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EXECUTIVE SUMMARY

Prescription opioid misuse and abuse is an expensive and dangerous problem 

nationwide as injured workers stay on the drugs too long, hurting their recovery and 

dampening their motivation to return to work .

• A worker who has been on prescription opioids for a month or longer should be 

an automatic trigger for a case manager to review .

• Workers’ compensation case managers can help prevent problems by educating 

and encouraging workers about the dangers of opioid use .

• Case managers also can watch for trends that suggest opioid misuse, including 

identifying physicians who prescribe significantly more opioid medications than do 

other doctors .

Case managers take note as opioid 
abuse becomes epidemic

Opioids lead to worse outcomes, higher costs

F rom a healthcare perspective, 
drug misuse and abuse resulted 
in 2.5 million emergency 

department visits in 2011, and 1.4 
million of these were related to 
prescription medications.1

“Drug abuse has become a 
huge epidemic in all aspects,” says 
Kathleen Fraser, RN-BC, MSN, 
MHA, CCM, CRRN, regional 
director of case management for 

Zurich Services Managed Care. 
Based in Houston, Fraser also is 
the president of the national Case 
Management Society of America 
(CMSA) through 2016.

Prescription opioids are the 
biggest problem: “There are more 
prescription opioid overdoses than 
heroin, cocaine, suicide, and car 
accidents all together,” Fraser says.

Fraser suggests that case managers 
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should pay close attention to cases 
in which workers are on opioids 
for a month or longer. “A month 
should be an automatic trigger, 
and the worker should have a case 
manager who keeps an eye on the 
case, making sure the patient is 
okay.”

Monitoring the places that 
have higher than predicted opioid 
prescribing is a good method for 
finding bad doctors who cluster 
to workers’ compensation because 
they can keep their patients longer, 
Fraser notes.

“Patients who 
have surgery and 
are prescribed 
opioids won’t 
say on the pain 
medications as 
long because 
they’re not being 
paid to be off 
of work,” she 
explains. “It’s a 
whole different 
mindset with 
workers’ comp.”

Workers’ 

compensation costs

Opioid abuse is a huge 
healthcare burden that drives up 
medical and lost-work costs for 
society, says Janet S. Coulter, 
RN, MSN, MS, CCM, director 
of case management for WorkStar, 
a managed care organization for 
the Ohio Bureau of Workers’ 
Compensation in West Chester, 
OH. Coulter also is a director for 
the national CMSA.

When workers are prescribed 
opioids, case managers can 
carefully monitor their use, looking 
for signs of abuse and trends, 
Coulter notes.

Trends to monitor include the 
doctor or facility where the patient 
receives the medication, how long 
workers have been off work, and 
how early they started on opioids, 
she adds.

“If they start on opioids early in 
the claim then they tend to be off 
work longer and cost more, often 
becoming hooked,” Coulter says.

Temporary disability payments 
cost insurance companies 3.5 
times more when the worker is 
prescribed opioids. Also, opioid 
use leads to a 322% greater 

likelihood of 
litigation, Fraser 
says.

According 
to the National 
Council on 
Compensation 
Insurance 
(NCCI), 38% of 
pharmacy costs 
and work costs 
are for opioids, 
which cost more 
than $1.5 billion 
a year. “Opioids 
contribute to 

more than $100 
billion in lost productivity, medical 
costs, and disability payments 
through workers’ compensation,” 
Fraser says.

Coulter learned about the dark 
side of opioid prescriptions when 
she discovered a worker she knew 
had accidentally overdosed and 
died. “That was when it became 
clear to me this was a major issue, 
especially in Ohio,” Coulter says. 
“In some parts of our state people 
have lined up for blocks to get 
their opioid prescriptions.”

While the Drug Enforcement 
Administration (DEA) might 
close down the more blatant 
opioid prescribers, there remain a 

“IN SOME PARTS 
OF OUR STATE 
PEOPLE HAVE 
LINED UP FOR 

BLOCKS TO GET 
THEIR OPIOID 

PRESCRIPTIONS.”
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number of doctors in every state 
who will overprescribe the drug. 
The CDC reports that Alabama 
has the highest rate of opioid 
painkiller prescriptions in the 
nation with nearly three times as 
many prescriptions per person as in 
Hawaii — the lowest-prescribing 
state.

Fraser and Coulter have spoken 
at national conferences about 
opioid abuse to make certain the 
problem is on the radar for case 
managers. Their goal is to highlight 
how this problem interferes with 
the goal of helping workers improve 
their health and return to their 
jobs. Workers’ motivations crater 
the longer they’re on opioids, they 
say.

“They either lie consciously 
or subconsciously because they’re 
afraid of being off the opioid,” 
Fraser says. “They don’t get out and 
exercise or show up for physical 
therapy.”

Workers who stay on opioids for 
too long become focused on getting 
more opioids and staying home, 
rather than improving their health, 
Coulter says.

Typically, case managers have 
held off on these cases until after 
the worker is on the prescription 
opioid while taking leave from 
work. Then if the person remains 
out of work for several months 
and is still on the opioid, the 
case manager might review the 
file and speak with the physician. 
But since opioid abuse has grown 
significantly in the past decade, 
a proactive approach might work 
better, Coulter and Fraser say.

CMs can educate 

patients

Depending on state laws, case 

managers can educate and make 
suggestions.

“We try to contact the patient 
within three days of injury,” 
Coulter says. “If the doctor 
prescribes a long-acting opioid, 
I’ll plant the seed with the injured 
worker that they’ll need it for 
initial pain relief, but they should 
start backing off on the dosage 
within a few days — depending on 
their injury — because they won’t 
need it for the long term.”

Case managers also can educate 
injured workers about opioid 
addiction and side effects like 
constipation. “There are many 
side effects, including withdrawal 
symptoms, and constipation is 
a major one for a lot of people,” 
Coulter says.

When workers receive opioids, 
case managers could meet with the 
patient and physician and discuss 
the use of short-acting opioids like 
Percocet to help the injured worker 
get through the early aspects of 
their injury, Fraser says. “Often, 
doctors will prescribe the hardcore 
opioids out of habit.”

Case managers might discuss 
alternative methods of pain control, 
Coulter suggests.

“We had one woman who was 
receiving acupuncture and it really 

helped her, and she has backed 
off all prescription medications 
and is doing very well,” she says. 
“Others might try biofeedback or 
get injections of anti-inflammatory 
medication.”

Drug overdoses are on the rise 
in the United States with a 117% 
increase since 1999. It’s the leading 
cause of injury death, and among 
people ages 25 to 64 there are more 
deaths from overdoses than from 
motor vehicle accidents. And more 
than half of these deaths resulted 
from overdoses of pharmaceuticals, 
according to the Centers for 
Disease Control and Prevention 
(CDC) in Atlanta.

Some states have laws and 
resources that help mitigate and 
prevent prescription opiate use, but 
case managers also can be on the 
front lines of those paying attention 
to the problem.

“The case manager is essential to 
holding down the cost of the claim 
and preventing opioid addiction,” 
Fraser says.

“The case manager is the only 
one who is communicating with all 
parties concerned, and we’re always 
the patient’s advocate,” Fraser says. 
“Yes, we want to save costs, and 
we want to make sure they don’t 
become addicted, and we’re the 
ones who help them through their 
injury.”

REFERENCE
1 . Highlights of the 2011 Drug Abuse 

Warning Network (DAWN) findings 

on drug-related emergency 

department visits . The DAWN 

Report . U .S . Department of Health 

and Human Services, Substance 

Abuse and Mental Health Services 

Administration; 2013 . Available 

from URL: http://www .samhsa .

gov/data/2k13/DAWN127/sr127-

DAWN-highlights .htm .  n

“THE CASE 
MANAGER IS 

ESSENTIAL TO 
HOLDING DOWN 
THE COST... AND 

PREVENTING 
OPIOID 

ADDICTION.”
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EXECUTIVE SUMMARY

A new Affordable Care Act demonstration project in Illinois has case managers 

working with a Medicare-Medicaid population to meet their psychosocial 

needs in addition to monitoring their health .

• Called “care coaches,” case managers become the social support elderly 

and disabled people need to stay as independent and healthy as possible .

• The goal of the program is to decrease hospitalizations and coordinate care .

• The program fills a gap in which patients might neglect their health due to 

transportation, mobility, and other issues .

Case managers serve as care coaches for 
Medicaid-Medicare population
Illinois program is model for future

Simply leaving the home is 
terribly complicated for many 

frail and chronically ill people. 
Those who have difficulty walking 
or who need a wheelchair could 
find it takes months or years 
to navigate a healthcare system 
in which paying for personal 
equipment is challenging.

Social services and the healthcare 
system are so complex that even 
professionals can find the process 
frustrating, says Karen Bonner, 
CCM, RN, MBA, field manager for 
Post Acute Network Solutions in 
Rosemont, IL.

“It once took me two days to 
figure out how to get someone a 
seat cushion for their wheelchair,” 
Bonner says.

Sometimes, case managers look 
at each other and ask how their 
clients could possibly manage on 
their own, she says. “How can 
they do this?” Bonner asks. “I tell 
members to call me because they 
don’t have to figure it out on their 
own; we can do it together.”

Under the Affordable Care Act, 
there are demonstration projects 

and incentives to help bridge the 
gap between medical care and social 
services. Some states also have come 
up with strategies, such as Illinois’ 
Medicare-Medicaid Alignment 
Initiative (MAI), which provides a 
new model of coordinated, person-
centered care for Medicare-Medicaid 
enrollees. The initiative launched in 
2014.

Supportive living 

facilities

Illinois also has a Medicaid 
waiver initiative, called the 
Supportive Living Program, that 
serves as an alternative to nursing 
home care for low-income people 
who are older or living with 
Medicaid-eligible disabilities. MAI 
services are available to people 
living at home, in nursing homes, 
or in supportive living facilities.

“In most states, Medicaid will 
pay for people to be custodial 
residents in a nursing home or 
skilled nursing facility,” says 
Kathleen Miodonski, RN, BSN, 

CMAC, vice president of clinical 
operations at Post Acute Network 
Solutions.

“In Illinois, there was the 
thought that some people don’t 
need a nursing home because they 
have higher-level functioning, but 
they need some assistance,” she 
says. “It’s like an assisted living 
facility, but Medicaid pays for it.”

Supportive living facilities, which 
are called SLFs, are less expensive 
and promote some independence. 
Medicaid can pay for personal care, 
homemaking, laundry, medication 
supervision, social activities, and 
recreation.

“The supportive living facilities 
are more of a financial and social 
level of care,” Miodonski says. 
“They can live there based on their 
level of need.”

Residents typically are elderly 
people who are having difficulty 
keeping up with a household on 
their own. They no longer can drive 
or buy their own groceries. They do 
not need continuous nursing care, 
and they are able to handle some of 
their own daily care.

Care coaches

SLF populations are vulnerable 
and can have high hospitalization 
and emergency department visit 
rates, so they were an ideal place 
to focus some of the new MAI 
services, she says. Medicare contracts 
with companies to provide case 
management for care coordination. 
Called care coaches, these nurses 
handle up to 75 members, 
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Miodonski says.
“The goal of our program is 

to decrease hospitalizations and 
coordinate care to keep these people 
as healthy and well as we can,” she 
says.

Since the program is new, data 
on its success is not available. But 
anecdotal evidence suggests it’s 
working, Miodonski says.

“One of our care coaches early 
on talked with a lady who had gone 
out to get a hearing evaluation a 
year or more ago,” she says. “They 
demonstrated she had hearing loss. 
But nobody did any follow-up to 
get her a hearing aid.”

The care coach got involved and 
coordinated the benefit, she adds.

The MAI’s flexibility helps 
improve Medicaid members’ lives 
while providing better, more 
efficient medical care. (See story on 
MAI’s case management services, page 
6.)

Before MAI, the SLFs were 
limited to what Medicaid could 
provide, and there was no case 
management.

“No one was there to coordinate 
the benefits. People would sleep 
there with their needs, and no 
one was there to address them,” 
Miodonski says. “If someone needed 
to go to a doctor and the family was 
far away, then the person would just 
sit there and no one would monitor 
medication use.”

Or, another common scenario 
might take place: A member would 
see two or three different doctors 
for similar problems and be treated 
by each.

In one case, a woman saw 
one doctor for her knee pain and 
another for her neck pain. It didn’t 
occur to her that one doctor could 
handle both problems, and each 
doctor prescribed medication 
without knowing about the other 

one, Bonner says.
“There is potential for 

polypharmacy and overprescribing 
of medications,” she says. “We come 
in and see the whole picture, while 
before everything was so siloed.”

Case studies

Bonner offers a couple of 
examples of MAI members helped 
by the new program.

• A young man with kidney 
disease. One member in his 20s 
had chronic kidney disease. While 
he tried to get on a waiting list 
for a kidney transplant, he was 
hindered by his inability to stay 
out of the hospital long enough 
to get bloodwork completed. Plus 
the young man could not leave his 
home because of mobility issues, 
Bonner says.

“Most of his peers are going to 
college, and he goes to dialysis,” she 
adds.

Care coaching helped the man 
reduce his hospitalizations through 
psychosocial support. A care coach 
helped him improve his diet and 
sleep — both necessary to reducing 
his levels of stress. He had switched 
insurance previously and was 
unable to get a wheelchair, and this 

impacted his independence and 
quality of life.

“I helped him get a wheelchair 
and a bus pass. The last time I saw 
him, he said, ‘I can go anywhere, 
do anything — I’ve got my freedom 
back,’” she says. “And a week or so 
ago, he had his pre-screening done 
to get on the transplant list.”

• An older woman with urinary 
tract infection. When an older 
woman developed a urinary tract 
infection, her doctor planned to 
send her to the hospital for IV 
antibiotics. The SLF staff called 
Bonner to ask for her help in 
keeping the woman at home, since 
that was what she desired.

“I went over there and talked 
with the doctor, who said, ‘I’ve got 
a hospital bed for her, but I will 
give you a couple of hours to see 
what you can do. Otherwise, I will 
send her to the hospital,’” Bonner 
says.

“We made sure the antibiotics 
were delivered, and a home health 
agency helped set it up,” she adds. 
“We made sure it was what she 
wanted, and the facility wanted to 
keep her home and it was set up in 
a couple of hours, so the doctor was 
comfortable with it.”

The woman started the course 
of antibiotics while staying home 
in her apartment near her friends. 
There were no complications, and 
she was healed. “It was a win for 
everyone, and financially it was 
better,” Bonner says.

Care coaches fill in gaps left by 
family members who are either not 
available or who are not able to help 
navigate social support systems or 
advocate for their loved ones.

“This is why case managers are 
going to be needed today and forever 
because the world of insurance and 
medicine is so complicated now,” 
Bonner says.  n

“PEOPLE WOULD 
SLEEP THERE  
WITH THEIR 

NEEDS, AND NO 
ONE WAS THERE 

TO ADDRESS 
THEM.”
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Care coaches assist Medicaid members
Services offered are varied and wide

The care coaching model of case 
management provided through 

the Medicare-Medicaid Alignment 
Initiative (MAI) in Illinois provides 
social support to people at risk for 
escalating health problems.

Care coaches provide follow-
up and care coordination for a 
Medicaid population of elderly 
and disabled members. “We are 
subcontractors of a health plan,” 
says Kathleen Miodonski, RN, 
BSN, CMAC, vice president of 
clinical operations at Post Acute 
Network Solutions in Rosemont, 
IL.

“We introduce ourselves and the 
health plan benefits to residents 
on this list,” Miodonski says. “We 
explain what the program is about 
and what the health plan offers to 
them, and then we do a health risk 
assessment.”

Care coaches, who have nursing 
degrees including BSNs and master’s 
degrees, identify a member’s chief 
obstacles to staying healthy and out 
of the hospital, and implement a 
plan. Their chief attributes include 
organizational skills since they are 
completely independent as they 
work in the field. They also must 
work well under tight time demands 
and manage the documentation and 
review of care plans while balancing 
the needs of up to 75 people, 
Miodonski says.

Here are some of the services 
they provide:

• Refer patients to ancillary 
services. Care coaches might see a 
patient with hearing loss and help 
her obtain a hearing evaluation 
and then get a hearing aid. Or they 
might visit with a patient whose 

chronic pain is due to poor oral 
hygiene, and they’ll refer the person 
to dental benefits, Miodonski says.

• Provide transportation 
set-up. If a plan member’s family 
is unable to drive him or her to 
doctor’s visits, then the care coach 
will find a transportation solution, 
says Karen Bonner, CCM, RN, 
MBA, field manager for Post Acute 
Network Solutions.

• Coordinate care. “One of our 
jobs is to work with a facility and 
the member’s family and have those 
difficult conversations,” Bonner 
says. “Maybe we need to look at 
something different, helping the 
family with advance directives and 
talking about end-of-life care.”

• Find simple solutions to 
obstacles. Bonner helped a man 
whose visual impairment made it 
unsafe for him to walk around alone. 
He was unhappily homebound. “He 
was having all kinds of falls and 
couldn’t go out into the community 
because it wasn’t safe,” she says. “I 
got him a white cane to click from 
side to side to know the pathway is 
clear.”

Bonner obtained a donation of 
the cane from a foundation, and 
she arranged for the man to receive 
training in using it. Now the man 
can walk outside and attend church 
services, which is very important to 
him, she adds.

• Prevent polypharmacy 
problems. Members often have 
12 or more medications, and often 
there are prescriptions that are not 
necessary, Miodonski says.

“We identify how many of 
these medications are necessary 
and whether a member is receiving 

any benefit from them,” she says. 
“In some cases we have found 
there might be three different 
hypertensive drugs ordered.”

The care coach might 
recommend a medication review 
and talk with family members 
about the member’s healthcare 
and medication concerns. “Part 
of the process is to look at which 
diagnoses are identified for the 
member and to see what kind 
of clinical conditions there are,” 
Miodonski says. “Then we compare 
that to the medication list.”

Sometimes care coaches 
will investigate to find out why 
a particular person has two 
hypertensive medications. It could 
be appropriate, or it could be the 
result of the member seeing different 
doctors who were each unaware of 
the other one, she adds.

• Analyze frequent emergency 
department admissions. “Why 
are they going to the emergency 
department?” Miodonski says.

“We found that one of our 
members was going to the ER 
frequently with urinary tract 
infections,” she explains. “We 
worked with physicians to address 
this aggressively to decrease her ED 
visits and hospitalizations.”

• Assist with dietary needs. 
Care coaches sometimes meet with 
members for lunch to see whether 
they are sticking to their doctor-
recommended diet or to learn of 
any obstacles to healthier eating 
habits, Miodonski says.

Sometimes members with 
diabetes or hypertension need some 
assistance in determining which 
foods will help them remain stable.
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• Create tools to assist. 
Creativity is a hallmark of case 
management. One care coach had a 
member who was visually impaired 
and also had difficulty hearing. 
“What this member needed were 

markers and paper to write words 
in big enough letters that she could 
read them,” Miodonski says. “The 
care coach helped her with that.”

Those kinds of small tasks might 
seem trivial, but they can make a 

big difference in a MAI member’s 
life, she adds.

“These things are vitally 
important for people to feel 
connected, to communicate, and 
still feel alive,” she says.  n

EXECUTIVE SUMMARY

Military veterans who recently served in Afghanistan, Iraq, and other countries 

often return home with “invisible” healthcare needs that might be overlooked 

in community healthcare settings .

• The VA offers new veterans case management that includes screening for 

common problems such as post-traumatic stress disorder, traumatic brain 

injury, sexual trauma, and depression .

• VA case managers help veterans navigate the system and receive medical 

and psychosocial care .

• Community case managers should first identify veterans and then make 

referrals to a VA program, where they can be screened for mental health and 

brain injury problems .

New veterans often need specialized services, 
referrals to VA programs
PTSD, brain injury, depression top list of issues

U.S. veterans who have served 
in Afghanistan and Iraq often 

return to their homes ready to re-
engage in their civilian lives. But 
there’s a post-deployment price to 
pay, and it can include “invisible 
injuries” such as post-traumatic 
stress disorder (PTSD), traumatic 
brain injury (TBI), or even suicidal 
thoughts and depression.

They might not be aware of 
their own neurological and mental 
health symptoms, but someone 
should know. When the veteran 
visits a community hospital or local 
providers for care, then case managers 
might assist by addressing their 
hidden psychosocial needs.

“I’d like case managers in civilian 

settings to know that every VA 
hospital has a program for new 
veterans,” says Carolyn G. Dunbar, 
RN, MSN, OEF/OIF/OND RN 
case manager at the Southeast 
Louisiana Veterans Health Care 
System in New Orleans.

“A lot of veterans are ready 
to get home, and they don’t pay 
attention to their own needs because 
sometimes they just want to get 
back into civilian life,” Dunbar 
notes. “They aren’t interested in what 
resources are available for them.”

For instance, combat veterans can 
receive five years of free healthcare 
related to their service injuries if 
they served in Afghanistan and some 
other regions in Operation Enduring 

Freedom (OEF), or in Iraq in 
Operation Iraqi Freedom (OIF), or 
in Iraq after 2010 in Operation New 
Dawn (OND).

Dunbar would like case managers 
and health systems to make certain 
patients who are new veterans do not 
fall through the cracks. One of the 
first ways to prevent this is to screen 
for veterans by routinely asking 
patients if they are veterans and 
when they last served, she says.

“I ask veterans if they went 
somewhere else for healthcare,” 
Dunbar says. “If they say, ‘yes,’ I ask 
them if they told the hospital that 
they were a veteran, and they always 
say, ‘no.’”

From a case management 
perspective, a “yes” answer to the 
new veteran question opens up 
many resource possibilities: A case 
manager can call the VA hospital 
nearest to them and help the veteran 
make an appointment. The VA 
has screening exam services for 
depression, substance abuse, PTSD, 
military sexual trauma, and TBI. 
Case managers also can refer service 
members to the VA’s website for new 
veterans at www.oefoif.va.gov.

“We would like to see every OEF/
OIF/OND veteran,” Dunbar says. 
“Everybody should know about the 
Veterans Health Administration and 
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their services for veterans.”
For instance, the VA’s services 

include case management and 
assistance with finding jobs, 
returning to school, housing, life 
insurance, and prosthetics and 
sensory aids.

There also are specialized services 
for women veterans, who comprise 
the fastest growing group within 
the veteran population. Each VA 
site has a Women Veterans Program 
Manager who advocates for women 
veterans. For this population, the top 
diagnoses are PTSD, hypertension, 
and depression, and 20% of the 
women screen positively for military 
sexual trauma.

Women veterans also can receive 
disease prevention services including 
Pap smears and mammograms, 
birth control, menopausal support, 

nutrition counseling, weight control, 
smoking cessation, and substance 
abuse treatment. Those who have 
been sexually traumatized are offered 
counseling and treatment.

When veterans are referred to 
the VA from military treatment 
facilities, they first are assessed by a 
military assistance case manager who 
determines their needs and makes 
referrals to a VA facility.

“The case manager lets us know 
what their needs are so we can 
provide seamless transition,” Dunbar 
says.

The VA case manager’s role is to 
assist veterans with both medical 
and non-medical needs. The veteran 
might have difficulty financially 
once leaving the service, so the case 
manager might help them address 
this issue, she says.

“We also help with the claims 
process,” she adds.

“New veterans face a change of 
life situation,” Dunbar explains. 
“Some were not on active duty and 
then were called up for deployment, 
and once you return home it’s 
different for you — there are a lot of 
different changes in your life.”

Case managers are there to help 
with those changes and to help 
veterans deal with their losses, 
which could include an actual 
loss of limb or marital issues. “We 
also have services for families of 
veterans so they can understand 
what the veteran is going through, 
and we encourage them to use 
these services,” Dunbar says. 
“Our goal is to provide seamless 
transition into the Veterans Health 
Administration.”  n

Researchers: New resources needed to reduce 
admission variation
Where a patient presents may determine how he or she is treated

Emergency providers determine 
whether to admit patients to the 

hospital every day, but a new study 
suggests that while many of these 
decisions are consistent and clear-
cut regardless of region or hospital, 
for certain common, low-mortality 
conditions, some physicians are as 
much as six times more likely to 
admit patients than others.1

Such findings may not raise 
many eyebrows at first glance, but 
the potential savings that could be 
achieved by reducing this variation 
in decision-making are truly eye-
popping: Study authors estimate that 
the healthcare system could save as 
much as $5 billion a year.

The potential savings come into 

sharper focus when you consider 
the statistics highlighted in the 
research: EDs are the main source 
of hospitalizations in this country, 
and emergency providers make the 
important decision about whether to 
admit a patient as often as 350,000 
times a day.2 Further, the result of 
these decisions is close to 20 million 
admissions per year.3

In light of these numbers, you 
would think that more attention 
would be focused on this area, 
according to Keith Kocher, MD, 
one of the study authors and an 
assistant professor of emergency 
medicine at the University of 
Michigan in Ann Arbor. “I am also a 
practicing emergency physician, and 

from my perspective on my shifts, 
[the decision to admit a patient] 
is by far the decision that comes 
with the most potential costs and 
downstream consequences,” he says.

Kocher acknowledges that 
emergency providers make many 
decisions that come with cost and 
quality implications. For instance, 
whether to get a computed 
tomography (CT) scan on someone 
has been much discussed in recent 
years. However, in terms of impact, 
Kocher suggests that this kind of 
decision pales in comparison to the 
admission decision.

To establish where variations 
in decisions about admission were 
most prominent, and what impact 
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these variations had on mortality, 
researchers analyzed national data 
on more than 28 million emergency 
visits to 961 hospitals in 2010. These 
involved ED visits by adults with 
15 of the most commonly admitted 
medical and surgical conditions.

“What we found is there really 
aren’t any differences or variations 
with respect to those high-risk 
conditions where pretty much 
everybody feels the standard of care 
is to hospitalize,” says Kocher.

For example, the researchers 
report that there was little variation 
between hospitals or physicians on 
decisions to admit for patients with 
heart attacks, acute kidney failure, or 
sepsis.

However, there was considerable 
variation in decision-making for 
patients who presented to the 
ED with chest pain but were not 
experiencing a heart attack. The 
researchers report that patients at 
the hospitals with the highest rates 
of admission were as much as 6.55 
times more likely to be admitted 
than patients who were treated at 
hospitals with the lowest admission 
rates.

There was also variation in 
admission decisions for patients who 
presented with soft-tissue infections 
and asthma-related difficulties. 
Investigators say that some hospitals 
were three times more likely to admit 
these types of patients than others. 
Similarly, patients with chronic 
obstructive pulmonary disease 
(COPD) or urinary tract infections 
were twice as likely to be admitted at 
some hospitals compared to others.

What accounts for this variation? 
Kocher suggests that for many of 
these conditions, there is uncertainty 
in the literature about what the 
optimal admission decision should 
be. “There is just not a lot of 
evidence to suggest what the right 

decision is,” he says. However, 
Kocher adds that there are also non-
clinical factors that can influence 
how admissions decisions are made.

“A lot of times, there are 
important social, family, and hospital 
resource factors that really have a 
big part in admission decisions,” 
says Kocher. “For example, if you’ve 
got someone who is borderline for 
hospitalization, one alternative 
may be to arrange for expedited 
outpatient follow-up care. However, 
whether or not you can arrange that 
from your ED depends on the kind 
of resources in your community or 
what kind of healthcare system you 
work in.”

Kocher adds that in making 
an admission decision, physicians 
consider such factors as whether 
there are pathways to accommodate 
expedited follow-up or mechanisms 
for delivering some of the needed 
care in the home setting. Further, 
while there is plenty of evidence 
that providers working in the same 
work setting can make different 
decisions regarding admission, it is 
also clear that culture plays a role in 
determining how things are done in 
the ED.

“If you come in as a new provider, 
you quickly sort of adapt to what 
everyone else is doing,” says Kocher. 
“There are just so many factors that 
can influence this, and I think that is 
why you see a lot of this variation. It 
is in those conditions where there is 
a lot of gray.”

Find better resources

Despite the uncertainty 
involved with making admissions 
in borderline cases, the researchers 
note that in all five of the conditions 
for which they found variation in 
the admission decisions, the in-

hospital mortality rate was very 
low. Further, the estimated in-
hospital charges associated with 
these types of admissions were in 
excess of $52 billion, although 
payments to hospitals for these 
charges were probably closer to $16 
billion, according to researchers. 
Nonetheless, the researchers note 
that there is still a clear opportunity 
for potential savings.

Amber Sabbatini, MD, MPH, 
the lead author of the study and an 
instructor of emergency medicine 
at the University of Washington 
in Seattle, says that the findings 
underscore the need to find better 
ways of determining which patients 
with less serious medical conditions 
are at the highest risk of having 
serious complications and, therefore, 
need to be hospitalized.

“The important thing is that 
sometimes the type of care you 
get depends on where you show 
up, so the same patient is treated 
differently at different places,” says 
Sabbatini. “The fact that hospitals 
are so different from each other and 
that entire groups of emergency 
physicians are, in some cases, 
behaving so differently would 
suggest that there are opportunities 
to reduce the variation, and that 
may actually mean creating better 
resources and tools.”

In cases in which admission 
decisions are appropriately variable 
due to a scarcity of resources in the 
community for follow-up care, then 
solutions would involve creating 
lower-cost, more efficient alternatives 
for patients, says Sabbatini. Further, 
she adds that this is an area that is 
ripe for improvement, but too often 
overlooked.

“While there has been increasing 
interest in the formation of ACOs 
[accountable care organizations], 
the creation of bundled payments 
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for inpatient care … and moving 
care to medical homes, the ED 
has sort of been lost in all of that,” 
says Sabbatini. “Part of what my 
co-authors and I were trying to do 
[with this research] was highlight 
the importance of the ED as a 
center for care coordination, and 
to think strategically about how 
we could use the ED to help create 
care that is more coordinated and 
efficient.”

Potential solutions include 
the more effective leveraging of 
case managers and social workers 
to help with transitions and a 
more responsive outpatient care 
environment, says Kocher. “You 
really need to have those [resources] 
in place to allow these types of 
decisions to happen.”

Payment reforms would 

help

Sabbatini and Kocher agree 
that payment reforms are needed 
to ensure that patients are not 
admitted for financial reasons. 
Kocher notes that there have 
been some high-profile cases in 
which emergency providers were 
improperly incentivized to admit 
patients because they brought in 
revenue for hospitals. However, he 
observes that the opposite scenario 
is also possible for hospitals that 
are located in areas that serve large 
numbers of uninsured patients.

It is clear that under new 
shared-risk models, it is going to 
be increasingly less profitable for 
hospitals to admit patients, says 
Sabbatini. “At the same time, 
hospitals have to find ways to stay 
profitable, and this might actually 
be driving the development of more 
cost-efficient alternatives,” she 
explains.

At the institutional level, 
emergency medicine leaders need 
to be actively involved in devising 
these solutions, adds Sabbatini. 
“That means creating local 
resources for patients, improving 
efficiency, and also assisting 
physicians with appropriate 
decision-making,” she says. “I’ve 
seen interdisciplinary protocols 
that are created for the ED to 
guide practice be very effective at 
standardizing practice.”

Kocher agrees that solutions 
need to come at the group or 
department level, as well as at the 
hospital and system levels. “As 
hospitals become more integrated 
with outpatient care and with 
things like the ACO structure, 
these types of changes become 
more feasible because they really 
require coordination between the 
ED, which rests in this gray area 
between the inpatient and the 
outpatient, and the outpatient part 
of delivery system,” he says. “If you 
start thinking about how to create 
alternatives to hospitalization, that 
really requires resources in place to 
facilitate these alternatives.”

Since it can take time to 
facilitate alternative plans, policy 
makers may need to revisit the 
metrics that are used to assess 
EDs and emergency providers, 
says Kocher. “There is certainly 
a lot of pressure on emergency 
physicians to make quick and 
timely dispositions of their 
patients, but it may be important 
to become more flexible about this, 
and allow for potentially longer 
ED stays if it allows for these 
alternative plans to develop,” he 
explains. “Unfortunately, this runs 
counter to a lot of how emergency 
medicine works where some of 
the administrative quality metrics 
are all about decreasing length of 

stay (LOS) and shortening time to 
discharge.”

Kocher acknowledges that such 
metrics are important markers of 
patient satisfaction, but he suggests 
that added flexibility on these 
measures could potentially improve 
the patient experience in many 
instances. “We are talking about 
enhancing that experience with what 
might be the sacrifice of a longer 
LOS,” he says.

If emergency providers don’t 
fully engage on these issues, then 
other voices will surely fill the void, 
according to Kocher. “We need to 
recognize that, particularly in this era 
of increasing cost consciousness, we 
need to be proactive within our own 
backyard,” he says. “Increasingly, the 
federal government and other payers 
are going to be looking at these types 
of issues for emergency medicine. 
We need to be ready to respond to 
those pressures.”

Sabbatini agrees, noting that 
there is a lot of responsibility on 
the practicing physician to advocate 
for the care of their patient. “That 
means we don’t take a back seat,” she 
says. “We proactively work together 
to create a united front.”
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 n Improving communication 
between CMs and patients, and 
CMs and HCWs

 n Pain management through care 
continuum

 n Removing barriers to care access

 n How navigators help improve 
outcomes

COMING IN FUTURE MONTHS

Hypertension a risk for many hospital workers
Stress triggers include job insecurity, hostile workplace

H ypertension is a major risk 
factor for cardiovascular disease 

and other leading causes of death, and 
now a new study has found that some 
hospital workers have significantly 
higher risk of developing the disease.

Hospital workers have an 18% 
greater chance of dying from 
hypertensive disease as someone in 
the general population, according to 
the Centers for Disease Control and 
Prevention’s (CDC’s) workplace safety 
data.1

However, when researchers, 
using the 2010 National Health 
Interview Survey, recently compared 
hypertension by profession they saw 
a slightly different picture: nurses, 
physicians, and pharmacists reported 
hypertension at a rate quite similar 
to the general population. But 
significantly higher rates of the disease 
were reported by staff in health 
care support positions, including 
nursing assistants, phlebotomists, 
pharmacy assistants, and medical 
transcriptionists, says Haripriya 
Kaur, MPH, PhD-candidate, an 
instructor at the University of 
Nebraska Medical Center in Omaha. 
Kaur worked with CDC investigators 
on the recently published study.

“We looked at hypertension and 
four factors: worried about being 
unemployed, being threatened or 
harassed on the job, working long 
hours, and having difficulty balancing 
work and family responsibilities,” 
Kaur explains. “Our study found 
that hypertension was higher among 
workers worried about becoming 
unemployed and among those 
working in hostile environments.”

Investigators concluded that the 
stress associated with job insecurity 

or a hostile work environment should 
be addressed by employers to improve 
workers’ health.2

Employee health programs 
should address both individual and 
workplace factors that contribute to 
hypertension, Kaur suggests. “More 
in-depth studies are needed,” she 
adds. “We think there is a need to 
consider workplace interventions 
aimed at reducing hypertension, 
as well as addressing individual 
behaviors involving diet and exercise.”

For instance, a hospital could 
provide counseling for employees who 
say they are experiencing a hostile 
work environment or stressful shift 
work, Kaur says.

“There definitely is a lot of stress 
in the hospital with people working 
odd shifts and night shifts,” she says. 
“A changing sleep pattern can be 
responsible for those things. It has 
been shown that night shift workers 
have a higher risk of hypertension, 
and they might smoke more or have a 
higher intake of caffeine.”

Employee health directors can 
educate staff to report workplace 
problems that cause them stress. “This 
question needs to be asked more,” 
Kaur says.

There was no hypertension 
association with those reporting long 
work hours and having difficulty 
balancing family life and work. Job 
insecurity also was associated with 

higher risk for hypertension, and 
this could also be a problem more 
for lower-level hospital workers 
than for nurses, pharmacists, and 
physicians.

“We cannot say why there was a 
higher risk among lower level health 
care workers,” Kaur says. “Possible 
reasons could be their lower level 
socioeconomic status and their 
working more odd shifts.”

Researchers did not take into 
account shift work, although other 
studies have found an association 
between shift work and hypertension, 
she says. “So that could be a reason,” 
Kaur says. “Shift and night work 
interfere with cortisol levels and could 
be a reason why these workers have 
increased stress.”
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1. How common is drug abuse — 

including prescription opioid 

abuse — in the United States, 

according to data from the 

Centers for Disease Control and 

Prevention?

A . There has been a 117% 

increase in drug overdoses since 

1999

B . It’s the leading cause of injury 

death, and more than half of 

these result from overdoses of 

pharmaceuticals

C . It results in 2 .5 million 

emergency department visits

D . All of the above

2. The Illinois Medicare-Medicaid 

Alignment Initiative (MAI) 

provides case management 

services for Medicare-Medicaid 

members with this goal in mind:

A . To return chronically ill 

members to better health so they 

can return to their homes and live 

independently

B . To decrease costs and help 

members find private insurance 

coverage

C . To decrease hospitalizations 

and coordinate care to keep 

people as healthy and well as 

possible

D . All of the above

3. Which of the following is not 

one of the services a Medicare-

Medicaid Alignment Initiative 

care coach might provide 

members?

A . Give family members respite 

care

B . Provide transportation set-up

C . Find simple solutions to 

obstacles

D . Prevent polypharmacy 

problems

4. Which of the following are 

the three top diagnoses for 

new combat veterans who are 

women?

A . Hypertension, drug abuse, 

military sexual trauma

B . Depression, cancer, coronary 

disease

C . Post-traumatic stress disorder, 

hypertension and depression

D . Military sexual trauma, drug 

abuse, depression
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