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New opportunities are opening 
up for case managers in primary 
care as physician practices, 

healthcare systems, and health plans 
recognize the value of care coordination.

Primary care practices, especially 
large physician 
practices and 
community clinics, 
are looking at 
integrating RN 
case managers and 
social workers into 
their practices, says 
Cheri Lattimer, 
RN, BSN, executive 
director of the Case 
Management Society 
of America (CMSA).

“Physicians are 
recognizing that case managers can 
take the role of advocate, improve care 
coordination and communication, 
and support the patient as they move 
through the continuum of care,” she 
says.

Primary care offers a great opportunity 
for case managers to work with patients 
and their family caregivers and help 
them gain the skills to manage their 
healthcare resources and be self-
sufficient, she adds.

“There is 
definitely a role 
for case managers 
in primary care to 
manage the sickest 
of the sick and do 
targeted population 
management,” says 
Mary Morin, RN, 
NEA-BC, RN-BC, 
nurse executive with 
Sentara Medical 
Group, a division 

of Sentara Healthcare 
System, which operates throughout 
Virginia and northeastern North 
Carolina.

Sentara Healthcare System 
redesigned its primary care case 
management program and now has 
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“THERE IS 
DEFINITELY A 

ROLE FOR CASE 
MANAGERS IN 
PRIMARY CARE 

TO MANAGE THE 
SICKEST OF THE 

SICK…”

Primary care practices are the 
latest opportunity for CMs
Chronically ill, frequent utilizers are the target
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EXECUTIVE SUMMARY

Recognizing that there are patients who need a lot of support in managing 

their conditions and optimizing their health, healthcare systems and health 

plans are embedding case managers in primary care practices .

• Case managers in primary care have the time and expertise to educate 

patients about their conditions and support them in following their treatment 

plans .

• Organizations with case managers on staff report an increase in preventive 

care and lower healthcare costs for patients who work with the case manager .

• Case managers have the satisfaction of developing relationships with 

patients and seeing patients progress over time .

embedded case managers in 38 
primary care practices. The case 
managers have an office in each 
practice to which they are assigned 
and schedule their time at each 
practice. In the first three years, the 
total cost of care dropped by 17% 
over a three-year period and all-cause 
readmissions dropped by 21% for 
patients in the program. (For details, 
see related article on page 123.)

The number of case managers 
in primary care practices is on 
the increase as healthcare systems 
and insurance companies embed 
case managers in the practices to 
identify and coordinate care for 
patients who are frequent utilizers 
of the healthcare system, says 
Catherine M. Mullahy, RN, BSN, 
CCRN, CCM, president and 
founder of Mullahy and Associates, 
a Huntington, NY-based case 
management consulting firm.

There are a lot of benefits in 
having a case manager in a physician 
practice, especially if the practice 
is part of an accountable care 
organization, Mullahy says. “If there 
is a set number of dollars to manage 
everybody and some patients are 
using the bulk of the resources, it 
make sense to have someone who 
can work with those patients to help 

them learn to manage their own 
healthcare,” Mullahy says.

Case managers in primary care 
are the physician’s partner, Mullahy 
says. “They have the ability and skill 
to take the time needed to talk with 
patients and family members. They 
have the clinical expertise and skills 
to work with people,” she says.

Care coordinators provide a 
pivot point between the patient, 
the health plan, and the physicians 
and nurses in the primary care 
practices that are part of Cigna’s 
collaborative accountable care 
initiative, says Harriet Wallsh, 
RN, director of Cigna collaborative 
care clinical operations in Orlando, 
FL. The care coordinators in the 
physician practices are employed by 
the practices and work closely with 
Cigna case managers to make sure 
patients get the services they need, 
she adds.

“Care coordinators are an 
important component in meeting 
our goals of improving quality, 
affordability, and the experience of 
care,” she says. (For details of how the 
care coordination process works at one 
practice aligned with Cigna, see related 
article on page 125.)

Population care coordinators are 
a key part of Horizon Blue Cross 
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Blue Shield of New Jersey’s patient-
centered physician practice initiative, 
according to Steven Peskin, MD, 
MBA, FACHE, senior medical 
director, clinical innovations for 
Horizon Blue Cross Blue Shield of 
New Jersey.

The population care coordinators 
focus on the top 5% to 10% 
of patients who are sickest but 
who potentially can control their 
conditions. They work at the 
individual practices and meet patients 
in person as well as corresponding via 
telephone, email, and text messages. 

(For details, see related article on page 
126.)

When case managers work in 
primary care practices, it’s a win-win-
win situation, Mullahy adds.

The patients get the help they need 
in managing their conditions and 
maximizing their health. Physicians 
have someone on their staff who has 
the time and expertise to give patients 
the support they need to follow their 
treatment plan, and case managers 
benefit because they can do what they 
went into nursing to do — make a 
difference in people’s lives, she adds.

Unlike hospital-based case 
managers who see their patients in 
the hospital and lose touch when 
patients are discharged, case managers 
in primary care develop long-term 
relationships with patients, Mullahy 
points out.

“Case managers in primary care 
are managing a small group of people 
who really need their help. The case 
managers are able to experience 
what most of us envisioned case 
management to be. They provide a 
relationship-based model of care and 
really make a difference,” she says.  n

Embedded CMs reduce readmissions, increase 
follow-up, cut costs
High-cost, high-utilizing patients are targeted

A fter Sentara Healthcare System’s 
embedded case management 

program was redesigned, the total cost 
of care for patients in the program 
dropped by 17% over a three-year 
period.

All-cause readmissions were 
reduced by 21% for patients in the 
program. There was a 23% increase 
in advance care plans and a 77% 
increase in seven-day follow-up 
appointments. When the program 
started, only 21% to 30% of patients 
saw their physician within seven 
days after discharge. Now, the rate is 
typically in the high 80% range, and 
has been as high as 98%, according 
to Mary Morin, RN, NEA-BC, 
RN-BC, nurse executive with Sentara 
Medical Group, a division of Sentara 
Healthcare System, which operates 
throughout Virginia and northeastern 
North Carolina.

Before Morin joined the medical 
group in 2011, the health system 
had two embedded case managers 

in two medical practices and two 
telephonic case managers who worked 
in the corporate office. The program 
targeted heart failure patients in two 
primary care practices and those who 
were indigent or self-pay and who 
had received care at two hospitals. 
“The nurses were spending 75% of 
their time functioning as an office 
nurse bringing in patients or acting 
as a personal nurse to a physician,” 
Morin said.

As part of the redesign, Morin 
and her team developed all new job 
descriptions and set out expectations 
for the case managers. The program 
uses only bachelor’s-prepared nurses 
who have at least three years of 
acute care or ambulatory nursing 
care experience. If they are not 
already certified, they must sit 
for certification within a year of 
eligibility.

The redesign of the program 
removed the case managers from 
the physician offices and corporate 

offices and expanded the focus to 
11 practices. Now patients from 
all payers, including Medicare and 
Sentara Health Plan, are eligible 
for the program. The program 
has expanded to 38 primary care 
practices.

The case managers are assigned 
to physician practices and schedule 
their time at each practice. They have 
an office in each practice to which 
they are assigned, and are part of 
the care team in each practice. They 
are equipped with smartphones and 
laptops. 

The case managers were told their 
jobs would change when the program 
was revamped, but they didn’t realize 
all that was involved, Morin says.

“I had 100% turnover within a 
year and 75% turnover in six months. 
In retrospect, I should have made 
them reapply for the job,” she says.

The case managers received 
education on motivational 
interviewing, engaging patients and 
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EXECUTIVE SUMMARY

Patients in Sentara Medical Group whose care was coordinated by embedded 

case managers showed a 17% reduction in cost of care and a 21% reduction in 

all-cause readmissions .

• Case managers are assigned to physician practices and schedule their time 

at each practice .

• They visit patients at their home or see them during an office visit and 

develop a care plan based on the patients’ needs .

• They follow up at regular intervals through home visits, hospital visits, group 

visits, and virtual visits with video chat .

family members, understanding 
and managing chronic disease, 
pharmacology, family dynamics, and 
community resources.

Sentara developed a computer 
platform allowing the case managers 
to keep their schedule up to date and 
track data on their patients.

Morin and her team focused on 
patients who were identified as high-
cost, high-utilizer patients, except 
for patients with cancer, trauma, 
and other catastrophic illnesses. 
The remaining patients had renal 
failure, heart failure, diabetes, chronic 
obstructive pulmonary disease, 
chronic pain, and behavioral health 
issues. The majority of patients in the 
program range in age from the 30s to 
the early 60s. 

About 2,400 patients who met 
all the criteria were patients at the 
11 participating practices. The team 
asked the physicians to identify 
those who would most benefit from 
interventions. The goal is for the case 
managers to have an average caseload 
of around 150 patients, she says.

When the program began, Sentara 
sent out letters to the targeted 
patients and the case managers 
contacted them by telephone and 
saw them in the hospital whenever 
possible, Morin says.

“We got 100% engagement from 

patients we visited in the hospital and 
only 80% engagement when we sent 
letters. People are eager to participate 
when they’re in the hospital,” she says.

Once the patients agree to join 
the program, the case manager 
makes a visit to the home or sees the 
patient during an office visit to make 
an initial assessment, facilitate the 
patient in developing an advance care 
plan, and develop a care plan based 
on any needs the patient might have. 
The case managers set up a routine 
touch point with patients. They call 
or see some weekly, others quarterly, 
and some every day, Morin says.

The case managers are able to see 
through the electronic medical record 
the list of patients coming into each 
practice and, based on this, they 
develop a schedule, she says. Their 
goal is to see patients face to face 
when they have a physician visit.

Case managers are alerted when 
patients are admitted to the hospital 
and visit them whenever possible. 

The case managers call the 
frequent emergency department 
users to check on them. They may 
make home visits if they feel the 
patient needs extra support. The care 
managers follow all medical patients 
who are discharged from the hospital 
for at least 30 days as part of the 
medical group’s intense transition 

process to reduce unnecessary 
emergency department visits and 
hospital readmissions. Some of these 
patients will become long-term care 
management patients if they have 
complex diseases or conditions, 
Morin says.

“The case managers engage the 
patients and manage their care 
through home visits, hospital visits, 
group visits, and virtual visits with 
Skype. Patients see the case managers 
as an extension of their physician, 
and someone they can call on when 
they have questions and concerns. 
Seeing patients in the hospital and 
going into the home to meet patients 
on their own turf has paid off 
greatly,” she says.

The physicians in the program 
have worked with Morin and her 
team to create an insulin protocol 
and a furosemide protocol that 
the nurses can implement, helping 
the patient avoid an emergency 
department visit. “The case managers 
have developed a relationship with 
the patients who call them when 
they have symptoms rather than 
going to the emergency department,” 
she says.

When the program started, the 
case managers and physicians had 
a 10-minute huddle every two 
weeks. “Now the case managers and 
physicians talk all the time. The 
physicians see the case managers as 
someone who is working with them 
and watching out for them. They’ve 
realized how many times they aren’t 
getting interrupted,” she says.

One case manager convinced 
a skeptical physician of the value 
of the program by working with 
a patient who was going to the 
emergency department once a week. 
That was two and a half years ago 
and the patient hasn’t been back to 
the emergency department, Morin 
says.  n



124   |   CASE MANAGEMENT ADVISORTM / November 2014 CASE MANAGEMENT ADVISORTM / November 2014   |   125

EXECUTIVE SUMMARY

After Jackson Clinic hired an RN care coordinator as part of its participation in 

Cigna’s collaborative accountable care initiative, patients in the program had 

better preventive care, a decrease in emergency department visits, and lower 

costs for hospitalizations .

• When patients are identified for the program, the care coordinator 

determines if there are gaps in care or patterns of healthcare utilization that 

indicate disconnected or costly care .

• The care coordinator calls the patients, educates them on their conditions 

and medication regimen, and reports the results of the call to the primary care 

physician .

• The care coordinator works closely with Cigna case managers and has a 

standing appointment to discuss particular cases and the patients’ needs .

Care coordinators help close gaps in care,  
lower costs
Gaps in care, chronic conditions targeted

An initiative that included hiring 
an RN care coordinator to work 

with patients who needed a higher 
level of care, or had gaps in care, 
resulted in significant improvements 
in preventive care exams, lower costs 
for hospitalizations, and a decrease 
in emergency department visits for 
patients in the program at Jackson 
Clinic, a multispecialty practice with 
136 providers in western Tennessee.

The results are from Jackson 
Clinic’s first year of participation in 
Cigna’s collaborative accountable care 
initiative, which rewards participants 
for achieving the “triple aim” of 
improved health, affordability, and 
patient experience.

During calendar year 2012, the 
first year of the program, Jackson 
Clinic outperformed the market 
in Cigna quality of care measures, 
according to Renee McLaughlin, 
MD, Cigna’s senior medical director 
for Tennessee. For instance, the clinic 
performed 19% better than its peers 
for annual eye exams and 25% better 
for annual screenings for kidney 
disease for people with diabetes, 
and 50% better than the market for 
adolescent well care visits.

“A key to the success was having 
a care coordinator who was working 
in the organization and helped close 
gaps in care. We were early adopters of 
the electronic medical record, and the 
information we have in those records, 
plus information from Cigna’s claims 
data, helped us target the patients who 
needed an intervention from the care 
coordinator,” says Keith Williams, 
MD, FACOG, chief medical officer 
for Jackson Clinic.

About four years ago, the 
physician-owned organization began 
preparing for the shift in healthcare 
from fee-for-service to fee-for-value, 
Williams adds. “We knew that if we 
wanted to provide high-quality care 
at a low cost, we needed a partner. 
When Cigna approached us with its 
collaborative accountable care model, 
we partnered with them,” he says.

Cigna offered the clinic a 
proposal to continue fee-for-service 
reimbursement, and also to share any 
savings in the cost of care.

In the first year, the practice 
hired an RN care coordinator whose 
salary was covered by Cigna’s care 
coordination fee. After the first year 
showed significant savings in closing 
the gaps in care, the practice added 
1.5 FTE RN care coordinators and 
is developing multidisciplinary 
physician-directed care teams that 
include RN care coordinators, nurse 
practitioners, and LPN medical 
assistants, he says.

The teams educate patients with 
multiple conditions on how to take 
better care of themselves and follow 
up with patients who have had 
hospital admissions, Williams says.

“The goal is to drive quality up and 
costs down while helping patients take 
their medication as directed, follow 
their treatment plan, and see their 
primary care provider regularly so they 
avoid emergency department visits 
and hospitalization,” he says.

When a patient is identified for 
the program, the care coordinator 
researches the medical record to 
determine if there are gaps in care or 
any pattern of emergency department 
use or hospitalizations that indicate 
disconnected or costly care, he says. 
They call the patients, educate them 
on their conditions and medication 
regimen, and make the primary 
care physicians aware of any issues 
their patients are having that may 
necessitate modifications on the 
clinical side.
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colorectal cancer screenings.
A key component of the program 

is population care coordinators, 
which are nurses who work at 
participating practices and help at-
risk members navigate the healthcare 
system and manage their conditions, 

says Steven Peskin, MD, MBA, 
FACHE, senior medical director, 
clinical innovations, for Horizon 
Blue Cross Blue Shield of New Jersey.

A KEY FOCUS 
IS IDENTIFYING 
GAPS IN CARE 

AND ENSURING 
THAT MEMBERS 

RECEIVE THE 
RECOMMENDED 

TESTS…

“Identifying and closing gaps in 
care is still critical, but where that 
once was the main focus, now our 
focus is developing the care team to 
provide coordinated care for patients,” 
Williams says.

Using a computer platform 
provided by Cigna, the care 
coordinators can access information 
in the insurer’s database to give them 
information about patients who need 
interventions, says Sarah Johnson, 
MHA/INF, RN, director of the clinic’s 
clinical informatics and population 
health management department. For 
instance, a care coordinator can select 
the daily inpatient census list and call 
patients after discharge to schedule a 

follow-up visit with their primary care 
provider within seven days.

“Whenever the care coordinators 
pull up a registry, they see information 
about the whole patient,” Johnson 
says. For example, if the care 
coordinators access information on 
breast cancer screenings, they can 
see all of a patient’s disease processes, 
other gaps in care, and whether they 
are receiving case management from a 
Cigna care coordinator.

The care coordinators at Jackson 
Clinic are aligned with specific case 
managers at Cigna and have standing 
appointments to discuss particular 
cases and what interventions they 
need, says Harriet Wallsh, RN, 

director of Cigna collaborative care 
clinical operations.

If the case managers in the practice 
need information or want to refer 
a patient to a Cigna program, they 
know they will always get the same 
case manager, Wallsh says.

The nurses embedded in primary 
care practices also are supported by a 
team of field nurses who meet with 
them face to face, Wallsh says.

“We see ourselves as an extension 
of the practices, so we work closely 
with collaborative partners to make 
sure our customers get the services 
they need to stay healthy and to 
optimize health outcomes,” she  
says.  n

Patient-centered care cuts ED visits, admissions
Care coordinators are a key factor

Horizon Blue Cross Blue Shield 
of New Jersey members who 

received care at patient-centered 
physician practices were able to 
avoid more than 1,200 emergency 
department visits and 260 inpatient 
admissions, which represents a 
savings of approximately $4.5 
million, according to Carl Rathjen, 
the health plan’s manager of network 
strategy and program development.

The members had a higher rate 
of diabetes control and cholesterol 
management, and a lower rate of 
emergency department visits and 
hospital admissions compared to 
members receiving care in traditional 
primary care practices, a 2013 
internal study showed. Outcomes for 
the 200,000 patients in the patient-
centered medical home included 
a 14% higher rate in improved 
diabetes control, a 12% higher 
rate in cholesterol management, 
an 8% higher rate in breast cancer 
screenings, and a 6% higher rate in 

The health plan is collaborating 
with patient-centered practices in 
more than 900 locations throughout 
New Jersey. Small practices may 
share a population care coordinator. 
Larger practices may have as 
many as a dozen. The nurses work 
at the individual practices and 
meet patients in person as well as 
corresponding by telephone, email, 
and text messages.

Members are identified for 
interventions by health plan data 
as well as referrals from members 
of the practice treatment teams. 
The individual practices take the 
data from the health plan to help 
risk-stratify the patient population, 
Rathjen says.

“We’re not prescriptive about 
who is on the list for outreach. We 
provide a list of people who are 
likely to need interventions, but the 
providers know their patients and 
may add other individuals,” Peskin 
says.
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EXECUTIVE SUMMARY

Horizon Blue Cross Blue Shield of New Jersey members who received care at 

patient-centered physician practices had fewer emergency department visits 

and inpatient admissions, and a higher rate of diabetes control and cholesterol 

management than patients receiving care at traditional primary care practices .

• Population care coordinators who work at the patient-centered practices 

help at-risk members navigate the health system and manage their conditions .

• The population care coordinators focus on the top 5% to 10% of patients 

who are sickest, but who potentially can control their conditions .

• They focus on patients with gaps in care and those who have multiple 

emergency department visits .

“All Horizon Blue Cross Blue 
Shield members being treated by the 
practice are eligible for the program 
whether they are the young or the 
frail elderly or anyone in between. 
They may not need services, but 
when they do, the population care 
coordinator and the rest of the team 
are there for them,” Peskin says.

The population care coordinators 
focus on the top 5% to 10% 
of patients who are sickest, but 
who potentially can control their 
conditions if they become engaged 
in managing their healthcare, he 
adds. The patients targeted may have 
multiple comorbidities, medication 
issues, or have chronic conditions 
like diabetes or be undergoing 
treatment for a serious illness like 
cancer, he says.

The population care coordinators 
contact any member who has been 
hospitalized or visited the emergency 
department to make sure he or she 
gets a follow-up appointment within 
72 hours of discharge if necessary, 
he says. They develop care plans for 
members who are at risk and make 
sure they get the help they need to 
keep their conditions under control.

“The population care coordinators 
also reach out to patients who 
have been going to the emergency 
department repeatedly. Sometimes 

that may be a warning sign of an 
underlying condition,” he says.

A key focus is identifying gaps 
in care and ensuring that members 
receive the recommended tests and 
procedures, such as diabetic foot 
exams and mammograms. “This new 
model strengthens and builds trust 
between the physician and the care 
team and the individual patients. If 
patients identify the person calling to 
remind them of a recommended test 
as being from their doctor’s office, 
there is a better chance they’ll follow 
through than if the call came from a 
health plan,” Peskin says.

The health plan encourages 
practices to provide team-based 
care, and has prepared a playbook 
that helps the practice ensure that 
everyone performs at the top of his 
or her license and that everyone on 
the staff works together as a team.

“Better care is delivered if all 
persons working in a practice have 
a sense of being part of a team,” he 
says.

For instance, before a patient 
comes for an appointment, the 
care coordinator may tell the 
physician about a concern the 
patient mentioned during a phone 
conversation.

To develop the program, 
the health plan worked with a 

physician advisory board of seven 
family practice physicians and one 
internist who collaborated on the 
key elements of the program and 
continue to give feedback, Peskin 
says.

With the help of the physician 
advisory board, the health plan 
developed a sample job description 
for the population care coordinators. 
The care coordinators are hired by 
the practices and undergo a two-
day training session developed by 
Horizon Blue Cross Blue Shield 
of New Jersey. The health plan 
hosts quarterly meetings at two 
different locations where the care 
coordinators can share best practices 
and brainstorm with their peers on 
challenging patients, he says.

The health plan also launched a 
pediatric program in January 2014 
with a major focus on preventive 
services, immunizations, and 
developmental screening.

Horizon Blue Cross Blue Shield 
of New Jersey rewards practices for 
improving the patient experience and 
improving patient care, Rathjen says. 
“We also provide up-front support to 
help transform the offices and to hire 
the care coordinators,” he says.  n

Send us your 
thoughts

This issue is the debut of 
Case Management Advisor’s 
new look.

Drop a line and let us 
know what you think of the 
new the three-column format, 
questions box, or any other 
thoughts you may have.

Send your comments to  
jill.drachenberg@ahcmedia.
com.
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Program connects frequent ED users with  
medical homes, resources

ED-based care coordinators facilitate access, coverage

The ED at Sinai Hospital of 
Baltimore sees a fair number of 

patients who frequent the facility for 
primary care, mental health needs, 
and other services that emergency 
providers are not ideally suited to 
provide. It’s a common problem 
in many EDs, but earlier this year, 
administrators at Sinai Hospital 
decided to investigate whether they 
could devise an intervention that 
would better meet the long-term 
needs of these frequent users while 
also preserving the ED’s acute-care 
resources for patients who really 
need that level of care.

“We took a look through our own 
information system to see how many 
people visited the ED repeatedly,” 
says William Jaquis, MD, FACEP, 
the chief of emergency medicine 
at Sinai Hospital. “We decided to 
target a certain group of patients 
who were frequent utilizers of our 
services and just see what their needs 
were and why they were using us in 
the department.”

The investigators concluded 
that many of the frequent ED 
utilizers had problems the ED could 
not adequately address, and that 
these patients really needed to be 
connected with other resources. 
However, making these linkages 
would require funding and a unique 
approach. Consequently, the hospital 
secured a first-year $200,000 grant 
from the Maryland Community 
Health Resources Commission, an 
amount that will grow to $800,000 
over three years. Further, the hospital 
partnered with HealthCare Access 
Maryland, a non-profit in the state, 

to pilot a new intervention dubbed 
the Access Health Program.

Identify prospects

At the heart of the program 
are three care coordinators from 
HealthCare Access Maryland who are 
stationed in the ED over staggered 
shifts, so at least one of them is 
usually on hand to intervene with 
patients who meet the program’s 
criteria for inclusion: They have 
visited the ED for primary or 
specialty care four times in four 
months, and they have needs that 
the program can help with. “We 
have created a flag that basically 
notifies us that a person has been here 
recently, and it lets us dig a little bit 
deeper into the patient,” says Jaquis. 
“The care coordinators can see the 
information as well, and we can also 
notify them to let them know that 
this is a person who we feel could 
benefit from their services.”

Nakia Abrams, MS, one of the 
ED-based care coordinators, says she 
typically receives referrals from the 
ED’s care management coordinator, 
a social worker, or an emergency 
provider. “We are considered 
contractors with the hospital staff, 
and as contractors, we have access 
to the medical record database, so 
when a client is referred to us, we 
actually know the reason why he or 
she came into the ED, and we know 
their history,” she explains. “We can 
look at all of that information before 
we visit with them, and we can 
use it when we go to actually have 
a discussion with them about the 
types of programs or services we can 

probably help them with.”
Abrams tries to meet with the 

patients before they leave the triage 
area so that she can give them a 
little bit of information about the 
program. “We don’t dig into it too 
much at that point because we know 
that they are there because they don’t 
feel well or they are in pain,” she 
explains. “But we ask them if they are 
interested [in participating], and if 
they are, then they sign an agreement 
indicating that they agree to disclose 
their information and to follow up 
with us.”

Within a week of enrolling in the 
program, the care coordinator will 
schedule a home visit with the patient 
to conduct a complete assessment 
and devise a care plan that focuses 
on patient goals. “The purpose of the 
home visit is to identify any wrap-
around services that we may need to 
include,” says Abrams. “For instance, 
if there is a situation where we see 
that the reason why a client continues 
to come to the ED is because there 
are things at home that cause an 
unhealthy environment, then we 
address that in the care plan.”

Abrams notes that she will discuss 
with patients how she will work with 
them to accomplish the stated goals 
in the care plan, what the various 
required steps will be, and what kind 
of time frame they can anticipate. 
What is also made clear is that the 
patients will only be part of the 
Access Health Program for 90 days.

“Our program is short-term 
because the purpose is to connect the 
client with a longer-term resource,” 
says Abrams. “We want to gain that 
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client’s trust so that we can get all of 
the information we need to make that 
connection.”

Within the three-month period, 
however, clients are encouraged to 
contact their care coordinators with 
any questions or concerns. “That is 
exactly what we are looking for — 
someone who is willing to share those 
feelings with us so that we can help 
them,” says Abrams. “The handoff [to 
the longer-term resource] is actually a 
slow process.”

At press time, the first patients to 
be enrolled in Access Health had not 
yet been in the program for 90 days, 
but some of them had already been 
connected with long-term resources, 
says Abrams. “We are still in the 
picture, though, because we want to 
make sure that before we close a case, 
the clients understand what they need 
to do,” she says.

Use community partners

Many of the patients targeted for 
the program have complicated needs 
that bring them to the ED, says 
Jaquis. “They may have concomitant 
behavioral and somatic issues, they 
may be homeless, and they may not 
have insurance,” he says. “They may 
be identified as being on medication, 
but then aren’t compliant.”

Abrams explains that she 
commonly works with patients who 
have a substance abuse problem, 
and this is often coupled with a 
mental health issue. “That is a big 
problem in Baltimore, so we do 
get a lot of clients who are either 
seeking prescriptions or they have 
substance abuse issues,” she says. “We 
partner with many mental health 
organizations in the city to connect 
these clients with a treatment service 
and get them into counseling for the 
mental health issues.”

Also, HealthCare Access Maryland 
has an entire department that is 
dedicated to homeless services 
outreach, adds Abrams. “We probably 
have eight or more clients who are 
homeless, and typically what we do 
is partner with the outreach program 
to [resolve the problem],” she says. 
“If they are homeless and living with 
a relative or a friend, then we will 
try to find them permanent, stable 
housing.”

While issues such as homelessness 
and substance abuse come up 
often, the care coordinators also 
encounter patients with more unique 
circumstances. For instance, Abrams 
recalls one recent case that involved 
a man who was self-employed and 
uninsured, but he was very involved 
with fitness training, so he thought he 
was taking care of himself, she says. 

“However, we discovered that 
he was over-utilizing vitamins and 
energy drinks, which brought him to 
the ED,” says Abrams. “We needed to 
get him insurance right away because 
he required emergency surgery, so we 
were able to get that expedited within 
48 hours.”

Abrams also linked the client up 
with a nutritionist and an internal 
medicine physician so that he could 
follow up on his care and receive 
expert guidance to prevent a similar 
situation from happening again. 
“Everything worked out for him,” she 
says.

While complex issues can be 
difficult to resolve in the emergency 
setting, patients can make progress 
when they are linked with appropriate 
support services. And even in the 
program’s early days, it is clear there is 
ample need for this kind of help. “The 
care coordinators have already had 
about 90 patients referred to them, 
and they have been able to discuss 
their programs and services with these 
patients,” says Jaquis. “Seventy-four of 

those patients have agreed to continue 
with those services, and the care 
coordinators have already conducted 
30 home visits.”

A big part of the care coordinator’s 
job involves getting patients plugged 
into a medical home and educating 
them about when they should call 
their primary care physician or a 
specialist rather than visiting the ED, 
says Abrams. “We also want to make 
sure that when they have scheduled 
appointments for care, they follow 
up on getting required lab work 
completed and any other orders the 
physician discussed.”

Educate providers

Getting the emergency providers 
on board with the program was not 
difficult, but it did take some time 
to bring them up to speed on what 
types of patients are ideally suited to 
this type of approach and how the 
program works, explains Jaquis. 

To help educate providers 
about the program, Access Health 
conducts weekly in-service sessions, 
typically during scheduled meetings 
or physician huddles. During these 
sessions, the care coordinators 
provide updates about the program 
and solicit input on any challenges 
the providers have faced with the 
program, says Abrams. “We also 
check to see if there are any patients 
they didn’t refer to us at the time of 
care, but now that they are thinking 
about it, may benefit from a follow-
up post-discharge,” she says. “We 
are doing all we can to educate the 
staff at Sinai, and a referral can come 
from anyone in the hospital as long 
as the client meets the eligibility 
qualifications.”

While providers have been largely 
open to the program, there have been 
some technical hurdles in getting 
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COMING IN FUTURE MONTHS

the program up and running. “Our 
biggest challenge was connecting 
our data system to Sinai Hospital’s 
data system,” says Abrams. “The 
two systems are not actually able 
to communicate, so as a result, our 
staff members have to document 
more than once, into more than one 
system.”

Ultimately, Access Health staff 
members were able to work around 
the problem, but it is an issue that 
hospitals should consider if they 

are interested in setting up a similar 
approach, says Abrams. “If it is 
possible to get your organization’s 
data system to talk to the partnering 
facility’s data system, that will save 
you a lot of time and energy,” she 
says.

The goal is to eventually enroll 
200 patients in the Access Health 
Program, but Jaquis emphasizes 
that the focus of the program is 
not to get people out of the ED, 
but rather to connect them with 

appropriate care and coverage. He 
notes that the care coordinators 
have already been able to link 10 
of the patients who were identified 
as being uninsured with insurance. 
“This program is helping people 
find pathways to care that provide 
a better long-term outcome for 
them,” he explains. “We are very 
connected to outcome measures 
with this program. It will be 
good see within the next six to 12 
months how we are doing.”  n

Understand, reduce HCW absenteeism
Why do most workers call in sick?

The answer should restore a little 
of your faith in humanity. For 

the most part, healthcare workers call 
in with legitimate illness.

In an era when the media image of 
nurses and other healthcare workers is 
tainted by cynicism, that conclusion 
may be somewhat surprising, but a 
recent study found that almost three-
quarters of workers who call in sick 
are indeed suffering an illness.1

“I worked in occupational health 
in a hospital for 13 years and have 
been working in occupational health 
in manufacturing for 12 years, so 
I’ve seen a number of employees who 
have missed time from work,” says 
Candace Sandal, DNP, MBA, an 
occupational health nurse practitioner 
who was principal author of the study 
about workers using sick time.

“It turns out that workers really 
are sick when they say they’re sick,” 
Sandal says. “I found in the study that 
workers do feel guilty when they miss 
work and they consider the impact it 
will have on their coworkers.”

Investigators surveyed students of 
a large university who held jobs in 
various industries.

“We chose a university so the 

study wouldn’t be linked to a 
particular workplace survey,” she 
notes. “Of the people who responded, 
73% said they call in sick because 
they are sick.”

Of the 27% who called in sick 
when they were well, the non-sick 
reasons were varied but included 
the need to take care of a sick child, 
disliking their job, and needing a 
mental health day, Sandal says.

The study’s findings suggest that 
hospital employee health programs 
could help reduce worker absenteeism 
through strategies that prevent and 
mitigate common worker illnesses, 
Sandal says.

“If they were in contact at the start 
of an illness then we can intervene 
and treat, so they don’t need to 
miss work,” she says. Instead, what 
typically happens is people hang in 

there with a burgeoning cold or sinus 
infection or other illness until they 
get sicker and sicker and have to miss 
work, she says.

Sandal offers these suggestions for 
hospital employee health programs:

• Educate staff about common 
symptoms and the need for early 
treatment. Pamphlets could be placed 
in hospital work stations, listing 
common symptoms of early upper 
respiratory infections, gastrointestinal 
illness, eye diseases, and rashes, 
which could indicate chicken pox or 
shingles. It’s particularly important 
for hospital employees to report 
their symptoms early because of the 
potential of being contagious when 
working with or around patients, 
Sandal says.

• Promote an on-site employee 
health clinic. When new employees 
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1. According to Catherine M. 

Mullahy, RN, BSN, CCRN, 

CCM, who benefits when case 

managers work in a primary 

care practice?

A . The patients

B . The physicians

C . The case managers

D . All of the above

2. The goal of Sentara Healthcare 

is for its embedded case 

managers to have a caseload 

of how many patients?

A . 25

B . 75

C . 150

D . 200

3. The care coordinators at The 

Jackson Clinic are aligned 

with specific case managers at 

Cigna and have standing 

appointments to discuss 

particular cases and what 

interventions they need.

A . True

B . False 

4. At Horizon Blue Cross Blue 

Shield of New Jersey, what 

group of patients do the 

population care coordinators 

focus on?

A . The top 5% to 10% of 

patients who are sickest but 

who potentially can control their 

conditions .

B . Patients whose health status 

makes them likely to become 

chronically ill in the future unless 

they take steps to change their 

lifestyles .

C . Patients who have frequent 

emergency department visits 

and hospital admissions .

D . Patients who have just gotten 

out of the hospital .
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CNE INSTRUCTIONSare hired, it’s a good practice to give 
them a tour of the employee health 
clinic.

• Meet with employees who have 
high rates of calling in sick. “It’s not 
always what it seems, and this is an 
occupational health nurse’s role, not 
a manager’s role because managers 
shouldn’t get involved in health 
issues,” she says.

• Provide stress reduction 
education and programs. Every 
unit in a hospital has its own unique 
stressors, Sandal says. “I worked in 
ICU for a long time,” she notes. “I 
understand that critical care stress, 
but I haven’t seen any research trend 
showing that one hospital unit 
is more vulnerable to stress than 
another.”

Employee health can address 
hospitalwide employee stress by 
offering staff a stress reduction 
program. This could include 
providing a limited number of free 
visits with a provider who is skilled in 
stress reduction, on- or off-site, she 
suggests.

• Change healthcare workers’ 
“me-last” culture. Nurses and other 
healthcare workers often operate 
within a culture in which they care 
about everyone else’s health and 
welfare before thinking of their own, 
Sandal says.

Having an easily accessible onsite 
clinic for workers can help encourage 
them to seek help when they’re 
beginning to feel unwell.

“Employee health programs should 
advertise what they’re doing for 
workers and show the effect they’re 
having on that population,” Sandal 
says. “It’s time and money well spent.”
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