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“A LOT OF TIMES, 
THEY CALL AND 

SAY, ‘MY STUDENT 
NEEDS HELP. 

WHAT ARE OUR 
OPTIONS? HOW 

DO WE NAVIGATE 
THIS SITUATION?’”

Colleges Turn to Case 
Management in Response  
to Gun Violence
Students’ mental health issues on rise

When a troubled college 
student opened fire on 
people at Virginia Tech in 

Blacksburg, VA, on April 16, 2007, 
killing 32 students and 
faculty, the shocking 
tragedy changed 
college campuses 
forever.

Students now 
receive text messages 
instructing them 
to shelter in place 
if someone appears 
on campus with a 
weapon. Mobile 
apps let users report 
crime and safety issues. 
Colleges installed locks on the insides of 
classrooms, ran emergency notification 
drills, and even began using sirens to 
signal a serious campus threat. (More 
information is available at this link: 
https://bit.ly/2TpEJSA.)

One change that has not been as 
widely reported as the major changes to 
campus safety protocols and programs 
involves case management, which has 

become a new service 
at universities and 
colleges.

“The position 
of case manager 
developed after the 
Virginia Tech incident 
where universities 
went back to see what 
happened in that 
situation and what 
went so wrong,” says 
Katherine Hettinger, 

LPC, manager of Auburn 
Cares at Auburn University. “They 
found that so many offices on campus 
had contact with [the shooter] and were 
concerned about him, but there was no 
place to report their concerns. It was all 
siloed within those offices, and no one 
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EXECUTIVE SUMMARY

Some colleges created case management positions to help troubled students 

in the years following the 2007 Virginia Tech gun massacre .

• Case managers help students with crises, emergencies, and medical and 

behavioral health problems .

• College students experience high levels of depression and anxiety, 

according to the Student Experience in the Research University Consortium 

survey .

• Case managers can help students, who are hospitalized for mental health 

issues, to catch up with their classwork and return to the campus .

was communicating that there was 
this student who said this and that.”

After the massacre, college 
administrators realized they needed 
an office to which troubled students’ 
behavior and words could be 
reported, she explains. They needed 
someone to connect students with 
resources and provide follow-up. 
One aspect was threat assessment, 
and another aspect involved mental 
health, she adds.

The solution was to create a 
campus office, such as Auburn Cares, 
that provides case management 
support and resources to students 
who have experienced a crisis, 
emergency, or who are navigating a 
complex situation.

“We encourage students, if they 
have a problem and don’t know 
where to go, to contact our office,” 
Hettinger says. “We talk them 
through the policies and connect 
them with resources. We help them 
explain and advocate for themselves.”

The office receives many mental 
health referrals, including referrals 
from parents, faculty, staff, and 
even from other students. “A lot of 
times, they call and say, ‘My student 
needs help. What are our options? 
How do we navigate this situation?’” 
Hettinger says. “We help get them 
connected with mental health 
resources and are always trying to 

make sure students are aware of the 
resources available to them.”

Student Depression, 

Anxiety on the Rise

College case management has 
been extremely useful in an era in 
which young people experience 
increasingly high rates of anxiety 
and depression. According to the 
Student Experience in the Research 
University (SERU) Consortium 
survey of more than 45,000 uni-
versity students, 35% of under-
graduates screened positive for 
major depressive disorder, and 39% 
of all students screened positive for 
generalized anxiety disorder. (More 
information is available at this link: 
https://bit.ly/3mTmi5d.)

The survey, conducted from 
May to June 2020, also revealed 
the prevalence of depression among 
graduate and professional students 
was two times higher in 2020 
compared to 2019, an increase 
attributed to the COVID-19 
pandemic and to some students not 
adapting well to remote instruction. 
(See story on college case management 
during the pandemic in this issue.)

“There’s an increase in anxiety, 
depression, and suicidal ideation. 
A lot of universities are scrambling, 
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trying to have enough services on 
campus,” says Jessica V. Lombardi, 
MA, LPCC, associate director for 
care and crisis management with 
University Health and Counseling 
Services at Case Western Reserve 
University in Cleveland. “The 
number of students who seek care 
is pretty high, and that’s a national 
trend. Is this a stigma reduction in 
mental health, or is it an increase in 
pathology?”

This generation of college students 
knows how to advocate for their 
mental health, Lombardi adds. Also, 
college students who are hospitalized 
for mental health issues do not need 
to drop out of school. Instead, case 
managers can work with students to 
help them catch up on their work. 
For example, case managers can 
help students gain accommodations 
through disability resources, which 
could give them more time on exams, 
Lombardi says.

Although Lombardi has not seen 
data on students, she has noticed 
that this has changed: “When I first 
started, there was a lot of involuntary 
withdrawals happening — way more 
than happens now,” she says. “We 
rarely do involuntary withdrawals 
now.”

College case managers can be 
focused on clinical and/or nonclinical 
issues. “At Case Western, the best 
practice is to have a clinical case 
manager, as well as a nonclinical case 
manager,” Lombardi says.

Nonclinical case managers might 
deal with academic issues, talking 
with college advisors and faculty. 
They are more inward-facing and can 
help students navigate difficulties 
within the university setting, 
Lombardi says.

Clinical case managers are 
outward-facing. They help with 
discharge planning of students from 
inpatient units, including medical 
hospitals and psychiatric hospitals. 
They also help with coordinating 
referrals and helping students access 
healthcare services in the community.

“Clinical case managers [might] 
have a really good connection with 
the emergency psychiatric access team 
in the emergency department of a 
university hospital,” Lombardi says. 
“If a student seen at the university’s 
counseling services cannot agree 
to keep themselves safe, our care 
managers can kick into action with 
calling the emergency psychiatric 
access team and talking with the team 
about what’s going on.”

The team will assess the student 
and recommend either an inpatient 
stay or discharge the student with 
a plan of care. Either way, they 
communicate with the college case 
manager to share the decision.

Several college case managers also 
work with organizations that provide 
psychiatric and substance use recov-
ery services across the United States. 
“I have made presentations on over 
500 campuses in the past 15 years,” 

says Tom Bennett, higher education 
recovery coordinator with Acadia 
Healthcare of Franklin, TN. Acadia 
started as acute behavioral health 
facilities. Now, the organization of-
fers residential treatment programs, 
including assistance for issues related 
to mental health.

“A large percentage of the referrals 
I get to help students come from 
case managers,” Bennett says. “I see 
the case manager as like an employee 
assistant professional (EAP): If an 
employee is in trouble financially, 
mentally, the employee can go to 
the EAP, who will direct them to the 
services they need.”

In cases referred to outside 
services, such as Acadia Healthcare, 
students will sign Family Educational 
Rights and Privacy Act (FERPA) and 
Health Insurance Portability and 
Accountability Act (HIPAA) releases 
so the university can share their 
academic and clinical files.

“That information helps me 
determine what kind of program 
we need to place them in, including 
substance use, mental health, eating 
disorder, trauma, low self-esteem, and 
others,” Bennett says.

Some parents will contact Bennett 
directly. He asks the family about the 
student’s experiences and issues, as 
well as the family’s troubles.

“When I talk to the family, I 
find out issues the university doesn’t 
know about,” he says. “I was working 
with one student where there had 
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been sexual abuse of the child by a 
neighbor, and this manifested into 
trauma once this individual came of 
age.”

This psychosocial history plays 
a big role in recommendations 
for the student’s treatment. The 
family’s insurance and other financial 
resources also factor in, he adds.

Case managers will contact 
students when they are concerned 

about the student’s safety and 
well-being, Hettinger says. In times 
of crisis, case managers will tell a 
hospital about a student’s situation.

“I’m biased, but I think the 
value of hiring case managers is so 
underscored,” Hettinger says. “We’re 
the people reaching out to students, 
making sure they’re OK, and 
connecting them with resources and 
providing support.”

Sometimes, students are over-
whelmed with their issues, and it 
means a lot to them to have someone 
reach out.

“We call and say, ‘We heard 
you went to the hospital yesterday,’ 
and the student will say, ‘Thank 
you. That’s so nice. Thank you for 
calling,’” Hettinger says. “We’re the 
first line of defense for students.”  n

EXECUTIVE SUMMARY

College case managers find they are needed more than ever during the 

COVID-19 pandemic .

• Students cope with quarantine and isolation, as well as food insecurity and 

mental health issues .

• Case managers reach out to quarantined students to make sure they are OK .

• Case managers might help patients connect with outside mental health 

services if they need these instead of on-campus counseling .

College Case Managers Help Students Cope 
During Pandemic

College case managers work to 
help students navigate crises, 

traumas, and other problems that 
can affect their educational lives. But 
some have found the COVID-19 
pandemic is a crisis that affects more 
students for longer than any previous 
emergencies they have helped 
students manage.

“We haven’t had any students 
hospitalized for COVID, but we 
have had students test positive for 
COVID and who are isolated, which 
is why we hired a temporary case 
manager for these students,” says 
Jessica V. Lombardi, MA, LPCC, 
associate director for care and crisis 
management with the University 
Health and Counseling Services at 
Case Western Reserve University 
(CWRU) in Cleveland.

CWRU is using a hybrid model 
during the pandemic. Fewer than 
half its usual numbers of students are 
living on campus, and the others are 
attending classes remotely.

“The [COVID] case manager’s 
job is to check in with anyone who 
is quarantined or isolated to see how 
their mental health and physical 
health are doing,” Lombardi says.

The pandemic case manager’s 
office is in the university’s health 
services, making it easier to meet 
with a campus doctor to describe 
a student’s medical symptoms. 
“She’s a conduit for those students 
in isolation/quarantine and health 
services,” Lombardi says. “The case 
manager makes sure their mental 
health needs are being met and 
provides clinical help to them, 

putting them in direct contact with 
medical providers to help with 
medical issues.”

Quarantine Support

Case managers also run the 
school’s quarantine support space, 
which is a virtual support group for 
students in quarantine or isolation. 
“It’s offered three days a week for 
students to drop in and say, ‘I’m 
having a tough time’ or ‘I really just 
need to talk,’” Lombardi explains. 
“It’s a regular individual check-in via 
a Zoom link with a care manager.”

The pandemic case manager 
also has found that students need 
additional support when they come 
out of their quarantine. “This was not 
something we expected,” Lombardi 
says.

The pandemic has affected 
college students in multiple ways, 
including emotionally, financially, 
and academically. “What we’re seeing 
a lot of right now is students who I 
describe as having gone completely 
off the grid,” says Katherine 
Hettinger, LPC, manager of Auburn 
Cares at Auburn University. “They 
signed up for online classes for 
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the semester, maybe logged in for 
one or two, completed a couple 
of assignments, and then stopped. 
Instructors call them and say, ‘I 
haven’t seen you in a couple of 
weeks,’ and the students are not 
responding.”

This can happen in any college 
semester, but it is much more 
frequent during the pandemic. 
“When we get in touch with these 
students, they say they’re struggling 
and didn’t know the online classes 
would be as hard as they are,” 
she explains. “They struggle with 
organizational skills and are stressed 
and depressed, so we track people 
down to make sure they’re OK.”

Financial, Social Anxiety 

Increasing

Case management can help 
students cope with quarantine, 
particularly when this isolation 
means students cannot go to work 
and now have no income for food. 
For instance, the college saw an 
increase in students using the 
campus food bank when the school 
moved to virtual classes, Hettinger 
says.

“Students with off-campus jobs 

suddenly were unable to work, 
especially those in hospitality and 
restaurants, which ground to a halt,” 
she adds. “Students exposed to 
someone who has COVID-19 have 
to quarantine for 14 days. For those 
who need to work to pay their bills, 
being quarantined is the difference 
between being able to eat and not.”

The pandemic also has interfered 
with students’ sense of belonging 
on campus. “One of the biggest 
challenges when they come to 
campus is finding a social group and 
having friends and getting involved,” 
Hettinger explains. “In the COVID 
world, it is infinitely more difficult.”

Students want to connect, 
become involved, and make friends. 
However, they are limited in their 
ability to do so.

Many college students who have 
returned home and are enrolled in 
online classes have lost their social 
connection and newfound adult 
freedom, says Tom Bennett, higher 
education recovery coordinator with 
Acadia Healthcare of Franklin, TN.

“These wings they were beginning 
to spread have been clipped,” 
Bennett says. “Tensions and tempers 
run short when they’re at home. 
Sometimes they have siblings in 
another school and they don’t get 

along, so it can be stressful and 
create some issues.”

College case managers can help 
with students experiencing anxiety 
and depression during the pandemic. 
With social media, identifying 
students with these issues is a little 
easier.

“In one sense, social media is good 
for us because students are putting it 
out there,” Hettinger says. “We have 
situations, like one recently where a 
student was communicating with a 
friend in a text thread or group meet 
and said, ‘I tried to kill myself last 
night and it didn’t work, and I’ve 
been very depressed.’”

When the suicidal student was 
contacted and denied attempting 
suicide, the friend showed the text 
messages. “This is a way to do welfare 
checks and see if maybe the student 
needs to be hospitalized,” Hettinger 
says. “We have two clinical case 
managers who keep a list of providers 
for students who are not appropriate 
for our counseling center on campus. 
Our students get 10 sessions per 
year, but if they need more than that, 
or if their situation is complex, the 
office maintains a list of off-campus 
providers. We share that list with 
students as they call in and request 
services.”  n
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Better Patient Education Can Lead  
to Lower Medical Costs
Focus on health literacy

Research suggests that better-
informed patients can lead to 

reduced hospitalizations and medical 
costs.1

Investigators studied five years of 
clinical and economic outcomes data 
for 1,800 patients insured through 
their employers. They found that 
when the employees participated 
in a web-based health literacy 
program, hospitalizations dropped by 
32%, emergency department (ED) 
visits were down 14%, and overall 
costs declined 11%, says Jeffrey 
C. Greene, chief executive officer 
and founder of MedEncentive in 
Oklahoma City.

Inadequate health literacy can lead 
to more than higher hospitalization 
rates and ED use; it also is associated 
with higher mortality rates. “The vast 
majority of us don’t have proficient 
health literacy, and that affects a 
whole slew of things,” Greene says. 
“It’s the single strongest determinant 
of a person’s health status and life 
expectancy.”

It is important for patients to un-
derstand what their doctors are tell-
ing them about their conditions, ask 
the right questions, and know how 
to follow the doctor’s instructions 
to best manage their health. Under-
standing medication dosages, or how 
to take prescriptions — for example, 
with or without food, or the time of 
day to take it — can affect outcomes, 
Greene says.

“It’s knowledge empowerment,” 
Greene says. “When people know 
how [to manage their health] and 
why, they become more empowered, 
and that leads to motivation and to 
adherence.”

But how does one improve 
health literacy? Participants in 
the MedEncentive study used the 
company’s Mutual Accountability 
and Information Therapy (MAIT) 
Program.

“What we invented is a web-
based system that allows the doctor 
to enter a diagnosis, then present 
to the patient a list of articles 
on that diagnosis — whether 
it’s hypertension, diabetes, or an 
upper respiratory infection — at 
a fifth-grade level, so people can 
understand,” Greene explains.

Then, the patient is asked to 
perform several tasks, beginning with 
reading the article and taking a test 
to see what they understood. They 
can take the test repeatedly until they 
understand, he adds.

“It’s different than when the 
doctor tells you something,” Greene 
notes. “It’s done in the privacy of 
the person’s home and without 
distractions.”

The program also asks patients if 
they will comply with what they just 

read. If not, patients can indicate 
reasons. For example, maybe they 
cannot afford the medicine, do not 
think it will be effective, or they think 
the doctor gave the wrong diagnosis, 
he says. Patients are then asked if 
their doctor can see their score.

Finally, patients are asked to rate 
the doctor’s performance, based 
on what they learned. The insurer 
financially rewards the doctor and 
patient to encourage participation. 
The doctor earns about $15, or 
about a 20% bump in the average 
compensation for an office visit. The 
patient receives $15 in the form of 
a refund from their out-of-pocket 
expenses.

“We’ve taken the approach it’s 
about providing the right information 
at the right time in the right way 
so a person can make an informed 
decision and be more inclined to 
adhere to that knowledge,” Greene 
says. “The doctor wins, the patient 
wins, and the insurer wins.”

Typically, no one asks patients to 
leave the exam room and demonstrate 
they retained what the doctor told 
them, Greene notes. “Our system fills 
that gap.”

Accountable Care

Healthy literacy is a large part 
of Prisma Health’s Accountable 
Communities initiative, which largely 
deals with the uninsured population, 
says Jennifer Snow, executive director 
of the Prisma Health Accountable 
Communities in Greenville, SC.

The health system has been 
improving patient understanding of 

“WHEN PEOPLE 
KNOW HOW 
[TO MANAGE 

THEIR HEALTH] 
AND WHY, THEY 
BECOME MORE 

EMPOWERED, AND 
THAT LEADS TO 

MOTIVATION AND 
TO ADHERENCE.”
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health, insurance, and accessing care 
at the right location. While it is not 
a web-based program, the concept is 
similar, she says.

“The healthcare system is complex 
and can be overwhelming for the 
patients we serve,” Snow explains. 
“A lot of what our team does is 
teaching patients how you access 
health and why health is important.” 
For example, patients with diabetes 
learn about diet, exercise, and 
the importance of taking their 
medication.

While the program administrators 
have been working with adults, 
they also have begun to work with 
pediatric asthma patients. It has led 
to better adherence to medication 
protocols and fewer ED visits, Snow 
says.

“So many of our programs focus 
on support and education,” she adds. 
“There’s a lot of engagement at a 
patient level, and also with families 
and caregivers.” It also has paid off in 
better health and lower costs.

One program uses paramedics 
to visit patients at their homes to 
provide education and support. It 
decreased ED visits by 8.49% and 
total costs by $18,892 between 

February 2015 and July 2020. A 
community health worker program 
reduced ED visits by 13% and total 
costs by $108,406 during that time, 
Snow adds.

“We’re going about it in the right 
way that makes sense to the patient or 
the caregiver,” Snow says.

VA Study Demonstrates 

Effectiveness

The correlation between health 
literacy and hospital use has been 
documented previously, notably in a 
Veterans Affairs study.2

“Researchers in that study 
concluded those without health 
literacy consumed twice as much 
[healthcare services] as those with 
adequate health literacy,” Greene says.

Researchers studied 92,749 vet-
erans from 2007 to 2009 and con-
cluded the average per-patient cost for 
those with inadequate and marginal 
health literacy was significantly higher 
than those with adequate health 
literacy. They estimated the three-year 
cost was $143 million more for those 
without adequate health literacy.2

The MedEncentive study authors 

concluded participants found the 
program valuable, leaving them 
better able to manage their own 
health, but further research is needed 
to confirm the outcomes.1

The program has been tested 
for a decade and puts the patient’s 
level of understanding on par with 
the doctor, which makes for better 
communication, Greene says.

“It gives patients the tools to 
be effective in self-managing their 
health,” he explains. “If you give 
people the knowledge they need at 
the right time, in the right way, it can 
affect dramatic reductions in hospital 
and ED costs.”  n
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Health System Sends Some COVID-19 Patients 
Home to Monitor Remotely

Emergency physicians are accus-
tomed to making decisions on 

whether patients should be admit-
ted or discharged. However, it is not 
uncommon to encounter patients 
who are borderline, particularly in the 
age of COVID-19. Is there another 
option?

The University of Miami (FL) 
Health System has devised a 
third potential pathway. Certain 

COVID-19 patients who meet 
appropriate criteria can be discharged 
home with a device that facilitates 
remote monitoring by a care team 
operating out of the health system’s 
division of internal medicine.

The UHealth Televigilance 
program has helped the health 
system manage capacity during a 
period of high demand for inpatient 
beds. Patients and providers have 

taken a liking to the new option, 
and program developers are already 
thinking of additional ways to deploy 
the technology.

Candidates for the Televigilance 
program tend to be those who are 
on the fence between going home or 
moving to a hospital bed, explains 
Richard Zaidner, MD, associate 
director of emergency medicine at 
UHealth Tower, the hospital arm 
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of the University of Miami Health 
System.

“These are patients who we don’t 
think are quite sick enough to stay 
in the hospital, but they are also not 
well enough to go home on their 
own without any close follow-up,” he 
explains.

There are specific criteria 
emergency providers consider when 
deciding whether the program is a 
good option, although nothing is set 
in stone. For instance, a key indicator 
is an oxygen level around 94%.

“A normal person has an oxygen 
level that is around 98%, 99%, or 
100%. We see COVID patients who 
may go down to 96%, but they are 
not really symptomatic or they don’t 
really have significant shortness of 
breath. Those patients don’t really 
qualify,” Zaidner observes. “But 
someone who is at 94% — that is on 
the border ... where you are teetering 
on some significant hypoxia.”

Providers also look at whether 
patients have comorbidities that 
might put them at higher risk. For 
example, patients with diabetes, high 
blood pressure, or pulmonary disease 
might benefit from closer monitoring. 
The caveat is the patient must not be 
so sick that he or she requires hospital 
admission. “The goal is not admitting 
a patient who would do well at home 
with just closer monitoring,” Zaidner 
adds.

If patients appear to meet 
the criteria for the Televigilance 
program, they still must be able and 
willing. This includes determining 
if they are equipped with the right 
videoconferencing technology at 
home and can use it.

Stress Education

When an emergency physician 
decides a patient is appropriate for the 

Televigilance program, he or she will 
place an order in the EMR, notifying 
the nursing team. A nurse will 
retrieve a monitoring device and give 
it to the patient before discharge.

“A staff member will then walk 
the patient through how to use the 
device, make sure the blood pressure 
cuff fits, and answer any questions 
about the device before the patient 
goes home,” Zaidner shares.

Once home, these patients receive 
a call from a patient educator, who 
will ensure the patient understands 
how to use the device.

“The device monitors tempera-
ture, blood pressure, heart rate, and 
oxygen saturation, and sends these 
data to the patient’s electronic medi-
cal record,” explains Sabrina Tal-
done, MD, MBA, medical director 
of the Televigilance program. “The 
[internal medicine] physician reviews 
these data, and if there are concern-
ing vital signs, the provider follows 
up with a telemedicine visit.”

Even with all these precautions, 
fear remains, which may manifest as 
a false emergency. One COVID-19 
patient with pneumonia went home 

with the device, and then submitted 
vital signs showing tachycardia. “In 
the follow-up telemedicine visit, I 
identified that she was having anxiety 
attacks associated with palpitations,” 
Taldone explains.

Through education, the patient 
learned how to control her anxiety, 
which resolved the tachycardia and 
prevented the need for a return 
trip to the ED. “Both she and her 
daughter felt empowered and relieved 
to learn how objective measures like 
oxygen saturation and other vital 
signs, along with self-awareness of 
her symptoms, could be used to 
inform whether or not [the patient] 
would be safe at home or need to go 
back to the hospital,” Taldone says.

At press time, only about 50 
patients had been involved with the 
Televigilance program, and there 
are no outcomes data yet. However, 
Taldone says program developers will 
be analyzing ED visits, readmissions, 
and other outcomes associated with 
device usage. Further, she notes the 
Televigilance program may expand 
to include other patient populations, 
including cancer and postoperative 
patients.

Consider Challenges

Anecdotally, emergency patients 
seem pleased with the remote 
monitoring option. “There have been 
patients who love it. Often times, 
they feel a bit nervous about going 
home with their symptoms, knowing 
that COVID has been causing 
so much damage to some patient 
populations,” Zaidner observes. 
This has been particularly the case 
among patients with comorbidities 
who realize they are at higher risk of 
suffering from virus complications.

Zaidner says some internal 
medicine provider monitors have 

“THESE ARE 
PATIENTS WHO 

WE DON’T THINK 
ARE QUITE SICK 

ENOUGH TO STAY 
IN THE HOSPITAL, 

BUT THEY ARE 
ALSO NOT WELL 
ENOUGH TO GO 
HOME ON THEIR 
OWN WITHOUT 

ANY CLOSE 
FOLLOW-UP.”
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reported on patients who have 
handled the system well. Other 
patients have been asked to return 
for further in-person evaluation. 
In either case, the monitoring has 
enabled clinicians to keep close tabs 
on patients who are in the program 
so that any change in status is picked 
up quickly.

Overall, emergency physicians 
seem pleased to have this option 
available to them. “We all want to 
send patients home who we don’t 
think require admission 100%,” 
Zaidner admits. “The patients love 
it, so it has also increased patient 
satisfaction.”

Still, there have been some 
challenges. For example, certain 
patients do not meet the technical 
requirements to participate, or they 
simply are not tech savvy enough 
to use the device. Zaidner says a 
patient went home with the device, 

expecting family members to help 
navigate the technology. But once 
they learned the patient was infected, 
they were nervous about risking 
exposure.

“The patient has to be somewhat 
tech savvy, although it is really not 
that complicated,” Zaidner says. “If 
you can use a smartphone, you are 
able to do it. But if you don’t have a 
smartphone, that makes it difficult.”

Prepare for Surges

The theoretical goal of the 
Televigilance program was to create 
capacity at a time of high demand, 
but there has not yet been a huge 
impact in that regard. Nevertheless, 
that does not mean it has not been 
meaningful. Even select inpatients 
are receiving the device, enabling 
them to be discharged earlier, too.

“We are using this on the order 
of one to two times per day, but it all 
counts. COVID patients, once they 
are hospitalized, they tend to stay 
for a long period of time. There is an 
accrual effect,” Zaidner observes.

The Televigilance program has 
been in operation only a few weeks; 
thus, administrators may not have 
been able to recommend it for as 
many COVID-19 patients if the 
program was available earlier in the 
year.

“If there is another peak [in 
volume] during flu season or later on 
in the year, we will be more ready for 
it,” Zaidner says. “There is nothing 
worse than being over capacity for 
a hospital. That is when patients do 
poorly. That is when, unfortunately, 
sick people die. I really think surge 
capacity, and having this as a kind 
of buffer, is great. It just adds extra 
capacity for beds.”  n

Investigators Raise Alarm About Prevalence, 
Impact of Secondary Traumatic Stress  
in Emergency Nursing

The fast-paced, unpredictable 
environment of emergency 

nursing can lead to trouble. Safety is 
an ongoing concern, considering the 
increasing incidence of workplace 
violence and the continuous flow 
of patients with infectious diseases. 
But there is another kind of stress 
emergency nurses may be reluctant 
to discuss: that which results from 
exposure to others’ trauma.

Emergency nurses are ideally 
situated to experience this kind 
of stress, referred to as secondary 
traumatic stress (STS). If left 
unaddressed, STS can negatively 
affect mood, relationships, job 
satisfaction, and patient care.

“When you think about your aver-
age emergency nurse and the num-
ber of people who are experiencing 
trauma that come through the ED, 
that trauma kind of gets transferred 
in a way to people caring for them,” 
explains Lisa Wolf, PhD, RN, CEN, 
FAEN, the director of emergency 
nursing research for the Emergency 
Nurses Association (ENA).

Wolf and colleagues explored 
both the harmful effects of STS on 
emergency nurses as well as potential 
remedies that could alleviate these 
effects.1 The authors surveyed 125 
emergency nurses and conducted in-
person focus group discussions with 
53 of these. Investigators observed 

participants demonstrated high 
levels of STS, and contended this is 
a problem of considerable concern to 
the emergency nursing community.

Consider Impact

While prevalence of STS was high 
among participants, investigators 
reported emergency nurses react 
to STS in different ways. The 
authors used an instrument called 
the Secondary Traumatic Stress 
Scale, a self-report instrument that 
characterizes the different symptoms 
of STS under several subheadings, 
including arousal, intrusion, negative 
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connotations and mood, and 
avoidance.

“Some people, if they are 
manifesting avoidance symptoms, 
they don’t want to go to work. They 
may want to avoid a specific room 
in the department or a specific 
area where a traumatic event has 
happened to them or where they have 
cared for someone who has suffered 
through a traumatic event,” Wolf 
explains.

Nurses with symptoms categorized 
as arousal may feel anxious or jumpy. 
For instance, Wolf notes many study 
participants talked about how they 
were unwilling to let anyone stand 
between themselves and a door.

Those experiencing symptoms cat-
egorized as intrusion typically report 
they cannot seem to escape thoughts, 
feelings, or pictures stemming from a 
traumatic event that is constantly re-
playing in their heads, Wolf observes. 
Negative connotation in moods 
typically refers to feelings of depres-
sion related to the traumatic event 
that a nurse or the nurse’s patient has 
experienced.

How do emergency nurses 
manage STS? What investigators 
found seems to align with other 
published research. “Our participants 
told us ... that they did a lot of 
numbing — either with alcohol, 
sleep ... or disconnecting from not 
just work, but kind of themselves, 
which is not super functional,” Wolf 
explains. “People are working so 
hard to wall off these [traumatic] 
experiences that they end up being a 
little too successful. They are unable 
to re-engage with patients or their 
families.”

Further, Wolf notes the damage 
caused by STS is cumulative trauma. 
It often follows people as they move 
to different, higher-level positions in 
nursing. “People have these experi-
ences throughout their careers at the 

bedside. Then, they bring them into 
management, and they bring them 
into administration,” Wolf says.

When these symptoms of STS 
are not addressed effectively in 
nurses who have risen to higher-
level positions, they may have little 
patience for bedside nurses who 
are struggling with similar STS 
experiences.

“Part of the cumulative trauma is 
this idea that I have dealt with [STS], 
so you will, too,” Wolf observes. 
“It is this [expectation that nurses] 
toughen up and develop a thick skin 
that is driving a narrative for a lot of 
bullying behaviors in EDs.” 

What investigators drew from 
the study in terms of potential 
management-level solutions to 
the problem of STS in emergency 
nursing is that “managers and 
directors really need to do the work 
of resolving their own trauma before 
they help their staff,” Wolf advises.

Provide Respite

While formalized, critical incident 
debriefings are not that helpful in 
addressing STS, Wolf and colleagues 
reported gathering with colleagues 
on a more informal basis after a 
traumatic event was beneficial. The 
participants also indicated taking 
periods of respite during their shifts 
also was a helpful way to alleviate 
STS symptoms.

For example, nurses who have just 
witnessed a pediatric death need time 
to process that experience.

“It is not healthy or safe for them 
to just go into the next room,” Wolf 
observes. “This all comes back to 
having adequate staffing, adequate 
experience, and adequate training 
[on the part] of charge nurses and 
preceptors to help newer nurses 
process these types of events.”

Wolf adds there are many 
potential options to address STS 
once the issue is seen as a real 
problem.

“Just about everybody has some 
degree of STS. It is not a weakness in 
any way. This is a byproduct of the 
job,” Wolf observes. “We really need 
to destigmatize these very appropriate 
reactions to traumatic incidents.”

For its part, ENA has conducted 
multiple studies that all point to 
STS as a critical factor in practice. 
The idea of trauma processing is 
becoming part of preceptor programs 
and other initiatives. “It has got to be 
really embedded into practice,” Wolf 
says.

Wolf underscores the point 
that effectively addressing STS is 
not just about easing the suffering 
of individual nurses. There also 
is a clear effect on patient care. 
“What our participants told us was 
that [the numbing behaviors they 
resorted to because of STS] meant 
that they could not see signs of 
patient behavioral escalation, which 
has an impact for violence. They 
also couldn’t see signs of patient 
decompensation,” she says. “They 
had become so task-oriented that 
they were not seeing their patients as 
people.”

Wolf says STS represents an 
opportunity for management to 
recognize that it is a problem. 
Administrators can make sure staff 
nurses understand that leadership 
is willing and eager to help nurses 
process any feelings or other 
symptoms they may experience 
resulting from a bad patient 
outcome or other trauma. Wolf adds 
management should make it clear 
they will not ask nurses to ignore 
STS in the service of performing 
their jobs.

“Programs that are set up on a 
unit level to help people process 
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these events are going to go a long 
way toward improving patient care, 
improving nursing outcomes, and 
also decreasing bullying behaviors,” 
Wolf says. Another incentive for 
management to act is the fact that 
high levels of STS in nurses correlate 
with an intention to leave the 
profession.

Wolf and colleagues completed 
their data collection before the 
COVID-19 pandemic began. That 
ongoing health emergency has a 
shined a strong spotlight on the 
importance of healthcare worker 

well-being. Wolf is hopeful the issue 
of STS in nurses will receive the 
attention and reformative action it 
deserves.

“There is a component with 
COVID-19 of organizational 
violence that I think has not 
been as clearly delineated prior to 
[the pandemic] where we have, 
from the federal government on 
down, shifting rules and changing 
standards,” observes Wolf, describing 
the constant barrage of directives 
as producing a gaslighting effect on 
nurses.

“This kind of cumulative trauma 
will cause a mass exodus if we do 
not take steps to really revolutionize 
nursing as a profession, and really 
hold on to the practice autonomy 
and authority that nursing should 
have,” Wolf adds.  n
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IHI Issues Action Plan on Patient Safety

The Institute for Healthcare 
Improvement’s (IHI) National 

Steering Committee for Patient 
Safety (NSC) recently released 
its national action plan, aimed at 
helping healthcare organizations 
reduce preventable medical harm.1

Safer Together: A National Action 
Plan to Advance Patient Safety 
includes evidence-based practices, 
case studies, and recommended 
interventions. The report was 
the result of work by federal 
agencies, safety organizations and 
experts, and patient and family 
advocates. It includes four areas: 
culture, leadership and governance, 
workforce safety, and learning 
systems. There are implementation 
tactics, case examples, tools, and 
resources. This action plan is 
intended to return focus to patient 
safety and medical errors, says 
Patrick Horine, MHA, who served 
on the IHI NSC that wrote this 
report. The Institute of Medicine’s 
1999 report, To Err is Human: 
Building a Safer Health System, 
brought attention to patient safety.2

Patient safety is more of a 
constant focus than it was before the 

IOM report, Horine says, but it has 
plateaued as a priority for healthcare 
organizations.

“We’ve done more on the 
preventable issues, but eradicating 
patient harm has not happened. 
Keeping this to the forefront of the 
mindset of leadership was a key issue 
for us,” says Horine, chief executive 
officer at DNV GL Healthcare in 
Milford, OH, which offers hospital 
accreditation. “We brought together 
so many different parties because 
we wanted to look at this from all 
perspectives, which includes patient 
safety and healthcare worker safety.”

The protection of healthcare 
workers was a key component of the 
plan, even though most of it was 
developed before the COVID-19 
pandemic. 

“This is something that DNV 
GL is going to be asking hospitals 
about more in the future. It goes well 
beyond patient/staff ratios. This is 
really about the psychological and 
physical impacts, what it is doing 
to contribute to patient outcomes 
as well as the well-being of staff,” 
Horine says. “I never would have 
foreseen the psychological impact 

that COVID has had on healthcare 
workers. Patients are dying, and 
[clinicians are] doing everything they 
can for them, to no avail. That has a 
real impact.”

The IHI report also focuses on 
the involvement of the hospital or 
health system board. “What level of 
involvement do we have at the board 
level? They might get summaries 
and highlights at the board level, 
but how aware are they of safety and 
quality issues? What do they need to 
be committing more resources to?” 
Horine asks. “That level of under-
standing and participation from the 
board level is a primary concern.”  n
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1. What percentage of university 

undergraduates screened 

positive for major depressive 

disorder, according to the 

Student Experience in the 

Research University Consortium 

survey?

a . 19%

b . 24%

c . 35%

d . 41%

2. College case managers can help 

students cope with problems 

related to the COVID-19 

pandemic, including:

a . upper respiratory symptoms .

b . health literacy .

c . family conflicts when students 

are at home and online for 

classes .

d . quarantine and isolation mental 

health issues .

3. When employees participated 

in a web-based health literacy 

program, hospitalizations 

declined by:

a . 15% .

b . 28% .

c . 32% .

d . 41% .

4. When case managers refer 

college students to outside 

medical and mental health 

services, students sign a HIPAA 

release and which other release 

so the university can share their 

academic and clinical files?

a . Affordable Care Act release

b . Family Educational Rights and 

Privacy Act release

c . Health Information Technology 

for Economic and Clinical Health 

release

d . Federal Information Security 

Management Act release


