
Case managers can take a role 
in fighting obesity epidemic
Education should target the entire family

Pick up any newspaper or magazine or turn on the news and
you’re likely to hear somebody talking about this country’s obe-
sity epidemic.

There’s a lot of emphasis these days on obesity and helping people
keep their weight down and avoid chronic disease. Health care workers
have always known that obesity contributes to and exacerbates chronic
conditions. With today’s sedentary lifestyles and dependence on fast
food, obesity is become a bigger and bigger concern, says Connie
Commander, RN-BC, BS, CCM, ABDA, CPUR, president of
Commander’s Premier Consulting Corp.

Consider these recent reports: 
Obesity-related medical costs reached $147 billion in 2008, or about

10% of U.S. medical spending, according to a report by the Centers for
Disease Control and Prevention. As of 2006, the number of obese adults
had more than doubled in 25 years to 72 million people, or 35% of
adults, the CDC reports.

A study released in November 2009, shows that rising obesity rates
will be an increasing burden on the health care system over the next
decade, and if current trends continue, 43% of Americans will be obese
and obesity spending will quadruple to reach $344 billion by 2018.

The study, “The Future Cost of Obesity: National and State Estimates
of the Impact of Obesity on Direct Health Care Expenses,” was based on
research by Emory University health care economist Ken Thorpe, PhD,
executive director of the Partnership to Fight Chronic Disease. The
study was commissioned by UnitedHealth Foundation, Partnership for
Prevention, and American Public Health Association.

As she worked with a hospital in California late last year,
Commander drove nine miles to work each day and passed literally
dozens of outpatient dialysis centers. 

“There is a huge population of people with end-stage renal disease,
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and we know that obesity is one factor in con-
tributing to such chronic conditions for certain
individuals,” she says.

“When people are overweight, they are subject
to diabetes and cardiac issues, which are very
expensive to treat. Obesity is the No. 1 driver of
our future medical costs,” says Laurie Gondek,
vice president of health advocacy products, who
oversees CIGNA’s lifestyle coaching and disease
management programs.

Society frowns on people who are overweight,
and since many people reach for food when they
feel uncomfortable or unhappy, it creates a

vicious cycle, adds Cathy Campbell, BSN, MBA,
CHC, FACHE, director of case management at
Mesquite Specialty Hospital in Dallas.

“As a registered nurse, I know that many dis-
eases are attributable to obesity. People’s bodies
are in a compromised condition when they are
obese. The reality is that obesity is an illness, and
people often need psychological treatment to
overcome it,” Campbell says.

Many obese people suffer from depression,
which drives them to eat more in an attempt to
feel happier, she points out.

Weight loss is important to any person in the
continuum of care, whether it’s a member with
risk factors, someone with a chronic disease, or a
relatively healthy person who has a few pounds
to lose, says Linley Thomson-Siag, MPH, MPA,
health educator in health promotion and wellness
department at CDPHP, an Albany, NY-based
health plan. 

“Research says that if people lose just 5% to 7%
of their body weight, they can prevent chronic
diseases. Just that 5% can be critical to an overall
health goal,” she says.

Health care professionals tend to tip-toe
around weight problems, even though they know
that being overweight is a comorbid factor in
every disease, Commander says. 

“We in the health care field need to be account-
able at different levels to the population we serve.
Case managers need to look beyond the person
right in front of their face. We have an opportu-
nity to encourage everybody we touch to live a
more healthy lifestyle,” she says.

Case managers need to do their part in pre-
venting obesity and helping people lose weight,
Commander adds. 

“We know that obesity leads to diabetes and
potentially to other conditions such as coronary
vascular disease and renal insufficiency. Obese
people are likely to have higher rates of hyperten-
sion and cardiovascular disease. Chances are that
an obese person is going to develop one or more
of these conditions. We need to encourage people
to do healthy things before they develop a
chronic disease,” Commander says.

Commander recommends that case managers
do everything they can to help clients live a
healthy lifestyle, regardless of the condition or
episode of care you are helping them learn to
manage. 

“Weight, diet, and an exercise regimen should
be included as part of the plan of care as we work
with our individual clients in managing their
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chronic conditions and staying healthy. Even if
obesity is not the primary reason someone was
hospitalized or has a chronic condition, it is a
comorbid factor,” she says.

Build weight management, healthy eating, and
exercise into the care plan for all of your patients
and work with them to identify little things they
can do in their daily life to stay healthy,
Commander suggests.

“Hospital case managers can include tips
about eating healthier or taking the stairs instead
of the elevator in their education for patients,
even if the hospitalization isn’t related to obe-
sity,” she says.

As you work with your clients on managing
their chronic conditions, include family members
and caregivers in the mix, Commander says.
Encourage family members to set an example and
entice them to get healthier as they support the
patient, she adds.

People have to want to lose weight and exer-
cise, and they need support to do so, she says.

“The Case Management Adherence Guidelines
speak of knowledge, self-motivation, and willing-
ness to change, and we know that people are not
going to change unless we set up support for
them. That’s why it’s always a good idea to have
others in the family participate in healthy lifestyle
changes,” she suggests.

The guidelines developed by the Case
Management Society of America (CMSA) are
designed specifically to help case managers work
with their patients on medication adherence and
behavioral changes, Commander says.

“It’s important for case managers to work with
the individual patients, but they also should fol-
low up with a program that makes sense to the
family so they want to participate,” she says.

For instance, if the patient needs to follow a
low-fat or low-salt diet, encourage the family
members to follow the diet and become healthier
as well. This gives the cook in the family an
opportunity to learn new methods of cooking or
experiment with seasonings to provide food that
tastes good and is healthy as well, she says.

“Don’t just tell people they need to exercise or
lose weight. Encourage them to diet or exercise in
an effort to support the patient in maintaining a
healthy lifestyle. Build around what the patient
needs to do and include family members and
friends who can support the patient,” she says.

For instance, if grandfather needs to start a
walking program, suggest that he walk with the
grandchildren, which will get them on an exer-

cise program. 
Tell family members that their dad needs to

exercise but it’s hard for one person to do it him-
self. Suggest that they come up with a buddy sys-
tem. 

Mention that it’s hard for one person to follow
a diet when other people are eating other things.

A critical intervention is to provide resources
for the family and caregiver, she says. 

“Healthy eating and weight loss is part of the
patient education that case managers are respon-
sible for. Sometimes we let it slip a little because
we have such busy schedules, but teaching pre-
ventive care is as important as helping people
learning about their medication,” Campbell says.

Approach weight loss gingerly, Campbell rec-
ommends.

“We don’t want to offend anyone, but it’s very
important to be open and honest in letting
patients know that they are endangering their
lives,” she says.

Campbell advocates bariatric surgery for
patients who are obese as long as they receive an
extensive psychological work-up and understand
that the surgery isn’t a cure but a tool.

“I have a gastric band and I know several peo-
ple who have had gastric bypass. I have been able
to reach out to people because I have been there,”
she says. 

Campbell advocates therapeutic communica-
tion with your patients.

“One technique might be to approach someone
and comment that they seem unhappy. This can
elicit a conversation and provide them with an
outlet. So many times, we are busy and just keep
moving along,” she says.

When you visit patients in the hospital, sit in a
chair so you will be on their level and try to get
them to talk, Campbell suggests.

“If you keep standing, they’ll think you are in a
hurry. Allow them to vent their feelings and frus-
trations and get around to what is making them
unhappy, which may very well be that they don’t
feel good about themselves because of their
weight. Just one visit may not do it, but if people
know you really care, you can help them,” she
says.

Health plans are taking a proactive approach to
helping members lose weight and stay healthier.

CDPHP’s Weigh 2 Be program is a six-week
classroom program offered at various locations in
the community. The classes are open to any mem-
ber who is interested. Topics include interactive
sessions taught by experts on healthy eating,
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physical activity, and stress management.
The health plan is piloting the program at the

offices of large physician groups.
“We’ve found out through the case manage-

ment program that the best referrals come from
physicians who know the issues of individual
members,” says Melissa Marcelli, health educa-
tor in the insurer’s health promotion and well-
ness department.

In addition to the physician-centered approach,
the health plan is offering the program to
employer groups during lunch time.

“The unique feature is that people don’t need
to have to lose weight to be in the program. We
focus on proper nutrition and healthy eating.
Many of the people who participate just want to
learn to eat healthier,” adds Thomson-Siag.

For instance, the program includes a session on
sodium and how reducing sodium in the diet can
help people lose weight and keep blood pressure
under control, Marcelli says.

Other components include sessions on how
stress can affect eating habits and weight and
ways to manage it as well as exercises that people
can do at home or at their desks.

CIGNA’s Healthy Steps to Weight Loss weight
management program offers people a non-diet
approach to weight loss and long-term lifestyle
changes. The program is available online and
telephonically. The program has received an
overall satisfaction rating of 96.3%.

In additional to helping people with weight
management, the program includes a lifestyle
assessment that helps individuals and disease
management nurses work together to create a
personalized program.

The tool takes a practical approach to weight
management. For instance, if the individual
reports that he doesn’t like to cook for himself,
the nurse suggests healthier choices for fast-food
meals. If the person eats when stressed, the pro-
gram offers stress management techniques.

“We look at the person holistically and assess
his readiness to change. We focus on behavior,
not diet. The purpose is to motivate people to
make the behavioral changes they need to stay
healthy,” Gondek says.

The program is open to anyone who wants to
enroll through employers who have purchased
the suite of lifestyle management programs.

The program meets CIGNA’s requirements for
preparing patients for gastric surgery.

People can go to CIGNA’s web site, fill out the
profile information, and take a personal lifestyle

assessment. They can follow the program at their
own pace and receive content by e-mail depend-
ing on their personal preferences.

The telephonic program includes 12 modules
that many participants complete in six weeks
while working with an individual coach.

“The secret to the success of the program is
meeting the person where they are. The coaches
spend a lot of time listening to the people and
finding what motivates them, then empowering
them to set goals that they think are attainable,”
she says. ■

Program helps members
stay independent at home
Multi-tiered program tailored to unique needs of seniors 

Recognizing that seniors have a unique set of
health care challenges, CDPHP has devel-

oped the Health Ally program for the Medicare
population.

“Comprehensive management for the senior
population involves taking into consideration all
their medical issues and health care concerns.
With seniors, you can’t just get them to start a
diet or exercise program. They may have prob-
lems with mobility or other issues that could
impact their success,” says Charlene Schlude,
RN, CCM, manager of case and disease manage-
ment for the physician-based, not-for-profit indi-
vidual practice association (IPA) model HMO
serving more than 400,000 members in New York
and Vermont.

The CDPHP Health Ally program was created
specifically for the Medicare population and
takes into account the unique needs of older
adults and tailors a program to fit the individual
needs of the population, says Tracy Langlais, RN,
vice president of resource coordination for
CDPHP.

The program is a voluntary case management
program for CDPHP’s Medicare Choices mem-
bers and their caregivers. 

“One of the main goals of the program is to
help the senior population maintain indepen-
dence in their home. The program combines sup-
port, education, access to the health plan’s
benefits, and community-based services,”
Schlude says.

The plan offers wellness programs to appropri-
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ate members and refers those with chronic condi-
tions to disease management programs. The
health plan offers disease management programs
for members with diabetes, congestive heart fail-
ure, coronary artery disease, and chronic obstruc-
tive pulmonary disorder.

“There is a program for every Medicare mem-
ber, and we want to link every member to the
appropriate program whenever possible,”
Langlais says.

The programs are closely integrated and coor-
dinate with each other to meet all the members’
needs, she says.

The disease management program focuses on
helping members understand their chronic condi-
tions and empowering them to talk to their
physicians.

The case managers help the members learn to
manage their diseases and to navigate through
the health care system.

Other options for seniors range from no-cost
wellness workshops on topics ranging from Tai
Chi and yoga to healthy cooking and the Weigh 2
Be weight loss program.

When Medicare members enroll, a registered
nurse or social worker case manager calls them
and completes a detailed health risk assessment
that screens them for chronic health conditions
and pinpoints their needs for wellness education
and case management. The case managers use the
information from the assessment to develop a
program to meet the member’s individual needs.

“We added the health risk assessment a year
ago. It’s extremely valuable in helping us iden-
tify members who may need the various pro-
grams we offer. We also get direct referrals for
disease management and case management and
identify eligible members through claims data.
The health risk assessment enables us to iden-
tify enrollees for care management programs
before they experience an acute event. Our goal
is to identify members who could benefit from
care management as soon as they enroll,”
Schlude says. 

If members are taking multiple medications,
the case manager may refer them to the health
plan’s pharmacy program for help in understand-
ing their medication regimen.

Members eligible for the case management
program include those who have complex health
care needs, are medically frail, have challenges in
their home setting, or who may have less than
optimum caregiver support. In some cases, a
nurse practitioner performs a face-to-face assess-

ment in members’ homes.
In addition to providing the assessment to the

case manager, the health plan gives a copy to the
patient’s primary care physician.

“We believe that collaboration between the
case manager, the patient, and the physician is
one of the most effective ways to help the chroni-
cally ill learn to manage their conditions,”
Langlais says.

The program is staffed by RN case managers
and medical social workers who collaborate with
members and their physicians to meet the indi-
vidual’s needs. 

For instance, obesity can be an issue for elderly
as well as younger members because being over-
weight affects chronic conditions. However, one
weight loss program won’t work for everyone,
Schlude says. 

“Seniors often have unique needs and chal-
lenges. When people have a progressive illness,
one of their biggest challenges is to maintain their
weight, particularly when they have limited
mobility or dietary restrictions. We look at the
unique needs of the population and tailor a pro-
gram to fit the individual,” she says. 

For instance, the CDPHP Senior Fit Program
offers Medicare enrollees the opportunity to join
seniors exercise programs in the community, such
as those provided by the Capital District YMCA,
at no charge.

However, some seniors may have limited
mobility or lack transportation and may need an
exercise program they can do in their home,
Schlude says.

“We tailored the program so they can learn in
their homes how to manage their weight if that’s
what it takes. We may teach them something as
simple as a chair exercise that gets them moving
and increases their mobility. We provide as much
guidance and support as we can to help them
meet their goals,” she says

“Wellness programs can benefit members of all
age groups. A tailored program developed specif-
ically for the Medicare population can have a
positive impact on the health of older adults,”
Langlais says.

“It’s important for someone older to learn to
manage their conditions. We clearly see that older
people with diabetes and other chronic condi-
tions can stabilize their conditions by losing
weight and complying with their treatment
plan,” she says.

The program emphasizes personal contact
with the Medicare members. 
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“We continue to enhance our web-based edu-
cational tools to provide a variety of ways for
members to access health information. For our
Medicare population, telephonic outreach
remains a primary means of communicating
information and availability of services and pro-
grams. Human contact is very valuable, and it’s a
real opportunity for us to get feedback from our
members,” Schlude says.

Once Medicare members receive an initial call
and develop a rapport with the care manager,
they feel comfortable reaching out to their health
plan for guidance navigating the health care sys-
tem, she adds.

Any time a Medicare member is discharged
from the hospital, the nurses in Health Ally call
the patient to make sure he or she has a follow-up
visit with a primary care physician.

“We know that when patients see a primary care
physician within five to 10 days of discharge, it
reduces the readmission rate. We also recognize
that Medicare members may have problems mak-
ing the appointments, so we work closely with
their physicians to facilitate an office visit,” she
says.

Member satisfaction in the Health Ally pro-
gram is extremely high.

“This program, in combination with our other
programs, is very effective in stabilizing chronic
health conditions, reducing health care costs,
and enabling seniors to stay healthy at home.
When we compare our inpatient admission rate
and emergency department visits with those of
the competition, ours are much lower,” Langlais
says.

“We look at continuation of health from the
very healthy to end-of-life care. We want to keep
people healthy and reduce risks for those who
have identified chronic conditions. In addition,
we strive to help those with chronic conditions
receive the highest quality care,” she says.

To make access to its programs easier, the
health plan is launching a single-source referral
line that physicians, members, or family mem-
bers can call.

“We can assess individuals’ unique health care
needs on the spot and offer them the best pro-
gram for their unique needs. This is a way to use
our resources most effectively and meet the needs
of our members. We look to assist our members
and providers in gaining access to our programs,
and by having a single point of contact, we can
direct them to the program that best meets their
needs,” Langlais says.  ■

Program focuses on 
proactive interventions
Nurses work at sites to case-manage disease

At ProHealth Care in Waukesha, WI, commu-
nity outreach is more than the hosting of an

educational event from time to time. 
A team of 23 nurses is strategically placed at 50

community sites, including churches, schools,
low-income housing projects, homeless shelters,
food pantries, and health resource centers. Their
role encompasses health promotion, disease pre-
vention, early detection, and disease manage-
ment, says Deborah Ziebarth, RN, MSN,
manager, Community Benefit for ProHealth Care,
a health care system that consists of two hospitals
and several clinics. 

“We are a continuum of care for our health care
organization,” explains Ziebarth. 

She says health care is not only providing
treatment in clinics and hospitals. A certain per-
centage of the population needs assistance with
accessing the health care system, using it effec-
tively, and knowing when to access it. Also, there
is the education component that helps with dis-
ease prevention and early detection.

Most of the outreach efforts are funded
through the nonprofit health care organization’s
community benefit dollars, as well as partner-
ships with churches and other organizations. 

For example, nurses that work with churches,
as part of Parish Nursing, have 50% of their
salary and benefits covered by that congregation
and the other half by ProHealth Care. That is also
the case with most community outreach nurses as
well, although ProHealth pays 100% of the bene-
fits and salaries of the nurses that work in eight
elementary schools. 

Ziebarth says the Community Benefit program
includes unique partnerships. One church helps
support a nurse that not only works within the
congregation, but also at three homeless shelters
as part of the church’s mission outreach. Another
church helps support a nurse at a food pantry as
part of its mission outreach. Two churches have
pooled their resources, each providing 25% of the
salary and benefits, in order for the nurse to work
at a low-income mill site providing health care
access to an underserved population. 

No matter how a salary is covered, each of the
outreach nurses is an employee of ProHealth
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Care and under Ziebarth’s supervision. 
Nurses tailor activities to the population they

serve. For example, one Parish Nurse initiated a
walking program to aid in disease prevention
called “Walking to Jerusalem.” Participants
tracked their steps and mileage along a map on
the wall to determine how close they were to
reaching their destination.  

To promote good health, nurses may hold a
class or organize a health fair that pertains to the
needs of their target population. Screenings are
often held for early detection, including blood
pressure screenings or blood glucose screenings. 

Nurses also advocate for patients. For example,
a patient may have a chronic disease and need a
certain type of medication that he or she cannot
afford. The nurse may then intercede on behalf of
the patient, asking the physician to write a pre-
scription for a less expensive medication. 

“The role of the nurse is to decrease barriers of
access for the individual and to improve the
health of the community we are serving,”
explains Ziebarth. 

Assessing community needs

To help determine the needs of the population
a nurse serves, members of a congregation or a
community are incorporated into the program.
For example, Parish Nurses will work with a
health ministry group or leader at the church to
gain insight into the needs of the congregation,
says Ziebarth. Also, these leaders provide needed
assistance at health fairs and other events. A
Parish Nurse will survey the congregation as well
to determine how to meet the health needs of the
population. 

At the Hispanic Health Resource Center, where
three outreach nurses work, an advisory group
meets with the nurse quarterly to give direction.
The group is always given information about the
outcomes of its advice, so it recognizes its owner-
ship in what takes place for the health of the com-
munity, says Ziebarth. 

In addition, respected individuals within the
community who are bicultural and bilingual are
trained to assist in health promotion and disease
prevention. They will often do car seat training or
organize walking groups, so the nurses can concen-
trate on specific education and case management. 

Ziebarth says ProHealth Care can be very cre-
ative in how to meet the health needs of commu-
nities. For example, one nurse, whose work is
funded in partnership with a church, splits time

between a free clinic in downtown Waukesha and
a storefront shelter for the homeless in the down-
town area. Volunteers from the church assist the
nurse at the storefront by doing such tasks as
accessing pharmaceutical programs that help the
homeless obtain medications. 

“Her community is the underserved population
of downtown Waukesha, and she spends some
time at the free clinic, so there is a referral to and
from the clinic. It is a great model,” says Ziebarth. 

One important element of the program is com-
puterized client documentation that allows
nurses in the program to share information.
Everyone who comes in contact with the client,
which may be at a homeless shelter, public
school, or food pantry, knows what care and edu-
cation he or she has received. 

“We have complete continuum of care, for we
know what others are doing in caring for this
person,” says Ziebarth. 

In addition, the nurses might flag physicians at
a clinic when there is something they should
know to improve the patient’s care. In this way,
each patient has the best outcomes, she adds.

This record keeping helps ProHealth Care
track patient outcomes. Also, nurses keep diaries
on patients by writing their clients’ stories in
order to track outcomes, says Ziebarth. 

When choosing how best to spend community
dollars, Ziebarth says her department looks for
an entry point to a particular population and an
environment that will support a nurse and take
some ownership. To reach its goals, the organiza-
tion developed a strategy in 2007. 

The strategy has a list of target populations
that include: non-English-speaking populations;
poor children and family units; frail and/or iso-
lated elderly; indigent (uninsured) and working
poor (underinsured); homeless; mentally dis-
abled; and victims of violence.  

Also identified are key areas of community
health need including: access to primary care ser-
vices and a medical home; dental services; effec-
tive chronic disease management and support;
mental health services; and prevention and early
detection.

The strategies are designed to promote the
development of services that do the following:

• Remove barriers to service e.g. language,
financial, lack of knowledge, and navigation skills.

• Encourage prevention and early detection of
illness.

• Provide care management and advocacy ser-
vices.
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• Relate to local needs assessment findings and,
as appropriate, state or national health plan priori-
ties.

• Emphasize evidence-based programming/
models.

• Create partnerships that build on existing
ProHealth Care service/strengths and address key
areas of need.

• Create partnerships with organizations that
have the same target population and complemen-
tary goals.

• Create partnerships that promote community
capacity building, collaboration, achieve shared
vision, and maximize leveraging of resources. 

“ProHealth Community Benefit Program is a
partnership with other organizations that have a
shared vision. It has now been working for 15
years and keeps growing,” says Ziebarth.  ■

Don’t settle for second-
rate data on wellness
You may be surprised what you learn

If you assume that your workforce has better
than average health statistics due to programs

for nutrition, fitness, and smoking cessation, you
may be sadly mistaken. On the other hand, you
may have far fewer obese employees than the
national average. 

Either way, this information should drive your
wellness programs. “Data should drive your
decisions about program delivery. It’s always bet-
ter to do it that way, than to have a shotgun
approach,” says Jonathan Dawe, director of
safety, health, and workers’ compensation at
Atlanta-based Simmons Bedding Co.

Having strong data can help you to do more
with less. It can possibly save a program — or
even your job. 

“Occupational health is feeling the same pres-
sures as everybody else in the business world. So
we shouldn’t feel victimized or special in any
way,” says Dawe. “But, we do need to communi-
cate continuously where we can drive down costs
and add value to the business.”

The problem, says Dawe, is that occupational
health is “usually focused on clinical outcomes
only. They are caught up in day-to-day preven-
tion and treatment activities. They are not neces-
sarily focused on communicating the broader

results of their efforts to the executives in charge
of the organization.”

Do you feel you are lacking enough information
to make good judgment calls? “It’s a myth that
there’s not data readily available,” says Dawe.

Dawe says to first look at health care utiliza-
tion rates available from your insurer, to learn
more about which diseases and conditions are
most frequent in your workplace, and the costs
associated with them. Next, perform health risk
assessments. Look for conditions that are precur-
sors of chronic — and costly — diseases such as
diabetes or cardiovascular illness.

At very little cost, you can put together a sim-
ple employee health risk survey. Ask workers to
report on smoking, diet, exercise, and their gen-
eral feeling of well-being. “All of those are data
points that impact productivity, medical utiliza-
tion, and performance on the job,” says Dawe.
“Most wellness efforts are not high-dollar
expenses. Most involve education and minor
incentives. And there’s not an executive in this
country that doesn’t understand that nothing can
bankrupt a company quicker than the cost of
health care inflation.” Here are some approaches:

• Offer incentives to encourage employees to
complete surveys.

For instance, randomly pick five survey partic-
ipants who will be given a 20% discount on
health premiums for the year, or offer every tenth
(or hundredth) person a $50 gas card.

• Don’t make assumptions.
Dawe says that every time a health risk assess-

ment or survey has been done at Simmons, he’s
been surprised by something. For example, a recent
detailed survey revealed that a larger percentage of
the workforce than expected was obese, used
tobacco, and didn’t obtain preventive care.

‘We are in the budgeting and planning process
right now, deciding what to ratchet up,” says
Dawe. “If we didn’t know this information, then
we wouldn’t know where to target our efforts.”

• Make it personal.
If you’ve got some examples of employees

whose health has changed because of an occupa-
tional health program, this is powerful informa-
tion. It may just change the mind of a senior
leader who is thinking about cutting resources in
your department. 

“Nothing resonates with people better than a
good story,” says Dawe. “People like good news.
At a very human level, most people like to feel
like they are making a difference.”

• Develop tools for long-term evaluation of
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return on investment.
Short-term evaluations may give you false 

low-or high-cost savings, according to Karen
Mastroianni, RN, MPH, COHN - S, FAAOHN,
co-owner and health and safety strategist for
Raleigh, NC-based Dimensions in Occupational
Health & Safety, which provides health, safety,
and wellness solutions for businesses. 

Often, individuals make changes during the
programs that aren’t sustained. Without ongoing
support and mentoring, any gains may be lost.

“It is essential to plan for follow-up and con-
tinuous improvement with ongoing evaluation,
not a one-time flurry,” says Mastroianni. “An
important piece of this should include is the per-
son feeling better? Absent less? Getting their
work completed and helping other employees
more? These gains are priceless. ■

Don’t overlook indirect
costs of presenteeism
Assess mental health 

What would you say are the two strongest
drivers of lost productivity due to a health-

related problem at your workplace? According to
Lisa Jing, program manager of integrated health
at San Jose, CA-based Cisco Systems, these are
depression and anxiety. 

“Indirect health costs due to presenteeism are
greater than direct costs due to medical and phar-
macy claims,” says Jing, who says that this con-
clusion is based on both industry data and
Cisco-specific data for the past four years. 

“We know that 25% of our San Jose-based
workforce is co-morbid, with five or more medi-
cal conditions,” says Jing. “Mental health is usu-
ally one or more of the co-morbid conditions.” 

Regardless, however, most companies focus on
direct medical costs such as claims, pharmacy,
and disability due to chronic diseases like cancer,
heart disease, and musculoskeletal problems,
says Jing. Indirect costs, such as presenteeism
among the larger population, are overlooked.

“Mental health issues, depression, and anxiety
in particular, often occur in combination with
medical conditions,” says Jing. 

Jing says that the mental health issue must be
treated along with the medical condition to
obtain a sustained positive outcome. This is true

regardless of whether the mental health issue is
the presenting issue or co-morbid with a medical
condition.  

As an occupational health professional, you can
play a critical role in this. “Conduct  thorough
assessments to detect mental health factors,” says
Jing. “Coordinate an integrated approach to treat-
ment which considers the whole person.”

Jing says that Cisco has “excellent utilization” of
its Employee Assistance Program (EAP). This pro-
vides a wide range of confidential psychological
and emotional support resources to employees and
members of their immediate households, at no
charge to the employee.  

At the LifeConnections Health Center, Cisco's
onsite medical facility in San Jose, physicians and
various allied health professionals representing a
wide range of clinical services provide holistic and
integrated treatment for employees and their
dependents.  These include health coaches, condi-
tion management nurses, EAP counselors, chiro-
practors, acupuncturists, physical therapists, and
pharmacists. “Cisco also offers generous mental
health and substance abuse coverage through the
behavioral health component of the medical plan,”
says Jing. 

Jing says that the company’s onsite health center,
web-based health enhancement programs, health
coaching, condition management, resilience and
stress management programming, and EAP all
contribute to health improvement, better quality of
life, increased productivity, and lower costs for
employees and the company.

“Many companies are unaware of the indirect
costs because they don't know how to measure
these,” says Jing. “So, there is a great opportunity
to demonstrate significantly more cost savings and
ROI.” ■

EEOC: Pandemic rules
based on ‘direct threat’
Employers still must consider ADA limits

By  law, how far can you go in screening
employees or altering leave policies during

pandemic? The Americans with Disabilities Act
(ADA), privacy and state leave laws still apply,
limiting what employers can do, advises Nina
Massen, JD, senior associate with the disability,
leave and health management practice group of
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Jackson Lewis LLP in White Plains, NY. 
“That’s what makes managing through a pan-

demic rather more challenging for hospitals,” she
says. “The burdens on them are greater but the
legal constraints are not fewer.” 

The Equal Employment Opportunity
Commission (EEOC) released guidance to clarify
the ADA-related constraints on employers during 
a pandemic (Pandemic Preparedness in the
Workplace and the Americans with Disabilities Act,
www.eeoc. gov/facts/pandemic_flu.html). 

According to the EEOC guidance, employers
may not engage in “disability-related inquiries or
medical examinations” unless the employee
poses a “direct threat due to a medical condition.
. . that cannot be eliminated or reduced by rea-
sonable accommodation.” 

Whether an influenza pandemic poses a
“direct threat” depends on its severity, the EEOC
says: “If the CDC or state or local public health
authorities determine that the illness is like sea-
sonal influenza or the 2009 spring/summer
H1N1 influenza, it would not pose a direct threat
or justify disability related inquiries and medical
examinations. 

By contrast, if the CDC or state or local  health
authorities determine that pandemic influenza is
significantly more severe, it could pose a direct
threat. The assessment by the CDC or public
health authorities would provide the objective
evidence needed for a disability-related inquiry
or medical examination.” 

The “direct threat” analysis may be different
from community to community, as a wave of
influenza hits and produces a greater burden,
notes Massen. “A hospital would have to be able
to make the argument that screening people was
still job-related and consistent with business
necessity,” she says. Unionized hospitals need to
make sure they have an open dialogue with
union representatives, Massen advises. Collective
bargaining agreements may limit what the hospi-
tal can do to alter work shifts and hours or even
whether managers can work as frontline staff, she
says. Hospitals also need to make sure they don’t
inadvertently create barriers for ADA-covered
employees, Massen says. For example, if a sepa-
rate dining area is created for employees working
in an H1N1 unit, and there are steps leading to
the area, the hospital must be able to accommo-
date employees with disabilities, she says.

Here is an excerpt from the EEOC guidance: 
May an ADA-covered employer send employ-

ees home if they display influenza-like symptoms

during a pandemic?
Yes. The CDC states that employees who

become ill with symptoms of influenza-like ill-
ness at work during a pandemic should leave the
workplace. Advising such workers to go home is
not a disability-related action if the illness is akin
to seasonal influenza or the 2009 spring/summer
H1N1 virus. Additionally, the action would be
permitted under the ADA if the illness were seri-
ous enough to pose a direct threat.

During a pandemic, how much information
may an ADA-covered employer request from
employees who report feeling ill at work or who
call in sick?

ADA-covered employers may ask such
employees if they are experiencing influenza-like
symptoms, such as fever or chills and a cough or
sore throat. Employers must maintain all infor-
mation about employee illness as a confidential
medical record in compliance with the ADA. If
pandemic influenza is like seasonal influenza or
spring/summer 2009 H1N1, these inquiries are
not disability related. If pandemic influenza
becomes severe, the inquiries, even if disability-
related, are justified by a reasonable belief based
on objective evidence that the severe form of pan-
demic influenza poses a direct threat.

During a pandemic, may an ADA-covered
employer take its employees’ temperatures to
determine whether they have a fever? 

Generally, measuring an employee’s body tem-
perature is a medical examination. If pandemic
influenza symptoms become more severe than
the seasonal flu or the H1N1 virus in the
spring/summer of 2009, or if pandemic influenza
becomes widespread in the community as
assessed by state or local health authorities or the
CDC, then employers may measure employees’
body temperature. However, employers should
be aware that some people with influenza,
including the 2009 H1N1 virus, do not have a
fever.

When an employee returns from travel during a
pandemic, must an employer wait until the
employee develops influenza symptoms to ask
questions about exposure to pandemic influenza
during the trip? 

No. These would not be disability-related
inquiries. If the CDC or state or local public
health officials recommend that people who visit
specified locations remain at home for several
days until it is clear they do not have pandemic
influenza symptoms, an employer may ask
whether employees are returning from these loca-
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tions, even if the travel was personal. 
During a pandemic, may an ADA-covered

employer ask employees who do not have
influenza symptoms to disclose whether they
have a medical condition that the CDC says
could make them especially vulnerable to
influenza complications?

No. If pandemic influenza is like seasonal
influenza or the H1N1 virus in the spring/sum-
mer of 2009, making disability-related inquiries
or requiring medical examinations of employees
without symptoms is prohibited by the ADA.
However, under these conditions, employers
should allow employees who experience flu-like
symptoms to stay at home, which will benefit all
employees, including those who may be at
increased risk of developing complications. If an
employee voluntarily discloses (without a dis-
ability-related inquiry) that he has a specific med-
ical condition or disability that puts him or her at
increased risk of influenza complications, the
employer must keep this information confiden-
tial. The employer may ask him to describe the
type of assistance he thinks will be needed (e.g.,
telework or leave for a medical appointment).
Employers should not assume that all disabilities
increase the risk of influenza complications.
Many disabilities do not increase this risk (e.g.,
vision or mobility disabilities). If an influenza
pandemic becomes more severe or serious
according to the assessment of local, state or fed-
eral public health officials, ADA-covered employ-
ers may have sufficient objective information
from public health advisories to reasonably con-
clude that employees will face a direct threat if
they contract pandemic influenza. Only in this
circumstance may ADA-covered employers make
disability-related inquiries or require medical
examinations of asymptomatic employees to
identify those at higher risk of influenza compli-
cations.

May an employer encourage employees to tele-
work (i.e., work from an alternative location
such as home) as an infection-control strategy
during a pandemic?

Yes. Telework is an effective infection control

strategy that is also familiar to ADA-covered
employers as a reasonable accommodation. In
addition, employees with disabilities that put
them at high risk for complications of pandemic
influenza may request telework as a reasonable
accommodation to reduce their chances of infec-
tion during a pandemic. 

During a pandemic, may an employer require
its employees to adopt infection-control prac-
tices, such as regular hand washing, at the work-
place? 

Yes. Requiring infection control practices, such
as regular hand washing, coughing and sneezing
etiquette, and proper tissue usage and disposal,
does not implicate the ADA.  ■
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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 the clinical, legal, legislative,
regulatory, financial, and social issues relevant
to case management affect case managers and
clients.

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

5. According to the CDC, obesity-related medical
costs reached in 2008 reached how much?
A. $101 million
B. $147 million
C. $101 billion
D. $147 billion

6. The Health Ally program offers disease man-
agement programs to patient with which condi-
tions?
A. diabetes
B. congestive heart failure
C. coronary artery disease
D. all of the above

7. The role of 23 nurses placed at 50 community
sites by ProHealth Care, covers health promo-
tion, disease prevention, early detection, and
disease management.
A. True
B. False

8. Which is recommended for occupational health
professionals to justify wellness programs?
A. Avoid using personal stories of employees.
B. Do only short-term evaluations of ROI.
C. Do ongoing evaluation of programs to track
continuous improvement.
D. Do health risk assessments only if a specific
problem is identified with health care utilization
rates obtained from your insurer.

Answers: 5. D; 6. D; 7. A; 8. 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 the June issue, you must
complete the evaluation form provided in that issue
and return it in the reply envelope provided to
receive a credit letter.  ■


