
Medical home model takes case 
management to the next level
CMs in physician offices coordinate care for chronically ill patients

Following the success of a 30-month pilot project with three primary 
care practices, Capital District Physicians’ Health Plan (CDPHP) 
has expanded its medical home initiative to include an additional 21 

physician practices.
The initiative places health plan case managers in primary care prac-

tices where they partner with the physicians to coordinate care for chron-
ically ill and at-risk patients and help them understand how they can 
better self-manage their illness. 

Preliminary data suggest that the pilot project is demonstrating 
improvements in quality and efficiency of health care by transforming 
the way primary care is practiced and reimbursed, says Lisa Sasko, 
MBA, director, clinical transformation for the Albany, NY-based 
health plan. 

“We saw this as an opportunity to take case management to the 
next level in the medical home model. The goals of our case managers 
include identifying and working with high-risk chronically ill members 
who need better assistance coordinating their care, and there’s no bet-
ter way to do it than to partner with their physicians,” says Charlene 
Schlude, RN, CCM, manager of case and disease management for the 
physician-based not-for-profit, individual practice association (IPA) 
model HMO. 

The case managers are CDPHP employees and go to the physician 
offices to work directly with the patients, the physicians, and the office 
staff.

“It’s not only important to work with physicians. The case managers 
need to build a rapport with the nurses, the schedulers, and other staff,” 
Schlude says.

 The case managers meet with the patients when they have physician 
appointments and make follow-up telephone calls as needed. 

Telephonic case management will always have its place at the health 
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plan, but face-to-face contact and building rela-
tionships work much better with the chronically ill 
population, Schlude says.

“Embedding health plan case managers in the 
physician office accomplishes many things. It 
increases the engagement rate, even if the case 
manager is calling over the telephone because the 
telephonic ID tells the patients the physician office 
is calling. The patients see the case managers as 
part of the practice and as being involved in the 
physician’s plan of care,” says Tracy Langlais, 
RN, vice president of resource coordination for 

CDPHP.
Because they are located in the physician’s 

office, the case managers often can identify people 
with chronic diseases when they are first diagnosed 
and start working with them before the claims 
come in, she adds.

“A lot of times, physicians see patients in the 
treatment room and literally walk them down 
the hall to the case manager. This happens not 
just with the newly diagnosed but those who 
have been chronically ill for a long time who 
need help with adherence or social issues. Being 
on site helps us start the interventions earlier,” 
Langlais says.

The nurses work with the physicians at the 
practice to identify patients who could benefit 
from their services and use the health plan’s pre-
dictive modeling tool to look for patients at high 
risk. Other patients are found by the health plan’s 
algorithm that identifies patients with gaps in care 
and by health plan nurses who work with health 
plan patients in local hospitals.

Each week, the case managers review the list of 
patients who have appointments the next week, 
access their electronic medical records, and work 
with the physicians to determine who they need to 
see.

“Having a case manager working with members 
face-to-face in their doctor’s office helps improve 
their quality of life while helping them understand 
that the health plan is aligned with the physicians 
in ensuring that they get optimum care. With all 
the concerns about health care reform, this gives 
a solid message that their health plan wants to do 
the right thing for them. One of our goals in care 
management is to continue to send that message,” 
Schlude says.

The embedded case managers are highly expe-
rienced case managers who understand the case 
management process.

“The clear reason we’re in the physicians’ office 
is that we know this population needs a lot of 
help. That is the role we set for the case managers, 
and we make sure all of them have a strong under-
standing of the goals we are trying to achieve and 
are able to communicate the goals to the physi-
cians,” Schlude says.

The nurse-to-patient ratio depends on the acu-
ity of patients in the practice. Practices that have a 
lot of chronically ill members need more support, 
Schlude says.

“We want to make sure that the nurses have a 
caseload that is appropriate and that they are very 
careful in selecting the right population to work 
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with. We also work with the nurses to help them 
understand that while they are part of the practice, 
their job is to coordinate care and not to do tasks 
like checking vital signs or putting patients in the 
treatment rooms,” Schlude adds.

Case managers are assigned to the physician 
offices based on the size of the practice and the 
acuity of the patients and may cover more than 
one practice. 

They have the flexibility to arrange their sched-
ule at each practice around the days that the most 
chronically ill patients will be coming in. 

The embedded case managers spend at least one 
day a week at the health plan offices.

They make follow-up calls to the patients when 
they are in the physician office as well as during 
the days they spend at the health plan.

When patients need additional help, the embed-
ded case managers have the knowledge about 
other health plan resources and can reach out to 
their colleagues for assistance.

For instance, if patients have behavioral health 
issues or problems with understanding multiple 
medications, the case manager can get the health 
plan’s behavioral health component or health 
plan pharmacists involved. If a patient has a lot 
of social issues, he or she can collaborate with the 
social worker on the team to see that the patient’s 
needs are met. 

“Our case management documentation sys-
tem has the transparency to allow the other team 
members to share information and collaborate 
to ensure each member’s needs are met,” Schlude 
says.

The medical home initiative has two compo-
nents — practice transformation and payment 
reform, Sasko says.

The CDPHP patient-centered medical home 
pilot was launched in 2007 to address the national 
and regional primary care crisis and transform 
primary care practice and payment in the health’s 
plan’s area, Sasko says.

“The CDPHP board of directors and senior 
leadership recognized the need to pay primary care 
physicians differently, to make it a more attractive 
option for physicians of the future, and to support 
the practice in its transformation to medical home 
with the goal of improving quality and efficiency, 
ultimately increasing health care value,” Sasko 
says.

The team researched what it would take to 
make a primary care physician’s salary a more 
attractive option. Community research suggested 
an additional $85,000 would enhance the salary to 

a level that would make it a competitive option for 
medical students, she adds.

“The CDPHP payment model is a risk-
adjusted capitation model with the opportunity 
for significant bonus earnings ($50,000 per phy-
sician) and stipend dollars ($35,000 per doctor) 
to support the practices’ ongoing work to trans-
form the way in which they deliver care. One of 
the goals for each practice is to become certified 
as a NCQA Level 3 Certified Medical Home,” 
she says. 

“We knew that the best way to create savings 
in the long term is to improve quality of care and 
improve efficiency through lower inappropriate 
utilization of the emergency room and hospital. 
We knew that in order to do that, we would have 
to incorporate case management into the prac-
tice,” she says.

The health plan initially hired a consulting firm 
to bridge the gap between the health plan and the 
physician practices, then focused on integrating 
CDPHP resources into the practices.

“We realized that we have a lot of case man-
agement expertise and that we needed to take 
our resources outside of our four walls and get 
involved with the practices. After working with 
the consulting firm, the physicians saw that we 
were there to support them and were receptive to 
working with us directly,” Sasko says.

Sasko and Schlude visited the three practices 
in the pilot in the spring of 2009 and discussed 
with them how the health plan could share its 
expertise.

“We informed them of all the services we pro-
vide here and showed them how they could fit into 
the practice. The physicians were receptive to case 
management services, and we worked with them 
on how we could best integrate our case managers 
into their practices,” Schlude says.

The program has been a big success with every-
one involved, Schlude says. 

“The physicians like having a closer link with 
CDPHP’s pharmacists and behavioral health team 
by having a person in the office who knows about 
the programs,” Schlude says.

Patients like face-to-face contact with the case 
managers and individual help in managing their 
conditions, and the case managers have a high 
degree of job satisfaction.

“Initially, when the concept came about, our 
case management staff were somewhat tentative. 
Now that we’re hearing great success stories, 
there’s a lot of excitement about the idea of the 
medical home,” Schlude says.  n
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Nurse navigators help 
cancer patients
Through diagnosis, treatment, and survivorship 

Many newly diagnosed patients who are 
receiving outpatient cancer treatment at 

Winship Cancer Institute of Emory University in 
Atlanta have their care coordinated by nurse navi-
gators who help them understand their disease, 
their treatment options, and help them navigate 
the health care maze.

“Cancer care has become more and more com-
plex, and patients often feel lost. Most cancer 
patients are seeing a surgeon, a medical oncolo-
gist, and a radiation oncologist, along with their 
primary care physician, and often other clinicians. 
They need someone to guide them as they go 
through the treatment process,” says Joan Giblin, 
MSN, APRN-BC, AOCM, a nurse practitioner 
and manager of patient access.

Winship Cancer Institute is a National Cancer 
Institute-designated center and is part of the 
Robert W. Woodruff Science Center of Emory 
University. The facility provides care for more 
than 70,000 patients a year.

Winship started its patient navigation program 
earlier this year with nurse navigators for patients 
with breast cancer, gastrointestinal cancer, and 
patients with cancer of the head, neck, and lung.

“We’re starting where we have the biggest num-
ber of patients. They all work a little differently, 
but the goal is to make the treatment process go as 
smoothly as possible for the patients,” she says.

The initiative is in alignment with the Emory 
Healthcare System’s focus on patient- and family-
centered care, Giblin adds.

“Our goal is to provide care that is patient-
focused, rather than being disease-focused. The 
navigators are advocates for the patients and are 
someone they can call whenever they have a ques-
tion or a concern. The navigators may not have 
all the answers, but they know where to find the 
answers,” she says.

Winship Cancer Institute provides care for 
patients from all over the Southeast as well as 
international patients, Giblin says.

“Navigating the health care system is difficult 
at best, but it’s particularly hard in an academic 
medical center, and it’s even more difficult if you 
aren’t familiar with the Atlanta area. I’ve been a 
nurse practitioner at Emory for 15 years and have 

seen people fall through the cracks despite our best 
efforts. The goal of the navigator program is to 
provide support from diagnosis through the treat-
ment and survivorship and to make the process go 
as smoothly as possible for the patients,” Giblin 
says.

The cancer treatment center chose nurses to 
be the navigators because their education enables 
them to talk to the patients about all aspects of the 
diagnosis and treatment process. They can assist 
patients and families in understanding everything 
from what a pathology report means to the long-
term effects of treatment, Giblin says. 

The three initial navigators have varying back-
grounds, Giblin says. One was an oncology nurse 
in a local private oncology practice, another was 
an inpatient nurse in the Emory system, and the 
third came from the VA system and has a strong 
background in case managing Medicaid patients.

Heather Pinkerton, RN, BSN, OCN, nurse navi-
gator for newly diagnosed breast cancer patients, 
has been an oncology nurse for 13 years.

“Currently, the breast cancer navigation pro-
gram has only one nurse navigator, but the goal is 
to add more breast cancer navigators in the future 
so we can provide support for every breast cancer 
seen here at Winship. Currently, the navigator is 
working only with the newly diagnosed patients 
because they are the patients who most often need 
education and support upfront. They heard what 
the doctor said, but they aren’t sure they under-
stand the diagnosis and their options,” Giblin says.

When a patient is referred to Pinkerton, she 
calls the patient and explains the role of the navi-
gator and how she can help.

She answers questions about their pathology 
report, their treatment plan, and helps them set 
appointments for the next step in their care.

“Typically, a newly diagnosed breast cancer 
patient’s referral for navigation will come from the 
Emory Breast Imaging Center, a surgical oncolo-
gist, or as a patient self-referral. When I receive 
the referral, I help the patient with the next step, 
which might be setting an appointment with surgi-
cal oncology, or it may be medical oncology and 
radiation oncology. I am there to assist the patient 
with what that next step needs to be,” Pinkerton 
says.

Some patients already have an appointment 
with a surgeon and don’t need a lot of support 
early in their treatment process, she adds.

“I let them know that I will be available when-
ever they have questions or need support. Some 
wait until they have had surgery and are about to 
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start chemotherapy; then they call me back,” she 
says.

The initial contact is typically by telephone, but 
Pinkerton meets all her patients in person when 
they come for their appointments.

“Sometimes I stay in the examining room with 
them as an extra pair of ears to help explain the 
treatment plan. At the beginning of the diagno-
sis, it can be very overwhelming and difficult for 
patients to absorb and remember a lot of what 
they hear when they meet with their doctors. I 
have a conversation with them a few days after 
their visit to make sure they understand what’s 
going on,” she says.

Sometimes, the physician or nurse calls 
Pinkerton when patients need a little extra educa-
tion or follow up.

The navigators are available five days a week 
and through voice mail and e-mail. They’re not 
aligned with any particular clinic and are available 
for a face-to-face visit if the physician or nurse 
calls them.

“I do a lot of coordination between different 
disciplines that are providing care for the patient. 
I’m their go-to person when they have a question 
or don’t know where to turn,” Pinkerton says.

For instance, patients who are just beginning 
their treatment may need help filling out their 
Family Medical Leave Act (FMLA) paperwork. 
Pinkerton doesn’t actually fill out the forms but 
can put the patient in touch with the person who 
can.

When patients are undergoing chemotherapy, 
Pinkerton works as an additional team player with 
the clinic nurses to provide education and support 
for the patients.

“My job is not to do all the chemotherapy edu-
cation. The clinic nurses do a lot of the education. 
My role is to help to hold their hands, answer 
their questions, and make sure they have support. 
I do the reassurance and the reinforcement. When 
they have side effects from their therapy, I can help 
them through that,” she says.

The navigators work with the schedulers to 
coordinate appointments that involve as few trips 
as possible to the facility, especially if they are 
coming from a long distance. 

If patients are from out of town, the navigators 
sometimes can identify clinicians in their home-
town who can collaborate with Emory doctors and 
provide the treatment on a local basis.

“This is a long way for a lot of patients to 
come, and we try to make it possible for them to 
go to back home and get whatever care they need 

locally,” Giblin says.
The nurses in the navigator program were 

interviewed by the doctors and staff with whom 
they work as part of the hiring process. As part of 
their training, they spent time at each individual 
clinic, getting to know the staff and learning about 
the disease and treatment options. They meet 
with the clinical trials staff, the nutritionists, and 
other ancillary services and work as a member of 
the multidisciplinary team providing care for the 
patients.

“At Winship, it’s not just the chemotherapy 
team, the surgery team, or the radiation oncology 
team; the entire treatment team works together. 
The navigator is welcomed as an extra person 
on the team who is here to focus on the patient,” 
Pinkerton says.  n

Patients with AF could 
benefit from CM
They need help adhering to medication regimen

Atrial fibrillation isn’t typically a trigger for 
case management, but newly diagnosed 

patients would definitely benefit from case man-
agement interventions, says Teri Treiger, RN-C, 
MA, CCM, CCP, a case management consultant 
based in Holbrook, MA.

“If atrial fibrillation is the patient’s sole prob-
lem, it’s unlikely that a case manager would be 
involved in the individual plan of care, except 
perhaps when a hospital patient is transitioning to 
another setting or home care. Case management 
at many insurers focus on individuals based on 
historical costs related to the care. Someone with 
only atrial fibrillation who has just been diagnosed 
might not rise to that threshold,” she adds.

Patients who are starting anticoagulation 
therapy need to have education about why it’s 
important to take the medicine, the potential side 
effects, the importance of having regular blood 
tests performed, and what symptoms indicate that 
they should call the doctor, Treiger says.

“All of these are very standard types of case 
management interventions. We all know that an 
educated patient is a better patient. We can’t con-
trol what people do with the information we give 
them, but we can give them what they need to 
know in an easy-to-understand form,” she says.

People with atrial fibrillation often need a lot of 
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education to understand the importance of medica-
tion adherence, she says. 

“Anticoagulation therapy is complex and com-
plicated for an individual to understand, and they 
often need guidance, particularly early in the pro-
cess,” she says. 

Atrial fibrillation is the most common cardiac 
arrhythmia, and the diagnosis often takes patients 
by surprise, Treiger says.

Some patients are diagnosed when they make 
a visit to their physician or the emergency depart-
ment because of heart palpitations or an episode 
of dizziness or fainting; but many times, patients 
with atrial fibrillation have had no symptoms and 
the condition is diagnosed during a routine physi-
cal examination or hospitalization for an unrelated 
condition.

“Newly diagnosed patients may have had an 
irregular heartbeat for years and never had a clue 
that they have atrial fibrillation. This presents a 
challenge in and of itself to convince them they 
need medication and multiple visits for blood work 
monitoring,” she says. 

Patients who don’t take their anticoagulants as 
prescribed are at high risk for stroke, or they could 
have an episode of pre-syncope or syncope, Treiger 
points out. 

People taking anticoagulants require a lot of 
monitoring and lab work, particularly when the 
condition is first diagnosed, and it’s hard for many 
people to maintain the motivation to adhere to the 
regimen, she adds.

If their dosage isn’t at the right level and their 
blood becomes too thin, they are at risk for inter-
nal bleeding, she points out. 

“Lack of adherence with the prescribed treat-
ment and follow-up could have very serious conse-
quences and lead to a lifelong major disability for 
some patients, but it’s hard to motivate patients to 
take medication for symptoms they don’t feel they 
have,” Treiger points out.

Many patients are resistant to anticoagula-
tion medication at first, and some of those who 
have been on anticoagulation therapy for a while 
develop a level of complacency and think “every-
thing’s been fine before so I don’t need to worry 
about this,” she says.

Once patients are diagnosed with atrial fibrilla-
tion, they would benefit from education and other 
support, Treiger says.

“They may not rise to the level of needing 
intense case management, but they can benefit 
from education on the condition as well as support 
in adherence to their treatment plan,” she adds.

Treiger suggests that hospital-based case manag-
ers spend time with patients with atrial fibrillation, 
educating them about their condition, the impor-
tance of taking their medication, and the conse-
quences of following their treatment regimen.

“Case managers already are looking at medica-
tion reconciliation and developing a discharge plan 
for patients in the hospital. This is a good oppor-
tunity to make sure patients understand their con-
dition and what could happen if they don’t take 
their medication, fail to have regular bloodwork, 
or don’t see a physician for follow up. This is all a 
part of transitions of care,” she says.

Case managers who work at managed care 
organizations and see that a patient is newly diag-
nosed with atrial fibrillation should reach out to 
make sure the patient understands his or her diag-
nosis and treatment regimen.

“My concern is that if an individual is diag-
nosed with atrial fibrillation and is not already 
enrolled in a case management or disease manage-
ment program, the condition might not be picked 
up in a straight utilization review. The utilization 
review nurse may be looking only at one particular 
incident of hospitalization and may not have other 
information,” she says.

The patient-centered medical home is the perfect 
place for case managers to educate patients about 
their condition, she adds.

Physicians give patients prescriptions for antico-
agulants, but they can’t spend a lot of time educat-
ing patients about what they need to be mindful 
of or to call them on a regular basis to make sure 
they are following their treatment regimen, Treiger 
points out.

“Case management is different from clinical 
management. More and more we are going to see 
roles for case managers in medical homes to help 
individual patients understand and manage their 
conditions,” she says.  n

Do this to improve sleep 
quality of shift workers

Shift workers, defined as anyone who works 
outside the typical 9 to 5 schedule, are known 

to be at high risk for a multitude of serious health 
problems. “Shift work can lead to a myriad of 
health problems, from increased risk of cardiac 
disease and hypertension to ulcers and sleep dis-
orders,” says Michelle L. McCarthy, RN, COHN, 
on-site medical case manager for Genex Services in 



october	2010	/	case	management	advisor ™		 114

Norcross, GA. 
McCarthy says that often people don’t really 

understand how difficult shift work can be, 
especially rotating between day and night shifts.  
“Many times, people focus on the bottom line. 
They forget that they have humans doing the 
work, not computers,” she says. “People make 
sure not to overwork their cars, but think nothing 
of doing it to their workers!”

Unless there a large risk for injury, many 
companies do not staff occupational health pro-
fessionals during evening and night shifts. “In 
those instances, the workers may not be getting 
the full benefit of the nursing services,” says 
McCarthy. To reach these individuals, she rec-
ommends providing a kiosk or educational area 
with health and wellness information. 

To get some contact with shift workers, con-
sider altering your schedule one or two days a 
week. “Come in one or two hours early, or stay 
late, to allow the shift workers to stop by and ask 
questions,” suggests McCarthy. 

When an employee rotates shifts or works the 
night shift, the body’s natural circadian rhythm 
is impacted. “It is difficult to re-establish normal 
sleep patterns once they have been affected,” says 
McCarthy. “When you work odd shifts, it is dif-
ficult to either fall asleep or stay asleep.”

This leads to excessive fatigue and lack of 
productivity. “Many folks don’t want to risk 
their family or social ties by not participating in 
activities. So they miss even more sleep,” says 
McCarthy. “Stress the importance of a healthy 
lifestyle despite shift work.  With proper sleep, diet 
and exercise, you can help minimize the risk fac-
tors.” Instruct shift workers to do the following:

1. Establish a normal sleep routine.  
“This sends “cues” to the body that it is time 

for bed regardless of the actual time of day,” says 
McCarthy.

2. Reduce caffeine intake too close to the end of 
shift, and avoid eating too close to sleep time.  

“This can make falling asleep even more diffi-
cult,” says McCarthy.

3. Make an effort to eat healthier.  
Shift workers are often too tired to shop, plan 

meals or cook, so fast food becomes their main-
stay. “Or they eat sugary snacks for a quick boost 
of energy, only to have it wear off quickly and lead 
to an increase in fatigue,” says McCarthy. “With 
this type of dietary intake, they are raising their 
risk of heart disease, diabetes, and obesity.”

To reduce these risks, encourage shift workers 
to choose fresh fruits and vegetables and drink 

plenty of water. “Dehydration can cause feelings 
of fatigue and hunger,” notes McCarthy.  

[For more information on the health of shift 
workers, contact:

Michelle L. McCarthy, RN, COHN, On-Site 
Medical Case Manager, Genex Services, Norcross, 
GA. Phone: (770) 266-4922. Fax: (770) 266-4869. 
E-mail: michelle.mccarthy@genexservices.com.  n

Help workers to de-stress,
even during the workday

Getting the majority of employees to become 
diehard practitioners of yoga or meditation 

might be somewhat of a stretch. However, you can 
help anyone to utilize simple “de-stressers” during 
the workday. 

“It’s no exaggeration to say that today’s 
workforce is over-stimulated,” says Brian 
Luke Seaward, PhD, executive director of the 
Paramount Wellness Institute in Boulder, CO. 
“Suffering from sensory bombardment is one 
prime reason for stress at the worksite.”

Loss of attention span, sarcasm, mental fatigue, 
cynicism, apathy, and rudeness are just some of 
the ways that stress makes itself known among 
employees, says Seaward. He says that employees 
should be encouraged to do the following: 

• Establish healthy boundaries with technology. 
A never-ending supply of e-mails, social media 

sites and text message can become a distraction 
to getting quality work done. Seaward suggests 
advising workers to “pull in the reins” in how they 
utilize these communications.

• Become “multi-lingual” with to communica-
tions. 

Seaward notes that many stressors at the 
workplace result from communication problems. 
“While younger people seem to thrive on multi-
tasking with social media, people in their mid 30s 
and older often find this annoying,” he says. 

He says to choose the best form of communica-
tion with each person, and “never underestimate 
the power of face-to-face conversations.” 

• Make time to exercise each day, even if it’s 
simply walking. 

“The human body was never meant to sit at 
a desk, computer, or workstation all day,” says 
Seaward. “Physical exercise helps flush out the 
stress hormones that can wreak havoc on various 
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internal organs and the immune system when it 
lingers for hours or days in the body.”

Low-cost approaches

“While meditation rooms and exercise gyms are 
ideal, they are not essential to inner peace at the work-
site,” says Seward. “Good stress management tech-
niques can be done anywhere, at any time.” He gives 
these simple examples that employees can do:

• Close your eyes for 3-4 minutes and focus on 
nothing more than your breathing. “Try to make each 
breath comfortably slow and deep,” says Seaward.

• Close your eyes for 3-4 minutes and imagine a 
beach scene or mountain range.

• Get up out of your chair and walk over to the 
water cooler.

“Drink a glass of water — not soda, not tea, 
not coffee or flavored water — simply water,” says 
Seaward. “Many people today are walking around 
dehydrated.”

Plug in some earphones and listen to one relaxing 
instrumental piece of music for a few minutes. “Music 
is great way to calm the nerves,” says Seaward. 

[For more information on reducing stress in the 
workplace, contact:

Carol Filkins, MS, Certified Wellness Coach, 
Ceridian Health & Productivity Solutions, 
Plymouth Meeting, PA. Phone: (800) 290-4311 
ext. 5212. E-mail: carol.filkins@ceridian.com.

Brian Luke Seaward, PhD, Paramount Wellness 
Institute, Boulder, CO. E-mail: brianlukes@
cs.com. Web: www.brianlukeseward.]  n

HCW flu shot rates
rise with mandates 
One in 10 must comply with flu vaccine

More health care workers received the flu vaccine 
last season than ever before, but that has not 

eased the pressure to boost immunization rates. Health 
care workers who fail to get their flu vaccine increas-
ingly face additional infection control burdens, pos-
sible termination — or public rebuke.

Last spring, in an editorial titled “They Should 
Know Better,” The New York Times took health 
care workers to task and advocated mandatory vac-
cination, saying: “We were disturbed to learn that 
health care workers shunned the swine flu vaccine in 

droves. Their training and skills will be essential if 
there is a dangerous flu outbreak. They, of all people, 
should know how important it is for them to get vac-
cinated — and that the risk of serious side effects is 
negligible.”

The Immunization Action Coalition’s “honor 
roll” now lists about 45 hospitals and health systems 
with mandatory programs. In a survey of about 
1,500 health care workers sponsored by the Centers 
for Disease Control and Prevention, one in 10 
reported that their employer required influenza vac-
cination.

“We can’t simply rely on employee incentives to 
really get influenza coverage rates in the numbers that 
make a difference — above 90 percent,” says Mary 
Quirk, a consultant to the coalition. “The data really 
demonstrate that requiring vaccination is a very impor-
tant component.”

Yet pushback against mandatory policies contin-
ues. Four HCA hospitals in California challenged a 
mandatory policy that required unvaccinated health 
care workers — including those with medical contra-
indications — to wear masks throughout their shifts 
and identifying marks on their badges. An arbitrator 
ruled that the hospitals could maintain the flu vac-
cination policy but must negotiate with the union 
about how to enforce it.

The Service Employees International Union (SEIU) 
has won other battles against mandatory influenza 
policies, including one at the University of Iowa 
Hospitals and Clinics. The union’s argument against 
mandatory policies was further fueled by a report by 
the Centers for Disease Control and Prevention in 
Atlanta that the H1N1 vaccine was 62% effective.

“If the vaccine was effective, you could maybe 
make the argument that [mandates] made sense,” 
says Bill Borwegen, MPH, SEIU health and safety 
director. “To fire people for not getting a vaccine 
that’s not all that effective, it’s just massive over-
reach.”

Hospital rate hits 74%

In the 2009-2010 flu season, about 74% of hos-
pital-based health care workers received either the 
seasonal or H1N1 flu vaccine (or both), according to 
a survey commissioned by CDC. That is far higher 
than the 40% coverage rate that was previously cited 
for health care workers overall.

The vaccinations were highly sought after as the 
H1N1 pandemic struck last fall. But despite recom-
mendations from CDC to continue vaccinations 
through the winter, few health care workers received 
vaccines after January, the survey showed.
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Although the vaccine was considered to be an 
excellent match with the prevailing H1N1 virus, the 
vaccine effectiveness was lower than expected. That 
means a substantial number of health care workers 
still were susceptible to H1N1 despite vaccination. 
And that is why some occupational health physicians 
have not supported mandatory policies that include 
punitive actions.

Employee health professionals need to “do every-
thing we can to encourage people to get the flu vac-
cine,” says Mark Russi, MD, chair of the Medical 
Center Occupational Health section of the American 
College of Occupational and Environmental Medicine 
(ACOEM) and director of occupational health at Yale-
New Haven Hospital. “Most of us at ACOEM have 
stopped short of saying we should fire people who don’t 
get the flu vaccine.”

There’s no question, however, that the manda-
tory programs immediately increase flu vaccination 
rates. Among health care workers who reported 
employer mandates, 97% said they received the sea-
sonal and H1N1 vaccines. If there was no mandate, 
71% received the seasonal vaccine and 50% reported 
receiving the H1N1 vaccine. “Obviously mandates 
make a huge difference,” says Carla Black, PhD, a 
CDC epidemiologist who helped coordinate the sur-
vey, which was conducted by the RAND Corp. of 
Santa Monica, CA.

The primary reason health care workers said they 
failed to get vaccinated was their belief that they 
didn’t need the vaccine — “I never get sick.”

“They don’t realize they can be colonized and 
transmit the virus to patients and family members 
and not even know it,” says Gary Euler, DrPH, a 
CDC epidemiologist with the Assessment Branch of 
the Immunization Services Division. “They need to 
be more altruistic in considering vaccination.”

Asymptomatic transmission of influenza is a concern 
for health care workers — including those who have 
been vaccinated but still contract the disease.

A seroprevalence study of 140 health care work-
ers in Japan found that 28% had titers indicative of 
infection but only one reported having had influ-
enza-like illness. These infections occurred despite 
the widespread use of masks or N95 respirators 
among the health care workers, the researchers said 
in their abstract, which was presented at the 2010 
International Conference on Emerging Infectious 
Diseases in Atlanta in July.1

Although the influenza vaccine has gaps in its 
effectiveness, it remains the best tool to protect health 
care workers from influenza, says William Schaffner, 
MD, an infectious disease expert who is chairman of 
the Department of Preventive Medicine at Vanderbilt 

University in Nashville.
“I think we all have to remember that influenza 

has a very good vaccine but not a perfect vaccine,” 
he says. “Even when you have a perfect match, as 
we did with H1N1 last year, you will not be able 
to protect everyone optimally. That’s just a realiza-
tion of the science of the influenza vaccine at this 
time. Sixty-two percent effective for $15 [per dose] 
is about the best track record in preventive medicine 
today. Our obligation is to protect our patients.”

The 2010-2011 vaccine will include H1N1, but 
it also will contain H3N2 and influenza B antigens. 
For the first time, the CDC’s Advisory Committee on 
Immunization Practices has recommended universal 
vaccination — flu vaccination of everyone six months 
old or older. Although this will increase demand for 
the flu vaccine, the CDC says it does not anticipate any 
supply problems this year.

REfEREnCE

1. Suzuki A, Odagiri T, Okada T, et al. Asymptomatic infec-
tion of Influenza A(H1N1) 2009 Pandemic Virus among 
Japanese healthcare workers. 2010 International Conference 
on Emerging Infectious Diseases, July 11-14, 2010, Atlanta, 
GA. n

Look beyond patient 
handling to tackle MSDs
Hazards lurk in food service, materials, laundry

Hospitals had a larger number of injuries from 
overexertion in 2008 than any other industry 

in the country, according to the U.S. Bureau of 
Labor Statistics. But even if you cut out most of 
the patient handling injuries, many back and neck 
strains and other musculoskeletal injuries would 
still occur.

The hazards exist beyond patient handling, espe-
cially in environmental services and facilities main-
tenance, says Rick Barker, MA, CPE, an ergonomic 
consultant with Humantech in Ann Arbor, MI. He 
will be speaking on the topic at the upcoming annual 
conference of the Association of Occupational 
Health Professionals in Healthcare (AOHP), Sept. 
15-18 in Boston. 

The risk comes from pushing, pulling, and lifting in 
materials handling, he says. “Patient handling is going 
to be your biggest issue and it has to be your starting 
point in the hospital [to reduce work-related muscu-
loskeletal disorders]. Probably half of all your sprains 
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and strains are coming from this one activity,” he says. 
“Once you’ve got some good reductions in those inju-
ries, your injury analyses are going to show some other 
things bubble up.”

Lifting hospital supplies or hauling dirty linens can 
cause injury. But it’s also inefficient to have processes 
that are unnecessarily physically exerting, he says. 
“These are things that interfere with how someone 
can do their job well,” Barker says.

Employee health professionals should team up 
with safety officers and the hospital’s workers’ com-
pensation insurer or third-party administrator to 
look for ways to reduce risks. Look for tasks that 
involve high forces or awkward postures, he says.

The lessons of safe patient handling can benefit 
other hospital areas. For example, at Deborah Heart 
and Lung Center, Brown’s Mill, NJ, patient handling 
is now the least common cause of musculoskeletal 
injuries. The specialty hospital purchased beds that 
convert into chairs or can be used for transport. The 
hospital also uses lifts, lateral transfer devices, and 
powered devices to move wheelchairs and stretchers.

From October 2009 to May 2010, there had been 
only 13 workers compensation claims related to mus-
culoskeletal injuries. The hospital has about 1,000 
employees.

The hospital now also uses a motorized ERGOtug 
device, which attaches to linen and supply carts. 
“The supply carts can easily weight 500 pounds,” 
says Liz foy, RN, BSN, COHN, employee health 
and wellness coordinator. “We’re trying to replace 
physical exertion with machine power wherever we 
can.”

Foy tries to be proactive to prevent injuries. She 
has analyzed floor surfaces to see how they impact 
the movement of materials, and she adjusts computer 
work stations to make sure they are ergonomically 
correct.

“We try to take a comprehensive approach,” says 
Foy. “Everything we’ve put in place has really made 
a big difference. Our injuries are really minimal.”

Hospitals can learn lessons from other industries to 
reduce injuries in food services, warehouse, mainte-
nance, and other areas, suggests Barker. The tasks are 
varied, yet mirror processes that take place in other 
businesses.

“A hospital is almost like a running a little city, 
with all the things it has to do to support the care of 
the patient,” he says.

You can begin by benchmarking with another com-
pany to learn about injury prevention in a warehouse. 
“When you look at what goes on in a stock room of a 
hospital, it’s very much like small warehouse operations 
are anywhere,” he says.

“People are generally delighted to be seen as a 
benchmark and to share what they’re doing, espe-
cially when it’s outside their competitive industry,” 
he says. “You start in your community with organi-
zations that may be doing various types of warehous-
ing and shipping.”

Food service also mirrors a commercial operation, 
where employees face hazards ranging from slips and 
falls to sharp objects and noise. Food deliveries pres-
ent similar challenges as materials management.

Haphazard work stations pose risk

Collaboration will be critical as you try to identify 
potential hazards, says Barker. Your best feedback 
comes from frontline workers. But you also should 
have some input into purchasing to make sure that 
safety concerns are included in the selection criteria, 
he says.

Watch out for the unexpected, he advises. For exam-
ple, in computer workstations, the biggest ergonomic 
issues don’t occur in offices where people have been 
working for years. The problems pop up in nursing sta-
tions or other areas where someone added a computer, 
Barker says.

“Oftentimes the work area isn’t changed, but we try 
to put a computer in there and it doesn’t really fit,” he 
says.

Nurses or other employees may be forced into 
an awkward posture to use a computer or look at a 
monitor while providing patient care. Sometimes the 
solution is as simply as a pivoting arm that allows 
the nurse to tilt or move the monitor, he says.

The key is to discover the hazards that cause dis-
comfort before they cause injury, he says. “You need to 
have a sense of where your problems are,” he says. n

Teach these 3 good
habits for less stress

Some workers may think of “stress manage-
ment” as something that requires a lot of their 

time, but this is a misconception. 
“Don’t wait for the “perfect conditions” before you 

practice self-soothing techniques,” says Carol filkins, 
MS, a certified wellness coach at Ceridian Health and 
Productivity Solutions. “No matter what is going on 
in the environment around you, it’s still possible to 
take a few moments to calm yourself.  She gives these 
examples:

Encourage your employees to stop multitasking. 
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Filkins says that multitasking is bad for pro-
ductivity, and makes workers more likely to make 
mistakes. “Give whatever you are doing your full 
attention. When you are talking to a colleague or 
client, do only that,” says Filkins. “When you are 
eating your lunch, just eat — don’t also read your 
emails or snail mail, a magazine or newspaper.”

Tell employees to let hands rest palm up in the lap 
while seated. 

“This helps shift the shoulder muscles into a neutral, 
more restful position,” she says.

Tell workers to perform “recovery rituals” every 
90 to 120 minutes.  

“When we don’t take time out, we hit a point 
of diminishing returns and stop being productive,” 
Filkins says. Some examples of short and simple 
“recovery rituals”: 

— Take a five minute walk to the restroom furthest 
away from your work area.

— Go outside for a breath of fresh air.
— Do some belly breathing for three minutes. 
— Connect with a colleague about a mutual inter-

est.
— Have something nourishing to eat or have a 

glass of water. 
• Encourage workers to do stress reduction tech-

niques “no matter what.”
Once workers find something that works, it’s impor-

tant to keep it up. “Regular practice has a cumulative 

effect and builds up your ability to be resilient,” she 
says. “You wouldn’t stop brushing your teeth or brush 
them only once per week, would you? “

There is usually no major consequence for miss-
ing a day of brushing your teeth, she notes, but there 
is a predictable consequence if you stop brushing 
over time.  “It’s the same for other health behaviors, 
including stress management,” says Filkins. 

• Give the practices time to work. 
“Stress didn’t accumulate to the breaking point 

over night and it won’t go away quickly either,” she 
says. “Those who do practice regularly tend to dis-
cover that the quality of their sleep improves. They 
are less irritable and more capable.” 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.  

13. Capital District Physicians’ Health Plan has expand-
ed its medical home initiative to include how many 
additional physician practices?

A.  21
B.  23
C.  24
D.  25

14. According to Heather Pinkerton, RN, BSN, OCN, 
newly diagnosed breast cancer referrals for the Win-
ship Cancer Institute come from:

A.  the Emory Breast Imaging Center.
B.  a surgical oncologist.
C.  a patient self-referral.
D.  all of the above.

15. What can be done to improve the sleep quality of 
shift workers?

A.  Alter schedules one or two days a week to meet 
with shift workers.

B.   Instruct employees to always eat a complete meal 
right before the end of a shift. 

C.  Inform workers that their diet has little or no impact 
on their sleep quality.

D.  If no occupational nurse is present during a given 
shift, do not develop educational kiosks on well-
ness topics.

16. Carol Filkins, MS, suggests which of the following  
as “recovery rituals”?

A.  a five-minute walk
B.  a cigarette break
C.  belly breathing
D.  A & C

	 Answers:	13.	A;	14.	D;	15.	A;	16.	D.
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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


