
Mentorship program helps new staff
learn their CM or SW duties
Team leaders assist staff in working as efficiently as possible

When new staff join the case management team at the Hospital
of the University of Pennsylvania, they are trained by a team
leader who works with them side by side and mentors them

as they begin their new duties.
“Our team leaders have done a tremendous job of training and sup-

porting new staff as they come on board and supporting the seasoned
staff members so they can work as efficiently as possible,” says Kathy
Rickard, RN, BSN, MBA, associate director, clinical resource manage-
ment and social work at the quaternary care academic medical center in
Philadelphia.

The hospital has two full-time RN team leaders and another RN who
has a dual role of team lead and appeals and denials coordinator. There
also are two social worker team leads. The full-time team leaders over-
see between 15 and 17 clinical resource coordinators or social workers. 

The team leaders are assigned geographically with the exception of
Diane Limbert, RN, whose job includes denials management and who
supervises seven part-time employees who work regular shifts but fill
in wherever they are needed.

At the Hospital of the University of Pennsylvania, care is coordinated
by RNs, called clinical resource coordinators, who perform the clinical
reviews, facilitate discharge plans to home, and team with the social
workers for placements to other levels of care. The social workers offer
psycho-social counseling and help families with financial issues. 

The department has a separate clinical documentation integrity pro-
gram staffed by RNs who have primary responsibility for the clinical
documentation review. 

The clinical resource coordinators work closely with the clinical docu-
mentation nurses and encourage the medical staff and nurse practition-
ers to document appropriately to ensure that patients meet the criteria
for severity of illness and intensity of services and to assure that the
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hospital receives appropriate reimbursement, she
says.

The caseloads of the clinical resource coordina-
tors vary with the area they cover, but they each
average about 22 patients. 

The mentorship program helps nurses and
social workers meet the challenges of a demand-
ing job, Rickard says.

“Today’s patients require more and more
preparation for discharge than ever before. It’s a
balancing act to make sure the patients leave the
facility with appropriate follow-up care and that
they are informed about how to take care of
themselves after discharge. It’s a big change from

bedside nursing or social work in another setting,
because in addition to patient care, the staff must
have a business focus,” she adds.

When new employees complete their central
orientation, the team leaders start the training
process by sitting down with them and giving
them a global picture of how the department
operates and what their duties will be, says
Barbara Leone, BA, RN, CRRN, clinical resource
coordinator team leader.

The team leaders use an orientation program
recently developed by the clinical resource man-
agement and social work members of the hospi-
tal’s shared governance committee. Orientation
for the clinical resource coordinator role takes
about four weeks to complete.

The team leaders and staff preceptors work
one on one with the new clinical resource coordi-
nators as they learn their new role.

‘Like an apprenticeship’

“It’s like an apprenticeship. We introduce them
to their assigned unit and give them hands-on
experience. Our goal is to familiarize them with
their patient population, but first and foremost to
introduce them to the people they will be work-
ing with within the unit,” Leone says.

The team leaders also educate the new staff
about the discharge planning resources in the
community and what the various payer sources
will cover. 

“With the advent of Medicare D, it’s more com-
plex and complicated to determine what cover-
age patients do or don’t have,” Rickard adds.

Learning the hospital’s computer systems and
how they interface is a major portion of the train-
ing program, Leone adds. 

“It takes a while to learn how to integrate the
multiple computer programs we use to get our
hospital paid and to safely move patients on to
the next step in the continuum of care. It’s a huge
effort. We break it into chunks so they can assimi-
late each part,” Leone says.

The orientation program includes competen-
cies for the staff to complete as they learn. 

“As we go through the training process, we
can back them up or move them forward accord-
ing to how they perform on the competencies,”
Limbert says.

The orientation program for the part-time clini-
cal resource coordinators may take longer than
four weeks because most can’t be available to
train five days a week, Limbert says.
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“The part-time CRCs have an additional chal-
lenge because they may be on a surgical floor one
day and a med-surg floor the next. The clinical
resource coordinators have developed unit-spe-
cific tools that can be used to guide them through
the day-to-day operations of each unit,” Limbert
says.

The hospital’s clinical resource coordinators
are a mixture of floor nurses who have trans-
ferred from within the hospital and case man-
agers from other organizations, such as long-term
care facilities, managed care companies, or other
settings.

Nurses who come from within the hospital sys-
tem know the culture of the hospital and how
things work, and although they still have to learn
the complicated case management computer sys-
tem, they may have an easier transition, Leone
points out. 

“I try to encourage the nurses not to expect too
much of themselves for the first six months. This
is a complex role that incorporates utilization
review and discharge planning, and it seems like
both take eight hours a day,” she says.

The team leaders work with the seasoned staff
to help them learn to “work smarter. Our staff are
also involved in improving employee satisfaction
and departmental performance through shared
governance initiatives,” Rickard says.

“The team leaders observe the staff and objec-
tively look at how they are doing things. The sea-
soned staff members may have to change things
they’ve been doing for 10 or 25 years to keep up
with the new requirements from payers and to
participate in hospital initiatives. We are always
looking at ways to improve performance, and the
team leaders are instrumental in helping us with
this,” she says.

The department uses a computer-based tool to
generate a quality review report for each
employee each month. The information is com-
piled and used for employees’ annual perfor-
mance review, says Kathryn Tigani, BSN, RN,
clinical resource coordinator team leader.

The team leaders use the information on the
monthly reports as training tools to ensure that
all employees are meeting guidelines and per-
forming their duties correctly. When there are
deficits, the team leaders work one on one with
the clinical resource coordinators to improve their
performance.

Having objective data helps the management
team determine each staff member’s performance
level and identify staff members who need help

in meeting their performance goals, Rickard says.
“We pick up on trends and deficiencies and

may create a learning plan for an employee or
shadow them again to make sure they overcome
the deficits. We pay particular attention to those
who have recently finished orientation, but the
mentoring is ongoing for all staff,” Leone adds.

The department uses its data to determine the
optimal caseloads for each unit and in monthly
quality reviews of staff. 

“The performance data help us to assign
caseloads by acuity and make it possible to level
the playing field for case managers who work on
various units. Numbers don’t always tell the
entire story. Patients on some units have much
more complex needs than others. We use our data
to help make sure the caseloads are balanced,”
she says.

The team leaders support the staff on a day-to-
day basis, filling in when needed and helping
them become an integral part of the interdisci-
plinary team, Tigani says. 

“As team leaders, we are front-line managers
on the floors, and we work with the clinical
resource coordinators on our team to help them
whenever necessary. They can come to us for
help problem solving, and we work with them if
they are going to a new area or opening up a new
floor. We’re there on a daily basis to be their men-
tor,” she adds.

The team leaders keep the clinical resource
coordinators up to date with changes in regula-
tions and requirements from the Centers for
Medicare & Medicaid Services and other payers
as well as new information within the depart-
ment or the hospital. The teams are notified by 
e-mail, through team meetings, and monthly staff
meetings. The entire clinical resource department
has a weekly clinical high-risk meeting to discuss
difficult cases. ■

Lifestyle program helps
with smoking, stress
Coaches help members identify negative triggers

In addition to providing case management and
disease management programs to help members

manage their chronic conditions, CIGNA Health
Care has developed a Lifestyle Management
Program that helps people at risk for a chronic
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disease avoid developing the condition.
“We truly believe that staying healthy is neces-

sary to reduce medical cost trends. Anytime we
can improve the health of someone who is at risk
for a chronic disease before they become a high-
cost claimant, it’s a win-win situation for the indi-
vidual as well as the employer plan,” says Laurie
Gondek, vice president of health advocacy prod-
ucts, who oversees the lifestyle coaching and dis-
ease management components of the Bloomfield,
CT-based health plan.

CIGNA offers three primary lifestyle coaching
programs — CIGNA’s Quit Today tobacco cessa-
tion program, Strength and Resilience stress man-
agement program, and Healthy Steps to Weight
Loss. 

“When we analyzed our health risk assess-
ments, we found that these areas are the top
drivers that when unmanaged can move individ-
uals into acute or chronic situations,” she says.

For instance, the health plan has determined
that if it can persuade a member to quit smoking,
it will result in an annual savings on health
expenditures of $1,623. 

“When people are overweight, they are subject
to diabetes and cardiac issues, which are very
expensive to treat. Stress can create a profound
impact on any illness. That’s why our programs
have a strong behavioral component to address
the whole person and the stress behind his or her
situation,” Gondek says.

All of the programs have both a telephonic and
an online component. 

“We recognize that a great number of people at
risk prefer to engage online and we offer the tele-
phonic program for those who prefer a more per-
sonal approach,” she says. 

The health plan’s health education coordina-
tors work closely with employers to come up
with wellness and health improvement plans
based on the risk of their employees. Some
employers put incentives in place to promote
individuals to take a health risk assessment or to
take actions that reduce their health risks. 

“We identify the people who are eligible for the
program from the health risk assessment and
claims and laboratory data. Many people self-
refer themselves to the program when they
decide they would like to quit smoking, lose
weight, or learn to manage their stress,” Gondek
says.

When members sign up for the program, the
coaches access claims utilization and use that as
well as the health risk assessment responses to

come up with a plan.
“They work with them on the changes they

most want to make and help them develop a way
to manage their health. Our goal is to help people
who are at risk stay healthy and prevent future
health care costs,” she says.

The coaching program typically takes about 12
weeks.

“Some individuals want to talk to the health
coach frequently in the beginning and then have
weekly conversations. Based on how they are fol-
lowing their plan and their personal preference,
the health coach can ramp the services up or
down,” she says.

Health coaches are available by telephone 24
hours a day, seven days a week, even if the mem-
ber has a question or concern outside the regu-
larly scheduled coaching call.

“The health coaches frequently get calls from
people in the Quit Today tobacco cessation pro-
gram on weekends or late in the evenings when
they are experiencing a temptation to smoke.
Members have regularly scheduled calls but can
call in at any time,” she says.

The health coaches are cross trained to work
with people who want help in all three areas.

“Sometimes there are individuals who tried to
quit smoking and experienced stress and weight
gain. Many individuals need some of the ele-
ments of all three programs,” she says.

Members typically work with the same health
coach throughout the program, except for the
after-hours calls. 

The program is tied closely to CIGNA’s behav-
ioral, disease management, and case management
programs, which work with individuals who are at
higher risk. If the Lifestyle Management coaches
determine that participants need more intense care
coordination, they can refer them to another 
program.

Like other participants in coaching and disease
management programs, people participating in
the Lifestyle Management Program are screened
for depression.

“If they screen high for depression, we can
seamlessly integrate them into the new behav-
ioral employee assistance plan [EAP] disease
management programs, which address the needs
of individuals who are more acute. The stress
program has a strong referral rate into the
depression disease management program where
members can receive more intensive coaching to
help them handle their problems,” she says.

A portion of members who enroll in the
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tobacco cessation program have a substance
abuse problem as well. The health coach can refer
them into a program that will get them help for
their addiction.

Members in the weight loss program must be
cleared by their physician in order to participate
and need to lose a moderate amount of weight.

People who need to lose a larger amount of
weight are enrolled in the health plan’s case man-
agement program. If they are morbidly obese and
are looking at the possibility of bariatric surgery,
they are referred to the high-risk case manage-
ment program.

“Our program teaches the coaches to meet
individuals where they are. They learn to inter-
view the individual and to make sure we under-
stand any behavioral issues so we can effectively
help them change their lifestyles,” Gondek says.

For example, a 65-year-old man who had been
smoking for many years was not feeling well and
wanted to get well enough to be able to travel to
see his new granddaughter. The coach worked
with him on how he could reduce his smoking
and finally eliminate it over a three-week period. 

The coaches work with the overweight mem-
bers to set a weight loss goal and work with them
on strategies to meet the goal.

The coaches talk about the behavior of 
eating as well as the volume that people eat.
Participants receive a workbook that helps them
identify situations that trigger their eating. They
also receive a portion plate, a tape measure, and a
pedometer.

The portion plate has designs that demonstrate
the size or portions. For instance, a serving of
meat is equal to a deck of cards; a medium potato
is the size of a computer mouse.

“Many people don’t know what the size of a
serving is. The plate indicates that half should be
fruits and vegetables, a quarter grains, and a
quarter meat or protein,” she adds. 

“It helps people succeed when they have
someone they are accountable to. The health
coaches help motivate them to keep dieting and
exercising. They’re not here to scold them; they’re
there to help the individuals determine what cir-
cumstances might have prevented them from fol-
lowing their plan,” she says.

Identifying triggers

When someone enrolls in the stress manage-
ment portion of the program, the health coach
asks them to list the things that are driving stress.

“The coaches help the participants identify
triggers for stress and develop strategies to deal
with them. Many times, stressed individuals also
have problems sleeping, which compounds the
stress,” she says.

Participants in the stress management program
report positive outcomes in other aspects of their
lives as well, Gondek says.

“Stress has a strong productivity piece to it.
About half of the people who have taken the
stress program report an overall health improve-
ment status. They also say they’re more produc-
tive at work and even in their personal lives,” she
says.  ■

Medicaid plan focuses 
on HEDIS measures 
Quality is a year-round focus by every employee 

At Health Plan of Michigan, every employee is
trained on the importance of HEDIS mea-

sures, and the health plan offers incentives to
employees, physicians, and patients based on
performance on the quality improvement 
measures.

The emphasis on HEDIS has paid off. Health
Plan of Michigan has been ranked in the top 10
Medicaid health plans in the country by U.S.
News/National Committee for Quality Assurance
(NCQA) America’s Best Health Plans and has
received an NCQA “excellent” accreditation as a
managed care plan.

The health plan consistently has improved its
scores on HEDIS measures.

For instance, in diabetes care, hemoglobin A1c
testing increased from 51.5% in 2000 to 89.2% in
2008. During the same period of time, the per-
centage of eligible women receiving breast cancer
screening increased from 1.6% to 67.1% and the
percentage of children receiving well child visits
from birth to 15 months increased from 6.8% to
72%.

“Ensuring that our members receive the high-
est-quality care possible is a year-round, every
day program for us. We engage all of our
employees and the provider community in our
quality program and work hard at engaging our
membership,” says Vicki Boyle, director of qual-
ity management for the Detroit-based health
plan. 
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With more than 186,000 members, Health Plan
of Michigan is the second largest Medicaid health
plan in Michigan. 

Recognizing the challenges in ensuring that the
Medicaid population it serves receives the recom-
mended care, the health plan has developed a
program that integrates membership outreach,
case management, disease management, and
provider relations in the quest to improve HEDIS
compliance. 

The health plan collaborates with physicians
and pharmacists to ensure that its members
understand their treatment plan and receive the
recommended care.

Internally, the health plan includes quality
measures on the agenda at every department staff
meeting.

“We focus on one HEDIS measure and our
results each month, and the directors take it out
and spread the message to the staff. We have
infused quality throughout the entire company,”
Boyle says.

New staff, regardless of what department they
work in, undergo training on HEDIS and CAHPS
(Consumer Assessment of Healthcare Providers
and Systems).

Boyle and her team explain HEDIS and
CAHPS to the staff in layperson’s terms, describ-
ing why it’s important, why it is measured, how
it impacts the health plan, and what areas it
affects.

“Every employee has training on HEDIS mea-
sures. We even include our information technol-
ogy staff in the training. They don’t get member
calls but they may get a provider call,” she says.

“We discuss all of our efforts to ensure that
patients get the recommended care including
what we are doing internally, what we are doing
for the provider, and what we are doing for our
members,” she says. 

Whenever anyone at the health plan calls up a
member’s file on the computer system, a HEDIS
alert, in the form of a red “H,” is prominently dis-
played on the screen if a member has not
received a recommended screening, immuniza-
tion, or test.

“The entire staff are trained to recognize a
HEDIS alert and to educate the member on the
importance of receiving the recommended ser-
vice by following an online script,” Boyle says.

For instance, if members call in about a bill, the
customer service staff educate them about the
missing procedure and insert a note in the system.

The health plan runs outreach campaigns on

specific HEDIS measures throughout the year,
using an automated calling system, which auto-
matically displays the member’s information on
the screen when someone answers.

When someone at Health Plan of Michigan
talks to a member about a HEDIS concern, he or
she enters a code into the computer system. If
data analysis shows that the member hasn’t
addressed the issue within 60 days, he or she is
automatically placed back in the system to be
contacted again.

Members receive follow-up post cards after
each outreach call and receive incentives, such as
gift cards, phone calls, and gas cards when they
complete certain services.

If the outreach staff are unable to reach mem-
bers by telephone, the health plan sends them
educational flyers about their condition and the
need to take care of the recommended preventive
measures and tests.

Employees at Health Plan of Michigan receive
bonuses when the health plan meets targets for
13 different HEDIS measures. They can view the
progress on the HEDIS measures through graphs
built into the computer system that monitors per-
formance on a daily basis.

The health plan has installed flat-screen moni-
tors throughout the building to display the status
of each HEDIS measure as compared to the same
time in the previous year.

The health plan teams with providers to ensure
that members receive the care specified in the
HEDIS measures. 

Through a system provided by the health plan,
providers may check for compliance with HEDIS
measures while the member is in the office.
Health Plan of Michigan mails reminder cards
with information about recommended proce-
dures to members on behalf of their physicians.

The health plan’s provider representatives
work in the communities where the members
typically live and work with the primary care
physicians to ensure that the members receive the
recommended services.

Provider representatives have a health care
background and are active in the communities
they are serving. “They know the area, the
providers, and the people in the community,”
Boyle says.

The provider representatives attend local
health fairs, serve on advisory boards within
their community, and get to know the members
and the providers.

“The provider representatives interact with
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the provider network on a regular basis. They
help us grow the network by engaging new
providers and keep the providers educated on
the HEDIS measures, best practices, and assist
with billing issues,” she says.

When members are missing one of the recom-
mended HEDIS services, the provider representa-
tive talks to the physicians and enlists their help
in ensuring that the member receives the recom-
mended care.

The health plan works closely with the physi-
cian practices to ensure that the members get the
assistance they need to overcome obstacles to
complying with their treatment plan. 

“We try to overcome all the barriers that pre-
vent our population from receiving the recom-
mended care. They may be in a homeless shelter
or move from family member to family member,
or their only telephone number may be a pre-
paid cell phone. We collaborate with physicians
and pharmacists to reach the members,” she says.

Providers can call on Health Plan of Michigan’s
case managers if members are having transporta-
tion issues or other community needs.

If the member needs more clinical assistance,
the case manager sets up a telephone call appoint-
ment while the member is at the doctor’s office. 

“During the call, they can reinforce the
patient’s treatment plan and find out about any
transportation needs for the next appointment.
Members leave the appointment knowing that
their follow-up visit is scheduled and they have
transportation to it,” she says.

As part of its pay-for-performance initiatives,
the health plan offers quarterly bonuses for
providers if a certain percentage of their patients
receive specific HEDIS measures. Providers
receive between $15 and $100 per HEDIS service.
The health plan sends the providers monthly
reports showing the HEDIS services their mem-
bers need and the amount of the potential bonus
if all services are completed.

The health plan has tried innovative ways to
ensure that members receive recommended care,
such as sponsoring a raffle for a Nintendo Wii to
encourage well-child visits to the doctor. Parents
were entered into the raffle if they took their chil-
dren, ages 3 to 6, for a well-child visit between
April 1 and May 31, 2008. 

As a result, the percentage of children receiv-
ing well-child visits increased from 12.6% in
April to 30.3% in July 2008. The program was
expanded to include adolescents for back-to-
school and sports visits. ■

Gather employee success
stories to stave off cuts 
Real-life examples are a ‘great inspiration’

When a UPS manager had an onsite blood
pressure screening, his blood pressure was

so high that an occupational health nurse took him
to the hospital immediately. He was diagnosed
with a heart attack, and he survived with minimal
damage because he was treated so quickly.

This is a “success story” that Mary Breen, RN,
MJ, COHN-S, CCM, occupational health manager
at UPS Corporate Health & Safety, is able to share
with her colleagues. 

Occupational health and wellness programs
are in danger of being cut if they don’t demon-
strate a clear return on investment. To make work
even more difficult, money and resources are in
short supply for marketing these programs,
which could markedly decrease participation.
However, some occupational health professionals
point to a solution that is absolutely free: having
executives and employees share their own com-
pelling wellness stories. 

“Anecdotal success stories alone will not pro-
vide a foundation for a sustainable program, but
these are a great augmentation to performance
summaries, which illustrate progress on the overall
plan and achievement metrics,” says Cathy Baase,
MD, global director of health services at The Dow
Chemical Co. in Midland, MI. Consider these items
when sharing employee success stories:

• Obtain approval from the employee.
“Always make sure that the individual has

approved the communication of their personal
story,” says Baase. “We have people give us writ-
ten permission to use their story for broader 
distribution.”

This approval might be an e-mail or other doc-
ument that states that the employees give permis-
sion to share their story, says Baase. Dow’s
employees specifically are asked whether it’s OK
to use their name. 

Use employees who have returned to work suc-
cessfully after being injured as a way to highlight
good disability management, suggests Robert 
R. Orford, MD, CM, MS, MPH, president of 
the American College of Occupational and
Environmental Medicine and a consultant with the
Division of Preventive Occupational Medicine at
Mayo Clinic in Scottsdale, AZ. “We have a panel of
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physicians review such cases and recommend
appropriate placement decisions,” says Orford.
“Doing this is both a benefit to the employee, who
continues to be employed in most cases, and to the
employer by avoiding the costs that would other-
wise be associated with long term disability.” 

For the biggest impact, invite injured employees
to tell their story in their own words to senior exec-
utives. For example, you might have arranged for
an employee to be transferred from one area where
they no longer have the physical abilities to do the
essential functions of the job to another area where
they have made a successful adjustment. “It is a
great inspiration to have employees share their
own stories in person,” says Baase. “This can be
done at staff meetings or even on video.” 

• Include senior leaders.
“In virtually every company, you can find a

health advocate who is at a senior-level position in
the company from whom anecdotal evidence is
useful,” says Baase. 

She recommends simply approaching the indi-
viduals in person. Ask if they would be willing to
share their stories, and tell them how much it
would mean to others and the value it would bring
to the company. 

• Invite employees to share their successes on
your web site.

UPS employees can post wellness stories on a
blog on the company’s health and safety web site.
The company also obtains stories through the
health coaches at Aetna, Breen says. “They ask any-
one who has a positive health change such as los-
ing weight or quitting smoking to share their
story,” she says.

• Share stories companywide.
Occupational health nurses also send out word

of their successes to all their colleagues. “Stories
are shared both through local health and safety
newsletters and also as featured stories on our
corporate web site,” says Breen. “For every suc-
cess story with a decrease in health risks, an aver-
age monetary value can be applied.”  ■

Should you help with
employee surveillance?
You are ‘walking a fine line’

Arisk manager at your company asks you to
report what an injured employee on workers’

compensation tells you about their physical activ-
ities, because this employee is suspected of
malingering. What will your answer be?

This is something to think about before you are
asked this kind of question, says Chris Kalina,
MBA, MS, RN, COHN-S/CM, FAAOHN, director
of global occupational health programs and ser-
vices at Wm. Wrigley Jr. Co. in Chicago. “Be care-
ful. There is a lot of confusion that surrounds the
role of occupational health nurses in the surveil-
lance that sometimes occurs in workers’ comp
cases,” Kalina says. 

Communication in a workers’ compensation
case can become a “slippery slope,” says Kalina.
“We are not policemen. Also, employees believe
that what they tell us will be held in confidence.”  

The term “malingering” likely comes from the
military and probably has no strict legal definition,
says John W. Robinson IV, JD, a shareholder in
the litigation department in the Tampa, FL, office
of Fowler White Boggs Banker. However, the idea
is that the employee is faking or pretending to be
sick or injured, to avoid work or claim leave or
some other benefit, Robinson says. However,
Kalina says, “maybe the employee is not malinger-
ing, but is physically and/or psychologically not
ready to return to work for a variety of reasons
that are not readily apparent.”

Many companies now have written policies or
guidelines on the release or communication of
medical information without the knowledge of
the employee, she notes. “Have a full under-
standing before questions arise,” says Kalina.
“Know what you can and cannot communicate to
whom and about whom, under the policies and
guidelines of the company.”

Supporting the employer and the employee

If you think there is an abuse of the system, you
have an obligation to bring it to the attention of a
supervisor in your role as an advocate for the com-
pany, Kalina says. At the same time, however, you
must be careful not to betray the employee’s trust
in you.  

“How will employees be able to trust you if you
turn information given by a client to a nurse to a
risk management person or claims analyst?” asks
Kalina. 

Occupational health nurses advocate for the
employee and the company, says Kalina, “and we
walk a very fine line in that advocacy. You must
treat information that either one shares with you as
confidential. We must understand what that confi-
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dentiality means to us and our practice.”
Robinson says that if you conclude there is no

physical manifestation of a claimed malady or
injury, then “that would seem to be a significant
observation, particularly if the employee is
undergoing lengthy treatment.”

“There is always a concern about malingerers,
but this is sometimes tough to prove,” he says. 

With workers’ compensation, the typical pat-
tern is the employee claims to have a disability
that prevents work, yet remains active at home, on
vacation, or even participating in recreational
sports, says Robinson. In this case, an occupational
health nurse may get involved if an injury was
clearly not work-related and therefore not covered
by workers’ compensation benefits. The nurse
might be asked to confirm that patient is not fol-
lowing therapy or engaging in proscribed behavior. 

With the Family and Medical Leave Act
(FMLA), there might be a pattern of employees
taking months of leave, sometimes paid, while
moonlighting at second jobs. In this case, an occu-
pational nurse might get involved if an FMLA-
approved patient misses therapy due to vacation
or moonlighting, says Robinson. “These sorts of
professional observations are not covert surveil-
lance, but do give a better picture of whether a
claimant is a malingerer,” says Robinson. “The
safest course of action is to advise your autho-
rized referring physician or insurance carrier.”

Kalina says that although health information in
workers’ compensation cases is generally not
subject to protection under the Health Insurance
Portability and Accountability Act (HIPAA),
employees should understand this lack of protec-
tion before beginning a conversation with you.
“Some companies use a release form to ensure
that both employee and nurse are fully aware of
any confidentiality issues or lack of confidential-
ity surrounding discussions,” says Kalina.  ■

Take these steps if 
malingering is suspected

Take these steps if you are asked to provide
information that might be used in assessing

the need for starting or continuing surveillance of
an employee: 

• Think before you speak. 
Because occupational health nurses are cus-

tomer- and client-responsive in so many areas, it’s

very easy when asked this kind of question, to go
ahead and volunteer the information. “Before you
do that, stop and think what you are doing,” says
Chris Kalina, MBA, MS, RN, COHN-S/CM,
FAAOHN, director of global occupational health
programs and services at Wm. Wrigley Jr. Co. in
Chicago. 

Kalina says to “think through your ethical
thoughts and feelings on this subject so as to be
best prepared when asked such questions.” She
says to “consider fully and thoughtfully” the stan-
dards of occupational and environmental health
nursing developed by the American Association of
Occupational Health Nurses (AAOHN). (To read
the AAOHN’s Code of Ethics and Interpretive
Statements, go to www.aaohn.org/practice/
upload/Code-of-Ethics-2009.pdf.) The standards
state that occupational health nurses should
“respect and protect the autonomy, rights, and pri-
vacy of clients’ data and personally identifiable
information.”

“Health information obtained in the workplace
by the occupational health nurse should be held
to the same high standards and ethics as any-
where else,” says Kalina. 

• Consult with others.
If you feel conflicted about your response,

Kalina advises getting advice on a given situation
from your manager, a mentor, or someone from
an organization such as AAOHN. 

• If you don’t feel comfortable sharing infor-
mation, respond, “No, there is nothing else I can
share with you.”

• Remember that information you give could
be misinterpreted. 

Consider this example: An employee might
mention going grocery shopping after a doctor’s
appointment. “The risk manager may say, ‘Well
how can he do this when he’s on limited duty?’
The fact of the matter is, it may be good for that
employee physically and psychologically to be
out there walking with a cane and getting exer-
cise,” says Kalina. “Clearly a dialogue such as
this presents a communication challenge and an
opportunity for the nurse to educate.”

• Take the opportunity to educate. 
Kalina acknowledges that there have always

been some employees who abuse the system, but
she says the answer is to educate employees and
employers on workers’ compensation in general,
what it’s for, and how it’s supposed to work.
Explain that “it’s an important benefit, and if
employees abuse the benefit, companies can make
it more difficult for them to get it. And caught up in
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that will be people who really need it,” says Kalina.
• Take the time to learn more. 
“If an employee is suspected of malingering, one

needs to try and find the underlying cause,” says
Linda Walker, BSN, RN, CCM, COHN-S, occupa-
tional health manager with Reliant Energy,
Houston, TX. “Many times it may be from fear of
reinjury, a personal non-work related issue, or dis-
satisfaction with the job.”

Any of these causes may lead to or enhance
depression in the employee, says Walker. “If the
occupational nurse can foster a trusting relationship
with the employee, he or she can get the employee
to discuss the apprehension of returning back to
work,” she says. 

If the problem is depression, an employee
Assistance program referral can be sought and
the employee can get the help needed. “By
approaching the situation as a fact finding issue
first, you may be able to turn what may have
been perceived as a negative situation into a posi-
tive by getting the employee the help he or she
needed,” says Walker.  ■

Guideline-based care saves
money with mental health

Guideline-based care provided by occupa-
tional physicians is a cost-effective way to

treat workers with common mental health prob-
lems, according to new research.1

Researchers compared two approaches to care
for 240 Dutch police officers on sick leave because
of mental health problems. One group was given
standard care with a referral to a psychologist for
evaluation and treatment, and the other group
received guideline-based care provided by occupa-
tional physicians. This approach emphasized a
gradual return to work and gave employees help
in dealing with stress on the job and building prob-
lem-solving skills. In both groups, total missed
work time averaged about 150 days, but guideline-
based care resulted in equal treatment outcomes at
a lower cost. About half of officers in the guideline-
based care group eventually were sent to see a psy-
chologist, compared to nearly all of those in the
standard-care group.

The researchers also found that the occupational
physicians followed only part of the recommenda-
tions in the guideline. “The most complex part of
the guideline, counseling workers using cognitive

behavioral therapy techniques, was skipped often
by the occupational physicians,” says David J.
Bruinvels, MD, PhD, one of the study’s authors
and a senior occupational physician in Amsterdam-
based Vrije Universiteit’s Department of Public and
Occupational Health. “We feel that there is a lot of
room for improvement on this.”

Bruinvels says it didn’t surprise him that the
outcomes from psychologists were no better than
occupational health professionals. “Occupational
physicians have a major advantage compared to
psychologists, and that is that they are much
closer to the workplace,” he says. 

In the 2007 guideline from the Netherlands
Society of Occupational Medicine, more emphasis
is put on the problem of “stagnation” than in the
2000 guideline from the same group. Occupational
health professionals “should be more alert to signs
that predict a prolonged recovery.” Bruinvels says.

Occupational health professionals often see the
early signs of mental health problems in work-
ers, but they fail to take action, he says. “In a lot
of cases, prolonged mental health problems lead
to presenteeism,” Bruinvels says. 

Interestingly, the police officers in the study
often claimed sick leave based on other complaints,
such as low back pain, instead of mentioning men-
tal health problems. “When we started with our
study, it was unthinkable that a police officer
would discuss his or her mental health problems
with the supervisor,” says Bruinvels. “Supervisors
were also sent questionnaires, by which they
became more involved with the topic. At the end of
the study, we found that mental health problems
were more openly discussed and were more
acceptable in the police force.”

Reference

1. Rebergen DS, Bruinvels DJ, Bezemer PD, et al.
Guideline-based care of common mental disorders by occu-
pational physicians (CO-OP study): a randomized controlled
trial. J Occup Environ Med 2009; 51:305-312.  ■

Programs have 
impressive participation
Metabolic syndrome targeted

Weight management and other components
of metabolic syndrome are the target of
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many wellness programs at Warrenville, IL-based
Navistar. 

“We have telephonic coaching, online modules,
and disease management programs that focus on
multiple areas including hypertension and dia-
betes,” says Dan Pikelny, MA, MBA, director of
health and productivity.

Each year, Navistar’s employees fill out a
health risk appraisal, which includes questions
on metabolic syndrome. Participants are con-
nected with programs to help manage their risk
factors. Dawn Weddle, the company’s wellness
and behavioral health manager, says, “Our third-
party providers for disease management and
health assessment contact employees who meet
certain risk criteria to enroll them in behavior
change programming.” 

An “opt out” model is used, with all employ-
ees who meet risk criteria automatically enrolled
in disease management interventions. Paper-
based educational materials are used for those at
lower risk, and telephonic consultations are used
for those at highest risk.  

“High-risk employees are also contacted by
our health assessment vendor to enroll in tele-
phonic health coaching,” says Weddle.

Here are three of Navistar’s metabolic syn-
drome programs:

• Spring Tune-Up. “Participation in this six-
week nutrition-based behavior change program
has shown substantial growth since it was first
launched in 2002,” Weddle reports. Employees
earn points for eating healthy and engaging in
physical activity. More than 2,000 employees now
participate, which represents 21% of the eligible
population. “Due to the current economic cli-
mate, we have reduced the incentives for this
year’s program,” notes Weddle. However, in the
past all employees who achieved 2,000 points
were put in a grand prize drawing to attend a
NASCAR event, including transportation and
hotel accommodations. 

• Trucking Across North America
(TANA).”This 13-week team-based exercise com-
petition celebrated its 15th anniversary in 2008,”
says Weddle. Teams of five to 10 employees earn

“mileage” from exercise, recreational, wellness,
and volunteer activities. “TANA has become part
of our corporate culture and has realized year-
after-year participation growth.” In 2008, this
program attracted more than 4,000 employees,
representing 30% of the eligible population. For
signing up, employees receive a free workout
DVD. At the end of the program, employees are
given a water bottle, and members of the win-
ning team receive a $50 American Express gift
card. 

• Body Overhaul. In January 2009, this 12-
week weight loss competition was introduced as
a pilot program at two facilities, with 21% and
26% participation respectively. Incentives, such as
a lunch bag, water bottle, or T-shirt, will be pro-
vided for sustaining the weight lost during the
program. 

“Plans are in place for our Body Overhaul
teams to weigh in at the three- and six-month
post-program marks,” says Weddle.  ■
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CE objectives

After reading this issue, continuing education
participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case man-
agers and clients.

3. Describe practical ways to solve problems
that case managers encounter in their daily case
management activities. ■

20. The average caseload of the clinical resource
coordinators at the Hospital of the University of
Pennsylvania is ___.
A. 11 patients
B. 15 patients
C. 22 patients
D. 28 patients

21. If members of the CIGNA Healthcare Lifestyle
Management Program screen high for depres-
sion, they are integrated into the employee
assistance plan.
A. True
B. False

22. Which is recommended regarding sharing the
success stories of employees?
A. Obtaining approval from the individual
employee isn’t necessary.
B. Stories should be used to augment your per-
formance summaries.
C. It’s not helpful to invite employees to share
stories with senior executives.
D. Occupational health professionals should
avoid approaching executives directly to ask for
wellness stories. 

23. What is recommended regarding suspicions that
an employee on worker’s compensation could
be malingering?
A. Don’t routinely explain communication poli-
cies to employees. 
B. Avoid giving any information about an
employee to risk managers. 
C. Closely follow company policies on what
medical information you can communicate and
to whom.
D. Freely give any information you have on an
employee’s physical activity to claims analysts. 

Answers: 20. C; 21. A; 22. B; 23. C. 
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CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester's activity with this issue, you must com-
plete the evaluation form provided in this issue and
return it in the reply envelope provided to receive a
credit letter.  ■


