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“COMING OUT 
OF THIS SOCIALLY 

DISTANCED 
WORLD, PEOPLE 

ARE MORE 
COMFORTABLE 
WITH VIRTUAL 

ENCOUNTERS IN 
HEALTHCARE.”

Case Management, Including 
Workers’ Comp, Has Evolved 
During COVID-19
Companies ramped up remote care options

Case management in the era of 
COVID-19 has evolved, with 
clinicians and case managers 

increasing the use of telehealth and 
virtual technology solutions for 
communicating with patients and 
monitoring their 
chronic conditions.

Some case 
managers also have 
handled workers’ 
compensation cases 
in which injured 
workers contracted 
COVID-19 — 
making it even more 
important to keep 
interventions safe 
and remote.

“We’ve been 
getting more patients 
with COVID, but no other injuries. 
We treat them like we would patients 
with respiratory problems,” says 

Cynthia Bourbeau, RN, CRRN, 
CCM, CNLCP, rehabilitation nurse 
case manager, life care planner, and 
president and owner of Medical and 
Life Care Consulting Services, Inc. of 
Belchertown, MA.

“Some COVID-19 
cases are mild. The 
person needs testing 
and an evaluation 
process in place to 
make sure they’re OK 
to get back into the 
community and back 
to work,” Bourbeau 
says. “Some have 
nausea and dizziness, 
a residual cough, and 
all of them need to be 

assessed.”
After states issued stay-

at-home orders in the spring, workers’ 
comp case management moved almost 
entirely to remote evaluation and care.
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EXECUTIVE SUMMARY

Case managers have used many telehealth options during the COVID-19 

crisis . These include remote physical therapy, video meetings, and monitoring 

patients’ chronic conditions and vital signs .

• Virtual case management services help workers improve their physical 

functioning, even in cases in which the worker has to stay home because of 

physical distancing orders and work furloughs .

• Some workers’ compensation patients are battling COVID-19 in addition to 

their work-related injury, resulting in strict infection control and more virtual 

monitoring .

• NYU Langone Health planned to evolve its telemedicine options over a five-

year period . Instead, it greatly expanded its telehealth within one week .

Health technology companies 
have ramped up their existing 
remote care options and rolled 
out new ones during the crisis. 
For example, One Call, a network 
management company that serves 
the workers’ compensation industry, 
and Sedgwick, an integrated business 
solutions company, collaborated 
on virtual and post-COVID-19 
programs to help employees return 
to work.

“In this new virtual world, 
we started looking at what were 
the opportunities and needs for 
workers as it relates to safety, injury 
prevention, and wellness,” says Kevin 
Harried, CISA, CISM, chief risk and 
compliance officer at One Call in 
Jacksonville, FL.

The pandemic has resulted in 
more telehealth options. It also has 
presented more case management 
challenges, particularly in workers’ 
compensation, he says.

“Just like everybody in workers’ 
compensation, when the pandemic 
hit, clearly, everyone had a challenge. 
Everyone saw [industrial] business 
go down,” Harried says. “Ultimately, 
I think it will be a slow recovery 
process, but things are happening, 
and that’s positive.”

Virtual services are offered where 
workers are located — which, due to 
furloughs, often is at home, he notes.

“The opportunity exists for virtual 
encounters to continue expanding,” 
Harried says. “Coming out of this 
socially distanced world, people 
are more comfortable with virtual 
encounters in healthcare.”

For example, virtual physical 
therapy was more widely used during 
the crisis. Physera of San Mateo, CA, 
created a process to provide remote 
physical therapy assessment and 
treatment.

“Our app is designed and built 
from the ground up to optimize the 
remote physical therapy experience,” 
says Dan Rubinstein, PhD, co-
founder and chief executive officer 
of Physera. “It’s not a video chat; 
it’s been built-in with HIPAA 
compliance, and we have a lot of 
patient and provider interactions with 
the app.”

The app includes video 
explanations of physical therapy 
exercises. Also, it provides a vocal 
prompt that takes patients through 
the workout. (See story about remote 
physical therapy in this issue.)

“We offered our remote physical 
therapy program through health plans 
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and large insurers for a number of 
years. Now, we’ve made it available to 
anyone who can stay out of pocket,” 
Rubinstein says. “During the crisis, 
many in-person physical therapy clin-
ics were not able to treat patients in 
person anymore. We put up a version 
of our program that anyone can access 
and pay out-of-pocket at a reduced 
rate. We also signed up health plans to 
include us nationwide.”

In the pre-pandemic days, telemed-
icine was a small portion of clinical 
care for many healthcare systems.

“We’re fortunate that our institu-
tion had invested in pre-enterprise 
quality telemedicine/virtual health 
experience and had been focusing 
on it for a few years,” says Devin 
Mann, MD, associate professor in 
the departments of population health 
and medicine, and senior director for 
informatics innovation and medi-
cal center information technology at 
NYU Langone Health in New York 
City. “But telemedicine was such a 
small portion of the volume of work. 
We had planned to evolve over the 
next five years; instead, it happened in 
a matter of five days.”

The virtual and technologi-
cal transformation was remarkable, 
he says. “We were planning to do 
telemedicine, but not that fast,” he 
explains. “We trained thousands of 
doctors in a matter of days.”

The telehealth solutions also con-
nect clinicians via a video connection. 
Case managers can connect with 
patients remotely — even those who 
are hospitalized.

“Rather than have a person come 
into the patient’s room, we set up a 
tablet in the patients’ rooms so folks 
don’t have to go in there 10 times 
a day,” Mann says. “This limits the 
personal protective equipment [PPE] 
burn rate.”

Videoconferencing also works 
for communication between case 

managers, clinicians, and families, 
he says. (See story about telehealth 
and case management solutions in this 
issue.)

Case managers can monitor 
patients remotely, even when the 
patients experience broadband con-
nectivity issues at home, says Steve 
Davis, PhD, associate professor in 
the department of health policy, 
management, and leadership at West 
Virginia University (WVU) School of 
Public Health. (See story about WVU 
telehealth pilot study in May 2020 issue 
of Case Management Advisor.) This 
type of remote case management can 
work even if patients do not have 
broadband.

“There is an option to have a 
device that sits on a table and can be 
hooked into a landline,” says Davis, 
adjunct professor in the department 
of emergency medicine at WVU 
School of Medicine. “It has a larger 
button for participants with sight is-
sues; it talks and tells them to enter in 
their vital information.”

Since the case management and 
technological solutions were part of a 
telemedicine study, patients received 
the technology at no charge. They 
received a tablet for viewing custom-
ized questions about their symptoms, 
such as heart failure.

“Based on their answers, they’re 
given some brief education to read 
and to keep their chronic condition 
under control,” Davis explains. “The 
tablet has additional options like a 
video chat with our project nurse.”

Fall monitoring is another remote 
option. “It’s similar to the commer-
cials where a person wears a device, 
and if they fall, they press a button 
and call for help,” Davis explains. 
“We get notified if a fall happens.”

The notification helps keep 
patients out of the hospital after falls 
that do not cause serious injury, he 
notes. “It has the added benefit of 

keeping patients safe at home, so they 
don’t have to travel into the health-
care setting and risk COVID-19 
exposure by other patients, which is 
the real concern,” Davis adds.

Most of these types of remote 
case management were available in 
2019 and earlier, but they became 
more important during stay-at-home 
orders.

“Prior to COVID-19, we’d contact 
patients and do onsite evaluations of 
their injuries,” Bourbeau says. “We’d 
go to their doctor’s appointments, 
prepare them, and review potential 
questions.”

Case managers would coordinate 
the patient’s care and help him or her 
get answers and treatment recommen-
dations, she adds. “When COVID 
happened, we started protection 
protocols,” she says.

For many people receiving case 
management services, a COVID-19 
infection would be life-threatening, 
Bourbeau notes.

When case managers visit pa-
tients’ homes, they use hand sanitizer, 
disinfectant materials, and they follow 
infection prevention protocols.

“Everyone is protecting the patient 
as best they can,” Bourbeau says. 
“Our staff wears masks, gloves, and 
uses hand sanitizer.”

Case managers ensure home 
health workers also follow infection 
prevention protocols. People who visit 
patients are tested for the virus before 
they enter homes. They are checked 
for fever and evaluated to be sure 
there is no sign of illness, she says.

If staff object to enhanced 
infection prevention protocols, there 
are cautionary tales: “I heard of a 
home care company whose only team 
in a particular house tested positive 
and the patient tested positive,” 
Bourbeau says. “That patient has 
respiratory compromise, so they’re 
going to watch him closely.”  n
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Remote Case Management Can Prevent 
COVID-19 Transmission
Technology helps reduce risk

M any nursing homes across 
the country were hit hard by 

COVID-19. Clusters of infections 
popped up in almost all states, often 
leading to serious illness and deaths, 
according to state health department 
data compiled by AARP. Not all states 
have reported COVID-19 deaths in 
long-term care facilities. The report-
ing variations are large, but available 
data show more than 38,000 nursing 
home residents and staff died from 
the disease through May 31. (Find out 
more at: https://bit.ly/2MjVScX.)

These stark facts meant case 
managers and other healthcare 
professionals needed to be careful 
about how and when they would 
facilitate patients moving to and from 
long-term care facilities.

“We were concerned with 
COVID-19 that we were not going 
to be able to access our potential 
participants [of a telehealth pilot 
study] because many of our research 
participants were in nursing homes, 
which were very hard hit,” says Steve 
Davis, PhD, associate professor in 
the department of health policy, 
management, and leadership at West 
Virginia University (WVU) School 
of Public Health. Davis is leading a 
pilot telehealth study that monitors 
patients’ vital signs.

Because of the additional concerns 
and risks of transferring patients to 
nursing homes from hospitals, more 
people were sent home after a hospital 
stay. That meant they would need 
remote case management and in-
home care services.

“Going home can be seen as a 
good thing to avoid some of the 

community spread of the disease,” 
says Davis, adjunct professor in the 
department of emergency medicine 
at WVU School of Medicine. “We 
have six folks home, so far, who are 
transmitting [remote monitoring] 
data. We’ve had a couple of success 
stories early on.”

One story involves a patient with a 
medical history of hypertension. The 
patient’s blood pressure spiked during 
the weekend. The telehealth technol-
ogy company’s nurse monitored the 
patient’s daily vital signs through a 
remote device and caught the blood 
pressure reading when it was out of 
the normal range.

“They notified our nurse on a 
Sunday, and we got in touch with 
the research participant and took 
measures to ensure the person’s blood 
pressure was brought back into a 
safe range,” Davis says. “We saw the 
benefit of remote patient monitoring, 
and that was one of our goals.”

Seamless Transition  

to Remote Tech

Some healthcare organizations 
turned to telehealth solutions 
seamlessly because of options built 
into their electronic medical records 
(EMRs). For example, providers and 
patients at NYU Langone Health can 
use its EMR to schedule a video visit, 
says Devin Mann, MD, associate 
professor in the departments of 
population health and medicine, 
and senior director for informatics 
innovation and medical center 
information technology.

“Patients can use the patient 
portal to click on the icon for a video 
visit, starting the visit in a matter of 
minutes,” Mann says. “It’s a great 
experience, and patients love it.”

When patients log in to the 
virtual visit, they are placed in a 
virtual waiting room. As soon as their 
provider is ready, the virtual visit 
begins. “It’s similar and different from 
a regular patient visit,” Mann says.

For one, healthcare professionals 
need to get used to a video medium 
when communicating with patients. 
Also, they might have to ask patients 
to adjust their phone or tablet so the 
camera angle works, he adds.

Technology issues usually are 
on the patient’s end: “Occasionally, 
their connection is a little weak, and 
their image quality is lower. But in 
terms of work — both clinical and 
research and meetings — there are no 
problems,” Mann says.

Find the New Normal

As in-person medical care is 
phased in nationwide, healthcare 
providers will need to identify their 
new normal, he notes.

“There is a need for in-person 
care because we need to see, touch 
people,” Mann says. “But there are 
things that we were doing that could 
be done equally well in video now 
that we know it can work effectively.”

Things have evolved and changed 
during the pandemic, and every 
situation is different, says Cynthia 
Bourbeau, RN, CRRN, CCM, 
CNLCP, rehabilitation nurse case 
manager, life care planner, and 
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president and owner of Medical and 
Life Care Consulting Services, Inc. of 
Belchertown, MA.

The case management nursing 
team holds daily, remote discussions 
on challenges and issues. They meet 
once a week through a virtual meet-
ing service, Bourbeau says.

Patients also can meet with physi-
cians via virtual conferences. “We’ve 
tried as case managers to continue to 
do our jobs, but we just do it dif-
ferently,” Bourbeau says. “We keep 
people in the home, safe.”

Therapists wear masks and gloves 
for patients who are comfortable with 
in-person therapy. “For people who 
can’t go out of their home, whether 
because of comorbidities or a higher 
risk, we have set up video therapy 

sessions,” Bourbeau says. “The thera-
pist is [virtually] taking the patient 
through the exercises.”

Case managers have even gone to 
COVID-19 patients’ homes, stood 
outside their glass door or window, 
and held up a computer screen with 
the therapist showing the patient the 
exercises. This is a solution for when 
the patient does not have the internet 
or technology capabilities to perform 
the remote therapy on their own.

“When they are symptom-free and 
COVID-negative, the case manager 
goes in with protective clothing, 
wearing a mask and gloves. She puts 
the computer on a protected surface, 
like a plastic sheet, so the patient can 
follow the exercise program remotely,” 
Bourbeau explains. “It’s been working 

very well. All our patients have con-
tinued with their treatment, which 
is our goal.” After the visit, the case 
manager disinfects the equipment.

Soon, case managers and other 
healthcare professionals will see a 
whole ecosystem start to grow around 
virtual health, video visits, in-home 
monitoring, and e-care, Mann pre-
dicts. Virtual healthcare visits and 
encounters will continue to evolve as 
the pandemic continues.

“Let’s reimagine in-person visits 
now that we know so much can be 
done with video,” Mann says. “The 
reality is these tools are no longer 
kind of interesting and a one-off. 
These are going to become bread-and-
butter medicine, and we should em-
brace it and learn how to use it.”  n

Remote Physical Therapy Can Help  
Workers’ Comp, Other Cases
Virtual solutions can work

H ealthcare technology companies 
have improved their ability to 

deliver physical therapy and other 
services remotely. Technology that 
can be delivered to a patient’s phone, 
tablet, or laptop has enabled case 
managers to refer patients to physical 
therapy services — even as the 
patients remain at home for safety or 
transportation reasons.

Success with virtual physical 
therapy depends on the screen skills 
of the physical therapist, as well as 
technology that provides optimal 
video. All that is missing is manual 
therapy by the therapist.

“Even in that case, you see that 
manual therapy is not the strongest 
tool we have in our toolbox, as 
therapists,” says Todd Norwood, 
DPT, OCS, SCS, director of clinical 

services at Physera in San Mateo, 
CA. Physera provides evidence-based, 
virtual care for musculoskeletal 
conditions.

“There is evidence that if you 
teach a patient how to self-mobilize, 
you can confer a greater benefit,” 
Norwood adds. “They’ll do much 
better than if we do something to 
them or for them in a clinic.”

Interest in virtual physical therapy 
among worker’s compensation case 
managers, payers, health systems, 
and others has peaked since the 
COVID-19 pandemic.

“We have seen a dramatic increase 
[in business], unfortunately, due to 
COVID,” says Dan Rubinstein, 
PhD, co-founder and chief executive 
officer of Physera.

A Physera survey of virtual 

physical therapy patients revealed 
that 98% showed improvement in 
their clinical area of concern, and 
98% reported high satisfaction with 
the quality of care.1

Virtual Physical Therapy 

Can be Effective

“We had virtual physical therapy 
service in the pre-COVID world, 
but the post-COVID world has 
accelerated the interest and adoption 
of virtual physical therapy,” says 
Kevin Harried, CISA, CISM, chief 
risk and compliance officer with One 
Call in Jacksonville, FL. One Call 
is a specialty network management 
service for the workers’ compensation 
industry.
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“We also can look at virtual 
assessments and solutions,” Harried 
says. “Say an employee had carpal 
tunnel or a back issue and now is 
working from home,” he explains. 
“We can get their work area set 
up correctly from an ergonomic 
standpoint, so it’s not just a couch 
and a dining room table.”

An in-home assessment can be 
performed remotely or in person. 
“Those are good opportunities to help 
workers after their injuries and to also 
help this new population of people, 
working from home, to prevent 
injury,” Harried says.

As many case managers have 
learned during the pandemic, work-
ing with patients and assessing their 
conditions via teleconferencing 
requires some different skills than 
working with them in person.

Physical therapists also need 
additional skills to succeed in 
virtual physical therapy, including a 
compelling screen presence.

“By and large, all the therapists 
have done very well,” Norwood says. 
“We have a robust screening process 
that we use to select therapists to hire 
for our network.”

The ideal physical therapist has 
good clinical experience, knowledge 
about the latest evidence, and is 
engaging over a screen. Physera 

staff conduct job interviews via 
videoconference to assess a candidate’s 
screen presence and skills.

“This is different from being 
engaging when you’re next to them 
in a clinic,” Norwood says. “We have 
rigorous training programs, following 
best practices and teaching therapists 
how to apply their skills and knowl-
edge base and deliver therapy in an 
effective way, virtually.”

Physical therapy organizations 
can replicate the in-person physical 
therapy experience through a virtual 
device with some training, Harried 
says.

The virtual therapist cannot 
perform manual manipulation and 
assisted stretches, such as adjusting a 
patient’s shoulder or applying pressure 
as the patient stretches. But they 
can replicate some manual activities 
remotely. For instance, they can ask 
the patient to use a resistance band 
to show range of motion or strength, 
Harried explains.

“The things you can replicate: 
one, observe; two, have an exercise, 
strength test, or range of motion 
that you want the patient to do, and 
you observe that,” he says. “You can 
receive feedback from the individual, 
seeing their face and whether they’re 
in pain or discomfort.”

Virtual visits are interactive, 

and therapists can educate patients, 
instruct them on body mechanics 
and posture, and actively coach and 
monitor their conditions and progress 
on treatment plans, Harried says.

The pandemic has forced some 
physical therapy clinics to stop 
services temporarily. Others have 
moved into the telehealth arena. 
Physera shared virtual therapy tips, 
via a webinar, with physical therapy 
centers, Norwood says.

“We felt it was important to share 
some things we’ve learned and our 
best practices to help all the physical 
therapists that were in a tough spot 
to provide the best care of their 
patients,” he adds.

Physera’s interactive technology 
allows patients to watch and replicate 
therapeutic exercises via the screen, 
Rubinstein says.

“We are able to proactively 
monitor patients and drive adherence 
because we know when the patient is 
doing their exercises on our app,” Ru-
binstein says. “If they lapse, we reach 
out to them and encourage them to 
stay on track with the program.”  n

REFERENCE
1 . Demonstrating program efficacy: A 

claims-based cohort study .  

Physera Confidential, 2020 .  

www .physera .com .

Focus on the Emotional Health of Case Managers

Nurse case managers increas-
ingly see patients with worsening 

health and more chronic conditions. 
Dealing with critically ill patients has 
contributed to more symptoms of 
stress, anxiety, and depression among 
nurses and other healthcare profes-
sionals, research shows.1

Older, medically burdened patients 
are living longer, and sometimes in 
frailer conditions and with worse 

symptoms. All this is contributing 
to emotional health issues among 
healthcare workers, and COVID-19 
has exacerbated the problem, says 
Alexander Wolf, DNP, RN, APRN, 
palliative care nurse practitioner with 
TriHealth in Cincinnati.

Training in palliative care can 
help nurses and case managers treat 
patients struggling with pain and 
chronic disease symptoms, he notes.

“Palliative care is about addressing 
all of these quality of life issues, 
communicating sensitively about a 
person’s goals, and helping them plan 
for an uncertain future,” Wolf adds. 
“It’s about helping them live the best 
they can, where they are now.”

Case managers, particularly those 
who handle workers’ compensation 
cases, are accustomed to taking care 
of catastrophically ill and injured 
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patients, says Cynthia Bourbeau, 
RN, CRRN, CCM, CNLCP, 
rehabilitation nurse case manager, life 
care planner, and president and owner 
of Medical and Life Care Consulting 
Services, Inc. in Belchertown, MA.

“When people have those kinds of 
injuries and are severely impaired, and 
they need someone to be their hands 
and feet, we set up that care and help 
them have the best life they can,” 
Bourbeau adds.

The difference now is that case 
managers must find new resources or 
new ways to help patients access the 
care they need. Some of these patients 
were in case management before 
they tested positive for the virus, and 
now case managers have to take their 
infection into account, she says.

“This is what’s affecting their lives 
right now, so we make sure they get 
what they need for everything,” Bour-
beau says. “We’re not providing direct 
care on COVID patients, technically, 
but we’re coordinating their care.”

Handling the pandemic’s effect 
on patients and how it has forced 
healthcare workers to follow stringent 
infection prevention and physical 
distancing guidelines when working 
with COVID-19 patients have added 
stress to case managers’ already 
stressful lives.

For instance, healthcare profes-
sionals have had to deal with many 
systemic problems in recent years. 
They spend a great deal of time filling 
out documentation and electronic 
medical records, says Bernadette 
Melnyk, PhD, APRN-CNP, vice 
president for health promotion and 
dean of the College of Nursing at The 
Ohio State University.

The pandemic has highlighted 
how important it is for healthcare 
organizations to focus on staff’s 
mental health and stress.

“My prediction is we’re going 
to have a tsunami of mental health 

problems among our healthcare 
providers during the rest of the pan-
demic and in the months following,” 
Melnyk says. “I think we’ll see a lot of 
post-traumatic stress disorder. We’re 
already seeing moral distress in these 
providers.”

Wolf has studied moral distress 
among critical care nurses, but the 
same issues can affect any healthcare 
professional who works with critically 

ill patients — particularly when they 
are infected with COVID-19 or at 
risk of serious illness if they become 
infected.

“‘Moral distress’ refers to situations 
where an individual has identified in 
their own mind the morally correct 
action to take, but they are unable 
to take it because of some perceived 
constraint,” Wolf explains. “Research 
shows that moral distress manifests 
itself in a number of ways, but it is 
linked to increased burnout among 
staff.”

As COVID-19 patients are 
discharged from hospitals with new 
chronic health issues — such as lung 
problems, severe weakness, muscle 
deconditioning, kidney failure, and 
other debilitating conditions — case 
managers’ jobs become more chal-
lenging. Often, patients were not sent 
to skilled nursing or rehabilitation 

facilities because some of these places 
would not accept COVID-19 pa-
tients. These frail patients often were 
sent home to their families.

“They’re often weak after being 
extubated,” Wolf says. “There are a 
number of patients who — in any 
other circumstance — should not be 
going home to their family’s care, but 
they are going home.”

Case managers often have to 
support these patients and their 
families, and help them emotionally 
prepare for a long and uncertain 
recovery period.

This is why it is important for 
healthcare organizations and leaders 
to support their staff and offer 
emotional health solutions, such as 
encouraging staff to learn cognitive-
behavioral therapy interventions and 
mindfulness, Melnyk says.

A systematic review of studies 
about physician and nurse mental 
health revealed that healthcare 
systems need to promote their health 
with evidence-based interventions.2

For example, case management 
leaders could encourage their staff 
to learn mindfulness skills, such as 
gratitude practices and deep breathing 
exercises, Melnyk says.

“They can focus on getting up ev-
ery morning and naming two people 
or things they’re grateful for,” she 
explains. “That works in studies.”  n
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“RESEARCH 
SHOWS THAT 

MORAL DISTRESS 
MANIFESTS ITSELF 

IN A NUMBER 
OF WAYS, BUT 
IT IS LINKED 

TO INCREASED 
BURNOUT AMONG 

STAFF.”
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Study Revealed Large Increase  
in Care Management Utilization

In a study of Medicare data, 
researchers found that transitional 

care management utilization increased 
fourfold from 2013-2018, from 
298,000 in 2013 to 1.3 million in 
2018.1

“This was a descriptive analysis, 
so we don’t have causality,” says 
Leah Marcotte, MD, FACP, clinical 
assistant professor in the department 
of medicine and associate medical 
director for population health at the 
University of Washington School 
of Medicine. “The purpose was to 
describe the use of these services, 
nationally, in Medicare, over the 
study period. These included 
transitional care services billed to 
Medicare over the study period, 
which covers the first year — in 2013 
— when it was a billable service.”

Investigators also examined the 
rate of denial. “In 2013, the denial 
rate was 37.3%, compared to a 4.9% 
denial rate in 2018,” Marcotte says. 
“What you would expect is that as 
people get better and understand 
doing a new service, we would hope 
the denial rates would improve 
because people are more experienced 

in delivering the transitional care 
management services.”

The data analyzed included total 
services billed, total payments paid 
under accepted services, and total 
denied payments.

“The total over the course of the 
study period was $931 million, with 
about $122 million in denied pay-
ments,” Marcotte says. “The total 
denial rate over the study period was 
7.5%.”

Researchers looked at two differ-
ent total care management services, 
billed under the numbers 99495 and 
99496. They are billed at different 
rates.

“We’re interested in the use and 
impact of care coordination services 
being introduced by the Centers 
for Medicare & Medicaid Services, 
particularly in the last 10 years,” 
Marcotte says.

The first transitional care coordi-
nation code helped to improve the 
delivery of care services, she notes.

“In my role, administratively, as 
medical director for public health, we 
oversee some of the centralized ser-
vices for care management,” Marcotte 

says. “We call patients and provide a 
transitional care management service. 
We make sure people are seen within 
seven to 14 days at the primary care 
provider clinic.”

Marcotte also delivers transitional 
care management services for patients 
in her primary care practice.

Researchers found site of service 
to be consistent with national trends. 
“All my transitional care manage-
ment services are done in the clinic,” 
Marcotte says. “There are a minority 
of home-based services, where people 
are seeing people at home to deliver 
care management.”

Transitional care management is 
a service defined as a nurse calling 
the patient within two business days 
after the patient was hospitalized. 
Then, the patient has to be seen in the 
clinic within seven to 14 days to bill 
services, she says.  n
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The ‘Parallel Pandemic’: Clinicians May Face  
Post-Traumatic Stress

M edical experts are expecting a 
second wave of mental health 

issues to hit healthcare workers after 
the novel coronavirus abates. Some 
are warning that a “parallel pandemic” 
of post-traumatic stress will beset 
healthcare workers who witnessed 
COVID-19 deaths and suffering in 
patients and colleagues.

“These courageous people are 

risking their lives, threatened not 
only by exposure to the virus but 
also by pervasive and deleterious 
effects on their mental health,” 
the authors of a recent perspective 
article wrote. “Tragically, we are 
already seeing reports of clinicians 
dying by suicide amid the pandemic, 
including the highly publicized 
death of a prominent emergency 

medicine physician in Manhattan, 
the epicenter of the U.S. COVID-19 
outbreak. Before the virus struck, the 
U.S. clinical workforce was already 
experiencing a crisis of burnout. We 
are now facing a surge of physical and 
emotional harm that amounts to a 
parallel pandemic.”1

An immediate step employee 
health professionals can take is to 
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establish an anonymous reporting 
system for workers to voice concerns 
for themselves and their patients. 
This can provide a critical element 
of “psychological safety” during the 
pandemic, says Darrell Kirch, MD, 
co-author of the article and president 
emeritus of the Association of 
American Medical Colleges.

“For any organization to improve, 
there need to be ways for employees 
to feel that they can safely bring 
concerns forward without fear of 
retaliation,” he says. “There is no 
place more important for this to 
occur than healthcare, especially 
during a time of extreme stress on 
the system from COVID-19. Even 
more importantly, workers need to 
see their leaders responding positively 
to expressed concerns in order to 
improve safety and quality.”

Kirch and co-authors described 
the “moral injury” of people called to 
heal seeing their patients sicken and 
die. They warned of an “acute and 
long-lasting” harm, particularly to 
those facing COVID-19 in the early 
years of their healthcare careers.

“We work very hard to help 
medical students, residents, and 
fellows learn how to cope with the 
loss of patients and help families 
grieve,” he says. “The COVID-19 
pandemic has made that nearly 
impossible. There are so many 
patients who are critically ill and 
must be isolated from their families. 
This has deprived learners of the 
opportunity to learn in a measured 
way how to emotionally process 
death both for themselves and with 
the patient’s family and friends.”

In this pandemic, anxiety has 
many sources: shortages of personal 
protective equipment (PPE), lack of 
testing, and fear of bringing the virus 
home to a family member.

“Clinicians have expressed 
uncertainty about whether employers 

would support them if they got sick,” 
Kirch and colleagues reported. “Amid 
extra-long work hours, many are also 
being asked to fill emergency roles 
for which they feel underprepared. 
As the COVID-19 crisis stretches on, 
the burden of stress will only mount.”

Protect Staff

The authors cited several high-
priority measures organizations 
can take to protect their workforce 
during the pandemic and its 
aftermath.

“Integrate the work of chief 
wellness officers or clinician well-
being programs into COVID-19 
‘command centers’ or other 
organizational decision-making 
bodies for the duration of the 
crisis,” they suggested. “Sustain 
and supplement existing well-being 
programs.”

The authors called for federal 
funding to care for clinicians who 
experience physical and mental 
health effects of the coronavirus. This 
program should include national 
surveillance to measure worker well-
being and document the outcomes of 
interventions.

“The COVID-19 crisis has 
revealed with painful clarity the 
fraying threads of the U.S. clinician 
workforce,” they noted. “There has 
never been a more important time to 
invest in the clinician workforce. We 
have a brief window of opportunity 
to get ahead of two pandemics — 
the spread of the virus today, and 
the harm to clinician well-being 
tomorrow.”’

Concurring with this concern 
was Jim Kendall, LCSW, CEAP, 
manager of Work/Life Connections 
at Vanderbilt University.

“What always happens in disasters 
— and I’ve done a lot of disaster 

work — is that the first thing you 
pay attention to is your own Maslow 
Hierarchy of needs,” Kendall says. 
“How am I doing, am I safe, and so 
on. We’re expecting a bigger wave of 
mental health issues to come as the 
uncertainty passes a little bit and the 
fatigue sets in.”

This wave likely will hit in the 
next few months, causing some level 
of staff trauma in healthcare settings 
that have lacked resources, been 
inundated with COVID-19 cases, 
and faced moral distress about how 
to allocate equipment and supplies.

“Those workers are going to 
experience post-traumatic stress in a 
much different way than folks who 
have had a little bit more resources,” 
Kendall says. “Though that isn’t to 
say that they also won’t experience 
it. They have been in day-to-day 
situations of not knowing — ‘Have 
I been exposed? Am I exposing my 
family?’ That adds an element of 
mortality that has not of been part of 
everyday healthcare.”

While there have been reports 
of physician suicide related to 
COVID-19, nurses also are at high 
risk, says Judy Davidson, DNP, RN, 
FCCM, FAAN, nurse scientist at the 
University of California, San Diego. 
There were two documented cases of 
nurse suicides when the pandemic hit 
Italy, she says.

“We haven’t seen any [reports] in 
the news in the United States,” she 
says. “We do not currently moni-
tor that in the U.S. Sometimes, you 
don’t really know [about suicides] 
until years later. My message to the 
community is not to wait for those 
numbers to be known. We will have 
more suicides if we don’t take action 
using preventive strategies. Pandem-
ics cause panic attacks, anxiety, de-
pression, and post-traumatic stress. If 
these things are not dealt with, they 
could lead to suicide.”
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Many healthcare workers already 
were operating at the thin margins 
of stress and burnout, meaning 
they were at higher risk when the 
pandemic hit, says Davidson, a nurse 
suicide researcher and co-leader of a 
prevention taskforce at the American 
Nurses Association. “The whole focus 
is to protect the mental health of the 
nursing workforce nationwide,” she 
says.

A female-dominated profession, 
the nursing workforce carries a higher 
overall risk of stress disorders than 
male-dominated professions.

“We have the pre-existing risk 
of being a nurse, the added risk of a 
pandemic, and then the risk of being 
female,” Davidson says. “There is a 
gender-driven issue here. We can’t 
ignore these risks tumbling all over 
each other. We can’t ignore the fact 
that we are at great risk. We need to 
take preventive measures.”

These measures, including 
counseling, work support, and 
frequent communication with 
colleagues, can help some people 
emerge from stress and trauma 
feeling stronger.

“It is known that not everybody 
responds to stress the same way,” 
she says. “Some end up with ‘post-
traumatic growth.’ They actually 
feel stronger and more resilient later 
because they got through this. How 
does that really happen? First, it is a 
spiral down into depression, and then 
a lot depends on the support you’re 
getting in the work environment: 
support of colleagues toward each 
other, support in the moment, and 
support by the leadership team.”

Davidson encourages staying 
in contact with workers placed in 
home quarantine due to suspected or 
confirmed COVID-19.

“Keep contact with them virtually 
so they are not isolated and lonely, 
which can increase the risk of 

suicide,” she explains. “We need to 
stay connected socially as a preventive 
strategy.”

Break the Stigma

There is a long-standing stigma 
about seeking mental healthcare 
for medical workers, in part 
because they fear it will affect their 
licensing and future employment. 
The Joint Commission (TJC) 
recently emphasized that it has 
no requirement to seek such 
information, and it should not be a 
barrier to mental health therapy.

“[C]linicians have concerns that 
seeing a mental health professional 
could adversely affect their career 
if they are asked about a previous 
history of mental health issues 
during the credentialing or licensing 
process,” TJC stated. “We strongly 
encourage organizations to not ask 
about past history of mental health 
conditions or treatment.”2

As an alternative, TJC supports 
the recommendations of the Fed-
eration of State Medical Boards and 
the American Medical Association 
to limit inquiries to conditions that 
“currently impair the clinicians’ abil-
ity to perform their job.”

It is critical that healthcare 
workers feel free to access mental 
health resources, TJC stated. It is 
encouraging accredited facilities to 
remove policies that “reinforce stigma 
and fear about the professional 
consequences” of seeking counseling.

The evidence indicates mental 
health therapy prevents harm, so it is 
time to move past the issue of stigma 
in healthcare even was we struggle 
to overcome it as a nation, Davidson 
says.

“I have been [at Vanderbilt] 20 
years,” Kendall says. “We talked 
about stigma then, and I think stigma 

still exists. But we have managers 
who encourage [counseling], and it 
is part of our infrastructure to talk 
about mental healthcare. We have 
not had the horrible issues that New 
York has had. We have had PPE and 
equipment. I think the mental health 
of our staff has been spared from 
some of the stories I see nationally.”

Although Vanderbilt has fared 
well in terms of supplies and available 
beds, one of the initial sources of 
healthcare worker angst was not 
allowing family members to visit 
loved ones with COVID-19. The 
nursing staff developed a system 
using electronic devices to allow 
some visibility and communication.

“It creates great distress for the 
nurses when families can’t be there,” 
he says. “The nurses worked very 
hard to bring that humanity in even 
when visitors were not allowed.”

Vanderbilt routinely contacts 
workers in home quarantine, 
including medical checks and 
counseling.

“We do regular checks with the 
employees who have tested positive,” 
Kendall explains. “Our counselors 
call and check — not just how you 
are doing physically, because there are 
a bunch of people checking on that. 
We say, ‘What do you need? How 
are you doing psychologically?’ We 
follow up the first contact with an 
email that lists resources for family 
issues. Then, we schedule a time a 
week later to get back with them. 
We want them to know this is about 
them personally as well as their 
physical and mental health.”

In addition, Kendall and staff 
are continuing support programs, 
like an ongoing meeting with the 
cardiac intensive care unit to discuss 
challenging incidents. They added 
wellness checkups for all workers 
on COVID-19 units, but noticed a 
surprising development.
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“We haven’t had as many takers 
on that as I would have imagined 
— maybe a drop-in here and there,” 
he says. “I think they feel supported 
because we offer it. I have to remem-
ber sometimes it is not how many 
people attend — it is the fact that 
the organization offers it. People can 
say, ‘They care about my well-being, 
and I’m OK.’”

Building on many existing 
worker wellness programs in place, 
Vanderbilt now is holding online 
meetings with all groups and 
departments.

“One of the things that we are 
finding is that this is dynamic and 
fluid in terms of how it hits different 
employees through the workforce. 

You have your frontline workers in 
hospitals who have experienced this 
in a much different way than some 
of the folks who were asked to work 
remotely,” he says. “While work-
ing remotely sounds like a panacea 
on the front end, it is a lot more 
complicated if you have not done it 
much.”

In addition to those who must 
work with their children at home, 
there is a tendency to start work 
earlier, lose track, and find yourself 
on the office computer at 10 p.m.

“We are reminding people that 
you cannot inundate yourself with 
COVID-19 24 hours a day and stay 
sane,” Kendall says. “You have to 
turn the TV off. Decide where you 

are going to get your information. 
Take some breaks. We encourage 
mindfulness as one of the methods, 
but we also are encouraging people 
to get outdoors and walk using 
masks and safety precautions.”  n
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Rule No. 1: Take Care of Staff

There is no denying the fear and 
anxiety that frontline staff are 

experiencing as they race to care for 
COVID-19 patients. It is a part of 
their job, but one that puts them at 
risk for contracting a serious disease 
that is not yet well-understood. Most 
are acutely aware of this risk.

Several staff members at 
Northwell Health, a 23-hospital 
system headquartered in Manhattan, 
have fallen ill. One died.

“You have to think about how 
you are going to support the staff 
through this,” noted Mark Jarrett, 
MD, MBA, senior vice president, 
chief quality officer, and deputy chief 
medical officer at Northwell Health. 
“Get your employee assistance 
program and your behavioral health 
team in to provide support because 
people [may] be losing friends and 
colleagues. This is especially true of 
frontline staff.”

These employees are living in their 
personal protective equipment (PPE), 

and they are witnessing people of all 
ages go through terrible courses of 
illness.

“They are going to burn out 
otherwise,” observed Jarrett, who 
spoke during a briefing sponsored 
by the Patient-Centered Outcomes 
Research Institute (PCORI) on 
March 31.

Before the pandemic emerged, 
leaders at Stony Brook University 
Hospital in Stony Brook, NY, 
had formed what they call “code 
lavender” teams for instances in 
which staff members may have seen 
or been involved with some type of 
crisis.

“We have invoked a code lavender 
team, our crisis management team, 
to assist in caring for our team. 
We also created virtual meditation 
spaces and virtual telehealth spaces 
for staff members,” shared Carol 
Gomes, chief executive officer and 
chief operating officer, during the 
PCORI briefing. “It is so important 

to support staff. They are, every day, 
coming to work, trying to take care 
of patients in an untenable situation.”

Peter Viccellio, MD, FACEP, vice 
chair of the department of emergency 
medicine at Stony Brook Medicine, is 
particularly concerned about nurses, 
and he urged colleagues to make sure 
they are responding to their needs.

“[Nurses] have the most exposure 
to these patients, so you need to take 
care of them more than you ever 
have,” he stressed during a different 
PCORI briefing held on April 7. 
“If you hear there is something 
they need, take care of it that day. 
Don’t make one-off gestures. Think 
of things you can do every day and 
every shift to let them know what 
gratitude you have.”

Viccellio’s advice to physicians is 
to personally thank each nurse with 
whom they work each day.

“Tell them what a great job they 
did,” he advised. “You have no idea 
how much it may mean to them.”  n
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1. According to Devin Mann, MD, 

what has helped patients and 

providers easily start video 

visits?

a . Zoom

b . A video conferencing tablet 

given to patients and staff

c . A patient portal and app that 

is accessed through the health 

system’s electronic medical record

d . Smartphones

2. According to a survey by 

Physera of San Mateo, CA, what 

percentage of virtual physical 

therapy patients showed 

improvement in their clinical 

area of concern?

a . 52%

b . 75%

c . 81%

d . 98%

3. According to Bernadette 

Melnyk, PhD, APRN-CNP, 

which well-being methods can 

help healthcare professionals 

cope with anxiety, stress, and 

depression on the job?

a . Cognitive behavioral therapy 

interventions and mindfulness 

skills

b . Daily exercise and 

antidepressants

c . Support groups and positive 

thinking techniques

d . Videoconferencing with a 

therapist and obtaining eight 

hours of nightly sleep

4. A study of Medicare data 

found that transitional care 

management utilization 

increased by how much from 

2013-2018?

a . Twofold

b . Threefold

c . Fourfold

d . Tenfold


