

B . To improve care coordination 

and to focus on health, rather 

than illness .

C . To reduce bureaucracies and 

create a greater number of small 

hospitals .

D . All of the above .

4. According to Carolinas 

HealthCare System in Charlotte, 

NC, what is the best solution 

to identifying patients who 

both need and qualify for food 

assistance?

A . Have case managers do the 

assessments and administer a 

state eligibility tool

B . Have LCSWs do the 

assessments and administer a 

state eligibility tool

C . Have case managers conduct 

an initial assessment and then 

collaborate with a community-

based organization to use the 

state eligibility tool with patients

D . None of the above


