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“FALLS ARE A 
BIG PROBLEM 
NATIONALLY 

FOR AN AGING 
POPULATION. 

THEY’RE COSTLY, 
DEBILITATING ... 
BUT THEY ARE 

PREVENTABLE.”

Falls Injure Millions of Americans, 
Cost $50 Billion Each Year
Fall prevention is challenging

Recent studies challenge 
assumptions about how case 
managers and other healthcare 

professionals can reduce fall risk among 
older patients with comorbidities and 
recent hospital stays. The key is to focus 
on fall risk from just 
before a person is 
hospitalized to weeks 
after hospitalization.

“Falls are a big 
problem nationally 
for an aging 
population. They’re 
costly, debilitating, 
often end in 
institutionalization, 
but they are 
preventable,” 
says Geoffrey J. 
Hoffman, PhD, MPH, 
assistant professor in the department 
of systems, populations, and leadership 
at the University of Michigan School 
of Nursing. Hoffman also is a member 
of the Institute for Healthcare Policy 

and Innovation at the University of 
Michigan.

Falls are a leading cause of fatal inju-
ries among older Americans. They cause 
2.8 million injuries treated in emergency 
departments each year, including 27,000 

deaths and more than 
800,000 hospitaliza-
tions, according to 
the National Coun-
cil on Aging. (More 
information is avail-
able at: https://bit.
ly/33aLNZ2.)

“Falls are a huge 
problem with at 
least one in three 
older people falling 
every year,” says 
Nancy Latham, 

PhD, clinical research 
director in the division of men’s health, 
aging, and metabolism at Brigham and 
Women’s Hospital, and instructor at 
Harvard Medical School. “One-third of 
them will have an injury, and one-third 

https://bit.ly/33aLNZ2
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EXECUTIVE SUMMARY

Fall injuries result in millions of emergency department visits and cause 

27,000 deaths each year . Case managers can help prevent falls, but 

determining evidence-based solutions is challenging, as the results of new 

research suggest .

• Falls are a leading cause of fatal injuries among older Americans .

• One study revealed a nurse fall care manager could help lower the rate of 

falls without serious injuries, but made no significant difference on the rate of 

serious fall injury .

• Other research revealed falls are high in the month before someone is 

hospitalized .

[of those injured] will have a serious 
injury.”

Non-fatal falls among older 
adults cost about $50 billion in the 
United States each year, according 
to the Centers for Disease Control 
and Prevention. (More information is 
available at: https://bit.ly/2FY6JcZ.) 
Injuries from falls continue at a 
steady pace, despite falls prevention 
programs. The results of recent 
research suggest falls are major factors 
in poor health outcomes among older 
adults.1

The question is: What can case 
managers and other healthcare 
professionals do to prevent falls and 
improve health outcomes for at-risk 
adults? “We know that some things 
can work to prevent falls,” Latham 
says.

For instance, interventions that 
help patients take their medication, 
make dietary changes, address 
osteoporosis, and create an effective 
exercise program can help reduce 
risk. “We know if people make these 
changes and stick with them, they 
can reduce falls and injury. That 
comes from reviews of many studies, 
and is not just an opinion,” Latham 
explains.

The authors of a recent study 
assessed the effects of nurse fall care 
managers on an at-risk population of 

adults older than age 70 years. They 
found a multifactorial intervention 
did not result in a lower rate of a 
serious fall injury, but did lower the 
rate of falls without serious injury.1

The Strategies to Reduce Injuries 
and Develop Confidence in Elders 
(STRIDE) study was a pragmatic, 
cluster randomized, controlled 
clinical trial that was designed to 
evaluate the effectiveness of evidence-
based techniques to reduce fall-related 
injuries. (Find out more at: https://
www.stride-study.org/. See story about 
STRIDE in this issue.)

Authors of another recent study 
examined more than 10,000 all-
cause hospitalizations and fall injury 
risk before and after hospitalization. 
Investigators found fall risks were 
disproportionately high in the month 
just before hospitalization.2

“We saw big spikes [in fall risk] 
right before the hospital stay — a 
week or two before — and then we 
also saw spikes that fall risk remained 
high after hospital discharge,” 
Hoffman explains.

The takeaway is there is a lot going 
on with patients’ health right before 
the hospital stay, and some of these 
problems could increase fall risk. 
For instance, if a patient has heart 
problems and he or she ends up in 
the hospital, it is likely the fall risk 
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also has increased due to some type 
of executive functioning issues, he 
explains. This correlation suggests case 
managers and hospitals can do a better 
job of teaching patients about fall 
prevention during discharge planning.

“We did qualitative work where we 
showed that people who had been in 
the hospital and were at risk for falls 
were not receiving a lot of discharge 
information about falls,” Hoffman 
says.

A review of literature shows these 
three main tactics appear to help 
prevent falls, Hoffman says:

• Recommend tai chi or other 
flexibility and balance exercises. “If 
you look at the Cochrane review of all 
literature out there on falls, things like 
tai chi and improving gait and balance 
help,” Hoffman says.

The authors of a recent study 
found high-quality evidence that 
tai chi is an effective intervention 
for preventing falls in community 
settings, although there is less clear 
evidence for long-term care facilities. 
The authors suggested tai chi may 
offer a superior tactic for reducing falls 
because of its benefits on cognitive 
functioning.3

Some community organizations 
offer tai chi for older adults, and case 
managers could provide patients with 
information about those programs.

• Suggest home safety 
modifications. The most recent 
studies on falls prevention reveal 
a benefit to installing grab bars in 
showers and making other home 
safety modifications, Hoffman says.

One study revealed occupational 
therapists are effective in reducing fall 
hazards in the homes of older adults. 
They can make a comprehensive list of 
specific fall hazards in and around the 
home.4 “The problem is connecting 
people to those services,” Hoffman 
notes. “Medicare doesn’t pay for fall 
prevention.”

Some value-based healthcare 
plans might offer built-in incentives 
for preventive care, including fall 
prevention. Generally, Medicare and 
commercial payers do not cover fall 
prevention.

“My thinking is if it’s a bundled 
payment plan, they could pay to put 
up grab bars,” Hoffman says. “If we’re 
serious about falls, which cost a ton 
of money for Medicare, then we want 

to think about having providers come 
up with creative ways to address it.” It 
will take harmonized incentives across 
care settings.

• Provide medication reconcili-
ation. Polypharmacy and medication 
risks are well known. “If you take 
psychotropic medication and benzo-
diazepines, it can increase your risk of 
falls,” Hoffman explains.

Some medications cause drug in-
teractions that could lead to dizziness 
and other conditions that create a fall 
risk. High-risk drugs include central 
nervous system-acting agents, non-
steroidal anti-inflammatory drugs, 
cough suppressants, antiplatelet 
agents, diuretics, hypoglycemic drugs, 

nasal preparations, anti-Alzheimer’s 
agents, and antiglaucoma eye prepa-
rations. (Find out more at this link: 
https://bit.ly/30g1so0.)

“Patients need someone to work 
with them and to help them get the 
right drug and dosage to minimize 
fall risk,” Hoffman says.

A Canadian falls prevention 
clinic found high compliance 
for medication changes among 
community-dwelling older adults 
who experienced one fall requiring 
medical attention within the previous 
12 months. The patients had a 78% 
compliance rate with medication 
changes to prevent falls, compared 
with a 58% compliance rate for 
exercise and a 35% compliance rate 
for lifestyle modifications.5  n

REFERENCES
1 . Bhasin S, Gill TM, Reuben DB, et al . 

A randomized trial of a multifactorial 

strategy to prevent serious fall 

injuries . N Engl J Med 2020;383: 

129-140 .

2 . Hoffman GJ, Tinetti ME, Ha J, et 

al . Prehospital and posthospital fall 

injuries in older US adults . JAMA 

Netw Open 2020;3:e2013243 .

3 . Nyman SR . Tai chi for the prevention 

of falls among older adults: A critical 

analysis of the evidence . J Aging 

Phys Act 2020;1-10 . doi: 10 .1123/

japa .2020-0155 . [Online ahead of 

print] .

4 . Keglovits M, Clemson L, Hu Y-L, et 

al . A scoping review of fall hazards 

in the homes of older adults and 

development of a framework for 

assessment and intervention . 

Aust Occup Ther J 2020 . doi: 

10 .1111/1440-1630 .12682 .

5 . Davis JC, Dian L, Parmar N, et al . 

Geriatrician-led evidence-based 

Falls Prevention Clinic: A prospective 

12-month feasibility and acceptability 

cohort study among older adults . 

BMJ Open 2018;8:e020576 .

“WE DID 
QUALITATIVE 

WORK WHERE 
WE SHOWED 
THAT PEOPLE 

WHO HAD BEEN 
IN THE HOSPITAL 

AND WERE AT 
RISK FOR FALLS 

WERE NOT 
RECEIVING A LOT 
OF DISCHARGE 
INFORMATION 
ABOUT FALLS.”
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A Look at STRIDE Study Intervention
Study results surprising

The Strategies to Reduce Injuries 
and Develop Confidence in 

Elders (STRIDE) study produced 
breakthrough findings that suggest 
fall prevention among older adults is 
more challenging than the authors of 
previous research found.

In the study, nurse case managers 
met with at-risk people to perform 
a structured assessment of fall risk 
factors and implement changes, 
says Nancy Latham, PhD, clinical 
research director in the division of 
men’s health, aging, and metabolism 
at Brigham and Women’s Hospital, 
and instructor at Harvard Medical 
School. Latham was one of the 
STRIDE study researchers.

No Significant 

Reduction

Investigators followed participants 
over an average of three years to de-
termine whether people who received 
an intervention experienced fewer 
fall-related injuries than those who 
did not receive an intervention.1

The findings surprised investiga-
tors, revealing the multifactorial in-
tervention was not significantly more 
effective than enhanced usual care in 
reducing serious fall injuries. Inves-
tigators theorized this might be due 
to a lower adherence to the interven-
tion plan than occurred in previous 
efficacy trials. Also, participants were 
referred to existing services at local 
health or community centers, but the 
trial investigators provided no ad-
ditional resources. No one routinely 
monitored whether participants stuck 
to their exercise plan.1

The STRIDE study did show a 

significant reduction in self-reported 
fall injuries — just not in serious fall 
injuries, Latham says.

“They could have a bruise or 
scrape, but not necessarily a fracture,” 
she explains. “Those were fall-related 
injuries, and we did have a significant 
reduction in those, but we didn’t have 
a reduction in our primary outcome 
of the most serious of fall-related 
injuries.”

While the data were not what 
researchers expected, there still is 
reason to expect positive results from 
fall prevention programs, Latham 
notes.

“We do think fall prevention 
services are extremely important,” 
she adds. “To have a larger impact 
that could prevent more serious fall 
injuries, it could be that fall care 
managers perhaps need to have a 
higher intensity of meeting with 
people.”

In the STRIDE program, fall care 
managers met with participants only 
twice in the first year and annually 
after that. The participants enrolled 
in the study were age 70 years or 
older and were part of a primary care 
practice. People in long-term care 
facilities were not enrolled because 

their risk factors are different from the 
population studied, Latham says.

Participants had to answer yes to 
at least one of these three risk factors:

• Two or more falls in the past 
year;

• Fall injury in the past year;
• Fear of falling when engaged in 

mobility activities.
The fall care manager also 

evaluated participants on the seven 
most common risk factors:

• Problems with strength, gait, and 
balance;

• Postural hypotension 
(lightheaded when standing up too 
quickly);

• Vision problems;
• Improper footwear;
• Taking medication that can 

increase risk of falling;
• Safety hazards in the home;
• Osteoporosis.
“The fall care manager evaluated 

them for those risk factors, and then 
worked with the patient and the pri-
mary care doctor to prioritize which 
of those risk factors they wanted to 
start to address,” Latham says. “We 
had a structured assessment for them. 
For each of these risk factors, we 
developed treatment algorithms to 
guide them through. If they have this 
problem with their balance, then that 
person might be appropriate to refer 
to physical therapy, or another person 
could be referred to a community-
based exercise program.”  n
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“WE DIDN’T HAVE 
A REDUCTION 

IN OUR PRIMARY 
OUTCOME 

OF THE MOST 
SERIOUS OF 

FALL-RELATED 
INJURIES.”
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Care Coordination Program Fills Gaps  
in Social Determinants of Health
Goal is to reduce ED visits

An interprofessional care 
coordination program helps 

train college students while helping 
vulnerable communities.

The Richmond Health and 
Wellness Program (RHWP) began 
in 2012 with the three prongs of 
education, research, and service, says 
Katherine Falls, NP, operational 
director of RHWP and clinical 
instructor at Virginia Commonwealth 
University (VCU) School of Nursing.

The idea of the health and wellness 
program was to provide care to 
people to fill their gaps from social 
determinants of health, she says.

“That would, hopefully, prevent 
emergency department [ED] visits, 
help shorten hospital stays, and help 
provide care so that people don’t end 
up in the ED or hospital,” Falls says. 
“It was started at Dominion Place, 
one of our sites in Richmond. “It’s 
an older adult apartment building 
complex that’s federally subsidized 
and is for people with disability.”

Its target population includes older 
adults with multiple chronic illnesses 
and outcomes that are affected by 
social determinants of health.

“RHWP was started to fill 
those gaps with education, case 
management, and health and wellness 
services that help to provide some of 
the things that are difficult for them 
to access because of where they live,” 
Falls explains.

Since the program began, it 
has served five different apartment 
buildings and includes a freestanding 
health and wellness building.

“VCU and VCU Health, our 
health system entity, have partnered 

to build a freestanding community 
health center in one of our highest 
poverty areas of Richmond,” says 
Pamela Parsons, PhD, GNP-BC, 
FNAP, associate dean for practice 
and community engagement, and 
associate professor at VCU School of 
Nursing. “The highest concentration 
of public housing is also in that 
area and would have easy access to 
the building. RHWP is one of the 
programs offered within that building 
site.”

Bridge Between 

Community, System

In the winter of 2019-20, VCU 
partnered with a local health system 
to create a position for a nurse case 
manager, employed by the health 
system and working under the VCU 
Health care management team, 
Parsons says. The goal is for the case 
manager to serve as a liaison for 
people with unmet needs. The case 
manager coordinates their care and is 
a bridge between community health 
workers and the health system.

“We’re just implementing that 
right now and putting that person in 
place,” Parsons says.

Although the COVID-19 
pandemic interrupted progress with 
the RHWP’s mission and caused the 
facility to be locked down for several 
months, the organization continued 
to serve people through telehealth, 
Falls notes.

“We were unable to connect with 
some people because of a lack of 
telephone services,” she adds. “But 

we were persistent, and were able to 
connect with a lot of the folks we do 
serve in these buildings.”

They also put together an 
interprofessional group of pharmacy, 
nursing, nurse practitioner, medical, 
physical therapy, occupational 
therapy, and psychology students to 
meet through Zoom calls and Google 
Meet, Falls explains.

“We go over what’s going on 
and call patients to discuss whatever 
is important to them,” she adds. 
“It’s always a participant-led 
conversation.”

The team follows the Institute for 
Healthcare Improvement’s 4Ms, an 
age-friendly model: What matters 
most to the person, medication, 
mentation, and mobility. (More 
information is available at this link: 
https://bit.ly/36mGQhs.)

“We’ve continued to use that 4Ms 
model and structure to organize our 
calls and address needs pertinent to 
our population,” Falls adds.

Each student contributes through 
his or her personal expertise; for 
example, mobility can be addressed 
by physical and occupational therapy 
students. They also are encouraged to 
step out of their normal area.

“A nurse practitioner might lead 
the discussion on medication, and the 
pharmacy student can jump in and 
help where needed, and they all talk 
about what matters to the patient,” 
Falls explains.

Much of the focus during the 
early months of the pandemic was 
on how people were coping with 
COVID-19. They could talk about 
their experiences and how they felt. 
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“Having someone to connect to 
is very important from a nursing 
perspective,” Parsons says.

The team observed that people 
with no mental health challenges 
managed well during the pandemic. 
They could rely on their coping skills. 
Other people have developed new 
symptoms of anxiety and depression, 
and are struggling more than they did 
pre-pandemic, Falls says.

“We’re moving into a new phase 
where people are recognizing that 
this is here to stay for a while, and 
they have to figure out how to adapt 
and make their life work,” she adds. 
“We were talking to a participant 
who has an autoimmune disease 
and is worried about contracting the 
virus. She has to take a bus to get her 
medications, and worries about bus 
transfers and how long it takes to get 
this medication that she didn’t have 
delivered.”

Through motivational interview-
ing and focusing on what mattered 
most to this patient, the team learned 
she did not want her medication 
delivered because she wanted to get 
out of her house with these trips to 
the pharmacy. She wanted to be safe, 
but she also wanted to exercise, see 
people, and have some in-person 
interaction.

“For this patient, her biggest 
concern was to find a closer CVS. 
A student looked at the area 
transportation system’s website and 
found a bus that would not require a 
transfer,” Falls says.

The woman met her personal 
goals, stayed safe, and obtained her 
medication. “Goal-setting is the way 
we help people figure out how to 
solve some of these problems and 
how to make some steps toward living 
their best COVID life,” Falls says.

Worrying about these sorts of 

pandemic-era challenges creates stress. 
People need endurance to deal with 
it, and the interdisciplinary team can 
help them navigate these challenges 
and troubleshoot some of their 
problems, Falls explains.

The team takes a holistic approach 
to helping people, including advance 
care planning, falls prevention, and 
addressing food insecurity, housing 
stability, and literacy issues, Parsons 
says.

“We plan to do more and connect 
over to the health system with 
continuum of care,” she adds.  n

REFERENCE
1 . Winship JM, Falls K, Gregory 

M, et al . A case study in rapid 

adaptation of interprofessional 

education and remote visits during 

COVID-19 . J Interprof Care 2020 . 

doi: 10 .1080/13561820 .2020 .1807921 . 

[Online ahead of print] .

Non-Medical Home Care Can Fill Gaps  
to Help Seniors at Home
Some payers are stepping up

The frontline caregivers who visit 
patients’ homes and provide help 

with their activities of daily living 
(ADLs) often are the unrecognized 
helpers, preventing chronically ill pa-
tients from heading to the emergency 
department (ED) or hospital.

As population health initiatives 
and case management increasingly 
transition at-risk patients home 
and keep them out of the hospital, 
there is a greater need for home-
based resources, said Gavin Ward, 
regional director of strategy and 
partnerships for 24 Hour Home 
Care in Los Angeles. Ward, who is 
certified in readmission prevention 

and bundled payments, spoke about 
leveraging non-medical home care 
in value-based care at the Case 
Management Society of America’s 
virtual conference, held June 28-July 
2. (For more information, visit this 
link: https://bit.ly/36kDNGN.)

“This leads to greater opportunities 
for home care services to help, but the 
challenge is that it’s typically private 
pay,” Ward explained. “There’s more 
home-based care, which is great, 
but the cost of care for private duty 
and non-medical care is outpacing 
inflation.”

A new, positive trend is that an 
increasing number of payers are 

including non-medical home care as 
a supplemental benefit. One example 
is Medicare Advantage health plans, 
which offer personal care and respite 
care as a supplemental benefit.

“If case managers have a patient 
who is low-income, going home, and 
can’t afford private duty care, there 
may be a chance their health plan 
has a supplemental benefit to pay for 
short-term care in home and respite 
care,” Ward said. “Some plans offer 
up to 80 hours a year of respite care, 
and certain plans have 150 total hours 
of care.” This is good news for case 
management as it expands resources 
for patients.
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Non-medical home care also 
has adjusted to the COVID-19 
pandemic. When the United States 
shut down most businesses during 
the early weeks of the pandemic, 
non-medical home care agencies 
saw a decrease in demand for their 
services.

“One reason why the hours 
decreased is because family members 
were now able to work from home 
and care for their aging loved one,” 
Ward explained. “Or, they were so 
fearful of having someone come into 
the home that they were finding 
alternatives.”

Hospitals, which are a chief 
referral source for non-medical home 
care agencies, also saw a decline in 
their census. There were fewer people 
they could refer to the agencies. “The 
pandemic had a significant impact 
temporarily to companies that may 
have partnered with hospital systems.” 
Ward said. “In some rare cases, we did 
see some families increase the hours. 
One of the reasons was they wanted 
one caregiver to just work with them 

and not work with multiple clients 
over their fear of infection.”

The effects of the pandemic 
stabilized, and the biggest need 
for non-medical care was in senior 
living facilities, Ward said. When 
assisted living facilities experienced a 
COVID-19 outbreak, they asked for 
non-medical home care workers to 
supplement their staff. This also posed 
a challenge, as it was difficult to find 
staff willing to go into a facility with 
a COVID-19 outbreak, particularly 
before healthcare facilities could 
ensure access to personal protective 
equipment (PPE).

“We were one of the first to secure 
PPE,” Ward noted.

In California, the state surveyed 
non-medical home care agencies to 
ask if they could care for COVID-
19-positive patients, both in home 
settings and senior-living communi-
ties. “They made an alphabetical list 
of which non-medical healthcare 
agencies were willing to take on 
COVID-positive cases,” he added.

Compiling a list makes it easy for 

case managers, patients, and families 
to find help for ADLs as the patient 
returns to the community after days 
or weeks in the hospital.

In states without that list, it would 
be helpful for case managers or a 
resource person to call non-medical 
home care agencies to see which ones 
could handle COVID-19 patients. 
Then, they could provide patients 
with the list, Ward said.

Caregivers in non-medical home 
care agencies also could be resources 
for case managers as they transition 
patients home. They often see clients 
more frequently than healthcare 
providers, and could identify changes 
in their condition. For example, if a 
person with congestive heart failure 
experiences trouble breathing and a 
severe weight gain, the non-medical 
caregiver will see this and get the 
person to a doctor’s appointment, 
Ward explained.

“That’s a common example of how 
caregivers can prevent emergency 
departments and hospitalizations,” 
Ward added.  n

Medication Reconciliation Improved with Artificial 
Intelligence and Electronic Health Record

Covenant Medical Center in 
Saginaw, MI, recently used 

artificial intelligence (AI)-driven 
technology to protect staff and 
improve the quality of care for 
patients in its emergency care 
unit, completely automating the 
medication reconciliation process.

Previously, medication reconcili-
ation required a pharmacy techni-
cian to interview patients face to 
face about their medication history, 
explains Rebecca Sulfridge, PharmD, 
clinical pharmacist specialist in emer-
gency medicine at the hospital. That 

process became more difficult with 
COVID-19, as it was not practical 
for a pharmacy technician to interact 
closely with so many patients — 
sometimes dozens per day.

“My technicians typically are 
not trained on the use of personal 
protective equipment [PPE], and 
we had a shortage of that gear, too. 
At first, when COVID-19 hit, it 
was hard to tease out the people 
who might be sick and at highest 
risk of exposing our technicians. 
We had to wear PPE in every room 
with every patient,” Sulfridge 

shares. “That created a real barrier 
for our technicians to be able to do 
their jobs the way they did it prior 
to COVID-19.” The pharmacy 
technicians also relied on calling 
physician offices and pharmacies to 
gather information about a patient’s 
medications. Still, face-to-face 
interviews were a vital component 
that could not be skipped without 
replacing it with another way to 
gather data.

Sulfridge and other hospital 
leaders studied ways to change 
the workflow for medication 
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reconciliation. They decided to 
integrate a software solution into 
its electronic health record. The 
software solution gathers information 
on medications during the intake 
process, using AI to probe for 
the most complete information, 
and compiles it in the electronic 
health record (EHR), asking many 
of the same questions that the 
pharmacy technicians would ask but 
eliminating the need for another 
employee to be exposed to the sick 
patient.

“We had the technology available 
to us prior to COVID-19, but we 
had not implemented it on any 

scale for medication reconciliation,” 
Sulfridge says. “By implementing it 
as the primary way we do medication 
reconciliation, our technicians were 
able to see more patients, and we 
were still able to offer this important 
service to the medical center.”

The technology solution has 
provided medication reconciliation 
results consistent with the previous 
face-to-face interviews, Sulfridge 
adds. In addition to reducing the 
exposure to patients during the 
pandemic, the technology has saved 
staff 10 minutes or more per patient, 
Sulfridge reports. Even if the hospital 
returns to some level of face-to-face 

medication reconciliation when the 
virus risk is lower, the success of the 
technology probably will result in 
some workflow changes to make the 
process more efficient.

“Changing workflows is always 
scary. When you have an established 
workflow that works, it’s not always 
easy to ... make that change, to 
say we’re going to do something 
different to try to get the same 
result,” Sulfridge says. “We did that, 
and we’re happy with the results. 
I’d suggest people not be afraid to 
use technology to your advantage 
to reduce how much time you’re 
spending in a patient room.”  n

Healthcare Workers Holding the Line  
Against Pandemic
But at what long-term mental cost?

M any have died and more have 
been sickened, but the nation’s 

healthcare workers are grimly holding 
the line against the worst pandemic 
in a century. Those who survive may 
pay a mental health price, a “moral 
injury” not unlike soldiers returning 
from war, mental health experts warn.

The Institute for Healthcare Im-
provement (IHI) is addressing these 
current and looming issues through a 
series of webinars and papers on “psy-
chological PPE (personal protective 
equipment).” The idea is that much 
as they don masks, gloves, and gowns, 
medical workers need “barriers” to 
protect their mental health.1

“Every disaster brings with it 
a second disaster,” said Donald 
Berwick, MD, MPP, president 
emeritus and a senior fellow at IHI. 
“The first is whatever the insult 
is — in this case, COVID-19 and 
the tragedies associated with it. 

The second is the behavioral health 
responses that occur both in the 
community and the workforce.”

The COVID-19 pandemic is 
exacerbating existing issues with 
healthcare burnout that will persist 
even after the pandemic is under 
control. “We hypothesize that there 
is this population of staff who are 
currently operating in crisis mode 
and they are fully absorbing or 
experiencing the adverse effects, but 
over time will begin to show signs of 
psychological distress and trauma,” 
said Jessica Perlo, MPH, director of 
IHI. “[Psychological PPE] includes 
behaviors and actions to support 
staff, like reducing fear and anxiety, 
promoting psychological safety, 
and facilitating peer support and 
connections. These behaviors and 
actions will continue to be critical as 
the pandemic continues as more staff 
need mental health support.”

In a recent webinar, IHI explained 
how it reviewed evidence and 
interventions to develop the concept 
of psychological PPE, which can take 
many forms as it is adapted at the 
local level. IHI reviewed evidence 
on mental health techniques to 
develop a tool based on responses to 
natural disasters, terrorist attacks, and 
previous pandemics.

“It is not a checklist per se, but 
more like a menu of evidence-based 
options,” says Keziah Imbeah, 
MSc, a research assistant on the IHI 
innovation team.

Support of the institution and 
administration is necessary for these 
programs to work “so [workers] feel 
free to take care of themselves as they 
are on the job and also as they step 
away,” she said.

IHI recommendations include the 
following for individuals and team 
leaders:
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Individual
• Take a day off and create space 

between work and home life.
• Avoid unnecessary publicity and 

media coverage about COVID-19.
• Receive mental health support 

during and after the crisis.
• Facilitate opportunities to show 

gratitude.
• Reframe negative experiences as 

positive and reclaim agency.
Team Leader
• Limit staff time on site/shift.
• Design clear roles and 

leadership.
• Train managers to be aware of 

key risk factors and monitor for any 
signs of distress.

• Make peer support services 
available to staff.

• Pair workers together to serve as 
peer support in a “buddy system.”

A Personal Stake

Berwick has a personal stake 
in the issue, as his daughter is a 
physician at a Boston-area hospital.

“She is OK, but I can see the 
toll taken on her and many of her 
colleagues by the stresses of this 
dreaded disease — the deaths and 
despair around them and the risks 
they incur every day,” he said at 
a recent IHI webinar. “She goes 
to work knowing she is exposing 
herself and her family to a very 
serious risk. She sticks with it and 

she is doing fine, but one should not 
underestimate the stress that it takes. 
My daughter is lucky in that she has 
a strong social support system, but 
that is not true of every healthcare 
worker.”

The pressure goes beyond the 
clinical staff, as those who support 
the medical team face similar risks 
and stress, often with fewer resources. 
“We have to remember that the vast 
majority of healthcare workers are 
not people of high income. They are 
not people who have the prestige of 
being physicians or nurses,” Berwick 
said. “These are people who work to 
keep the hospital going. They are the 
people serving the food, cleaning the 
rooms, and supporting the clinical 
staff. We know that they are under 
tremendous stress, including the 
stress of the economic downturn. 
Hospitals are not immune. Many 
healthcare workers, for example, 
don’t even have health insurance.”

People of color are more likely 
to have more serious infections with 
SARS-CoV-2. That means many 
healthcare workers are at additional 
risk as they care for COVID-19 
patients.

“We also know the racial ineq-
uity that we are more and more 
aware of in the George Floyd era 
— but should have been aware of all 
along — selectively affecting Afri-
can American, Latino, and Native 
American populations,” Berwick said. 

“Those are heavily represented in the 
workforce at lower levels of income. 
That is another kind of stress, so this 
is crucial. Just like everything else 
we do, we need to bring science to 
bear. We need to understand what 
actually helps, get the data, and get 
the resources in place. Then, use the 
methods of improvement to bring 
those resources to the healthcare 
work force.”

As many have noted, the 
pandemic may get worse before 
it gets better, with a convergence 
of novel coronavirus and seasonal 
influenza approaching in the fall.

“All the signals I’m seeing are 
that we are going to have a serious 
resurgence of this disease,” Berwick 
said. “There are places already having 
that. I think even communities that 
have done well are going to be hit 
with a real serious problem. We still 
have not organized testing in this 
country as a strategy, and every other 
successful country has had totally 
different levels of surveillance. I think 
we are going to get hit again and 
probably pretty hard. I hope not, but 
we better get ready. This time, we 
don’t need to be on our heels.”

In statistics that are admittedly 
undercounts, the Centers for Disease 
Control and Prevention (CDC) 
reported as of Oct. 1, 169,063 
healthcare workers have been infected 
with COVID-19 and 733 have 
died. The data were collected from 
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5.3 million people, but healthcare 
personnel status was only available 
for about 1.3 million. For the 
169,063 cases of COVID-19 among 
healthcare personnel, death status 
was only available for 122,440. The 
CDC has previously estimated the 
actual number of infections may be 
tenfold higher than counted cases, 
meaning that more than a million 
healthcare workers have been infected 
in the pandemic and well over a 
thousand have likely died as a result.2

Protecting HCWs  

a ‘Precondition’

Arpan Waghray, MD, a geriatric 
psychiatrist at Providence St. Joseph 
Health in Oakland, CA, said 
protecting healthcare workers was 
an immediate concern when the 
pandemic began.

“Our system had to deal with 
a lot very early,” he said. “As this 
started, our leaders made a strong 
commitment that the emotional well-
being of our workforce is not just a 
priority; rather, it is a precondition 
for us to deliver excellence. This was 
brought into the command center 
discussions right from the very 
beginning.”

Waghray and colleagues developed 
an electronic interactive stress 
meter with a range of emoji faces 
representing increasing levels of 
mental struggle. A range of resources 
are displayed depending on the stress 
level. Healthcare workers also can 
describe their specific problem and a 
preferred method of learning.

“You can say, ‘I want help with 
anxiety and parenting during the 
pandemic, and my preferred method 
of learning is a podcast,’” he said. 
“The most commonly viewed topic 
in the last few months has been 
compassion fatigue. We found that 

telespiritual health was one of the 
most commonly used resources by 
those in the mild and moderate stress 
range.”

The hospital also created a 
program allowing same-day access to 
therapists, which resulted in 2,945 
sessions by 850 caregivers.

“One would imagine healthcare 
workers as somewhat more sophisti-
cated consumers of healthcare than 
the rest of the population, and yet 
46% of them said without this ser-
vice they would not have sought help 
for themselves or would not have 
known how,” Waghray said. “Like ev-
ery other health system, we have had 
EAPs [employee assistance programs] 
and all of that forever, and yet this is 
something that has come up over and 
over again.”

There is a kind of hero syndrome 
in healthcare that prevents some 
from showing vulnerability. During 
wellness checks, workers in the 
crowded Providence intensive care 

unit would always say they were 
doing fine, so Waghray reframed the 
question.

“We tried an exercise at the end 
of the day where they were asked 
what was something that made 
them smile that day, thus reframing 
the question to a positive light,” he 
said. “I can say that is one of the 
richest experiences I’ve had. People 
were crying, they were talking a lot. 
The negative framing changed to 
positive.”

For example, one nurse told a 
story about a patient who had been 
struggling and was trying to get out 
of bed, he said. The nurse helped 
him connect with a close relative, 
and he became relaxed and content.

Reinforce Rituals

Simplification and ritual have 
proved valuable in helping distressed 
healthcare workers at Geisinger 
Commonwealth School of Medicine 
in Scranton, PA.

“The donning and doffing of PPE 
is something that is automatic in 
many of us who work in healthcare 
institutions,” said Justin Coffey, 
MD, chair of the department of 
psychiatry and behavioral health at 
Geisinger. “Maybe there is some way 
we can apply that ritual to our own 
psychological well-being.”

To reinforce the program, health-
care workers were given different 
roles in addition to their regular 
jobs. These included tele-enablers, 
emergency department (ED) en-
ablers, wellness rounders, peer 
supporters, communicators, and 
celebrators.

“Some of our frontline caregivers 
enabled a rapid shift to a ‘virtual 
first’ ambulatory [care],” Coffey said. 
“[The idea is] if we dedicated a small 
number of people to that role, they 
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could do the learning and share that 
learning much more rapidly and 
effectively with a larger team.”

ED enablers made sure incoming 
patients were triaged safely for 
staff and other patients. Clerical, 
financial, and office workers were 
the designated celebrators and 
communicators, publicizing the 
positive effects of the team effort. 
An outreach effort for remote staff 
emphasized social connection during 
physical distancing.

“The goal was to bring resilience 
to people rather than having to ask 
for it and seek it out,” Coffey said. 
“We had some powerful interactions 
with those doing wellness rounds. We 
asked them a simple question: ‘Are 
you OK?’”

Asked what he does to keep 
himself centered during difficult 
times, Coffey described a personal 
ritual. “One of the things I do every 
morning is take a few minutes and 
ask myself, ‘What is most important?’ 
I spend my time on the answer to 
that question. The second thing that 
I do every day — at the end of the 
day — are meditation exercises to 
clear my mind so that when I go 
home I can be fully present. That is 
pretty ritualized donning and doffing 
for me. Different folks have different 
strategies, using exercise or social 
activities the same way they wash 
their hands one more time before 
they leave the facility.”  n
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