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“THIS 
EXPERIENCE OF 
DISCRIMINATION 

IN SOCIETY 
LEADS TO STRESS, 
WHICH BECOMES 

INTERNALIZED 
AND LEADS TO 
WORSE HEALTH 

OUTCOMES.”

Transgender Patients Experience 
Health Risks From Discrimination
Violence, suicide are big risks

The average life expectancy of a 
transgender woman of color is 
around 35 years. It is an aston-

ishing statistic, but the sad result of vi-
olence, discrimination, and stress — all 
of which contribute to negative health 
effects. (For more infor-
mation, visit: http://
bit.ly/2lyKRdY.)

Violence, stress, 
and poor health 
conditions all 
contribute to these 
early deaths, which 
are less than half the 
expected lifespan of 
the average woman 
of color.

“There is greater 
suicidal ideation and 
a lot more violence 
against transgender 
individuals,” says Michael Garrett, 
MS, CCM, principal at Mercer in 
Seattle. “There are challenges with 
employment, particularly for those 

going through transitions. There are 
a lot of challenges that transgender 
individuals face.”

Society marginalizes sexual 
minorities and contributes to their 
overall stress levels, says Carl Streed, 

Jr., MD, MPH, FACP, 
an assistant professor 
of medicine, section 
of general internal 
medicine at Boston 
University School 
of Medicine, and 
research lead for 
the Center for 
Transgender Medicine 
and Surgery at Boston 
Medical Center.

“There are a 
number of stressors 
in the way our 

society treats those 
individuals,” he says. “This experience 
of discrimination in society leads to 
stress, which becomes internalized and 
leads to worse health outcomes.”
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EXECUTIVE SUMMARY

Transgender patients face daunting health challenges due to violence, 

discrimination, and stress . Case managers can help them navigate barriers 

to care and find providers who are knowledgeable and friendly to LGBTQ 

patients .

• On average, transgender women of color live less than half as long as other 

women of color .

• Stress from discrimination often results in transgender individuals engaging 

in unhealthy coping methods, including substance use .

• Health disparities can be addressed through better provider training and 

education .

People under stress often engage 
in unhealthy coping mechanisms, 
such as substance use and poor 
eating habits. Substance use also 
results from people hanging out 
in bars and clubs that encourage 
smoking and drinking, Streed says. 
Alcohol and cigarette advertisers 
target people who attend bars, 
particularly places where sexual 
minorities congregate, he adds.

“They recognize that bars are 
large, safe spaces for targeted 
individuals, and so they target them, 
[suggesting their products] are 
mechanisms for coping with stress,” 
Streed says. “We’ve ostracized these 
individuals to where their safest place 
is where they might be tempted to 
use tobacco and excess alcohol.”

The medical profession would 
argue that marginalized groups often 
make poor choices, but the truth 
might be that they do not have many 
choices to begin with, he says. “The 
poor choices are among the few 
accessible to them,” Streed says.

Transgender individuals suffer 
from health disparities due to real or 
perceived stigma and discrimination 
within the healthcare profession. 
Transgender women also contract 
HIV infections in disproportionate 
numbers. The transgender 
population suffers a high prevalence 
of clinical depression (44%) 

and anxiety (33%).1 Healthcare 
barriers include financial issues, 
discrimination, lack of cultural 
competency among healthcare 
providers, inappropriate electronic 
records and other healthcare system 
barriers, and socioeconomic issues.

Case managers working with 
transgender patients should 
remember that this population 
often has faced challenges and 
discrimination in the healthcare 
system, Garrett says. Some 
transgender patients might be 
distrustful of their providers because 
of their past negative experiences.2

Case managers should know how 
to communicate with transgender 
individuals. They also should know 
how to help transgender patients 
find providers and community 
resources welcoming to this 
population, Garrett says. “Case 
managers should understand how 
to identify transgender-friendly 
providers that have competency,” he 
explains. 

For instance, providers should 
understand the differences between 
male to female and female to male. 
“The kind of providers you refer a 
transgender patient to for female to 
male is different than from male to 
female,” Garrett explains.

Case managers also can get to 
know transgender patients to learn 
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about the people they consider 
family or their main support, 
Streed suggests. “Sexual and gender 
minorities might be rejected or 
ostracized by their families,” he says. 
“Who is their family of choice now? 
How do they access community 
support?”

Many cities offer community 
resources for people who identify as 
sexual and gender minorities, Streed 
adds. The case manager should 
know where those resources are and 
recommend them when needed. For 
example, there are LGBTQ sports 
leagues for people who want to be 
physically active, but who are not 
comfortable in other ones, he says.

“There are homeless shelters that 
are receptive to LGBTQ,” Streed 
adds. “I’ve made a point of knowing 
what those resources are.”

Healthcare professionals can find 
some resources, including LGBTQ-
friendly providers, online through 

the GLMA, Health Professionals 
Advancing LGBTQ Equality, website 
at: http://www.glma.org/. The 
American Medical Association also 
offers resources about transgender 
and LGBTQ patients at: http://bit.
ly/2n1fQzN.

Streed’s research into internal 
medicine residents’ preparedness to 
care for LGBTQ patients found that 
residents demonstrated an improve-
ment after receiving information 
about the population through a di-
dactic online module. The study also 
suggests that health disparities in 
LGBTQ communities may improve 
with improved physician training on 
clinical care of this population.3

“A large number of associations 
have begun to adopt LGBTQ health 
training,” Streed says.

One health message that 
providers need to know is that 
transgender women of color face the 
most discrimination and violence, 

he says. “The degree of violence 
against them is high, and their 
life expectancy is in the mid-30s,” 
Streed says. “It’s not just that they’re 
trans and women and people of 
color; it’s the intersection of those 
identities that leads to violence and 
discrimination.”  n
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Tips for Case Managers to Understand 
Transgender Patients’ Health Needs
Knowing the language is step one

The first thing case managers 
should do to improve care of 

transgender patients is to know 
the terminology and framework 
involving a transgender individual.

“They go through surgeries and 
hormone treatment, so understand 
the words they use; understand 
prejudice, discrimination, and the 
negative reactions with the healthcare 
system and criminal justice system,” 
says Michael Garrett, MS, CCM, 
principal at Mercer in Seattle.

Patient care of transgender 
individuals is like general patient care 
in which the case manager focuses on 
the medical and patient goals, says 

Carl Streed, Jr., MD, MPH, FACP, 
an assistant professor of medicine, 
section of general internal medicine, 
at Boston University School of 
Medicine, and research lead, Center 
for Transgender Medicine and 
Surgery, at Boston Medical Center. 
“It’s not always related to the goals of 
their trans identity,” Streed says.

Streed and Garrett offer these 
suggestions for best practices in care 
of transgender patients:

• Understand the language. 
Pay attention to pronouns when 
addressing or discussing transgender 
patients and their spouses, Garrett 
suggests.

“Ask about the person’s spouse, 
as opposed to saying ‘husband’ or 
‘wife,’” Streed says. “Say ‘siblings,’ 
not ‘sister/brother.’”

Healthcare providers should 
understand how to communicate 
with transgender patients. They also 
need to know terminology related 
to the treatment and surgeries they 
might need, Garrett says.

Case managers also should 
know what “nonbinary” means. A 
patient who identifies as nonbinary 
is someone who identifies as having 
no gender or gender identity. 
Nonbinary patients might ask that 
you refer to them as “they,” instead 
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EXECUTIVE SUMMARY

Case managers can help improve healthcare access for transgender patients 

through proactive steps, including learning more about the terminology 

related to transgender identity .

• Case managers also should focus on social determinants of health, helping 

transgender patients find providers and community resources that work with 

this population .

• One of the most important things a case manager can do is respect 

transgender patients by using the names and pronouns they prefer .

• Screen for mental health illness as transgender individuals are affected by 

depression and suicidal ideation at greater rates than the general population .

of he or she, and “them,” instead of 
him or her.

“In the flow of conversation with 
the individual, ask what pronoun 
they use, and case managers can say 
which pronouns they use,” Garrett 
says. For example, Garrett lists 
in emails his preferred pronouns: 
“Pronoun: he/his/him.” Streed 
also lists his preferred pronouns in 
emails: “Pronouns: he, him, his, 
himself.”

• Focus on social determinants 
of health and medication needs. 
“Make sure they have access to safe 
housing, food, and transportation,” 
Streed says. “Specific to the trans 
population, it’s also important that 
they have access to their medication 
that affirms their gender identity.”

Case managers can help their 
transgender patients find physicians 
who provide hormone therapy. 
They also can help patients deal 
with insurance companies and 
their exclusions that might make 
it difficult for some transgender 
patients to receive the treatment they 
need, Streed says.

For instance, the Affordable 
Care Act includes a provision 
that protects transgender people 
from discrimination in healthcare 
and insurance coverage. (More 
information is available at:  
https://bit.ly/358KVTN.)

“There still is discrimination in 
healthcare policies,” Streed notes. 
“Whenever there’s an exclusion or 
someone saying they won’t provide 
estrogen for a patient while a govern-
ment document still says the person 
is male, then you need to talk with 
insurance companies.”

• Be cognizant of mental health 
needs. Streed offers transgender 
patients a mental health evaluation 

because so many people in this 
population have experienced trauma 
and discrimination.

Nearly half of all transgender 
adults say they have considered 
suicide within the past 12 months. 

By contrast, only 4% of the overall 
U.S. population has reported they 
have considered suicide in the past 
year, according to the National 
Alliance on Mental Illness.  
(More data are available at: https://
bit.ly/2dX9rwi.)

• Respect transgender patients’ 
identities. There are many examples 
of transgender patients not being 
treated with respect for their identity, 
Garrett says.

“Healthcare providers sometimes 
are not willing to identify the 
individual by the gender they 
identify with,” he says. “Some 
are not willing to accept them as 
patients.”

In Garrett’s paper on case 
management and transgender 
patients, he told the story of a 
45-year-old woman who entered a 
clinic for the first time. She told the 
receptionist that she was there for 
a full evaluation and her name was 
Brenda, although her identification 
listed Brian. She had not yet changed 
her ID. But the nurse called for 
‘Brian’ instead of ‘Brenda,’ resulting 
in Brenda’s embarrassment as some 
other patients and staff laughed. 
The nurse case manager confirmed 
Brenda’s preferred pronoun and 
apologized for the mistake, saying 
she would discuss this with the staff.1

“Educate yourself,” Garrett 
suggests. “Understand the 
framework, language, and what it is 
to be a transgender male and female 
and what ‘transition’ means.”

• Understand specific health 
needs. One issue that can arise with 
transgender patients is the effect of 
their hormonal treatment on other 
health conditions. For example, 
there is a cancer that is sensitive 
to sex hormones. A patient with 
this disease might have to make 
a difficult choice of whether to 
continue with the hormones that 

“HEALTHCARE 
PROVIDERS 

SOMETIMES ARE 
NOT WILLING TO 

IDENTIFY THE 
INDIVIDUAL BY 
THE GENDER 

THEY IDENTIFY 
WITH. SOME ARE 
NOT WILLING TO 
ACCEPT THEM AS 

PATIENTS.”
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allow the person to be who they 
want to be, or to discontinue the 
hormones for their health, Streed 
says.

“If a patient has a cancer with a 

hormone sensor, we’d have a serious 
conversation,” he says.

There also is some concern that 
some hormone treatment can lead to 
higher blood pressure and put people 

at a greater risk of heart attack or 
stroke, but the science is lacking, 
Streed says. “For women, estrogens 
can increase the risk of clotting,” he 
adds.  n

EXECUTIVE SUMMARY

A telemedicine program uses a case management model to help postpartum 

women manage hypertensive disorders .

• The goal is to engage with the postpartum women through telemedicine 

that includes giving them a blood pressure cuff and calling them from a 

nursing call center .

• Women text their blood pressure results; high numbers can trigger an alert 

that the program will address .

• The program improved postpartum engagement with follow-up care, partly 

because it was more convenient for new mothers to test their own blood 

pressure and text the results rather than drive to a clinic and wait for an 

appointment .

Telemedicine Program Helps Manage  
Postpartum Hypertension

A case management approach  
 to monitoring women with 

hypertensive disorder during 
pregnancy positively affects women’s 
health post-pregnancy.

Recent public health data show 
that women increasingly are dying 
and becoming seriously ill after 
childbirth due to multifactorial 
issues, including obesity and age. For 
instance, hypertension complicates 
up to one in five pregnancies in the 
United States and is the cause of 14% 
of global maternal deaths.1

A new study shows the benefits 
of developing a case management 
program to monitor women with 
pregnancy-related hypertension. 
Researchers found evidence of high 
compliance, retention, and patient 
satisfaction with a postpartum 
remote hypertension monitoring 
protocol.1

Women with pregnancy-related 

hypertensive disorder typically are 
discharged home a couple of days 
after childbirth. They usually are 
told to visit their doctor within two 
weeks. If their blood pressure remains 
high, they might be prescribed 
medication, says Alisse Hauspurg, 
MD, assistant professor of obstetrics, 
gynecology, and reproductive sciences 
at the University of Pittsburgh School 
of Medicine and Magee-Womens 
Research Institute in Pittsburgh.

“Most women are not seen again 
until four to six weeks postpartum,” 
Hauspurg says. “For women that 
have pre-eclampsia or gestational 
hypertension, we talk about these 
conditions heightening their risk for 
cardiovascular disease.”

Studies show that traditional 
postpartum monitoring results in 
as many as 40% of women not seen 
in follow-up care after giving birth.1 
Although hospital providers will ask 

the women to see their doctor after 
discharge, the women often fail to 
make these appointments. This could 
lead to a health crisis, Hauspurg says.

The solution was to find a way to 
encourage women to seek follow-up 
care and prevent medical emergencies 
due to their hypertensive condition. 
“We’re trying to engage these women 
more and to move some of the care 
outside of a clinic, using telemedicine 
in their homes,” Hauspurg says. “We 
discharge them home with a blood 
pressure cuff, and they’re called by a 
nursing-driven call center.”

Case managers can play a role in 
helping to train women at discharge 
to use blood pressure cuffs, she adds.

The program has resulted in more 
women following up on seeking 
postpartum medical checkups. More 
than 80% of the women came in 
for their follow-up visit, compared 
with 60% that usually return for this 
postpartum visit, Hauspurg says.

Here is how the program works:
• Enroll women in the program. 

After childbirth, women with 
hypertensive disorder are enrolled 
into the cardiovascular monitoring 
program. They need a text-message-
enabled phone, and they need to 
learn how to use a blood pressure 
cuff, Hauspurg says.

“We ask them to check their 
blood pressure regularly and to 
send the blood pressure numbers 
to the program,” she explains. “It is 
connected to the electronic health 
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record and it goes into the medical 
record, giving us the ability through 
the nursing call center to start 
medications.”

• Follow up on alerts. If a 
patient reports a critically high blood 
pressure result, an alert is triggered. 
The patient is asked to come into the 
clinic for an evaluation, Hauspurg 
says.

“This goes on for six weeks 
postpartum,” she adds. “They get 
to keep their blood pressure cuff, 
and our hope is they will be able 
to monitor it at home after the six 
weeks.”

By keeping the women engaged 
and helping them learn more about 
their health and blood pressure 
numbers, the goal is to empower 
them to know when they are at an 
increased risk of hypertension and 
cardiovascular disease, she says.

“Our hope is that, while the 
program only lasts six weeks, it 
will have an impact beyond that,” 
Hauspurg says.

• Survey women about 
obstacles. “We did surveys of 
women to assess their comfort levels 

in measuring blood pressure and 
with the program,” Hauspurg says. 
“Most women felt very comfortable 
with the program.”

For instance, they found that 
women in the childbirth age group 
were comfortable with text messages. 
There was no need for automated 
messages. They readily measured 
their blood pressure and texted the 
results, she says.

“When we looked at the 
proportion of women who 
continued the program through each 
postpartum week, by two weeks we 
had 95% involved. By three weeks, it 
had dropped down to 83%, so it did 
fall over time,” Hauspurg says. “We 
know from physiologic data that 
women are at their highest risk for 
critically high blood pressure during 
the first two weeks after giving 
birth.”

• Make the program 
sustainable. For the health system, 
the cost was sustainable and easily 
scalable, Hauspurg says.

“We give new blood pressure cuffs 
to each group, and the program is 
continuing,” she says. “There are 

more than 1,000 women enrolled in 
the program.”

The point of the program is for 
technology to meet women where 
they are, taking into consideration the 
population’s special considerations. 
“What we’ve practiced in the 
postpartum period has been mainly 
based on a clinic and asking women 
to come into it,” Hauspurg says.

Visiting a clinic can be difficult 
because the patients have a newborn 
at home and competing demands 
that make visiting a doctor for their 
own health more challenging. Using 
telemedicine and technology to 
make follow-up more convenient 
for women is a good way to improve 
monitoring and prevent health crises, 
she says.

“I think technology is definitely 
meeting women where they’re at in 
this population,” Hauspurg says.  n
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In Memoriam

C ase Management Advisor 
remembers longtime nurse 

planner Margaret Leonard, MS, RN-
BC, FNP, who passed away Sept. 15.

Leonard was a respected leader 
in case management, nationally 
recognized for innovations to case 
management and improving the 
lives of countless patients. She 
served as vice president of Medicaid, 
Government, and Community 
Services for Hudson Health 
Plan, now MVP Healthcare, in 
Schenectady, NY, developing care 
coordination programs that became 
models of care for the state. Leonard 

grew the clinical department at 
Hudson from herself and one 
nurse in 1998 to a 40-person team 
by 2014. She also was executive 
director of Westchester Cares 
Action Program, a Chronic Illness 
Demonstration Project that later 
became a model for New York’s 
Health homes.

Leonard also was a past president 
of the Case Management Society of 
America, later the chair (and chair 
emeritus) of CMSA’s Public Policy 
Committee. She received the CMSA 
Case Management Research Award, 
CMSA National Case Manager of 

the Year Award, CMSA National 
Award of Excellence in Adherence 
Management, and CMSA’s Lifetime 
Achievement Award in 2014.

As nurse planner for Case 
Management Advisor, Leonard guided 
content ideas and ensured it met the 
standards of the American Nurses 
Credentialing Center.

“The world is our oyster right 
now,” Leonard told CMA after 
receiving the CMSA Lifetime 
Achievement Award. “Administrators, 
physicians, health plan officials, 
politicians, and individual patients 
are recognizing care coordination 
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Ongoing Research Examines Asthma  
and Depression
How does depression affect asthma severity and progression?

as a valuable service, and people 
are beginning to understand how 
the care coordination piece benefits 

the bottom line.” (The interview 
is available online at: https://bit.
ly/2LWnaqm.)

CMSA has set up a memorial 
fund for Leonard, which can be 
found at: https://bit.ly/2Ox31Zu.  n

O lder patients with asthma are 
an underserved population, and 

new research will seek answers to why 
these patients often experience such 
poor outcomes.

“Their disease tends to be severe. 
They end up in the hospital or have 
frequent ER visits,” says Paula Busse, 
MD, associate professor at Icahn 
School of Medicine at Mount Sinai 
in New York City. “Asthma in older 
adults is not as well understood as it is 
in kids or younger patients. We want 
to look at depression and see if that’s 
why they are having worse asthma.”

When people are depressed, it 
affects an inflammatory component. 
“Their cytokines in the blood could 
be altered,” she adds. “We want to 
know if this alteration is why asthma 
may be worse in older patients.”

Cytokines, which are polypeptides, 
include those that are involved in 
acute inflammation. Some play 
important roles in mediating acute 
inflammatory reactions. “We know, 
clinically, that depression makes 
asthma worse in older patients,” 

Busse says. “We saw some preliminary 
data that some cytokines in asthma 
patients were changed.” There also 
might be changes in inflammation 
with asthma and depression in 
younger patients, but it is not well 
studied, she adds.

The creators of the recently 
launched, four-year study will enroll 
400 adults olde than age 60 with 
persistent asthma and are receiving 
an asthma control medication. Half 
of those enrolled also will have been 
diagnosed with major depression. 
The study participants will be 
assessed at six, 12, and 18 months 
for depression, inflammation, and 
medication adherence.

“We’ll follow patients over 
time and get repeated markers 
for depression through validated 
reports,” Busse says. “We’ll also 
collect sputum to look at cells in the 
airway, and we’ll do that over time.”

Adults with asthma include 
people who had the disease their 
entire life, as well as some people 
who developed it later in life. “Some 

had it as a kid and it went away and 
then came back later,” Busse says. 
“These patients tend to have a lot 
of frequent visits to the emergency 
room or hospitalization. They also 
have a lot of other comorbid diseases, 
such as heart failure, diabetes, and 
depression.”

The study will check patients’ 
well-being and their adherence to 
medication. “We’re focusing on 
things that may not be traditionally 
addressed, such as mood,” Busse says.

There are a variety of ways that 
depression can worsen a person’s 
asthma, she says. “If we don’t have 
proper medication for targeting 
their medication, or if patients don’t 
understand the importance of the 
medication or if they have comorbid 
conditions, it can make it worse,” 
Busse says.

“We want to see if there is a link 
between asthma and depression and 
worsening conditions,” she adds. “We 
want to see if depression could be 
treated and modified that could help 
with asthma in this population.”  n
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Provider Stress Can Trickle Down  
to Affect Patient Safety

The healthcare industry can be 
stressful for everyone involved, 

with clinicians sometimes suffering 
greatly from the workload, time 
demands, bureaucracy, and the 
emotional nature of their work. 
Minimizing stress is important for the 
health of the caregivers, but also to 
maintain patient safety.

When staff are exhausted, 
experiencing depersonalization from 
their work and feeling less effective, 
they are more likely to fail to follow 
practices that support high-quality, 
safer care, says Robert Morton, BA, 
ARM, CPHRM, CPPS, assistant 
vice president of patient safety and 
risk management for The Doctors 
Company in Napa, CA.

A common example of how this 
happens is with nurse understaffing, 
which has been linked to higher 
healthcare-associated infection (HAI) 
rates since Florence Nightingale first 
reported and demonstrated this in 
the 1850s, Morton says. Understaffed 
working conditions and inadequate 
support by leadership to deliver high-
quality care erodes nurses’ vigilance 
and adherence to infection control 
practices.

“Work overload, interruptions, 
inefficient systems, and administrative 
overburdens create chaos and increase 
errors, some leading to patient 
harm. Chaos also diminishes the 
situational awareness needed to check 
yourself and ensure other members 
of the healthcare team are strictly 
adhering to infection control and 
other safe practices,” he says. “A 
widely recognized example of this is 
reduced observance of hand hygiene 
and sterile technique practices by 
overstressed staff, leading to higher 
patient HAI rates.”

The World Health Organization 
(WHO) has identified burnout 
as an occupational phenomenon 
(not a medical condition) in 
the International Classification 
of Diseases (ICD-11), Morton 
notes. The syndrome, which 
results from chronic workplace 
stress, is characterized by feelings 
of exhaustion, increased mental 
distancing from one’s work or 
cynicism about work, and reduced 
professional efficacy.

These symptoms can manifest 
in many ways in and out of the 
healthcare workplace, he explains. 
Some of these include higher rates of 
error and infections, increased staff 
turnover, more sick days, lashing 
out at work, disruptive behavior, 
complaints from staff and patients, 
and home-life problems.

“To begin to address the issue, 
hospitals should first measure it using 
a valid survey instrument. Once the 
scope and severity of the dilemma are 
better understood, hospital leaders 
should roll up their sleeves and invest 
in the areas of greatest need for their 
clinical staff,” Morton says.

They should round with staff and 
ask them, “What’s not working?” and 
for ideas about how to make things 
better, Morton says. Invest in staff 
wellness, quality improvement, and 
workplace efficiency.

“Give staff the authority to make 
changes that improve care quality 
and enhance safety. Then, recognize 
and reward them when they achieve 
it,” he says. “Repeat these steps. It’s a 
journey.”

In addition to all the emotional 
stressors, the physical demands of 
nursing are increasing, says Bette 
McNee, RN, NHA, clinical risk 

management consultant at Graham 
Company in Philadelphia. The 
increased size of the typical patient 
puts more physical stress on nurses 
and other employees, she says.

“There also are the increased 
distractions, all the bells and alarms, 
which adds to the daily demands of 
the job,” McNee says. “We’re also 
hearing more complaints about ag-
gression and physical violence from 
patients and even family members. 
All of that compounds the stress of 
what has always been a demanding 
job.”

A stressful environment makes it 
difficult to concentrate and pay atten-
tion to the details of patient care, Mc-
Nee says, which leads to medication 
errors and other problems. Increased 
stress also can lead to a decrease in 
caring behavior by nurses, she notes.

“They’re so busy and so stressed 
that they don’t have time for that dia-
logue and good bedside manner that 
we hope to see from our nurses. That 
really affects quality of care,” McNee 
says. “Nurses don’t have the time we 
used to have before to spend with the 
patient and family, and we know that 
increases patient anxiety. We may see 
an increase in patient falls and other 
adverse outcomes like tube dislodge-
ment because the patient is so much 
more anxious and knows the nurse 
doesn’t have time.”

Direct Effect on Care

Stress and burnout can be directly 
associated with adverse levels of care, 
says Mary Bemker-Page, PhD, previ-
ously a core faculty member with 
Walden University’s MS in Nursing 
program.
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Stress and burnout in healthcare 
settings have been linked to decreased 
productivity, reduced vigilance and 
attention to detail, and a higher level 
of employee turnover, Bemker-Page 
says. Staffing shortages, provider 
errors, adverse events, and mortality 
all can result from provider stress, she 
says.

Bemker-Page provides this list of 
symptoms of individuals experiencing 
high levels of stress and burnout:

Physical
• Fatigue for no apparent reason;
• Nervousness, anxiety, or general 

upset;
• Changes in eating and sleeping 

patterns;
• Less self-care.
Psychological/Emotional
• Pessimistic and cynical;
• Avoidance of decision-making;
• Anger or irritability in the 

workplace;
• Questioning ability to make a 

difference; hopelessness.
“When symptoms are noted, it is 

important for leadership to reach out 
individually and collectively. Creating 
a culture where staff is supported 
significantly mitigates stress generated 
during the normal course of work,” 
she says. “Offering relevant in-service 
education and developing procedures 
that promote structure and minimize 
stress can help. It also is important to 
continually assess the environment for 
additional stressors and address them 
when found.”

It is important for hospitals to 
acknowledge the profound impact 
of workplace stress on individual 
clinicians and to expand access to 
confidential, nonpunitive mental 
healthcare for doctors and nurses, 
Morton says. This should be part of 
an organizational strategic priority for 
well-being, supported by leadership 
arising from the recognition that 
patient safety cannot fully be realized 

without a safe and optimally healthy 
workforce.

Burnout Leads  

to Apathy

Healthcare always has demanded 
more from its workforce than 
perhaps any other field, notes 
Helen Hrdy, senior vice president 
of customer success with NRC 
Health in Lincoln, NE. The work is 
unrelenting, it requires the utmost 
emotional sensitivity, and often, the 
stakes are literally life and death.

“Add to that the trappings of 
modern healthcare work — time-
consuming EHR systems, complex 
care protocols, long shifts, and heavi-
er patient loads — and it’s no wonder 
that 51% of doctors and 41% of 
nurses report feeling burned out and 
unengaged. If left unchecked, work-
ing in healthcare can make even the 
most empathetic of clinical staff feel 
completely removed from the hu-
man impact of their roles,” she says. 
“Burnout makes clinicians increas-
ingly apathetic during care interac-
tions, leading to an inability to fully 
engage with patients.”

When the patient-provider 
relationship is jeopardized, 
communication is sacrificed, Hrdy 
explains. That is when mistakes 
happen that put patients at risk.

The signs of burnout closely 
mirror chronic stress and other 
illnesses, Hrdy says. Some specific 
symptoms include increased 
sickness, chronic headaches and 
pain, increased or decreased 
sleep and appetite, feelings of 
self-doubt, helplessness, feeling 
trapped, or a sense of failure, 
emotional detachment and feelings 
of isolation, lack of motivation, 
decreased satisfaction in once-
pleasurable activities, withdrawal 

from social obligations and personal 
responsibilities, negative attitude and 
increased frustration, and using food, 
drugs, or alcohol to cope.

When a provider is showing one 
or more of these symptoms, it can 
put a healthcare organization at risk 
for lower satisfaction and quality of 
care, higher medical error rates, and 
malpractice risk, she says. Higher 
staff turnover, alcohol and drug abuse 
or addiction, and clinician suicide 
also are serious repercussions of 
burnout, Hrdy notes.

“Innovative healthcare 
organizations know that the quality 
of their care depends on engaging 
their employees before burnout 
occurs, and they’re doing everything 
possible to preserve that vital 
spark of empathy in their staff by 
implementing programs that reduce 
stress,” Hrdy says.

Some hospitals have launched 
internal social networks specifically 
designed for intercolleague praise, 
she says. Earning compliments from 
colleagues helps bring staff together 
and motivates performance. Other 
organizations are instituting real-time 
feedback solutions to bolster and 
maintain employee morale, Hrdy 
says.

“Provider scorecards, for example, 
provide patient insights on the care 
experience in a snapshot to help 
doctors see what they are doing 
well and where they can improve,” 
Hrdy says. “And for many providers, 
getting this kind of encouragement 
directly from patients is more 
meaningful than any bonus incentive 
or staffing arrangement.”

Address Burnout  

Head-On

Hospitals need to address burnout 
head-on by offering solutions that 
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bring joy and well-being back to 
healthcare staff, Hrdy says.

For example, Hrdy says physician 
engagement should be fostered in the 
healthcare setting because it does not 
always happen on its own. A simple 
way to start is by setting up board-
administration and administration-
provider co-commitments. This 
helps reduce feelings of hierarchy 
and embraces these relationships as a 
partnership, she says.

“Hospitals must also find healthy 
ways to allow for decompression. 
Some organizations have adopted 
what’s termed a ‘code lavender,’” 
Hrdy says. “This can be called by 
anyone when there are times of 
extreme stress such as a patient 
death.”

In addition to making errors 
more likely, stress also can affect 
the other variables that are essential 
for a safe work environment and 
the delivery of safe, innovative care, 
notes Herman Williams, MD, 
MBA, MPH, managing director in 
The BDO Center for Healthcare 
Excellence & Innovation.

For example, imparting stress 
when communicating with others 
can discourage open and honest 
communication and undermine the 
culture of empowering everyone 
on the team to speak up, he 
says. This can lead to a stressful 
hierarchical environment that stifles 
communication from the workers 
who know the system best.

Additionally, provider stress can 
encourage a “renegade” culture where 
clinicians depart from policies and 
procedures and improvise to accom-
modate a stressful situation, he says. 
This also can support individual 
thinking while under pressure, which 
can have a dangerous effect on the 
reduction of variation and create a 
poor, negative, scared, hurried pro-
vider attitude prone to errors, he says.

Identify Symptoms, 

Form a Plan

The common causes for stress in a 
healthcare environment — financial 
pressure on the organization, 
staffing shortages, equipment failure 
or substandard conditions, poor 
leadership, mismatched fit of staff 
with the positions held — lead to 
symptoms of provider stress that 
are extensions of these contributors, 
Williams says.

“When looking to manage 
risk and ease symptoms, an astute 
leader should look for indicators of 
provider stress in areas like employee 
attitudes, patient satisfaction 
feedback, and financial performance, 
and then work to develop a strategic 
plan that addresses and combats 
the core factors contributing to this 
anxiety,” Williams says. “Once a 
plan is formed, it is then immensely 
important for hospitals and health 
systems to keep open lines of 
communication with providers to 
accurately track and execute on the 
progress and success of their efforts.”

The best way to limit provider 
stress is to create a formal safety 
program that raises awareness around 
the effects of stress on patient safety, 
Williams says. He encourages using 
The Joint Commission’s Speak Up 
program, the Situation-Background-
Assessment-Recommendation 
(SBAR) technique, and other 
communication practice standards 
to promote an organizational culture 
where patient safety is the founding 
principle.

“To properly manage the risks 
associated with provider stress, 
leaders must be able to model 
safe behaviors under demanding 
conditions and should have a toolkit 
for combating anxiety and focusing 
on safety principles,” Williams says.

Hospitals can reduce stress by 
offering proactive intervention 
techniques that promote health 
and well-being among providers, 
Bemker-Page says. Activities 
such as tai chi, walking clubs, 
meditation, and nutrition courses 
can be presented at the hospital or 
supported elsewhere at little to no 
cost to the employee.

Structured activities, like 
nursing huddles and journal clubs, 
can include information on stress 
reduction activities and solutions for 
problems commonly encountered 
by staff, she suggests. Cumulative 
stress debriefings and support rounds 
also can be helpful. A quiet room 
where staff can listen to music, sit in 
a massage chair, or read a book can 
be another useful resource, Bemker-
Page says.

However, McNee cautions that 
self-management is only part of 
the solution. Patient safety is best 
served by assessing the hospital 
environment to determine what is 
interfering with high-risk patient 
tasks, she says.

“It is known that the more tasks a 
person is responsible for at the same 
time, the less you can concentrate 
on any one thing. Go to a unit and 
understand everything a nurse is 
responsible for all at once,” McNee 
says. “The alarms, medications, 
monitors, recordkeeping, and maybe 
keeping track of who’s going to 
lunch and when. Eliminate as much 
of that as you can and you’ll see 
the nurse improve her real job and 
protect patient safety.”

Complexity Adds  

to Pressure

Provider stress and burnout are 
worsening in healthcare, but not 
because clinicians are weaker in 
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CE QUESTIONS

1. What is the average life 

expectancy of a transgender 

woman of color?

a . 29 years

b . 35 years

c . 42 years

d . 58 years

2. Which should case managers 

do to better communicate with 

transgender patients?

a . Ask them to talk about their 

surgeries and hormone treatments .

b . Ask them bring their families to 

the first provider meeting .

c . Respect their identity and ask 

about which pronouns and names 

they prefer .

d . Give them a written list of 

healthcare actions they should take 

to improve their self-care .

3. Women with pre-eclampsia 

or gestational hypertension 

sometimes need case 

management to help reduce 

their risk of:

a . cardiovascular disease .

b . diabetes .

c . congestive heart failure .

d . COPD .

4. Which mental health condition 

makes asthma worse in older 

patients?

a . Schizophrenia

b . Anxiety

c . Narcissistic disorder

d . Depression

any way than they were in the past, 
says Thomas H. Lee, MD, chief 
medical officer with Press Ganey, 
headquartered in South Bend, 
IN. Rather, it is the increasing 
complexity of medical care that is 
contributing to rising stress levels.

“There has been so much 
scientific progress and we can do 
so much more, but the result is 
that there are so many more people 
involved and the risk of poor 
coordination and dropped balls goes 
up exponentially,” Lee says. “There 
is an obligation to be in touch with 
everyone involved, and that leads to 
the fear of screwing up, the idea that 
you didn’t touch base with everyone, 
or they didn’t understand what you 
meant.”

That fear comes to the forefront 
when clinicians are talking to the 
patient and it is clear that not 
everyone is working together, he 
says.

“That’s the kind of thing that is 
dispiriting. Even if patients aren’t 
actually hurt by it, patients lose 
their trust that everyone is working 
together and clinicians lost that 
psychological reward of people 
feeling grateful for what they’ve 
done,” Lee explains. “The root cause 
of the challenge is medical progress, 
more people, and more complexity. 
There is more chance for error and 
an emotional drain that results.”

Lee authored a paper with 
a colleague on understanding 
burnout in healthcare professionals, 
concluding that a key solution is to 
help them spend more time actually 
caring for patients and have more 
pride in their work.

They wrote that “organizations 
should reinforce individual 
clinicians’ ability to find meaning in 
their work, reduce clinicians’ work 
that is external to patient care, and 
define an organizational culture with 

values that make clinicians proud.” 
Even without definitive answers to 
what causes burnout and how to 
avoid it, organizations “can act now 
to counter the forces that worsen 
burnout and work to enhance the 
reasons for clinicians to find pride 
in their work.” (An abstract of the 
report is available online at: https://bit.
ly/2jXh5P4.)

High Cost of Burnout

Clinician burnout also can lead 
to high turnover rates, which bring 
additional patient safety risks, Lee 
says. The rule of thumb in healthcare 
is that the economic hit to the 
organization when a staff member or 
physician leaves is equal to 1.5 times 
that person’s salary, he explains. If 
the number of employees leaving 

reaches a certain threshold, that also 
can affect patient safety.

Healthcare organizations must 
pursue three major methods to 
address stress and burnout, Lee 
says. First, they must eliminate 
unnecessary work burdens and 
impediments to the workflow. 
Second, organizations have to 
reinforce the internal satisfaction of 
providing healthcare to others, the 
reason that people go into this line 
of work, Lee says. The third focus 
should be improving the resilience 
of people, the ability to adapt to the 
unexpected and the unpleasant.

“People are able to do that 
when they feel they are part of 
an organization that makes them 
proud,” Lee says. “It has the right 
values and is trying to do the right 
things.”  n
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