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“NO ONE 
HEALTHCARE 

ORGANIZATION 
CAN PROVIDE 

EVERYTHING OUR 
PATIENTS NEED — 
ESPECIALLY WHEN 
SO MUCH OF THAT 
MIGHT BE WITHIN 

THE SOCIAL 
DETERMINANTS 

AND BEHAVIORAL 
HEALTH AREAS.”

Funding, Reimbursement Changes 
Coming to Care Delivery in 2019
Payers shift care to lower-cost settings

The healthcare reimbursement 
landscape continues to evolve, 
and changes mean more roles 

for case managers and 
more attention on 
outcomes.

A major impact 
of the funding 
shift is that many 
individuals are 
underfunded for 
their medical care 
needs. They require 
care coordination 
when they transition 
between levels of care 
— and the needed 
resources might not 
be available, says Jose 
Alejandro, PhD, 
RN-BC, FAAN, 
president of the Case 
Management Society 
of America (CMSA) 
National Board 2018-2020. Alejandro 
also is the director of care management 

at the University of California, Irvine 
Medical Center.

“Their medical care is impacted 
by reimbursement 

methodologies,” 
Alejandro says.

Payers might 
choose to pay for a 
lower-cost option 
when patients are 
transitioned to the 
community. For 
example, at-risk 
patients discharged 
from the hospital 
might need physical 
therapy in a 
rehabilitation hospital 
or skilled nursing 
facility (SNF). Now, 
payers select the 
least costly option of 
sending these same 

medically precarious 
patients home to receive outpatient 
physical therapy or home health services 
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EXECUTIVE SUMMARY

Evolution in the healthcare industry brings greater need for case 

management services — but also results in more obstacles and challenges in 

how case managers accomplish their goals .

• Payers sometimes choose lower-cost options, which could backfire if 

patients are readmitted to the hospital .

• It is difficult for case managers to help patients meet all of their needs, 

especially with the focus on social determinants of health and behavioral 

health challenges .

• Case managers need support from their leaders as they work to help 

patients overcome barriers and transition to the optimal setting .

that include physical therapy, 
Alejandro explains.

“Payers have eliminated a step in 
care transition, and the amount of 
time within each step also has gone 
down,” he adds.

This is a problem for health 
systems and case managers, but also 
for accountable care organizations 
and other payers.

The trend of cutting corners on 
post-discharge care could result in 
30-day readmissions, meaning health 
systems will not meet their metrics 
to avoid financial penalties, says 
Rebecca Perez, BSN, RN, CCM, 
director of product development and 
education for CMSA and executive 
director of the CMSA Foundation.

“When that starts to bite 
the facilities with penalties for 
readmissions, I think you’ll start to 
see that change, as well,” Perez adds.

Medicare reimbursement shifts 
since the Affordable Care Act (ACA) 
became law have tasked providers 
with keeping patients stable, healthy, 
and out of the hospital — while 
also reducing overall medical costs 
and achieving optimal quality and 
outcomes.

Readmission penalties have 
been in place for several years, but 
healthcare organizations continue 
to see far too many patients 

readmitted, says Catherine M. 
Mullahy, RN, BS, CRRN, CCM, 
president of Mullahy & Associates in 
Huntington, NY.

“When discharge planning is 
done without any follow-up, too 
often patients are experiencing 
confusion about instructions for 
their treatment, symptoms to report, 
follow-up care, etc.,” she says.

When resources are limited, it 
is even more important that case 
managers collaborate with others 
inside their organizations as well 
as with their community partners, 
Mullahy says.

“No one healthcare organization 
can provide everything our patients 
need — especially when so much 
of that might be within the social 
determinants and behavioral health 
areas,” she adds.

Case managers are lynchpins in 
meeting the goals of greater efficiency 
and better outcomes. These goals 
are achieved when care transitions 
work well and patients are engaged in 
maintaining their health.

“Most organizations are looking 
at how to improve the patient 
experience and reduce overutilization 
of services,” Alejandro says. “One 
thing the ACA did was ensure there 
were enough case managers and 
social workers to address medical and 
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psychosocial needs so patients would 
transition through the healthcare 
system more efficiently.”

The challenge is that a patient 
who is discharged too early might 
become ill again and have to be 
readmitted, Alejandro says.

“If the care coordination wasn’t 
set up appropriately, then you may 
see patients coming back,” he adds.

For these reasons, case 
management and care coordination 
need to have a voice in transition 
structures. Their input is needed to 
balance the goals of lowering costs 
and improving quality.

“Case management needs to be 
recognized as a valued resource to be 
utilized on behalf of those patients 
who are most at risk to themselves 
and to the organizations that are 
providing and/or paying for the care 
and services they receive,” Mullahy 
says.

“Unfortunately, there still is 
a shocking disregard for the true 
value of case management,” Mullahy 
adds. “Value translates into the 
acknowledgment of educational 
support and funding for the 
contributions that case managers 
make.”

Case managers need to be 
proactive in advocating for their 
patients to have realistic transitions 
of care. This includes addressing 
any social determinants of health 
that might be barriers to patients 
visiting their primary care providers, 
Alejandro notes.

“Case managers can make sure 
patients have social support from 
families and friends so their recovery 
is on track,” he adds.

Research shows that social 
determinants of health, including 
social isolation, impact people’s 
health, says Eboni Green, PhD, 
RN, co-founder of Caregiver 
Support Services in Omaha, NE.

“In fact, researchers suggest that 
maintaining poor social networks 
could have the same psychosocial 
and biomedical risk factors as 
cigarette smoking,” Green says.

Poor social support is associated 
with increased mortality, depression, 
physical health problems, and other 
health-related issues, she adds.1

Organizations that are proactive 
in ensuring patients’ well-being 
is assessed and their needs are 
integrated into the patient care plan 
likely will see the best outcomes, 
Green says.

“A robust care transition program 
that includes access to community 
resources, including patients and 
caregivers, combined with one-
to-one communication between 
care managers — from both the 
transitioning hospital and the 
homecare organization — is also 
vitally important,” she explains.

For example, Green recalls 
working with a patient transitioning 
from hospital to home. The patient’s 
primary care need was wound care.

“It was a complex wound, so we 
worked with the hospital so that 
the patient’s wound care treatment 
could be observed by the case 
manager and the primary nurse,” 
she says. “The patient had recently 

been readmitted to the hospital after 
going home for a short time.”

The important question was 
“Why?”

Green helped find the answer: 
“We were able to determine that 
another component of her lack of 
healing was that the patient was 
isolated when she was home.”

The solution was to ask for help 
from local organizations.

“We were able to reach out to 
the local Office on Aging to get a 
volunteer to visit the patient three 
times a week,” Green says. “She was 
also placed with Meals on Wheels.”

This combined approach of 
discharge planning, community 
support, and nursing visits worked 
effectively and achieved the desired 
outcome, Green says.

Case managers might not be 
able to develop such a detailed 
plan for every patient, but this 
example shows how implementing 
an effective transition plan can lead 
to better outcomes and reduced 
hospital readmissions, she adds.

For case management to work 
most effectively, case managers need 
strong leaders who know exactly 
what their role is and how they can 
best fulfill it, Green says.

“Case management leaders in an 
increasing number of organizations 
are now those with business degrees 
who have little to no experience in 
case management and therefore lack 
the true understanding of the role of 
the case manager,” Mullahy says.

“Possessing experience and 
education in business and healthcare 
administration is certainly an 
important factor, but without 
experience in case management, 
departments and their staff are left 
without strong advocates for their 
role and the contributions they 
could obtain,” she adds.

And there should be a focused 

POOR SOCIAL 
SUPPORT IS 

ASSOCIATED 
WITH INCREASED 

MORTALITY, 
DEPRESSION, 

PHYSICAL HEALTH 
PROBLEMS, AND 
OTHER HEALTH-
RELATED ISSUES.
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approach to care coordination, Green 
says.

Up-front work during the 
planning process can make a big 
difference in patient outcomes, and 
this approach is cost-effective and 
important for long-term outcomes, 
she adds.

Case management integration, 

collaboration, and coordination will 
help organizations achieve the triple 
aim of improving the care experience, 
improving population health, and 
reducing the per capita cost of care, 
Mullahy says.

“And, hopefully, it will assist in the 
recognition of the contributions made 
by case managers, whose mission is so 

well aligned to these objectives,” she 
adds.  n

REFERENCE
1 . Seeguert L . Social isolation, 

loneliness negatively affect health for 

seniors . Association of Health Care 

Journalists, March 6, 2017 . Available: 

http://bit .ly/2FMl8XM .

EXECUTIVE SUMMARY

One challenge that case managers sometimes encounter involves caring 

for patients from an unfamiliar culture . One case management organization 

developed tools to help with these circumstances .

• IPMG of West Lafayette, IN, formed a culture work group that divided into 

four subgroups: family, aging, language, sexuality .

• Each subgroup develops guides and information to assist case managers 

when they work with families where cultural barriers might exist .

• The main goal is to teach case managers how to respect different cultures 

and to help them avoid being put into awkward situations .

What Case Managers Can Do to  
Overcome Cultural Obstacles
Culture work groups create guides

Case managers visiting homes 
of clients and their families 

sometimes have questions related 
to uncertain encounters: “How am 
I supposed to dress?” or “Someone 
from another culture is always 
offering me food, and we’re not 
supposed to take food, so what do I 
do?”

Supervisors did not have ready 
answers to these questions, so the so-
lution was to develop a committee to 
look into culture issues and solutions 
for various situations, says Michele 
Phillips, assistant director, case man-
agement operations at IPMG of West 
Lafayette, IN. IPMG’s case managers 
work with people who have intellec-
tual and developmental disabilities.

Northwestern Indiana is 
culturally diverse, including Amish 
culture, Japanese families, and 
other nationalities. As the cultural 
committee worked and researched, 
they expanded the definition of 
“culture” to include people with 
hearing difficulty, she says.

“We asked people who might 
be interested in looking at different 
cultures to pick the top five or six 
cultures we were getting questions 
about,” Phillips says.

After researching local cultures, 
the group asked case managers for 
feedback.

“We asked, ‘What could be 
offensive, and what could we do to 
make things better?’” she explains.

The executive director suggested 
turning the committee into a 
work group consisting of one 
representative from each of the 
organization’s 16 geographical groups 
across the state. “We have 16 people 
on the committee — one for each 
group,” Phillips says.

Phillips and the executive director 
also are part of the work group, 
helping fill in gaps when needed. 
They also facilitate discussions, 
review notes, and review guides and 
templates before they are finalized 
and presented to the company, she 
says.

The culture work group 
communicates via electronic 
announcements between meetings. 
The group also was divided into 
subgroups of family, aging, language, 
and sexuality. When case managers 
have a cultural question, they send it 
to the subgroup that aligns with that 
concern.

“The subgroup starts with initial 
research to find out what answers the 
organization already has in place and 
that might be relevant,” Phillips says. 
“We look at what we run across from 
research we’ve done in other areas.”

For example, a group member 
might ask peers, “I’m working on a 
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template for complementary medical 
practices like Chinese medicine, 
acupuncture, and chiropractic care. 
Do you have anybody who does this 
or know of anybody who participates 
in this?” Phillips says.

The culture working committee’s 
subgroups handle questions from 
case managers and develop guides 
that talk about cultural groups and 
their characteristics, and what case 
managers might encounter, she says.

“They include techniques and 
strategies that work well and list 
resources for additional information 
about a particular cultural group,” 
she adds.

The following are the subgroups 
and the cultural issues they cover:

• Family. One recent discussion 
was on navigating strained family 
dynamics. “We’re working on how 
case management can work with 
parents who are divorced,” Phillips 
says.

The family subgroup also has 
discussed how families sometimes 
choose nontraditional medical 
practices, including Chinese 
medicine and acupuncture, as an 
alternative to traditional medical 
care.

Rural issues, such as accessing 
healthcare in remote areas, also affect 
families, she says.

“Right now, the family subgroup 
is working on supportive decision-
making, which is an alternative to 
guardianship,” Phillips says. “We’ve 
been interested in that topic, and the 

state of Indiana is moving toward 
supportive decision-making.”

Such decision-making gives 
disabled individuals the opportunity 
to make decisions about their lives 
and medical care while receiving 
guidance from a care team.

• Aging. This subgroup discusses 
older individuals and how to work 
with them on future planning. The 
planning can include healthcare 
representatives, medical power of 
attorney, and guardianship.

The aging subgroup helps case 
managers understand that with older 
patients, they might need to take 
more time and work with the client 
and someone who can assist the 
client. The group developed a guide 
to explain Do Not Resuscitate.

• Language. “We have worked on 
documents translated into Spanish, 
and we’ve done a lot of work with 
resources for people who work with 
individuals who are deaf or hard of 
hearing,” Phillips says.

The subgroup also has researched 
translation apps, which can help 
people working with non-English-
speaking patients and families.

“We did demonstrations of 
translation apps, where case managers 
can use their own phones,” she says.

• Sexuality. The subgroup 
discusses lesbian, gay, bisexual, or 
transgender (LGBT) topics and 
brings in speakers who address issues 
that can arise with LGBT patients 
and families that include an LGBT 
person, Phillips says.

“Our guidance is on how to 
support people who want to come 
out and how to support people who 
may want to talk with others about 
being transgender,” she says. “We’re 
working on a resource for financial, 
legal, and medical ramifications for 
people who want to go through the 
process of changing their identities.”

Case managers have dealt with 
this population among their clients 
and families, she notes.

“Having a disability doesn’t 
change how someone feels in regard 
to their sexuality,” Phillips says.

There also is a guide about 
Amish families, which was 
developed before the subgroup 
topics were chosen. “We received 
a lot of questions about Amish 
families because there’s a large 
Amish community in Northeastern 
Indiana,” Phillips says.

The advice on how a case 
manager should dress when visiting 
an Amish family was to be modest 
and be themselves but avoid short 
skirts, cleavage, and visible tattoos, 
she adds.

Case managers have reported 
that the guidance is very helpful, 
and they like giving the culture 
team feedback on what to include 
and update, Phillips says.

“We need to be willing to be 
respectful of different cultures, and I 
think we are showing our case man-
agers that we respect their rules and 
don’t want to put them into uncom-
fortable situations,” she says.  n
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EXECUTIVE SUMMARY

Case managers are susceptible to stress from paperwork, deadlines, and a lack 

of resources . Practicing self-care can help manage this stress .

• Time management techniques can help keep phone calls shorter and 

improve scheduling .

• Technology can be a source of stress, so case managers should learn how to 

use it and take time out when frustrated .

• A good way to reduce interpersonal stressors is to avoid negative 

personalities when possible, and to stay positive when it’s not .

Work Stress Can Weigh Heavily  
on Case Managers
Self-care is important daily tool

C ase managers share many of the 
same causes of stress as other 

healthcare workers, including paper-
work, deadlines, and lack of resources. 
But they also face additional stressors 
related to in-home work with patients 
and to help people find resources that 
are sometimes scarce.

“If people are receiving case 
management services and are not 
doing well with mental health and 
alcohol and drug management, then 
they can be a threat to themselves and 
others,” says Dennis Fisher, MM, 
a recently retired program director 
at Behavioral Health Training & 
Education Network in Philadelphia. 
Fisher speaks at national conferences 
about stress management and self-
care.

Case managers deal with the stress 
of not always knowing what they are 
walking into, Fisher notes.

Other stressors might include 
uncertainty about whether they can 
find the resources they need, work 
crises, and unresolved disagreements 
with co-workers, he adds.

“You have disagreements all the 
time, but how do you handle the 
conflict?” he says. “Conflict is a 

normal part of the job. Resolving it 
can reduce stress.”

Fisher suggests case managers 
practice the following self-care 
strategies to reduce work and life 
stress:

• Use time management 
techniques. “If you’re a morning 
person, then protect your peak 
morning times, giving yourself time 
to complete tasks,” he says.

Another time management tip is 
to stand up when making phone calls 
— a strategy that helps to keep calls 
brief.

“Standing up while making phone 
calls will keep you from getting too 
comfortable, so you will end the 
phone call more quickly,” Fisher says. 
“It happens naturally that way.”

Another time management 
technique is to let people know up 
front that there is only a limited 
amount of time to talk about their 
issue. When case managers meet 
patients in person, they could offer 
to take a walk with them to talk it 
out. They also could offer patients a 
timetable, he says.

“A case manager can say, ‘Can you 
schedule time to talk about this?’” 

Fisher says. “Sometimes, people 
want to make their emergency your 
emergency, but if it’s a situation 
that can wait, they will either find 
someone else to resolve it for them, 
or they can wait that extra amount of 
time for the case manager to get back 
to them.”

A good time management 
technique for the morning is to lay 
out clothing the night before, Fisher 
suggests.

“I realized I’d be standing in my 
closet for five minutes, trying to 
figure out what I was going to wear, 
and nothing would come to mind,” 
Fisher says. “But if I’d lay them out 
the night before, getting ready in the 
morning would be quick.”

• Learn to use technology. 
Learning new technology takes time 
— but the alternative is to deal with 
frustrating situations.

Case managers and other 
healthcare professionals can save 
themselves time and avoid desk 
clutter if they lean how to enter their 
calendars and appointments on their 
computers and phones.

“Learning it will save some time, 
so take the time needed to learn the 
new technology,” Fisher suggests. “If 
you’re just starting with a technology, 
then rely on the value of teamwork.”

On every team there is at least one 
person who is more tech-savvy than 
others, and that person can show a 
case manager how to use the new 
technology, he says.

When a case manager encounters 
a technology problem that results in 
frustration and stress, the solution 
is to take a break, engage in positive 
self-talk, and find a co-worker who 
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has experienced the same problem 
and worked it out, Fisher says.

“Mistakes are learning 
experiences,” he notes. “Stress isn’t all 
bad because it does motivate us to do 
better.”

• Know what can be controlled. 
Some of the things that case managers 
often cannot control involve their 
patients’ reactions to the work 
they do, co-workers’ attitudes, and 
obstacles encountered. When stress 
arises due to things that are out of the 
case manager’s control, one possible 
solution is to engage in a physical 
activity that reduces stress.

“Reward yourself,” Fisher says. 
“For me, it’s taking time to exercise 
because I’m obsessed with exercising 
every day, so that’s a reward.”

Some people might listen to 
music, read a book, eat a favorite 
food, shop, or take a five-minute 
mental vacation, daydreaming about 
something that is pleasant, he adds.

“We get into a vicious cycle of 

emotional-behavioral stress, and 
it impacts our physical state,” he 
says. “If you can just break that 
chain, break the pattern of events, it 
could be having a cup of tea, music, 
watching a movie or doing anything 
that can help.”

• Avoid negative personalities. 
“Avoidance is one possibility, but if 
you can’t avoid the negative person, 
then I would try to stay positive on 
my own because the only person we 
can change is ourselves,” Fisher says.

Another strategy is to handle the 
conflict straight-on, trying to resolve 
it by offering a suggestion to the team 
or negative person.

One of the reasons negative 
personalities can cause stress is 
because people anticipate the 
negativity and dread it.

“A person’s stress could be caused 
by having to deal with that negativity 
on an ongoing basis, and it just feels 
unrelenting,” Fisher says. “If you had 
a plan to resolve it, that would be 

helpful, and you can always go back 
and modify the plan.”

Sometimes the negative person is 
unaware of his or her effect on others. 
Perhaps there is a way to let people 
know when they are being negative.

“If everyone seems negative to 
you, then maybe the negative person 
is you. Be willing to look at that,” 
Fisher says. “Combat negative self-
talk with other strategies, and accept 
that maybe you’re burned out.”

Mostly, case managers should 
keep in mind that it’s not a sign of 
weakness to provide self-care and 
focus on reducing stress.

“I know that we practice in our 
case management a strength-based 
model,” Fisher says. “It’s about 
looking for our own strengths and 
minimizing our own weaknesses at 
the same time.”

Case managers already do this for 
the people they serve, so now it is 
time to do it for themselves, as well, 
he adds.  n

Hospital Work Environments Tied to  
Quality and Ratings

The working environment 
of nurses appears to have a 

correlation with patient safety and 
quality, with recent research finding 
that scores improve when hospitals 
improve working conditions.

The research was led by Linda 
H. Aiken, PhD, FAAN, FRCN, the 
Claire M. Fagin Leadership Professor 
of Nursing, professor of sociology, 
and director of the Center for Health 
Outcomes and Policy Research at 
the University of Pennsylvania in 
Philadelphia. She and her colleagues 
studied 535 hospitals in four states 
between 2005 and 2016.

They determined that patient 
safety “remains a serious concern.” 

In the study period, 21% of study 
hospitals showed improvements 
of more than 10% in work 
environment scores, and 7% had 
worse scores.

Although the percentage of 
hospitals improving their working 
environments was small, those 
facilities also saw improvements in 
patient safety indicators as rated by 
nurses and patients.

The number of patients rating 
their hospital favorably improved 
by 11%, and the number saying 
they would definitely recommend 
the hospital improved by 8%. The 
number of nurses reporting excellent 
quality of care rose by 15%, and 

those giving the hospital a favorable 
grade on patient safety increased 
15%.

In hospitals where work 
environments deteriorated, the 
number of nurses giving a favorable 
grade on patient safety fell by 19%. 
(An abstract of the study is available 
online at: https://bit.ly/2Gbq6hY.)

Little Progress  

Since IOM Report

The study results suggest that 
patient safety and the hospital work 
environment are intertwined, Aiken 
says. The research is significant 
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because of the scale, involving 
53,000 nurses and 800,000 patients, 
she says.

“This has never been done in the 
safety world, looking at a host of 
hospitals over time to see how they 
have changed since the Institute of 
Medicine’s [IOM’s] 1999 To Err is 
Human report, and whether safety 
improved at the hospitals,” Aiken says. 
“The IOM made the point way back 
in 1999 that nursing was foundational 
to patient safety, meaning that if 
nursing itself was not safe, it would 
be almost impossible to implement 
any meaningful patient safety 
interventions over a dysfunctional 
nursing framework.”

IOM — now known as the 
National Academy of Medicine 
— published a series of guides on 
improving safety after the 1999 
report, including Keeping Patients Safe: 
Transforming the Work Environment 
of Nurses, which “lays out guidelines 
for improving patient safety by 
changing nurses’ working conditions 
and demands.” (The guide is available 
online at: https://bit.ly/2CK84zv.)

“There is a consensus in the 
healthcare community that safety has 
not improved as much or as rapidly 
as we hoped, and it is not distributed 
evenly across institutions. We’re not 
where we thought we might be after 
two decades of focusing on patient 
safety,” Aiken says. “Seventy-one 
percent have not changed at all, and 
7% decreased, when comparing 
each hospital to their own baselines. 
We found exactly what the IOM 
predicted, that hospitals that improved 
their own work environments made 
much greater gains in quality and 
patient safety than hospitals that had 
not changed at all or that 7% that 
slipped down.”

In hospitals that improved their 
work environments, safety metrics 
improved by 15%. Those hospitals 

saw significant gains in nurse 
satisfaction and patient satisfaction 
scores.

“This means that the priorities we 
set and pursued in the first 20 years 
were not exactly the right priorities,” 
Aiken says.

Nurses Key to 

Improvement

Hospitals have made some 
improvements in identifying 
interventions and showed that they 
worked to prevent harm to patients. 

The evolution of surgical checklists 
and the use of bundled care for the 
prevention of central line infections 
are examples, she notes.

“But it turns out that for that 
bundled care to work as intended, 
there has to be a fidelity to the imple-
mentation of the bundles of care at 
a 95% reliability level,” Aiken says. 
“In the work environments we have 
at hospitals, nothing can be done at 
a 95% reliability level. Therein lies 
the problem of why we haven’t made 
more progress in patient safety.”

The work environment for nurses 
is critical for two reasons, Aiken says.

First, nurses are there at the 
bedside with closer contact to pa-
tients than anyone else. If there aren’t 

enough nurses, the whole surveillance 
system that allows early intervention 
for patients’ issues falls apart, she says.

The second reason is that there is 
“as much chaos in hospitals as there 
was 20 years ago,” Aiken says.

“There is research showing that 
every clinical nurse at the bedside 
is interrupted on average once an 
hour by an operational failure that 
in and of itself seems inconsequen-
tial but makes the nurses stop mid-
task,” Aiken says. “That task might 
be preparing medications, giving 
medications, changing sterile dress-
ings. The failure that interrupts them 
might be the lack of proper dosages 
of a medication, broken equipment, 
the blood bank being closed at night. 
The operational failures are creating a 
safety hazard and making the clinical 
care very inefficient.”

Make Nursing a  

Safety Concern

Improving the nursing work envi-
ronment typically is not considered a 
safety intervention, Aiken says.

“Until we define the adequacy of 
nursing as a critical safety interven-
tion, patient safety cannot improve. 
[Nurses are] somebody else’s busi-
ness,” Aiken says. “They don’t fall in 
the sweet spot of quality improve-
ment professionals, so they are not 
addressed as a safety intervention, 
when in fact they are key to making 
any other interventions effective.”

Quality improvement profession-
als should work to address the work 
environment issues that prevent 
nurses from improving safety, Aiken 
says. That will mean motivating man-
agement to address the operational 
failures that are well known to nurses 
on the floor.

She also encourages quality im-
provement leaders to consider how 

“THE 
OPERATIONAL 
FAILURES ARE 
CREATING A 

SAFETY HAZARD 
AND MAKING 
THE CLINICAL 

CARE VERY 
INEFFICIENT.”
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nurses and physicians are involved in 
committees that make any types of 
decisions for the hospital.

“They are now missing in many of 
those committees. You need to ask if 
there are enough nurses, in particu-
lar, involved in all these quality and 
safety committees that are giving us 
feedback and driving our strategic 
plan for reducing harm,” Aiken says. 
“Try to increase the staff engagement 
and diminish the idea that hospitals 
are hierarchical institutions where 
administrators are the most important 
and the people providing patient care 
are the least important.”

Little Confidence in 

Management

Seventy-five percent of the 
nurses in the study said they had no 
confidence that management will 

respond to the work environment 
issues they cited as influential on 
patient care.

“There’s a disconnect between the 
nurses at the bedside who see what’s 
wrong and the management who can 
fix it,” Aiken says.

“Nurses and doctors are doing 
workarounds all the time, like 
hoarding pillows because there are 
never enough pillows to keep patients 
from getting pressure ulcers and 
positioning them after surgery. The 
workarounds enable management and 
support services in not doing their 
work, but it’s not the way to provide 
good, quality care,” she adds.

Another continuing problem 
is how nurses continue feeling 
personally blamed for the failings of 
the healthcare system.

Fifty percent of nurses say they 
feel mistakes are held against them, 
indicating that little progress has been 

made on the implementation of Just 
Culture or any other movement away 
from personal blame since the 1999 
IOM report, Aiken says.

The likelihood of personal blame 
means clinicians still are afraid to 
report errors or concerns about the 
work environment, she says.

“Clearly, the reported errors are 
only the tip of the iceberg, and we 
have this developing syndrome of 
the secondary victim, meaning the 
clinician who has some role in the 
error. Because there is no safe way to 
report the error and learn from the 
experience, this increases the burnout 
and turnover at the bedside,” Aiken 
says.

“The loss of these experienced 
healthcare professionals is expensive 
and takes some of the best people 
away from patient care, continuing 
a cycle in which patient safety is 
degraded.”  n

Burnout Intervention Dramatically Reduced  
ICU Turnover

A s awareness of burnout in ICU  
 providers continues to increase, 

data on effective solutions are 
beginning to emerge. A recent study 
paints a clear picture of the financial 
impact on hospitals if burnout goes 
unaddressed.

The participants were 198 ICU 
nurses at eight adult ICUs in France. 
One group of nurses that took part 
in a five-day program including 
education, role play exercises, and 
debriefing experienced a lower 
prevalence of job strain at six months 
compared to nurses who did not 
receive the intervention.1 Absenteeism 
was 1% in the intervention group, 
compared with 8% in the control 
group. Four nurses from the 
intervention group left the ICU 

during the six-month follow-up 
period, compared with 12 from the 
control group.

“The study showed some really 
impressive effects. As someone with 
a background in ICU nursing, 
this is an exciting finding,” says 
Jennifer Seaman, PhD, RN, an 
assistant professor in the University 
of Pittsburgh School of Nursing’s 
department of acute and tertiary care 
who co-authored a recent paper on 
this topic.2

The National Academy of 
Medicine recently launched a 
two-year collaborative to promote 
clinician resilience and well-being. 
“This is such a pressing and alarming 
problem in the U.S., for both ICU 
nurses and physicians,” says Seaman. 

“It is encouraging to see this issue 
moved to the forefront.”

Institutions are increasingly acting 
to address burnout, but lack of data 
on effective interventions remains 
a barrier for many. “It’s unclear if 
the French study’s outcomes would 
be duplicated in the U.S. setting,” 
says Seaman. One reason is that the 
participants had fewer years of ICU 
experience than nurses typically 
have in the U.S., with a somewhat 
different role.

“It’s not clear if this would 
generalize to a more experienced 
workforce. But the findings give us 
food for thought,” says Seaman.

Nurses’ ability to participate in 
interventions is another obstacle, as 
most work 12-hour shifts. Whether 
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individual interventions or shared 
activities, or a combination of both, 
are best is not well-studied. “So 
much work needs to be done to 
better understand what works,” says 
Seaman.

For institutions weighing whether 
to commit time and resources, the 
promise of reduced turnover and 
absenteeism is a strong motivator. 
“When experienced people leave, 
there is a knowledge vacuum that 
affects others in the workplace, as well 
as patient care,” explains Seaman. “It’s 
a deleterious cycle.”

Hospital leaders, of course, are 
more comfortable implementing 
options that already have 
demonstrated effectiveness. “We 
are at the point now where we are 
looking to find those interventions 
that will be feasible and effective and 
sustainable,” says Seaman.

The mere fact that job strain — 
and resulting burnout — is now 
widely acknowledged and openly 
discussed is notable. “We are in a 
great place right now,” says Seaman. 
“There’s recognition that there’s a 
lot at stake if workplace stress is not 

addressed — beyond just that one 
clinician.”  n
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Developing a Culture of Healthcare Safety 
Requires Multifaceted Approach

S trengthening safety culture 
remains one of the greatest 

challenges faced by healthcare 
organizations, where the demanding 
environment makes it critical to 
have high-performing teams. There 
are specific ways to start building 
a safety culture by introducing a 
transformational culture shift, says 
Tanya Fish, employee experience 
strategy advisor with ITA Group, a 
consulting company based in West 
Des Moines.

Healthcare leaders will face 
challenges creating high-performing 
teams and a safe healthcare 
experience, including staff shortages, 
work hours, workloads, and staffing 
ratios that affect patient safety, she 
says. Lack of staff engagement, staff 
burnout, rapidly changing work 
environments, and a culture of blame 
also can complicate the effort.

Risk managers are increasingly 
pressured to reduce potentially 
preventable events (PPEs), which 
requires a multifaceted effort, Fish 
says. Gaining buy-in to quality 
improvement initiatives starts with 

building a partnership between 
leadership and the workforce, she 
says.

Care for the Team

Healthcare leadership should 
strive to improve not only the lives 
of the patients but also the lives of 
the care teams, Fish says. This builds 
confidence that the health system can 
be trusted to deliver on its promises, 
act with integrity, and treat all fairly. 
It also leads to pride in the quality 
improvements and a workplace the 
team can be passionate about, she 
says.

“Identify and articulate clearly 
how quality improvement initiatives 
will improve things that matter to the 
team, such as freeing up time, making 
their jobs easier, and delivering 
safer, better patient care,” Fish says. 
“When launching the initiative, tell 
stories about how the initiative has 
led to improvements important to 
the internal team to emotionally 
connect with them. While leadership 

cares about the metrics behind the 
initiative, the team needs to hear how 
it aligns to what they care about.”

Fish recommends recognizing and 
rewarding early adopters for behaviors 
that will drive success of the program. 
This extrinsic form of motivation 
will reinforce actions that will drive 
success, she says.

“To intrinsically motivate and 
sustain that behavior, consider 
making people who demonstrate 
alignment to the initiative 
ambassadors. Elevate them through 
communicating to them more often, 
have them track their department’s 
key metrics, and involve them in 
future decisions,” she says. “By 
offering both extrinsic and intrinsic 
forms of motivation, you can engage 
both short-term for adoption and 
long-term for sustainability.”

Learn From Failure

With regard to reducing PPEs, 
Fish advises focusing on these factors:

• Learning environment. In 
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psychologically safe environments, 
people are willing to offer up ideas, 
questions, and concerns, Fish says. 
They are even willing to fail and to 
learn from those experiences, she 
says.

“In studying some of the highest 
performing teams at Google and 
Toyota, they have found that process 
guidelines are important, but more 
important is that people frame every 
problem as a learning opportunity, 
where success is dependent on people 
taking risks and being vulnerable in 
front of their peers,” Fish says.

• Employee engagement. Morale 
can be related to nurse engagement 
— the dedication they have for 
their job and how effective they are. 
Employees who are present, focused, 
happy, and healthy are more likely 
to bring positive energy to the team 
and to the patient experience, while 
also having a willingness to take on 
daily challenges, Fish says.

• Open communication. To 
allow people to perform at their 
best, it is critical to remove fear from 
the organization by using open and 
honest communication, Fish says.

• Teamwork and respect for 
others. Two of the central tenets 
of a safe culture — teamwork 
across disciplines and a blame-free 
environment for discussing safety 
issues — are directly threatened by 
disruptive behavior.

To encourage learning, employees 
cannot fear being belittled or 
marginalized when they disagree 
with peers or authority figures, 
ask naïve questions, own up to 
mistakes, or present a minority 
viewpoint, Fish says. Instead, they 
must be comfortable expressing their 
thoughts about the work at hand.

The risk manager seeking to 
improve the culture of safety must 
tread carefully because today’s 
healthcare workers are already 

stressed with multiple safety and 
quality improvement concerns, Fish 
says.

Education about safety culture is 
characterized by shared core values 
and goals, nonpunitive responses 
to adverse events and errors, and 
promotion of safety through 
education and training, she says.

“A safety culture requires strong, 
committed leadership, along with 
the engagement and empowerment 
of all employees,” Fish says.

Fish offers the following five 
tips for engaging and empowering 
employees to improve the culture of 
safety:

• Define your culture of safety, 
recognition, and engagement by 
communicating your culture story 
and creating a movement within 
your organization that reminds 
employees every day why their acts 
of safety are important and why they 
love to work for your organization.

• Establish ambassadors to 
advocate a safety culture. Position 
them as leaders in the organization 
who will promote safety and listen to 
the voices of employees on the topic.

• Provide training and education 
on acts of safety, including 
interprofessional communication 
and collaboration (particularly 
important in transitions in care 
and handoffs), with recognition 
and rewards for completion and 
competency.

• Recognize and reward real-
time behaviors of teamwork, 
collaboration, open communication, 
and accountability so individuals 

depend on each other and feel secure 
and supported in sharing their 
feedback in day-to-day work.

“When you show you value these 
things, people will gain comfort in 
using their voices and collaborating 
more openly,” Fish says. “Better yet, 
give your people the ability to reward 
each other — not just top-down 
recognition — for acts tied to safety, 
from proper lifting form to open 
team collaboration about an issue.”

• Communicate key metrics 
related to the success of your people 
and organization as they relate 
to safety. When people can see 
their progress toward personal and 
organizationwide goals, they will stay 
engaged and motivated.

To build a safety culture with 
high-performing teams, Fish says, 
risk managers should focus on the 
healthcare professionals rather than 
policies and procedures.

“Who is on a team matters 
less than how the team members 
interact, structure their work, and 
view their contributions. Your people 
are more than just who they are 
during their shift, and the success of 
your culture is directly linked to the 
emphasis you put on your people,” 
Fish says.

“Give them the ability and 
autonomy to succeed and the benefits 
they crave, and you’ll get a boost in 
individual performance, engagement, 
and motivation,” she says.

“Ignite passion in your people and 
transform your culture to engage, 
motivate, and future-proof your 
organization.”  n
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1. Which are two of the main goals 

as Medicare reimbursement 

shifts, as a result of the 

Affordable Care Act? 

a . Cutting medical costs and 

reducing the number of hospitals 

for better efficiency 

b . Optimal quality and outcomes 

and reducing overall medical 

costs 

c . Sending patients to specialty 

providers and promoting 

alternative health 

d . All of the above

2. Which of the following is a 

potential cultural issue that case 

managers might encounter? 

a . A patient and family want to 

use nontraditional medicine, 

including Chinese medicine and 

acupuncture . 

b . An elderly patient needs help 

making medical decisions . 

c . A Spanish-speaking patient 

does not understand English 

instructions for discharge . 

d . All of the above

3. As a stress management 

technique, what is a good 

strategy for keeping a phone 

call brief? 

a . Return calls with text messages . 

b . Set an egg timer on the desk . 

c . Stand while talking on the 

phone . 

d . None of the above

4. Which of the following is a 

possible alternative to medical 

guardianship for older adults 

and others with decision-

making capacity challenges? 

a . Emancipation 

b . Institutionalizing individuals 

with cognitive challenges 

c . Supportive decision-making 

d . None of the above


