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EXECUTIVE SUMMARY

A case management program launched by a private nonprofit organization has 

found that providing better healthcare access to inmates at the local jail has resulted 

in many benefits .

• The local detention center began to see a decrease in its daily census, which 

suggests a reduction in its recidivism rate .

• ED utilization dropped by 20% to 40% .

• Former inmates began to improve their health and find jobs .

Case Management Program Keeps 
Clients Out of Jail, Improve Health
Novel approach to filling care gap

A case management program in 
South Carolina focuses on filling 
 the health access gap for low-

income, uninsured people with multiple 
chronic conditions. A few years ago, 
case managers in the small city began 
to notice a trend involving the local jail 
population.

“We used to have a number of 
patients who would show up at our 
office and say, ‘I was just released from 
the detention center and they gave me 
five days’ worth of medication and 
referrals to mental health, but when I 

went to mental health, they can’t see 
me,’” recalls Carey Rothschild, director 
of AccessHealth Spartanburg.

The person would want to renew 
a prescription, but could not. “This 
happened often enough that we looked 
into finding alternatives to keep this 
from happening,” Rothschild says.

The result was an initiative that 
specifically targets people in the 
detention center with the goal of 
providing them with free access to 
medical and behavioral health services 
once they leave jail. The program 
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has been successful in expanding 
healthcare access and in improving 
enrollees’ health. There’s another 
positive benefit: It’s helped reduce the 
recidivism rate.

The Spartanburg County 
Detention Center’s average daily 
population dropped from 815 in 
fiscal year 2012 to 769 in fiscal year 
2016, says Neal Urch, director of jail 
operations when the AccessHealth 
program was introduced, and who 
retired Dec. 31, 2016.

The lowered daily population 
resulted in a $1.4 million savings 
over two years for the detention 
center, which was able to use that 
savings to fund an education and 
jobs program that helps inmates 
find jobs when they’re back in the 
community, Urch says.

AccessHealth enrolls about 3,000 
people in its program, and a small 
portion are from the detention 
center. The program’s overall 
outcomes include a 20% to 40% — 
depending on the health condition 
— reduction in ED utilization, 
Rothschild says.

As one of the states that did not 
expand its Medicaid coverage under 
the Affordable Care Act (ACA), 
access to free or affordable healthcare 
in South Carolina has been limited 
for many adults with marginal 
incomes. Rothschild estimates that 
13,000 people in a county with 
about 300,000 people need the help 
AccessHealth Spartanburg provides.

“We connect low-income, 
uninsured adults primarily to a 
medical home, healthcare, behavioral 
healthcare, and a host of other 
resources including food stamps, 
transportation, and housing,” 
Rothschild says.

The nonprofit, private 
organization also has teamed up with 
Spartanburg Regional Health System 
(SRHS) to expand its services to the 

detention center population.
“We would see a lot of people 

when they left the detention 
center,” says Schenell Hawkins, 
LBSW, discharge planner with case 
management services at SRHS.

“They’d come to the emergency 
room with COPD, diabetes, and 
hypertension, seeking help,” she says. 
“Once we got those people in the 
ER, we didn’t have any alternative 
[for helping them in the community] 
before AccessHealth.”

Now, the health system has a case 
manager in the ER who can work 
with the detention center population 
and others who need to find access to 
care in the community.

The ER case manager helps 
patients connect with AccessHealth, 
medication programs, and other 
organizations that can provide 
community-based care, Hawkins 
says.

“The health system has benefited 
from the case management program 
and AccessHealth, seeing a reduction 
in charity care expenses in recent 
years and an increase in the number 
of people connected to medical 
homes or behavioral health specialty 
care,” Rothschild says. “Some of 
those outcomes have been hugely 
important.”

Anecdotally, the health system’s 
ER staff has noticed a decrease in 
the number of inpatient admissions 
coming from the detention center 
population, Hawkins says.

In the collaboration between 
AccessHealth and SRHS, the health 
system’s computer system sends out 
an email notification when there’s an 
ER visit or inpatient admission by 
a patient from the detention center. 
The AccessHealth team contacts the 
patient to see if he or she needs new 
medication or another service that 
might have prevented the hospital 
visit, Rothschild says.
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“Many people in our program 
have never had a medical home, so 
there’s an education process where 
we explain what it means to be a 
patient,” she says. “If you’re not 
feeling well, call your doctor first.”

The program’s long-term effect on 
healthcare utilization by a detention 
center population still is being 
evaluated, but there is potential for it 
to be big, Rothschild, Hawkins, and 
Urch say. (For more information, see 
case study, page 16.)

For example, they pulled data 
on 20 people who had been in the 
detention center and were diagnosed 
with mental health problems. These 
patients were frequent fliers in 
hospital EDs as well as in the jail. The 
healthcare and detention costs to the 
community for just these 20 people 
amounted to about $2 million, Urch 
says.

“If someone is off their medication 
and then taken to the detention 
center where they’re put back on their 
medication, then they are released 
and get off their medication again,” 
Rothschild says. “It’s a vicious cycle.”

Here’s one case study example. 
“We had a lady, who — between 
March 2012 and October 2014 
— had been in jail 16 times on 34 
different charges, including disorderly 
conduct, shoplifting, trespassing, 
and other minor offenses,” Urch 
says. “She had a lot of issues even 
when she was inside the jail. The last 
time she was arrested, she spit on 
the magistrate who was there for her 
bond.”

After the woman was diagnosed 
with a mental illness and put on a 
medication regimen supported by 
case management services, she began 
to recover, he says.

“Since October 2014, she has not 
been back in jail and has been going 
to mental health services and has a 
job cleaning rooms for a hotel,” Urch 

adds.
The following is a brief look at 

how the program works:
• Identify inmates who need the 

service. The hospital’s intake process 
includes questions to identify people 
who could use the AccessHealth 
services. Also, the detention center 
contacts AccessHealth about 
particular inmates who could use the 
organization’s help.

“There are about a couple of 
inmates a week who are connected to 
AccessHealth,” Rothschild says.

A nurse case manager, social 
worker, or community health worker 
regularly visits the detention center 
to screen people for enrollment in 

AccessHealth’s program.
“The detention center has created 

a survey assessment for detainees 
to identify who does not have 
insurance,” Rothschild says.

Case managers then make 
appointments with the detainees 
before they are released from the 
detention center.

Also, AccessHealth’s partnerships 
with other community organizations 
help connect people released from 
prison to its services, she adds.

A big piece in the assessment 

process involves psychosocial issues 
and the social determinants of health, 
Rothschild says.

“We look at their medical 
conditions, housing, level of 
education, and their assets, including 
being part of a church or religious 
community and having a support 
system,” she explains. “If you are 
unable to take care of yourself, do 
you have someone you can call? We 
help people navigate that, making 
connections to community partners 
and sending people to ministries for 
food, housing.”

• Meet with inmates and build 
trust. “We need to increase their 
confidence in the healthcare system,” 
Hawkins says. “We want them to 
know they can have someone out 
there they can depend on.”

Many people in the community 
have accessed medical care solely 
through the ED, Rothschild says.

“They don’t have a lot of 
confidence in the hospital system 
and criminal justice system,” she 
notes. “There is a lot of distrust, so it’s 
important to have individuals like our 
community health workers who are 
creating an ongoing relationship with 
people.”

Trust-building includes reinforcing 
providers’ messages. For instance, 
AccessHealth’s clients often return 
from a doctor’s appointment, telling 
their case managers that the doctor 
told them something they don’t 
believe. The case management team 
can reinforce confidence in the doctor 
by confirming the information, 
Rothschild says.

• Simplify visits and enrollment. 
AccessHealth provides enrollment 
opportunities at several different 
locations in the county, including 
the detention center, nonprofit 
organizations that help the homeless 
and indigent, and the library.

“We go to people’s homes 

“WE NEED TO 
INCREASE THEIR 
CONFIDENCE IN 

THE HEALTHCARE 
SYSTEM. WE 

WANT THEM TO 
KNOW THEY CAN 
HAVE SOMEONE 
OUT THERE THEY 

CAN DEPEND 
ON.”
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sometimes,” Rothschild says. “When 
you have someone living in a tent, as 
we have, then we’re generally meeting 
them at the library.”

• Remove barriers to medical 
care. The organization has a contract 
with a county transportation service 
that it pays to take clients to and from 
medical appointments and behavioral 
health appointments, Rothschild says.

“We have several different 
services we tap into to assist these 

patients and make sure they get to 
their appointments, whether it be 
our SRHS Foundation or charity 
programs,” Hawkins says.

“We do try to make sure they 
get started with that transportation 
system, and then AccessHealth keeps 
an eye on it, and they continue to set 
up their appointments,” she adds.

AccessHealth also has 
partnerships with homeless shelters 
in the community and with the local 

housing authority to help people 
apply for housing or to connect them 
with shelters, as needed.

The program’s chief effort is to 
make people’s lives better through 
better health, Rothschild notes.

“It’s really about making 
lives better,” she says. “All of the 
community partners are working to 
look at interventions and get people 
back to work and able to take care of 
their own health.”  n

Case Study Shows How Case Management Works 
With Very Ill Inmate
Ex-inmate now has job, benefits, health

A nonprofit care management 
program’s collaboration with 

a local jail and health system has 
resulted in helping inmates both 
regain health and their post-jail 
lives. The following is an example of 
how one former inmate found his 
way back to health and productive 
citizenship.

Dwight Rice, 45, now makes 
a good salary with benefits, 
working as a forklift operator at a 
manufacturing plant in Spartanburg, 
SC. He eats well, exercises regularly, 
and gives back to his community 
through volunteer work, including 
outreach in the Spartanburg County 
Detention Center.

But his life’s trajectory seemed to 
be heading in an entirely opposite 
direction a few years ago when he 
was incarcerated after he made some 
bad decisions, Rice says.

While in the detention center, 
Rice had severe pain and was taken 
to the ED, where he was diagnosed 
with acute appendicitis. An emer-
gency operation removed his appen-
dix, as well as a hernia. A week later, 

he needed a second surgery for an 
intestinal blockage.

While Rice was in jail, a 
care management team from 
AccessHealth Spartanburg visited 
him to talk about how he might 
continue his medication and 
rehabilitation once he was released to 
the community.

Rice was skeptical at first 
and asked what the catch was to 
their offer of accompanying him 
to doctors’ appointments. They 
convinced him there was no catch 
and they would provide these 
services at no charge. It was an offer 
too good to turn down, especially 
since Rice knew that he probably 
would not bother with follow-up 
appointments on his own. “I was the 
type of person who if I felt it was too 
complicated to figure out, I’d say, 
‘I’m not going to deal with it,’” Rice 
says.

The care managers helped him 
apply for Medicaid, address his sleep 
apnea issue, and directed him to 
medical help for his lung blood clots.

“They went above and beyond 

their duties,” Rice says. “They 
helped me organize my job resume 
and send off for my high school 
diploma.”

Whatever it took to motivate 
Rice to improve his health, they did. 
“So they basically became my family, 
really holding my hands going 
through a lot of things.”

As a result, Rice began to take as 
much interest in his health as they 
were taking in him. He started going 
to a gym and exercised regularly. 
Then he began to watch what he ate, 
meeting with a nutritionist.

“It was like it gave me motivation 
to be motivated,” Rice says.

Soon, Rice’s relationship with 
his family improved. He felt 
well enough to find a job and to 
volunteer at homeless shelters, a 
faith home, and to visit the jail to 
motivate other people to seek help 
and improve their health and their 
lives.

“I tell them, ‘I am here to show 
you and tell you that there’s life 
beyond this. You can get off that 
merry-go-round,’” Rice says.  n
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EXECUTIVE SUMMARY

Shooting for the “triple aim,” a complex care management (CCM) program 

successfully takes on patients with the highest risk and highest cost .

• Early data show a 40% reduction in inpatient admissions and 50% drop in ED 

visits .

• The CCM saved $6 .2 million on Medicare as part of the Medicare Shared 

Savings Program .

• Care management teams work with patients’ physicians to determine the 

best way to engage with patients .

Case Management Program Successfully Cares 
for Patients in Community
Initiative targets top 5% in costs

A case management program that 
seeks to reduce costs, increase 

quality of care, and provide a better 
patient experience — the “triple aim” 
— has shown success in reducing 
hospital admissions and ED visits.

Called complex care management 
(CCM), the 16-staff-member 
program began a few years ago in 
response to a Massachusetts health 
system’s decision to become a patient-
centered medical home (PCMH).

“As part of that focus, we have 
an emphasis on taking care of your 
highest-risk, highest-cost patients 
in a way that the delivery system is 
accountable for their care needs,” 
says Eleni Carr, MBA, LICSW, 
senior director of care integration 
at Cambridge Health Alliance in 
Cambridge, MA.

“These are patients who have 
multiple comorbidities and chronic 
disease diagnoses,” she explains. 
“They drive higher utilization of 
healthcare services and, often, acute 
care services.”

The CCM program’s goal was to 
help these high-risk patients prevent 
the types of health episodes that were 
landing them in the ED. Registered 

nurses and licensed social workers 
staff the CCM teams. Sometimes 
the teams include community health 
workers.

Data suggest the program appears 
to be working. “Early indications on 
a small sample group suggested that 
we reduced inpatient admissions by 
40% and emergency department 
visits by 50%, and we increased 
primary care provider visits by 106%, 
so we did what we set out to do,” 
Carr says.

“These early results were favorable, 
and that’s why we invested in this 
model,” Carr adds.

For example, this same population 
of 77 patients, followed from pre-
enrollment to post-enrollment, had 
an estimated cost avoidance of about 
$800,000 over two years. Not all of 
that savings could be attributed to 
CCM, but it was one component, 
she says.

The health system also was part 
of the Medicare Shared Savings 
Program, saving $6.2 million on 
Medicare partly due to the complex 
care management program, Carr says.

Cambridge Health Alliance’s 
CCM focuses on the top 5% of 

patients who have high healthcare 
costs because this small portion of 
patients are responsible for about 
50% of total healthcare costs, Carr 
explains.

“In addition to chronic medical 
conditions, these patients frequently 
carry behavioral health diagnoses 
— depression, anxiety, and a range 
of other disorders,” Carr says. “So 
the health system as it’s designed 
today has a hard time meeting their 
healthcare needs effectively.”

The following is how the program 
works:

• Data collection. A data analyst 
pulls information from various 
sources, including claims data from 
payers that has utilization, diagnostic, 
and medical expense numbers. Data 
from all patients over the past six 
months are reviewed. Predictive 
analytic software helps the analyst 
predict which patients might use 
excessive healthcare services in the 
coming year. The tool can predict 
risk of hospitalization and other 
cost-drivers, such as ED visits, Carr 
explains.

“Every three to four months, we 
compile a list of approximately 1,000 
patients of our total panel,” Carr 
says. “Then we make some decisions 
about which of these are the highest-
risk patients, and those are the ones 
we focus on.”

For example, a patient might 
have a new diagnosis, such as heart 
failure or cancer, which could drive 
potential future costs. Prescription 
costs also are analyzed.

“Our pipeline has been refined 
now over the past year or two 
to extract the most poignant 
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information by which we can make 
decisions,” Carr says.

• Give CCM teams lists of 
patients. “We ask teams to review 
these patients and consult with 
their primary care providers [PCPs] 
and evaluate whether they think 
care management services would be 
helpful in improving their health and 
managing costs,” Carr says.

The typical CCM team consists 
of one nurse and one social worker, 
who each have a caseload of about 60 
patients. They consult with each other 
on the more complicated patient 
cases.

“The idea is for the teams to 
engage with the patient over a six-
to-eight-month period,” Carr says. 
“They seek to understand where the 
patient is and what their health goals 
are, what their strengths and barriers 
to care might be.”

They also develop strategies and 
action steps to help patients while 
maintaining frequent communica-
tion with primary care providers. 
“If a patient heads to the emer-
gency room, we want it to be for 
an emergency, not just because they 
aren’t getting a visit with their doc-
tor,” Carr says. “Whenever possible, 

we want to take care of their needs 
outside of acute settings.”

• Develop strategy for 
engagement. The care management 
team works with the patient’s 
physician to determine the best 
approach to engage the patient. 
Ideally, this occurs face-to-face where 
the physician might say, “I’d like to 
introduce you to our care managers, 
who can help you with your 
diabetes,” Carr says.

Care managers can offer periodic 
check-ins, care coordination among 
specialists, health coaching, and more, 
she suggests.

Patients sign up for the care man-
agement voluntarily, but once they do 
they can receive help with more than 
their healthcare, including finding 
healthy food in their neighborhoods, 
transportation, and help with prac-
tical and social support. (For more 
information, see case studies below.)

“Once a patient signs up, we have 
a drill, beginning with an assessment 
that drives a care plan, and we start 
working with patients where they 
are,” Carr says. “We recognize they’re 
struggling, so we find out how we 
can help them, and it’s sometimes 
with very practical things.”

• Resolve care management. 
Often, patients achieve their goals, 
and care management has a happy 
ending in which the patient feels 
better, is more stable, and can 
manage without care management 
support, Carr says.

Some patients end their own care 
management before the CCM team 
can say they have reached their goals, 
and other times patients who fail to 
work on goals are discharged until 
they are willing to work at improving 
their health, she adds.

“We say, ‘It seems you’re not able 
to do the work to get healthier right 
now, so when you feel more ready, 
call and we’ll come back again,’” she 
says.

The program will have more 
outcomes data available this spring, 
but for now it appears to be doing 
what it was designed to do, Carr 
says.

“I think complex care manage-
ment is an effective intervention to 
help meet the needs of patients in 
your highest risk cohort,” she says. 
“In time, I think we will find that it 
will improve care, improve patient 
experience, and improve healthcare 
value.”  n

Complex Care Management Program 
Helps People with Challenging Conditions
Here are some case studies

C ambridge Health Alliance’s 
complex care management 

(CCM) program involves teams of 
care managers helping patients make 
their medical appointments, adhere 
to medication regimens, and handle 
the various obstacles they face to 
improving their health.

The following are two case study 
examples of how the program works:

• The very ill single mother: 
The mother of two young children 
had mental health and substance use 
issues, and was seriously ill. She en-
rolled after visiting the ED for treat-
ment of diabetic ketoacidosis, says 
Alex Harmon, LICSW, a complex 
care manager with Cambridge Health 
Alliance.

“Before that visit, she had missed 

multiple primary care visits, misman-
aged her diabetes, and was dealing 
with complex substance use challeng-
es,” Harmon explains. “The Depart-
ment of Children and Families also 
had begun to get involved with her 
family situation.”

The patient had been skipping 
meetings with her PCP, so Harmon 
and the PCP met with her to develop 
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a management plan.
“We created a safe environment 

where she felt like she could be 
honest about her mental illness 
and learn that all of her issues were 
interconnected,” Harmon says. 
“Once that relationship was formed 
and her challenges were validated, 
the patient began seeing specialists, 
scheduling and attending primary 
care appointments, and also got 
placed into an addiction treatment 
program.”

In the five months after that first 
meeting, the patient visited the ED 
only one time and has become much 
healthier, Harmon adds.

“Because we took the time to form 
a lasting relationship with her and to 
meet her on her own terms, she trusts 
us and feels like we have her best 
interests at heart,” Harmon says.

• The elderly woman with 
family stress: An elderly woman 

with uncontrolled diabetes, chronic 
depression, and family stressors was 
referred to the CCM program last 
summer.

“She was carrying the weight for 
her family, putting their needs first 
and her own health suffered,” says 
Mérida Brimhall, RN, a complex 
care manager with Cambridge Health 
Alliance.

The patient’s sons abused alcohol 
and were facing jail time. The patient 
ended up in the ED about once a 
month, and she also had two inpa-
tient stays at an outside hospital. Her 
health issues resulted in surgery and 
imaging services, Brimhall recalls.

“She was not caring for her 
diabetes, her mobility was limited, 
and she was isolated in her home,” 
she explains.

With the CCM team’s help, the 
patient developed a care plan. After 
building rapport with the patient, the 

CCM team worked with her primary 
care provider and clinic-based staff to 
tackle her healthcare needs.

“We listened to what her goals 
were, validated her struggles, and 
developed an actionable plan with 
steps toward her goals,” Brimhall 
says.

They also helped her get a patient 
care assistant, food stamps, and con-
nected her with a day program. “I 
worked on educating her about her 
medications, disease process, and fall 
prevention,” she adds.

In the six months since she was 
enrolled in the CCM program, the 
patient returned to the ED only 
twice and has not had any inpatient 
stays, Brimhall notes.

“Most importantly, she feels 
empowered to take care of her own 
health and has made great strides 
toward a healthier life,” Brimhall 
says.  n

Program Focuses Nursing on Patient 
Care Transitions

A Massachusetts program has 
developed a number of resources 

for improving transition of care 
that are now available for healthcare 
facilities to use at no cost.

The Care Transitions Education 
Project (CTEP) is a strategy that 
focuses on effective patient care 
transitions, explains Cherelyn 
Roberts, RN, manager of community 
navigation/transitional care at 
Holyoke (MA) Medical Center, one 
of the participating hospitals.

Holyoke focused on readmissions 
and improving transitions, 
encouraging warm handovers and the 
extra steps to make sure the patient 
gets connected with services and 
professionals after discharge.

“When people leave our hospital 
and go into any environment now, we 
want to see a warm handover. With 
our complex heart patients, we have 
a warm handover in 90% of those 
cases,” Roberts says. “To me, that’s 
the biggest benefit from CTEP. Our 
hospital, and other hospitals in our 
area are still implementing it and still 
teaching it. It’s a way to bring us all 
together and understand each other’s 
setting, how things are different and 
what we need to do to have a safe, 
effective, low-cost transition.”

Nursing schools and other 
organizations in the community also 
focus on warm transitions, which 
helps when a professional moves from 
one school or facility to another, 

Roberts says.
“This is a must, that we’re all 

speaking the same language,” she says.
The program was piloted with 

350 nurses and nursing students, 
says Jena Bauman Adams, MPH, 
director of special projects at the 
Center for Health IMPACT in 
Worcester, MA.

“Our evaluations showed that the 
most powerful parts of the program 
were bringing together nurses from 
different settings for some face-time 
training,” Adams says. “If we had 
developed it to be all online, they 
would have missed out on a lot of the 
learning opportunity, and especially 
the attitude change.”

Roberts agrees, saying the 
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interaction between nurses of 
different settings helped eliminate a 
lot of turf issues.

“It was helpful for them to speak 
to each other as actual people and 
to realize that a hospital nurse, for 

instance, wasn’t only concerned 
about patients while they were in 
the hospital, but actually did have 
interest and concern about the next 
facility or caregiver,” Roberts says. 
“Having people speak to each other 

face-to-face breaks down some 
barriers and significantly improves 
communication.”

Materials on the website are free 
to use. For more information, visit 
http://bit.ly/2efukTq.  n

To Curb Workplace Violence, Start Small, 
Consider Holistic Approaches

It’s no secret that there are higher 
rates of workplace violence in 

healthcare settings than in other 
workplace environments. In fact, the 
Bureau of Labor Statistics reports 
that workers in healthcare are as 
much as five times more likely to 
be victims of nonfatal assaults or 
violent acts than workers in other 
occupations. In response, The Joint 
Commission has unveiled a resource 
center focused on providing guidance 
and materials for hospitals and other 
healthcare organizations that are 
trying to beef up security and better 
prepare staff to handle disturbances 
when they occur.

The online guide, dubbed Work-
place Violence Prevention Resources, 
includes policies, procedures, guide-
lines, toolkits, and other materials 
that can help organizations better fo-
cus their violence prevention efforts. 
(The resource is available at: http://bit.
ly/2d8U2IW.)

It is a topic of high interest these 
days, and many hospitals are increas-
ing their budgets to help staff feel 
more secure, but administrators at 
The Valley Hospital in Ridgewood, 
NJ, have found that the best ap-
proaches are not necessarily the most 
expensive. In fact, through the imple-
mentation of a range of economical 
interventions, the hospital has been 
able to drastically reduce the number 
of workplace violence incidents that 

take place on the hospital campus. 
As a result, data show staff feel better 
about their administrators and their 
safety.

Daniel Coss, DSc, CPP, CHSP, 
CHEP, the director of security and 
public safety at The Valley Hospital, 
explains that when he first joined the 
hospital system about three years ago, 
the risk of workplace violence injuries 
was high.

“In 2014, we had 55 workplace 
violence incidents, which was 100% 
more than we had had two years 
earlier,” he says. “So we took that 
on as an initiative to reduce [those 
incidents].”

Coss notes that he didn’t think 
one program would be sufficient to 
solve the problem, but he also didn’t 
want to overreact and implement a 
full range of expensive interventions 
that might not be effective. He de-
cided to develop a holistic approach 
focused on the following three areas:

• training and education,
• the creation of a disturbance 

response team, and
• affordable tools that help staff 

feel safer.
Although the program was de-

signed for the entire hospital, most 
of the elements were developed with 
the emergency setting in mind, Coss 
says.

“The ED is usually one of the top 
three-to-five high-risk areas that you 

see on a security risk assessment,” he 
says. “You really get the most bang 
for your buck by working in the ED. 
That is where a lot of the risk is, and 
that is where a lot of the [violence-re-
lated] injuries are ... so it is a natural 
place to focus.”

The approach implemented at The 
Valley Hospital certainly has deliv-
ered dividends, stopping the escala-
tion of incidents evident in recent 
years. In 2015, the first year of imple-
mentation, there were 26 workplace 
violence incidents, less than half the 
number that occurred in 2014. There 
have been 32 incidents of workplace 
violence in 2016, so the numbers 
are up slightly this year, but still far 
below 2014.

One of the first priorities for Coss 
was to develop a de-escalation unit, 
essentially a group of specially trained 
employees from throughout the 
hospital who will respond when any 
hospital clinician or employee calls a 
“code atlas,” a call for assistance that 
signifies that a patient is acting out or 
becoming violent.

“The team was created on the 
premise that even though nurses are 
trained to do restraints, it doesn’t 
mean that they all like to do them, 
that they are physically capable of 
doing them ... or that they are good 
at doing them,” Coss says. “So what 
we have done is create a code atlas 
team.”
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Each team member is trained 
for eight hours in de-escalation 
techniques as well as in how to apply 
restraints properly to noncompliant 
patients.

“The team members come from all 
fields — radiology, nursing, security, 
and transport. We have them from 
every interdisciplinary department 
we have here at the hospital,” Coss 
explains. “We also make sure that 
we always have at least three or four 
members [of the code atlas team] on 
duty at all times.”

If an emergency nurse sees a 
patient getting out of control, hyped 
up, or excited, he or she can use the 
telecom to report their location and 
call a code atlas. The members of the 
team who are on duty will deploy to 
that nurse’s location.

“They will de-escalate the 
situation or they will carry out a 
doctor’s order for restraints; then 
once the team members have brought 
the person or situation under control, 
they will then turn the patient back 
over to the nurse to continue with 
that patient’s plan of care,” Coss 
notes. He adds that all these actions 
occur under the leadership of the 
charge nurse on duty.

Interestingly, although it might 
seem that the implementation of 
such a team would drive up the 
use of restraints, the opposite has 
occurred. The use of the code has 
increased gradually, along with the 
team member responses, but the use 
of physical restraints actually has 
decreased, according to Coss.

“We have deployed 36 times 
since we started [the code atlas 
team in 2015] and we have only 
used restraints eight times, so it 
seems as though the de-escalation 
training, and having a team that 
is knowledgeable in what they are 
doing, has had a positive impact,” 
he says. “If a patient is about to be 

disruptive for a non-medical reason, 
they usually change their tune and 
back off, and we are generally able to 
de-escalate without using restraints.”

The code atlas team now includes 
more than 90 hospital employees, all 
of whom volunteered to take part. 
However, team members must pass 
the training requirements and possess 
the skills necessary to de-escalate 
potentially dangerous disturbances or 
outbursts.

“We are picky about who we 
allow on the team,” Coss notes. “We 
take volunteers who are comfortable 
being in these [confrontational] 
circumstances. They are very good 
at communicating, and they are 
very good at dealing with high-stress 
situations. We get the best of the 
best for the team, and we don’t select 
people who don’t want to be there.”

Although there are some large 
companies that offer de-escalation 
training, Coss worked with colleagues 
to develop a training pathway, and 
then contracted with the local mental 
health hospital to provide training to 
staff.

“The mental health facility already 
provides this type of training to 
their own employees because it is 
mandatory in a mental health facility, 
so we were able to purchase these 
services from them,” he explains, 
adding that the cost of the training 
sessions is roughly $2,500 for about 
25 people.

It’s an option that other 
community hospitals might want 
to consider as well, Coss continues. 
Further, he notes that larger hospitals 
operating psychiatric infrastructures 
could conceivably provide training in 
these de-escalation techniques to staff 
by themselves.

“De-escalation training is 
psychology 101,” he says.

To ease concerns about violence 
in the ED, the hospital also offered 

emergency staff an alert button 
they can activate whenever they feel 
threatened or unsafe.

“It is a small tag that hangs from 
the employee’s badge,” explains 
Rebecca Young, MAS, BSN, 
RN, CEN, CPEN, the ED north 
supervisor at The Valley Hospital. 
“They can press and hold the button 
for three seconds, and it will send 
a silent alarm to security and the 
charge nurse’s station, and the 
dashboard will pop up with the 
employee’s name and their picture 
and location within the department.” 
Further, if someone moves once they 
have pressed the button, the tag will 
track their location, Young adds.

The tags are an option for 
emergency staff; they are not 
required. However, out of 170 staff 
members, 100 have opted to wear the 
tags, Young says.

“Some employees are resistant to 
the tags. They think we are tracking 
them or they think they [are fully 
capable] of de-escalating a situation,” 
she says. “Also, some may be working 
a day shift and feel like there are 
enough employees around that they 
don’t need the tag.”

However, for those who opt to 
wear them, the tags offer an extra 
layer of security.

“We have not actually had anyone 
who has had to hit the button in 
any kind of unsafe or threatening 
situation as of yet, but they have the 
tags there in case they need to,” she 
adds. “Our idea is that we are giving 
this solution to them before they are 
in one of those situations.”

There is good evidence that the 
tags give nurses some peace of mind.

“We did a workplace safety 
survey for nurses in September 2015 
prior to the implementation of the 
tags, and we did it again in March 
2016, June 2016, and then again in 
September 2016,” Young explains. 
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The survey contained 10 different 
questions, some of which queried 
emergency nurses about their 
personal experiences. The survey 
offered a number of answer choices, 
ranging from strongly disagree to 
strongly agree. “We specifically 
looked at ‘I feel safe at work.’ Those 
[results] shifted to strongly agree and 
agree versus strongly disagree and 
disagree.”

Prior to the implementation of 
the tags in September 2015, 55.56% 
of the nurses surveyed indicated 
that they agreed or strongly agreed 
with the statement “I feel safe at 
work,” and 44.45% indicated that 
they disagreed or strongly disagreed. 
In the follow-up survey one year 
later, the percentages shifted to 
89.47% indicating that they agreed 
or strongly agreed vs. 10.53% 
indicating they disagreed or strongly 
disagreed.

Coss was confident the tags 
would have a positive effect because 
he has used them in hospital settings 
where he worked prior to joining 
The Valley Hospital.

“Employees like them, and they’re 
fairly reasonable, costing roughly 
$50 per tag,” he explains. “They run 
off of your infrastructure that you 
already have for Wi-Fi, so this is a 
low-cost, high-yield program.”

Further, the tag intervention is 
a much more economical solution 
than installing hard-wired panic 
buttons throughout the ED, a tactic 
The Valley Hospital employed before 
Coss joined the system.

“On every wall there is a panic 
button. They are very expensive to 
put in,” he explains. “But they put 
them in, and they were rarely used. 
Most nurses didn’t even know they 
had them, they didn’t know what 
their location was, and they didn’t 
know if they worked.”

Also, Coss notes that the nurses 

were reluctant to ever use the panic 
buttons because they didn’t want to 
activate them in front of patients, 
fearing that the patients might not 
react well to their obvious call for 
help.

“The hospital spent a tremendous 
amount of money on a program that 
nobody wanted,” he says.

Conversely, Coss notes that the 
tag program has been well-received 
by staff.

“They know the tags are available 
to them, they have them right there 
with them; they have their own 
personal panic alarms,” he says. 
“They are much happier with this 
system, and it costs probably one-
eighth as much as we spent on the 
hard-wired panic alarms that staff 
don’t even use.”

In addition to the tags and the 
specialized training for code atlas 
volunteers, all new employees 
undergo workplace violence training 
and education. Further, Coss notes 
that the hospital performs an active 
shooter drill with multi-agency 
partners once a year.

“We also do department-level, 
30-minute pop-up active shooter 
drills,” he adds.

Soon, the hospital will have an 
aggressive gunshot detection system 
in the lobby as well as the ED.

“Any gunshots that go off or any 
loud disturbance will set off a silent 
alarm in security to let us know 
that something is going on in that 
location, and then our cameras will 
automatically [be directed] toward 
that location where the sound was 
detected,” Coss explains.

Administrators want to be 
proactive rather than reactive, Young 
says.

“Some places might implement 
these things after having an active 
shooter. We have never had one, but 
we are still training as if we will. We 

are training the staff to know what to 
do,” she says. “We don’t want there 
to be an incident, and then learn 
how to react to it.”

Having made progress on 
workplace violence prevention, Coss 
advises colleagues who would like to 
make similar gains to quit focusing 
on the latest gadgets.

“It seems as though when people 
want protection in the ED, they tend 
to want to invest a lot of money in 
different devices that cost capital and 
then are turned down by leadership,” 
he says.

Instead, start by thinking small 
and considering what frontline staff 
in the ED would appreciate, Coss 
advises.

“The nurses are the experts. They 
know what they want. Work with 
them to find an affordable solution 
for what you are trying to do,” 
he suggests. “I can put a security 
guard in the ED for $17 an hour as 
opposed to spending $170,000 on 
cameras, and the staff would prefer 
to have the officer there than having 
cameras above their heads all day.”

Further, Coss stresses that security 
isn’t the only factor to consider.

“If you have a hospital, it has got 
to be open. Metal detectors, armed 
security, and sally ports [secure, 
controlled entryways] — those 
things are only going to turn people 
away,” he says. “In the era of the 
Affordable Care Act, you are going 
to lose patient satisfaction and lose 
reimbursement, and that is going to 
hurt you.”

Young reiterates that it is 
important to consult with staff to 
find out what they are concerned 
about.

“You need to know where they 
want the extra support,” she says. “It 
is important to do this kind of thing 
early, so don’t wait until an event 
occurs.”  n
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 nMACRA changes coming… or not

 n Use electronic medical records 
efficiently

 n Best practices in advance care 
planning

 n Spiff up training and education 
program

COMING IN FUTURE MONTHS

Many HCWs in Long-Term Care Skip Flu Shots

Immunization rates for healthcare 
workers in long-term care were at 

a meager 69% last flu season — and 
that was an improvement.

During the previous 2014-2015 
flu season, 64% of healthcare workers 
in long-term care were immunized, 
according to the CDC.1

Though they work with vulnerable 
elderly residents, long-term care 
workers have historically been less 
likely to be vaccinated for flu as their 
counterparts in hospitals and other 
settings. Though a lagging indicator, 
flu vaccination rates in long-term 
care employees are improving 
over time just like other sectors 
of the healthcare continuum. Flu 
vaccination of long-term care workers 
has improved by 17% since the 2011-
2012 season, the CDC reported. Still, 
a study2 published last year found that 
long-term care workers had lingering 
concerns about the safety of the 
vaccine, including the old myth that 
it could cause the flu.

“All the injectable vaccines are 
killed vaccines purified so that you 
cannot get flu,” said Wilbur Chen, 
MD, of the University of Maryland 
School of Medicine’s Center for 
Vaccine Development. “It is possible 
for you to get an adverse reaction, 
but it is really just mild injection 
site reactions and maybe some pain, 
swelling, and some muscle tenderness 
that really is very mild and lasts for 
a couple of days. But that’s really the 
extent of it, so it’s an extremely safe 
vaccine.”

Chen spoke at a recent press 
conference on seasonal flu 
immunization at the National 
Foundation for Infectious Diseases 
(NFID) in Washington, DC.

Moreover, several studies have 
linked low immunization rates in 

long-term care workers with increased 
mortality in residents.2-5 However, it 
must be noted that a 2013 Cochrane 
review concluded that there were 
“no accurate data” supporting the 
vaccination of healthcare workers 
to prevent laboratory-confirmed 
influenza in long-term care residents 
age 60 years and older.6

The problem in long-term care 
settings is compounded by the limited 
protective value of flu vaccine in 
elderly residents who may have a 
poor immune response, even after 
immunization. The elderly experience 
“immunosenescence,” a decline in the 
body’s ability to respond and fight off 
infection, Chen said. Similarly, they 
may not have a great post-vaccination 
bounce in immunity for flu, but the 
vaccine could lessen the severity of 
infections and prevent death.

“The impact of flu every year hits 
the elderly the hardest,” Chen said at 
the NFID meeting. “Seventy percent 
to 90% of influenza deaths every year 
occur in those 65 years and older. For 
hospitalizations, 50% to 70% due to 
flu occur in [this] population.”

There is a new option for those 
over 65 this flu season: a vaccine 
containing an adjuvant designed to 
boost the immune response, he says. 
The CDC and FDA approved the 
adjuvant vaccine based on safety and 
efficacy results in other countries. 
There is also a high-dose vaccine, 
which contains four times the antigen 
level in the regular flu shot, available 
for those age 65 and over. The CDC 

does not recommend one over the 
other.  n
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1. A community case management 

program in Spartanburg, 

SC, formed a collaboration 

between which three groups 

when targeting certain high-risk 

patients?

A . A private nonprofit health 

access organization, the local 

transit authority, the local 

detention center

B . A home healthcare agency, a 

homeless shelter, the local health 

system

C . A private nonprofit health 

access organization, a local health 

system, the local detention center

D . None of the above

2. A case management program 

that targets uninsured and very 

sick inmates at a local detention 

center has had an unusual 

benefit in addition to improving 

inmates’ health. What is the 

benefit?

A . It resulted in more trial verdicts 

of not guilty .

B . It reduced recidivism rates .

C . It saved more than a dozen 

lives .

D . All of the above

3. According to outcomes from 

one small sample group, a 

complex care management 

program that helps high-risk 

patients prevent ED crises has 

reduced ED visits by which 

percentage?

A . 25%

B . 32%

C . 50%

D . 58%

4. A complex care management 

program that seeks to reduce 

unnecessary healthcare 

utilization by high-risk patients 

identifies potential enrollees 

using which type of data?

A . Utilization

B . Diagnostic

C . Medical expense numbers

D . All of the above


