
Collaboration between providers, 
patients, payer helps reduce gaps
Health plan, hospital project focuses on Medicaid members

A collaborative effort between Keystone Mercy Health Plan and 
local hospitals to provide care coordination for Medicaid mem-
bers is helping reduce health care gaps and emergency department 

and inpatient utilization.
“The Medicaid patient population is uniquely vulnerable in that they 

tend to have multiple chronic conditions. They use multiple doctors, 
typically have more than seven medications prescribed, and frequently 
come on and off the plan. Many of them seek treatment at the emergency 
department even though they have a primary care provider assigned. Our 
preliminary data show that by coordinating care between the patient, 
the payer, and the provider, we can help the members stay healthier 
and receive the care they need in the appropriate setting,” says Diana 
Rappa-Kesser, RN, MSN, CCM, senior director for care coordination 
for Keystone Mercy Health Plan, a member of the AmeriHealth Mercy 
Family of Companies. 

Initiatives include placing health plan case managers at two primary 
care offices and placing a transition manager at a hospital to assist with 
coordinating the care of Medicaid patients in the emergency department 
and to help with inpatient discharge planning. Another initiative includes 
the development of a community outreach team to assist in reaching 
members who are difficult to find or who have disconnected phones, and 
then coordinating appointments with primary care physicians.

Before the project began, the care coordination team at Keystone 
Mercy Health Plan worked with a health system in southeast 
Pennsylvania, to determine how to impact health care services for the 
Medicaid population.

Preliminary data at one practice site showed that 60% of the member-
ship had care gaps, some for preventive services and some related to spe-
cific diseases, Rappa-Kesser says.

“These are the most vulnerable citizens in the area. We looked at ways 
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to get them connected to a primary care home and 
to avoid hospital admissions and their use of the 
emergency department. We wanted to decrease 
inappropriate utilization of the emergency room, 
and inpatient admissions, and improve clinical 
outcomes,” Rappa-Kesser says.

The collaborative effort between the health 
plan and the primary care provider has closed 
90% of the gaps for patients in that practice, she 
adds.

Initially, Keystone Mercy Health Plan placed 
Lynne A. Major, MSW, LCSW, CCM, social 
worker case manager, at an ambulatory care clinic 
one day a week, where she worked with one pro-

vider who ran a residency program. The majority 
of patients at that clinic are insured by Keystone 
Mercy Health Plan.

Major now continues to work at the clinic four 
days a week and collaborates with several provid-
ers to address health care gaps.

As an employee of the health plan, Major has 
real-time access to health care information that 
the clinic physicians didn’t know about. For 
instance, she has pharmacy data, information on 
emergency department visits, and hospitalizations 
that the physician may not have received.

“She can see if the members are slow to fill 
their medications or if they go to another hospital 
that isn’t in our system. She is the conductor of 
the orchestra who pulls all the pieces of informa-
tion together so the primary care physician in 
charge can coordinate care,” Rappa-Kesser says.

For instance, Major uses claims data to inform 
the physician if the member has been to the emer-
gency department multiple times, if he or she has 
been hospitalized, and what the diagnosis was. 

“When a patient has an appointment, I give 
the information to our pharmacist, who sends 
me three months of pharmacy data so we can tell 
if the patient’s pattern in filling and refilling the 
prescriptions is fitting in with what the doctor is 
prescribing, and if another physician also is pre-
scribing medication,” Major says.

Seeing the members face-to-face has been key to 
the success of the program, Major says.

“We’ve been doing telephonic case manage-
ment with these members for years. However, 
when I see them face-to-face in the clinic, I can 
connect with members holistically and see the 
other problems they may have in addition to 
their chronic diseases and comorbidities. Then 
I can work with the member and the physician 
to create a plan of care that will work for that 
patient,” she says.

“I’ve developed a relationship with many of the 
members that just isn’t possible with telephonic 
case management,” Major says. 

“I know them, and they know me. They often 
stop in on days they don’t have an appointment 
and ask to see me if they have a question or a 
concern about their health. The members know 
that they have support. They have learned to trust 
me and to bring more issues to the forefront,” she 
says.

Major determines if patients have had preven-
tive care measures and works with the physicians 
to deal with other problems, such as psychosocial 
issues that are barriers to the member receiving 
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care and following the treatment plan.
For instance, some members are consistent no-

shows, making appointments and canceling them.
“I do outreach and work with them to address 

the problems and barriers that prevent them from 
coming to see the doctor,” she says.

When patients don’t show up for appointments, 
Major drills down to determine the reason. It may 
be that they are experiencing problems with hous-
ing or having enough food to eat, or that they 
don’t have transportation.

“We can complete a transportation application 
in the office almost immediately. A lot of things 
can happen quickly when everybody is in the same 
place at the same time as opposed to trying to get 
the physician involved by telephone,” she says.

Sometimes, Major works to solve internal prob-
lems, such as those that result from the health 
plan’s formulary.

For instance, some medications need prior autho-
rization, but the physician may not know it so the 
member is unable to get the prescription filled. In 
other cases, the medication prescribed is not in the 
health plan’s formulary and won’t be covered.

“We want to avoid having the member leave 
the office without getting what he or she needs. I 
work with the physicians to get prior authoriza-
tion for medications that require it and to pre-
scribe alternative medications that are covered by 
the plan,” she says. 

Some members don’t have a pharmacy benefit 
to cover their medications. In this instance, Major 
works with the physician to find an alternative 
medication that is available at affordable prices 
through programs at retail stores, such as Wal-
Mart and Target, or connects the member with 
pharmaceutical assistance plans.

“Not only do I work within the system, but 
I also access external services to make sure the 
patients get what they need,” she says.

Through the years, Major has compiled an 
extensive list of community resources.

“Our company provides us with resources and 
in-service programs to keep everybody up to date 
on what’s available. I work hard to stay on top 
of it because I never know what the members 
will need — whether it’s food, clothing, housing, 
transportation, or help with domestic violence 
issues,” she says. 

Major keeps in close communication with the 
health plan’s transition manager.

“I let her know if someone has been seen in 
the clinic and sent to the emergency department 
for evaluation or admission. She makes sure that 

we are aware when one of our members is being 
discharged and works together with the hospital 
case manager or social worker to make sure the 
patient has the needed home care or equipment,” 
she says.

The case manager at Mercy Fitzgerald works 
primarily in the emergency department and also 
visits Keystone Mercy members on the unit to 
assist with discharge planning and ensure that 
there are no gaps in care. 

“She makes sure that patients who have been hos-
pitalized have a timely follow-up appointment with 
their primary care physician. When she notifies me 
about someone who has been discharged from the 
emergency department, I follow up and make sure 
they get back to see the doctor,” she says.

The clinic has some appointments set aside for 
people from the emergency department who don’t 
have a primary care physician. 

“If a member is just out of the hospital or has 
been to the emergency department or they call 
and say they’re sick, I can advocate with the office 
staff for a quick appointment,” Major says.

The health plan has just placed another care 
manager at a clinic in west Philadelphia to work 
primarily with the uninsured population.

“In addition to ensuring that these patients 
have a follow-up visit, we’re working with two 
hospitals and pharmacies to make sure they 
leave the hospital with the medication they need 
and that home care is in place. A lot of times, 
heart failure patients don’t get their prescrip-
tions filled or don’t understand their treatment 
plan and end up right back in the hospital,” 
Rappa-Kesser says.

When one of the case managers working at 
the physician practices can’t reach someone who 
has missed an appointment or is due for a test or 
procedure, she calls on the Community Outreach 
Support Team for help in locating the member at 
his or her last known address or neighborhood 
community resource sites.

The Community Outreach Support Team is 
made up of laypeople who live in the communities 
where many of the Medicaid members reside and 
are employees of the health plan.

“We’re trying to bridge all of those places 
where our Medicaid members have a potential 
to fall through the cracks. Our goal is to have 
members return to their primary care physician’s 
office. We want to help the members adhere to 
their treatment plan and stay healthy and at the 
same time reduce inappropriate health care utili-
zation,” Rappa-Kesser says.  n
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Holistic approach gets 
employees back to work
Medical, disability programs share information

By taking a holistic approach to disability 
management, Aetna’s Integrated Health and 

Disability program is getting employees on disabil-
ity back to work quicker and healthier.

The health plan’s analysis of claims showed that 
employees whose disability claims were managed 
jointly by disability case managers and medical case 
managers were out of work 3.2 fewer days than 
employees with Aetna disability coverage alone. 

Another analysis found that people enrolled in 
the Integrated Health and Disability program had 
significantly fewer inpatient admissions and inpa-
tient days than those in a control group.

“The unique feature of this program is that, 
when the employee provides HIPAA consent, the 
medical-side information can be shared with the 
disability staff. Our disability case managers can 
view all of the employee’s medical records, patient 
history, laboratory results, medications, and any 
other information Aetna has been able to capture. 
This allows our disability staff to take a holistic 
approach to managing the employee’s disability 
and to help him or her have a healthy return to 
work,” says Adele Spallone, LMHC, LMST, head 
of clinical services for disability at Aetna.

The disability staff include benefits managers, 
nurses, behavioral health clinicians, and voca-
tional rehabilitation consultants. The employee 
may work with one or several of these during the 
course of his or her disability.

The Integrated Health and Disability process 
gives disability staff access to the employees’ phar-
macy, medical conditions, and mental health treat-
ment, providing disability staff with information 
that may not have been reported by the employee 
or treating physicians as conditions keeping the 
employee out of work, Spallone says.

Aetna’s shared technology platform makes it 
possible for health and disability team members to 
share information about the employee’s health and 
functional status on a real-time basis, which in 
many cases can help speed up the return-to-work 
process, she adds.

When an employee files a disability claim, the 
disability intake staff educate the employee on the 
Integrated Health and Disability process and ask 
for his or her consent to allow the disability and 

medical programs to share clinical information 
and resources, Spallone says.

“This is important for disability management, 
particularly when we start talking about return 
to work and managing the member’s out-of-work 
status. When someone calls with a disability claim, 
they don’t always give us all their clinical informa-
tion. Access to Aetna’s medical systems and shared 
platform allows the disability benefits manager to 
view the member’s medical record and determine 
if there are other physicians involved in caring 
for the patient and get information on potential 
comorbid conditions that could impact return to 
work,” she says.

The disability and medical staff can share infor-
mation and work together to identify gaps in care 
and potential obstacles that could prevent or delay 
the employee’s recovery and return to work, she 
adds.

For instance, some employees have an underly-
ing comorbid condition that may affect their abil-
ity to go back to work when the primary condition 
is resolved, or they may also have a undisclosed 
behavioral health condition, she says.

“Communication between medical and disabil-
ity includes updates on disability status, resolution 
of obstacles to recover or gaps in care, and updates 
on the outcome of a health event,” she says.

By being able to see the member’s benefit infor-
mation, the disability staff also can determine the 
employee’s eligibility for various health and well-
ness programs and, when appropriate, make a 
referral to the medical case manager, she adds.

For instance, if the employee is receiving disabil-
ity because of an exacerbation of diabetes, the dis-
ability manager can make a referral to the disease 
management program where a medical case man-
ager can educate the employee on opportunities 
that can help him or her get the condition under 
control.

“The sooner we engage employees with the 
right level of care and treatment and educate them 
around their condition, the better they under-
stand the healing process. This holistic approach 
can enhance the patient’s motivation and level 
of engagement in the recovery process, and helps 
them become healthier,” she says.

Sometimes employees never access their health 
or wellness benefits because they don’t understand 
them, or don’t know how to access them, Spallone 
points out.

“Employees may be aware of health and well-
ness programs that are part of their benefits but 
may feel like they don’t have time to participate,” 
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Spallone says. 
If employees are experiencing a complication 

with their illness, are not progressing with their 
health, or are out of work with a disability, the 
disability staff can educate them on the benefits of 
engaging in these programs, she adds.

For instance, employees may have back condi-
tions but they aren’t taking medication or being 
treated by a specialist. When the condition exacer-
bates to the point that they cannot work and they 
file a disability claim, the disability staff can make 
them aware of their health and wellness benefits 
and help them access them, she says.

“Our goal is to assist them in connecting with 
the right resources so they can get help for their 
condition and have a healthy return to work,” she 
says.

Being able to access medical records through the 
shared platform also can expedite the disability 
benefit decision, she says.

For instance, if an employee files a disability 
claim because he or she is having a surgical pro-
cedure, and provides the appropriate consent, 
the staff can verify the inpatient stay by accessing 
Aetna’s medical claims system, rather than having 
to send a request for medical information to the 
attending physician and wait for a reply.

“It can reduce the number of days the employee 
has to wait to start receiving disability benefits,” 
Spallone says.

Communication with the employee, the 
employer, and the treating physician is an impor-
tant factor in the success of the disability case 
management process, Spallone says.

The disability benefits manager often has to 
educate the employee and the physician about 
what disability benefits are and about the criteria 
the employee must meet to be eligible for those 
benefits. 

“Most employees don’t understand their disabil-
ity benefits before they go out on disability. Some 
employers have benefit exclusions. Others have 
language in their plan that requires the employee 
to be treated by specific providers. We educate the 
employee on what his or her benefits cover and 
educate the physicians on the disability process as 
well,” she says.

Some physicians may think that disability leave 
is appropriate when employees are disgruntled 
or are unhappy with working. In these cases, 
the disability staff educate the physician and the 
employee on the disability plan criteria, which 
often requires medical evidence that the employee 
is unable to perform the core elements of his or 

her job. 
“In many of these situations, the physician is 

unable to provide clinical information showing 
that the employee is unable to perform his or her 
job and ultimately understand that disability is not 
the vehicle by which employees solve problems 
with their boss or work environment,” Spallone 
says.

The benefits managers partner with physicians 
to help them understand the employee’s job and 
their disability benefit criteria and provide pub-
lished information on what functionality they need 
to have in order to return to work. They also give 
them statistics about the normal duration of disabil-
ity for the employee’s particular injury or illness.

“Many primary care physicians who take 
employees out of work have limited or no infor-
mation on the type of work employees do in 
their jobs. We educate them by providing the job 
description when available and details around the 
actual work the job entails. By coordinating with 
employers and providers, we can assist with maxi-
mizing the employee’s opportunities for a healthy 
return to work,” she says.

The benefits managers communicate closely 
with treating physicians, and if another physician 
is treating a secondary condition, keep him or her 
in the loop as well.

The disability case managers frequently contact 
the employer to keep them up to date on the dis-
ability status and how long the employee is likely 
to be out of work. They work with the employers 
on return-to-work planning, including any accom-
modations the employer can make so the employee 
can return to modified duty.

They collaborate with the employer, the 
employee, and provider on the potential for modi-
fied or light duty before the employee is able to 
return to full duty.

“We know that return-to-work outcomes are 
better the sooner employees get back into the work 
force,” she says.  n

Asking post-acute  
providers for free services
You may set them up for charges of fraud. 

When patients do not have a payer source for 
the post-acute services they need, you may 

be putting providers at risk of fraud if you work 
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with them to provide free or voluntary services, 
warns Elizabeth E. Hogue, Esq.

“Case managers or discharge planners may be 
tempted to urge post-acute providers to render ser-
vices to patients who can’t pay. These good inten-
tions and fine motivations must be acknowledged. 
However, in today’s health care environment, the 
bottom line is that the provision of free services is 
problematic and should be avoided,” says Hogue, 
a Washington, DC, attorney specializing in health 
care issues.

When providers give free services to a patient, 
particularly if they have the expectation of provid-
ing additional services for that patient or other 
patients, they run the risk of engaging in fraudu-
lent conduct, she says.

“The Office of the Inspector General [OIG] 
of the U.S. Department of Health and Human 
Services has clearly stately that the provision of 
free services to beneficiaries may constitute a 
violation of Medicare/Medicaid fraud and abuse 
prohibitions, particularly the federal anti-kickback 
statute,” Hogue states.

The OIG is a primary source of enforcement 
activities in the case of Medicare or Medicaid 
fraud and abuse.

Violations may occur if the post-acute provider 
is influenced to provide services to patients who 
can’t pay in return for receiving additional refer-
rals for patients who can pay, Hogue says.

In other cases, free or voluntary services may be 
perceived as an inducement to the patient to initi-
ate, continue, or re-initiate services with particular 
providers, she adds.

Providers are limited to giving patients only 
non-cash items of nominal value that may not 
exceed $10 in value each time and cannot exceed 
a total of $50 in value during a calendar year, 
according to the OIG regulations. The restrictions 
also apply to free services, Hogue says.

“Most post-acute services, including even one 
visit to a patient’s home, clearly exceed these lim-
its,” Hogue adds.

In today’s health care environment, when case 
managers and discharge planners are being urged 
to prevent unnecessary costs, this position may 
seem confusing and perhaps contradictory, Hogue 
adds.

“Since the point of enforcement is to prevent 
unnecessary costs, shouldn’t the government wel-
come the provision of free services to beneficiaries 
by providers when they save money since they are 
free? Nonetheless, the government’s point of view 
is that, when free services result in additional uti-

lization of services, there is a potential fraud prob-
lem,” Hogue says.

The question of whether beneficiaries who 
receive free services would be induced to uti-
lize additional services paid for by Medicare, 
Medicaid, or other state- and federally funded 
health care programs is a tricky one, Hogue says.

For instance, when providers arrange for free 
transportation for patients who will use their 
services, this may constitute a violation of the 
Medicare/Medicaid fraud and abuse prohibitions, 
she says. 

“In the current environment of hypersensitivity 
to fraud and abuse, the best course of action for 
post-acute providers is likely to completely avoid 
the provision of free services to patients,” she says.

Hogue recommends that providers implement a 
policy that permits the provision of “charity care” 
after the requirements of the policy have been met. 
At a minimum, such policies should require provid-
ers to bill patients three times before writing off the 
services they provided as “charity care,” she adds.

“This practice is likely to help shield providers 
from allegations for fraud,” she says. 

For their part, case managers should try to 
obtain needed services for their patients through 
governmental and social services programs, rather 
than through providers that normally charge for 
the service, she adds.  n

Shiftwork may lead 
to GI upset, sick days
Irritable bowel affected by body clock

Rotating shifts have been associated with some 
serious health effects, including cancer, exces-

sive fatigue, depression, and obesity. A recent study 
links another disorder to the disruption of changing 
schedules: irritable bowel syndrome (IBS).

Nurses at the University of Michigan Health 
System in Ann Arbor who worked rotating shifts 
were more likely to report symptoms of irritable 
bowel syndrome — abdominal pain and diarrhea 
or constipation that lasted at least 12 consecutive 
weeks. Those symptoms also were more com-
mon among nurses working a regular night shift, 
although the differences didn’t reach statistical 
significance.¹

The research indicates the impact that rotating 
shifts have on the body’s circadian rhythm — 
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and the resulting health impacts, says lead author 
Sandra Hoogerwerf, MD, assistant professor of 
internal medicine at the University of Michigan 
Medical School.

“The colon has basically its own clock. If those 
clock genes somehow don’t work the way they’re 
supposed to work, then everything becomes 
arrythymic,” she says. “Any work schedule 
that disrupts your regular rhythm is probably 
more likely to be associated with irritable bowel 
syndrome.” 

Changing from a day to night schedule is 
essentially like a bodily jet lag, says Hoogerwerf. It 
affects not just the sleeping and waking cycle, but 
other bodily functions, she says. 

In the study, researchers surveyed 399 nurses 
— 214 day shift, 110 night shift, and 75 rotating 
shift. They completed questionnaires related to 
bowel symptoms, an irritable bowel syndrome 
quality of life measure, and sleep disorders. 
Irritable bowel syndrome was defined as “recur-
rent abdominal pain or discomfort at least three 
days per month in the last three months associated 
with two or more of the following: Improvement 
with defecation, onset associated with a change 
in frequency of stool or onset associated with a 
change in form (appearance) of stool. Irritable 
bowel syndrome was measured using the Rome 
III criteria from the Rome Foundation, a McLean, 
VA-based organization that supports gastrointesti-
nal research.

Almost half (48%) of the rotating shift nurses 
reported IBS symptoms, compared to 31% of day 
shift workers. Most of the rotating shift workers 
(81%) reported having abdominal pain, compared 
to 54% of day shift workers. The differences were 
not associated with sleep quality, the researchers 
found.

The study didn’t find that the IBS symptoms 
created a significant impact on the quality of 
life of nurses on rotating shifts. But Hoogerwerf 
notes that IBS is “associated with a substantial 
economic burden, in that people take time off 
because of their symptoms and seek medical 
care.”

 It’s best to avoid rotating shifts, advises 
Hoogerwerf. People who consistently work 
night shifts have fewer health impacts, she says. 
Meanwhile, employees with rotating shifts can 
use some strategies common to travelers who try 
to avoid jet lag, she says. For example, the timing 
of meals may be important or you could gradually 
eat meals later in the day to adjust to the late-
night meal of the shift work.

Melatonin may help readjust the circadian 
clock and may reduce symptoms such as abdom-
inal pain, she says.

While caffeine may temporarily improve alert-
ness, it isn’t an effective tool in resetting the 
body’s clock, says Hoogerwerf. “The problem 
with caffeine generally is that it has a very mild 
effect on the central clock, but it’s very short 
lived,” she says. “It works for one or two hours, 
but then you’re back to where you were. Caffeine 
is not a long-term solution. It is a quick fix.”
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TB: Stay vigilant as  
drug resistance spreads
Experts fear a return to complacency in U.S.

Tuberculosis has continued to decline in the 
United States even as parts of the world 

struggle with the growing burden of multi-drug-
resistant strains. Infectious diseases do not respect 
borders, however, so TB experts worry that com-
placency is as much the enemy as the disease. 

“If we sit back and say ‘problem solved,’ 
we’re deluding ourselves,” says Peter Cegielski, 
MD, MPH, team leader for MDR-TB in 
the International Branch of the Centers for 
Disease Control and Prevention Division of TB 
Elimination.

History already has proved that point, with a 
resurgence of TB that occurred in the late 1980s 
and early 1990s. If anything, global travel is even 
greater than it was back then, while tuberculo-
sis cases continue to grow. About one-third of 
the world’s population has latent TB infection, 
and TB prevalence is high in some countries 
such as India, the Philippines, and South Africa. 
Meanwhile, the rate of decline in TB cases in the 
United States has slowed, the CDC reports. 

When travelers come to the United States — 
whether as tourists, on business, or as immigrants 
— “people bring with them their history of hav-
ing been exposed to TB in their populations,” 
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Cegielski says. “What’s going on in the rest of the 
world directly affects us in the United States.” 

Hospitals must remain vigilant to protect 
health care workers, he emphasizes. “Tuberculosis 
remains a significant threat to health care workers, 
out of proportion to the risk to the general popu-
lation,” he says.

From 2000 to 2008, there were 48 health care 
workers with multi-drug-resistant TB and three 
with extensively drug-resistant TB.

 “The biggest risk may be that we become vic-
tims of our success of controlling TB in this country 
by virtue of becoming complacent about infection 
control measures,” he says. “In the same way we 
don’t always wash our hands between every patient 
when we’re in a hurry, we may not always put on 
a respirator when it’s inconvenient. But we should. 
It’s very important that facility leadership sets the 
example and expects their staff to adhere to policies 
and procedures that are in place.”

California is a bellwether of tuberculosis in 
the United States, with about 2,500 cases a year. 
About 30 to 40 of those are multi-drug-resistant 
cases, with up to three XDR-TB cases a year. 
Although those numbers have remained stable due 
to a continuing commitment to TB control, the 
state has detected an increase in the precursors to 
XDR-TB, says Jennifer Flood, MD, MPH, chief of 
surveillance and epidemiology in the Tuberculosis 
Control Branch of the California Department of 
Public Health in Richmond, CA. 

“We do have a concern that our TB epidemic 
can evolve to a less treatable form of TB and we’re 
monitoring that closely,” she says. “At this point, 
we have a stable proportion of MDR-TB cases and 
XDR has not climbed.”

 In 2008, 83 California health care workers 
were diagnosed with active TB. Most were for-
eign-born and did not have known work-related 
exposures, but that underscores the importance of 
screening and treating latent infection, says Flood.

“It does remind us that health care workers can 
actually have TB,” she says. “Screening of health 
care workers is important because it protects 
the patients they’re caring for and gives them an 
opportunity to prevent [active] TB.” 

When patients come to the emergency depart-
ment with a prolonged cough, that should trigger 
an evaluation for TB, she says. Most cases of TB 
in the United States remain susceptible to first-line 
drugs. But drug-resistant strains will certainly con-
tinue to appear, and a failure to identify suspected 
cases of TB in hospitals could put health care 
workers at risk, says Cegielski. To prevent nosoco-

mial transmission, Cegielski and Flood advise that 
hospitals should:

• Maintain a high level of suspicion of TB. 
During the peak of the novel H1N1 pandemic, 
emergency departments across the country reacted 
with caution when patients arrived with a fever 
and respiratory symptoms. They were segregated 
and given a mask to wear, if practicable. That pre-
caution should continue in ambulatory care and 
emergency departments to prevent the spread of 
respiratory diseases, says Cegielski. “If someone 
comes in with a fever and cough, it shouldn’t be 
only during influenza season that those individuals 
are placed in a separate waiting room,” he says.

• Provide feedback to staff about preventive mea-
sures. Feedback is the best way to encourage con-
tinued compliance with recommendations, he says. 
Possible data include the number of TB screenings, 
the number of TB conversions, or the use of respi-
rators, he suggests. “Employee health practitioners 
could provide that information to the people they 
serve as well as to the administrators of the facil-
ity as a means of demonstrating the effectiveness of 
their activities,” he says.

• Ask about extended travel to TB-endemic coun-
tries. Health care workers who spend an extended 
amount of time in countries with a high rate of TB 
are at greater risk of acquiring the latent infection, 
as are foreign-born individuals. Annual question-
naires during TB screening or respirator fit-testing 
could simply ask employees if they had any poten-
tial community exposures, including travel to high-
risk areas. For example, someone who spent time 
volunteering in Haiti might want to be screened 
before and after their trip and to bring fit-tested res-
pirators for protection, Cegielski suggests.  n

Do depression screening, 
or face lower productivity
Consequences are costly

If an employee is absent more often and supervi-
sors report an impaired work performance, sus-

pect depression. 
Researchers measured both presenteeism and 

absenteeism in 286 employed adults with a diag-
nosis of depression and 193 employees without 
depression. Both of these factors were significantly 
worse for the depression group.¹

Presenteeism was associated with more severe 
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depression symptoms, poorer general physical 
health, psychologically demanding work, and 
less job control. The results suggest that workers 
with depression may benefit from care involving 
medical and vocational interventions, says Debra 
J. Lerner, MS, PhD, the study’s lead author and 
director of the Program on Health, Work and 
Productivity at Tufts Medical Center’s Institute for 
Clinical Research and Health Policy Studies.

“Employees are rarely screened for mental 
health, but this can have costly consequences 
for a company,” says Douglas Nemecek, MD, 
senior medical director for Bloomfield, CT-based 
CIGNA. “Depression is one of the most common 
illnesses suffered by employed adults.” 

Depression in the workplace leads to low pro-
ductivity, absenteeism, increased use of health care 
and mental health services, substance use, job dis-
satisfaction, and accidents, adds Nemecek. 

“All these issues can be reduced with effec-
tive treatment and intervention,” Nemecek says. 
“While depression may occur on its own, it is also 
found in up to 50% of people with other chronic 
illnesses such as diabetes or heart disease. Many 
injured and disabled workers also develop depres-
sion, which can develop from the stress associated 
with the recovery process.”

Poor performance

The study documents some aspects of work-
place stress that are especially problematic for 
depressed workers. “But the larger point is that 
depressed workers cost corporate America a lot of 
money in terms of lost productivity,” says Ronald 
C. Kessler, PhD, a professor in the department of 
health care policy at Harvard Medical School in 
Boston. 

“We have to address this problem by treating 
the illness, rather than by trying to modify the 
amount of stress in the workplace so as to make 
sure depressed workers don’t experience stress,” 
says Kessler. 

He points to several recent studies that evalu-
ated the cost-effectiveness of screening and treat-
ing depressed workers. “Based on these studies, 
it seems that it makes good sense from a human 
capital investment perspective for employers 
to develop special programs to detect and treat 
depressed workers,” says Kessler.  

It’s important, though, to maintain high treat-
ment quality standards. “Occupational health 
professionals have a big role to play in providing 
quality assurance to depression intervention pro-

grams,” says Kessler. “Expanded screening can be 
cost-effective only if a system is put into place to 
guarantee high quality of treatment and ongoing 
treatment quality assurance monitoring.”

REFERENCE
1. Lerner D, Adler DA, Rogers WH, et al. Work performance 
of employees with depression: the impact of work stressors. 
Am J Health Promotion 2010; 24(3):205-213. 

[For more information on depression in the 
workplace, contact:

Debra J. Lerner, MS, PhD,  Institute for 
Clinical Research and Health Policy Studies, Tufts 
Medical Center, Boston. E-mail: dlerner@tufts-
medicalcenter.org.

Ronald C. Kessler, PhD, Professor, Department 
of Health Care Policy, Harvard Medical School, 
Boston MA. Phone: (617) 432-3587. Fax: (617) 
432-3588. E-mail: kessler@hcp.med.harvard.edu.]  n

Workers may try to  
hide their depression
Don’t avoid screening

Depression isn’t typically the first complaint a 
worker presents to their occupational health 

professional. In fact, an employee is likely to con-
ceal this from you.

“Many people with depression do not seek 
out treatment and hide their condition,” says 
Douglas Nemecek, MD, senior medical director 
for CIGNA. “Reasons include the social stigma 
attached to the condition, fear and hopelessness 
that nothing can be done to help them, and even 
anxiety about possible discrimination at work.”

To compound the problem, occupational health 
professionals who aren’t trained properly might be 
uncomfortable with depression. Thus, they avoid 
asking questions about mental health.  

“Many professionals avoid screening, as they 
do not know what to do if the screening demon-
strates that a mental health problem is present,” 
says Nemecek. 

Some employers fear the impact of acknowl-
edging depression or mental health issues in their 
workplace. Or they may avoid screening due to 
their own prejudice about mental health issues. 
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“By not screening, they can portray the idea that 
depression and mental health issues do not impact 
their workforce,” says Nemecek. 

You need training

“Training is needed for all occupational health 
professionals to properly identify the signs of 
depression, and understand how to help workers 
overcome it,” says Nemecek. “Screening should 
also conform to the company’s risk management 
policy.”

You can simply make workers aware that pro-
grams and services are available. “This is a vital 
component,” says Nemecek. “Acknowledging 
stress in the workplace can contribute to depres-
sion is a good first step for any company.” 

To do this, offer depression screening at health 
fairs, place confidential self-rating sheets in the 
cafeteria, and screen workers either at on-site clin-
ics or through a health risk assessment. 

The next step is putting in place the right ben-
efits and services that help minimize the impact of 
stress in the workplace. If employee assistance pro-
grams are offered, reassure employees about con-
fidentiality. “The stigma and fear of being ‘found 
out’ that is attached to depression can be very dif-
ficult to overcome,” says Nemecek.  n

Don’t violate patient  
privacy regs for anyone

Have you ever been put into the uncomfort-
able position of being asked for confidential 

health information about an employee by a senior 
leader or administrator? Be ready for this “sticky 
situation,” as it may violate patient privacy 
regulations, says Patricia B. Strasser, PhD, RN, 
COHN-S/CM, FAAOHN, principal of Partners in 
BusinessHealth Solutions in Toledo, OH. 

Managers may wrongly believe they don’t need 
to comply with the Health Insurance Portability 
and Accountability Act (HIPAA) because it’s a 
health insurance regulation. They may mistakenly 
think that the regulation doesn’t apply to in-house 
occupational health.

However, maintaining confidentiality of 
health information extends beyond HIPAA. 
“Responsibility for preventing disclosure of health 
information does not rest exclusively with health 
care providers. Managers who are in receipt of 

medical information must also prevent inappropri-
ate disclosure of the information,” says Strasser. 
(See related story on page 83 on penalties for 
violations.)

Be prepared to make management aware of 
this fact, if they ask for inappropriate informa-
tion. “Sometimes supervisors want more infor-
mation than they need to have,” says Strasser. 
“Occupational health nurses are frequently pres-
sured to provide information such as an employ-
ee’s diagnosis.”

Human resources professionals are more likely 
to be aware of the regulations, and say, “Just tell 
me what I need to know.” “Many don’t want to 
even know the information or have the chance to 
be influenced by it,” says Strasser. “There is more 
awareness because of the increase in legislation 
and lawsuits.”

Managers may ask about a worker’s condition, 
or why a potential employee didn’t pass a post-
offer evaluation. “The issue is not what the diag-
nosis is,” says Strasser. “The issue is whether the 
person is capable of performing the job require-
ments with or without accommodation. Knowing 
that a person has had a myocardial infarction or 
has asthma is not important for the supervisor 
to know. What’s important is what the person’s 
physical capabilities are.”

Don’t give in to pressure

Don’t ever disclose information you know is 
not appropriate to give. “Not only are you jeop-
ardizing your professional ethical obligations, but 
there may be legal issues as well,” says Strasser. 

Instead, help the company managers understand 
that a specific diagnosis doesn’t matter. “Medical 
conditions affect each person differently,” says 
Strasser. “One person may be totally incapable of 
performing a job because of a certain condition. 
Another person with the same diagnosis may be 
able to do the job without any difficulty.”

Still, occupational health nurses/managers 
frequently find themselves torn between 
safeguarding employee health information and 
being responsive to their employers, says Kathleen 
Liever, an employment law associate at Fowler 
White Boggs in Tampa, FL.

“Privacy violations can arise as a result of 
pressure by human resources personnel or 
supervisors to reveal employee or applicant health 
information beyond that related to the particular 
job performed,” says Liever.

During a disciplinary investigation, you may 
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n Helping cancer patients 
understand their treatment 
options

n Case management 
opportunities in the 
medical home

n Helping seniors stay safe 
in their own homes

n Coordinating 
behavioral health, disease 
management 

COMING IN FUTURE MONTHS

Know penalties for  
privacy reg violations

The unauthorized release of employee health 
information can result in civil, and sometimes 

criminal, liability under both federal and state 
laws. For example, covered individuals under the 
Health Insurance Portability and Accountability 
Act (HIPAA) face civil fines ranging from $100 
to $25,000, depending on one’s level of intent. 
Criminal penalties include fines ranging from 
$50,000 to $250,000 and imprisonment of up to 
10 years.  

“Personal liability may also arise under the 
Family and Medical Leave Act, depending on your 
jurisdiction, and give rise to state law claims for 
invasion of privacy, defamation, negligence, and 
breach of confidentiality,” warns Kathleen Liever, 
an employment law associate at Fowler White 
Boggs in Tampa, FL.

Unauthorized disclosure could also result in 
disciplinary proceedings before licensing boards.  
“Likewise, employers may face civil and criminal 
liability under federal and state laws,” says Liever. 

Your first step is to become very familiar with 
federal and state laws and regulations addressing 
privacy and confidentiality issues, especially any 
limitations and exceptions to confidentiality. Next, 
educate management and human resources.

“You are in the best position to tell your 
employer how to safeguard employee health 
information,” says Liever. “Get involved in 
the development or revision of policies and 
procedures, before you find yourself in a difficult 
position.”

Your best bet is to keep your response simple. 
“Absent employee consent or the application of a 
limited exception, an occupational health nurse or 
manager is obliged to release health information 
only to the extent of advising the employer 
whether the employee is fit, unfit, or fit within 
limitations, to perform a particular job without 
endangering anyone else,” explains. Liever. 

Provide what information you can. Then, 
explain that anything beyond that is “confidential 
and protected by law from disclosure.” “If that is 
not enough, try reminding management and human 
resource personnel that there are strong penalties 
for inappropriate disclosure,” says Liever.   n

be asked to turn over a doctor’s note submitted 
by an employee who has a history of absences.  
Similarly, an employer may require a fitness for 
duty certificate or doctor’s note in order for an 
employee to return to work after an extended 
absence or leave. “These notes often state the 
employee’s diagnosis, which is confidential,” says 
Liever.  

[For more information on compliance with 
patient privacy regulations, contact:

Kathleen Liever, Employment Law Associate, 
Fowler White Boggs, Tampa, FL. Phone: (813) 
222-2086. Fax: (813) 229-8313. E-mail: kathleen.
liever@fowlerwhite.com.]  n
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CE OBJECTIVES

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

1. Identify clinical, legal, legislative, regulatory, 
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.  

1.  According to Diana Rappa-Kesser, RN, MSN, CCM, 
senior director for care coordination for Keystone 
Mercy Health Plan, the Medicaid patient population 
is vulnerable because:

A.  They tend to have multiple chronic conditions.
B.  They see multiple doctors.
C.  They often go on and off the health plan.
D.  All of the above

2.  Disability case managers with Aetna’s Integrated 
Health and Disability program do not work with 
employees on their return to work plan.

A. True
B. False

3.  Nurses at the University of Michigan Health System 
in Ann Arbor who worked rotating shifts were 
more likely to report symptoms of irritable bowel 
syndrome.

A. True
B. False

4.  Douglas Nemecek, MD, senior medical director for 
Bloomfield, CT-based CIGNA, says the study showed 
that depression in the workplace leads to:

A. low productivity
B. absenteeism
C. increased satisfaction with job
D.  A & B

	 Answers:	1.	D;	2.	B;	3.	A;	4.	D.

CE QUESTIONS
LuRae Ahrendt 
RN, CRRN, CCM 

Nurse Consultant 
Ahrendt Rehabilitation 

Norcross, GA

B.K. Kizziar, RNC, CCM, CLCP 
Case Management 

Consultant/Life Care Planner  
BK & Associates 
Southlake, TX

Sandra L. Lowery 
RN, BSN, CRRN, CCM 

President, Consultants 
in Case Management 

Intervention 
Francestown, NH

Catherine Mullahy 
RN, BS, CRRN, CCM 

President, Mullahy and 
Associates LLC 
Huntington, NY

Betsy Pegelow, RN, MSN 
Director, Special 

Projects, Community  
Service Division 

Miami Jewish Health Systems 
Miami

Marcia Diane Ward  
RN, CCM, PMP  

Case Management 
Consultant 

Columbus, OH

Editorial advisory Board

CE INSTRUCTIONS 

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

references for further research, and studying the ques-
tions 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 knowl-
edge. To clarify confusion surrounding any questions 
answered incorrectly, please consult the source mate-
rial. After completing this semester’s activity with the 
December issue, you must complete the evaluation 
form provided in that issue and return it in the reply 
envelope provided to receive a credit letter.  n


