
Integrated program gets injured
workers back on the job quickly
Disability, health care case managers work together

Employees who are injured or ill return to work full time more
quickly and experience a shorter period of disability when the
health care components and disability components of an insur-

ance company work together, a CIGNA study of 60,000 short-term dis-
ability claims has shown.

“The health care nurse case managers who coordinate the medical care
and the disability nurse case managers who get involved when the patient
files for disability play different roles in getting disabled patients back to
work. Each role is essential for optimal patient recovery,” says Angelica
Greene, MHS, CRC, manager of medical and vocational resources.

CIGNA launched its Disability and HealthCare Connection approach
to caring for injured workers in 2002, taking a holistic view of an indi-
vidual’s disability. The approach integrates the services provided by
disability nurse case managers and medical nurse case managers to
facilitate recovery and return to work. 

The study, conducted last year, showed that disability durations were
12% shorter and return-to-work rates were 6% higher among employers
who had CIGNA Disability and CIGNA HealthCare coverage. 

At CIGNA, the health care nurse case manager coordinates injured

Providing the highest-quality information for 16 years

NOW AVAILABLE ON-LINE!
Go to www.ahcpub.com/online.html for access.

JULY 2005
VOL. 16, NO. 7  •  (pages 73-84)

IN THIS ISSUE
■ Return to work: Integrated
program helps injured workers
experience a shorter period of
disability . . . . . . . . . . . . cover
■ Case study: Team approach
gets injured man back to 
work . . . . . . . . . . . . . . . . . . 75
■ Pay-for-performance:
Physician incentives aim to
improve performance . . . . . 76
■ Injury management: Workers’
comp program fixes gaps, adds
accountability . . . . . . . . . . . . 78
■ Dealing with impaired
colleagues: What to do if a 
co-worker has a problem with
drugs or alcohol . . . . . . . . . 80
■ QIOs: Health care managers
give QIOs high marks in new
study . . . . . . . . . . . . . . . . . 82
■ Inserted in this issue:
— 2005 salary survey

Financial disclosure:
Editor Mary Booth Thomas, Editorial
Group Head Coles McKagen, and
Managing Editor Russell Underwood
report no consultant, stockholder, speaker's
bureau, research, or other financial relation-
ships with companies having ties to this
field of study.

CMA to sponsor CCM certification prep course

On August 20, Case Management Advisor newsletter will sponsor a one-
day preparation course for case managers planning to take the Certified

Case Manager examination. Taught by case management expert Sandra
Lowery, RN, BSN, CRRN, CCM, CNLCP, president of CCMI Associates Inc.,
the eight-hour course will be held in Atlanta on the campus of Saint Joseph’s
Hospital from 8 a.m. to 5 p.m. Register by July 29 to receive a $50 discount off
the regular price of $249. For information, contact Thomson American Health
Consultants customer service at (800) 688-2421.  ■



patients’ care while the patients are in the hospi-
tal, ensuring appropriate and consistent care, fol-
lowing best practices and clinical guidelines.

The disability nurse case managers get involved
once the member has filed for disability benefits.
They concentrate on the patient’s functional capac-
ity, making sure that the treatment plan supports
return to work. They investigate and document
the medical limitations or barriers that limit func-
tionality and could inhibit the patient from return-
ing to work. They partner with the vocational

rehabilitation counselors who coordinate a return-
to-work plan with the employer.

In some cases when the vocational rehabilita-
tion counselor finds out the physical require-
ments of the claimant’s job, the disability nurse
case manager may get involved again, gathering
medical information about how the member’s
condition may impede his or her ability to per-
form all the functions of the job. 

The health care case managers and disability case
managers stay in touch with each other through the
CIGNA intranet and over the telephone.

The team takes a proactive approach to ensur-
ing a successful return to work. If patients file
for disability while they’re still in the hospital,
the disability nurse case manager and the health
care nurse case manager may coordinate the
case simultaneously.

“If a patient’s condition is likely to mean that
they qualify for disability benefits, the health care
nurse case manager will ask the patient if they
have filed for the disability benefits. The more
proactive we are with early intervention, the bet-
ter we can make an impact,” Greene says.

HIPAA regulations require the health care nurse
case managers to get signed permission to share
any medical information with the disability nurse
case managers, she points out.

While the health care nurse case managers look
at diagnosis and a treatment plan, the disability
nurse case managers concentrate on the mem-
bers’ functionality and how it can affect his or 
her return to work. 

Whenever necessary, the nurse case managers
pull in other professionals to get the member the
help he or she needs.

Patients who are ill or injured also may have
chronic illnesses, including clinical depression,
which occurs in approximately 45% of cases,
according to Lynette Dean, RN, CCM, senior
nurse case manager.

For instance, CIGNA’s study showed that
chronic health issues, such as heart disease, dia-
betes, and low back pain account for 56% of
short-term disability-related medical costs. 

When the disability nurse case managers
encounter clients with a chronic disease, they
refer them to CIGNA’s WellAware disease man-
agement program when appropriate for help in
managing it. In some case, the disability nurse
case managers contact the health care nurse case
managers to discuss the problem. 

“Injured or ill workers often have multiple
problems, including depression, financial loss,
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and difficulties with personal or family relation-
ships. It may take a team approach to help with
all the problems,” Dean points out. 

When the disability nurse case managers iden-
tify an injured or ill worker who has psychosocial
needs or concerns, they transfer them immedi-
ately to an employee assistance program or ask to
refer them to a behavioral health program.

“CIGNA takes a global look at returning peo-
ple to a productive lifestyle by involving the
health care nurse case managers, the disability
nurse case managers, and vocational rehabilita-
tion counselors,” Greene says.

For instance, the disability nurse case managers
call on their counterparts in the health care case
management arena for help in complex cases,
when patients have multiple problems and are
being treated by multiple physicians.

“They can verify treatment providers and
partner with them to get approval for a treat-
ment plan that might help the member return 

to work,” says Greene.
CIGNA’s integrated approach to disability

management includes a strong educational com-
ponent to ensure that every person involved in
the member’s care understands his or her disabil-
ity, limitations, and abilities, she notes.

“Many times physicians and the case managers
on the health care side have no contact with the
patient’s employer and may not be as familiar
with the accommodations that may be made for 
a successful return to work,” Greene says. 

CIGNA has produced an on-line disability tool
kit that educates physicians and their office staff
on the disability process and how the disability
management process can help in the treatment
and recovery plan of their patients.

“Physicians focus on disease processes, what
kind of treatment should be happening, and what
the outcome should be. When someone who is
injured or becomes ill goes to the physician, the
concentration is often on just relieving the patient’s
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Team approach gets 
injured man back to work
Case study illustrates integrated approach

At CIGNA, disability nurse case managers often
partner with nurse case managers from the

health care side of the company to facilitate getting
an injured worker back on the job. 

This case study illustrates how the company’s
integrated approach to disability management works.

A 48-year-old employee at a manufacturing com-
pany was stricken with kidney failure, complicated by
diabetes and hypertension. He later experienced kid-
ney failure that required dialysis. After nearly 30 years
of experience on the job, he was hospitalized and filed
for short-term disability benefits. His disability nurse
case manager partnered with the claims adjustor to
determine the patient’s condition and assess his abil-
ity to return to work.

“He was a good employee who had been on the
job for 29 years. When he applied for disability, we
saw that he was motivated to return to work. We
began coordinating and facilitating the process for
that to happen,” says Lynette Dean, RN, CCM
senior nurse case manager.

The disability nurse case manager partnered with
CIGNA’s health care nurse case manager to coordi-
nate the care until the member was well enough to
get back to work, calling in a vocational rehabilita-
tion counselor to work on job accommodations as

the patient’s condition improved.
The nurse case manager on the health care side

already was involved with the five physicians providing
care for the member when he filed his disability claim.
She worked with the physicians on the treatment 
plan, kept the disability nurse case manager apprised
regarding his condition, and provided the records they
needed to determine his return-to-work status.

“The health care nurse case managers were able
to get his medical information quickly because they
already had a working relationship with the physi-
cians. By working closely with these health care
nurses, I was able to get timely information and a
good assessment of what was happening on the
case. There were so many changes in his condition
based on his treatment and the multiple comorbidi-
ties,” Dean reports.

The team followed the patient for three months,
eventually getting all five physicians to certify that
he could return to work.

The vocational rehabilitation counselor worked
out job accommodations with the employer after the
case managers received approval from the providers
for the member to go back to work. At that point, the
health care nurse case manager arranged for the
member to get dialysis in the evening so he could
work almost all day.

“We worked as a team to get him to the point that
he could go back to his primary care physician and we
were able to keep him from going into long-term dis-
ability,” adds Angelica Greene, MHS, CRC, manager
of the medical and vocational resources at CIGNA. ■



symptoms. We want them to go to the next step
and look at how the injury or illness will affect the
patient’s ability to return to work at their own job
or another job,” Greene says.

The toolkit includes information on return to
work and modified duty, common disability
terms, and the basics of short-term and long-
term disability.

“It was designed to help health care profes-
sionals, including physicians and their office
staff, understand the disability claims process
and how we make claims decisions. We want
them to be able to understand how they can get
more effectively involved with disability nurse
case management,” Dean says. 

The team works with the physicians to over-
come barriers to returning the employee to work.

The physician may not be aware that that the
employee could go back to work part time with
job modifications or the treatment plan lacks a
focus on return to work.

“Sometimes, there are real challenges to getting
a patient back to work. We encourage the doctors
to tell us when it’s reasonable for an employee to
have a change in functionality and encourage
them to include return to work in the treatment
plan,” Dean says.  ■

Physician incentives aim
to improve performance 
Health plan develops program for specialists

Horizon Blue Cross and Blue Shield of New
Jersey is taking physician pay for perfor-

mance to a new level, embarking on a plan to pay
a higher standard fee to specialists who outper-
form their peers.

The new program, scheduled to go into effect in
January, is the outgrowth of a series of incentive
programs beginning in the mid-1990s, according
to Nicholas Bonvicino, MD, MBA, senior medical
director for clinical network management at the
Newark-based health plan.

“Most of our reporting, profiling, and incentives
had revolved around the primary care physician.
We decided it was time to pay more attention to
what specialists are doing and develop incentives
or pay for performance for them,” he says.

Horizon began developing the specialist

incentive program two years ago, as the New
Jersey marketplace shifted. 

“We are moving away from selling managed
care gatekeeper-type products. Most of our mem-
bership group has been in open-access products
and PPOs. Most of the cost of care that is gener-
ated in the new health care environment comes
from chronically ill patients and their care from
specialists,” Bonvicino says.

Employers and consumers are looking for and
physicians are demanding public reporting of
physician performance, but most of the physician
performance quality measures have been directed
at primary care physicians and most have dealt
with the same five disease states: diabetes, hyper-
tension, coronary artery disease, congestive heart
failure, and asthma, he points out.

“It’s the same indicators over and over. Nobody
looks at what specialists are doing. The indicators
that have been developed work well for primary
care physicians and some cardiologists, but they
don’t tell you what you need to know if you are 
a patient and are trying to determine which sur-
geon or orthopedist or gastrointestinal specialist
to choose,” Bonvicino says. 

Horizon Blue Cross Blue Shield of New Jersey
began to develop its pay-for-performance pro-
gram for specialists by creating balanced score-
cards for all its major high-volume specialists,
including primary care physicians, and looking 
at all the dimensions for physician performance.

When the health plan embarked upon its pro-
gram to create performance profiles for specialists,
the team found it a challenge to find well-written,
evidence-based guidelines that could be used to
measure how a physician provides care to his or
her patients.

“Most guidelines are loose and allow a lot of
room for interpretation. We wanted something
that looks more like a protocol, and there are
almost none outside of internal medicine and
pediatrics,” Bonvicino says.

The health plan developed its own way of pro-
filing physician performance and created a physi-
cian scorecard that measures performance using
three indicators: technical quality of care, cost
efficiency, and pharmaceutical dispensing.

“We chose those three areas where we have the
best data and the cost of data isn’t prohibitive. We’d
like to measure member satisfaction but we have
16,000 physicians in our network, and to get statisti-
cally significant data would be cost-prohibitive,”
Bonvicino reports.

The plan chose indicators that it could measure
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from claims data and began building balanced
performance reports. 

The plan has created scorecards for cardiology,
pulmonary medicine, orthopedics, obstetrics/gyne-
cology, and gastroenterology. They are working on
scorecards for internal medicine, pediatrics, and
family practice and plan to look at urology, general
surgery, and ear, nose, and throat specialists in the
future.

“The goal is to be able to provide the doctors
with a report on how they perform in comparison
with their peers,” Bonvicino explains. The health
plan built quality metrics by looking at high-cost
and high-volume disease within each specialty
and doing a literature search for evidence-based
guidelines.

“We have tried to develop quality measures
that measure the physician’s ability to conform
with the guidelines,” he says.

For instance, if a patient has condition A and
the guidelines say he needs X test, the plan tracks
how many of a particular physician’s patients
have had that particular test.

They look at postoperative adverse events
among all patients who have had that particular
type of surgery. For instance, with major orthope-
dic procedures, the plan tracks diagnoses that are
indicative of an adverse event within 30 days of
the surgery.

“In reality, we don’t really know by looking at
the administrative data if every single one that
happened was because of the procedure. We’re
softer with that language,” Bonvicino says.

The health plan risk-adjusted the data, using
diagnostic cost groups so that doctors who take
care of sicker patients aren’t unfairly compared 
to doctors who treat patients with less-intensive
needs.

“We are working on our ability to look at mea-
sures, assign certain weights, and rank the physi-
cians. We want to have some objective way of
looking at who is best in the network,” Bonvicino
reports.

To measure cost efficiency, the plan uses
episode treatment groups from Phoenix-based
Symmetry Health Data Systems Inc. The software
measures the actual cost of treating an episode of
illness and provides a standard way of contrast-
ing cost between a physician or hospital. 

It includes the cost of a treatment facility, drug
costs, and any other claim that comes with an
episode of illness.

For instance, it compares the cost of treating
ulcerative colitis by one physician in one hospital

with the cost of the same disease treated by
another physician in another hospital.

Goal is three-tiered fee schedule

The software tracks all inpatient and outpatient
procedures, tallies all the claim costs, and creates an
efficiency index by physician showing the average
cost of care of patients treated by that physician and
comparing it to the average cost in the network.

“By looking only at those episodes where the
physician is deemed to be the one accountable for
the treatment of an illness, we can compare and
contrast the relative cost efficiency of one doctor
with another who is taking care of the same dis-
ease process across the network,” Bonvicino says.

The health plan’s goal in January 2006 is to
have a three-tiered fee schedule based on ranking
of physicians.

Under the plan, the physicians who are in the
top tier receive a fee schedule that is higher than
standard. Those in the third tier get fees that are a
little less than standard.

“The people in the middle, whom we anticipate
will be the majority of doctors, will get the stan-
dard fee schedule. There will be a significant num-
ber of doctors who don’t have enough events to
statistically measure them. These will also wind
up in the middle,” Bonvicino says.

The three-tiered reimbursement model will
pay physicians according to the quality of perfor-
mance. Those whose quality is highest will get
paid more for the same procedure.

Horizon Blue Cross Blue Shield plans to begin
in January with some of the specialties and phase
the rest in over the course of the year. 

The health plan has begun sending out the
scorecards as information only and telling the
physicians that pay for performance is on the
horizon. 

In the past, the physicians have accepted the
incentive plan well. Other than having to review
reports and meet with health plan representa-
tives, there is only an upside to the incentives,
Bonvicino points out.

“This is a situation where there are going to be
some winners and some losers. It may generate a
lot of tension,” he says.

The health plan began looking at primary care
incentive programs in the mid-1990s, Bonvicino
says.

“We had a great deal of interest in the role that
the primary care physician plays in the managed
care products. We designed a generic primary
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care incentive program,” he says. 
The program was designed for primary care

groups that were large enough to manage their
populations and rewarded them for population
management rather than management of individ-
ual patients.

Horizon Blue Cross Blue Shield of New Jersey
set thresholds of performance for various HEDIS-
based quality measures and required that the
physician group meet or exceed the thresholds. 

“We used referrals to and involvement of their
patients in our disease management programs and
looked at satisfaction with the primary care physi-
cian by patient, voluntary disenrollment by the
patients from the primary care physician, and the
ability of the physician group to develop and imple-
ment in their practice evidence-based guidelines for
care,” Bonvicino says.

The primary care physicians receive a per-
member per-month payment for meeting quality
goals in addition to their regular reimbursement.
The bonuses for performance are paid once a year.

“We have a cost management program, a gain-
sharing program in which we measure the cost 
of the group’s entire panel of patients on a per-
member per-month basis throughout the year
and look at how our network was performing. If
the cost of the group’s panels is below the overall
cost of the network, we share back a percentage
with the physicians,” Bonvicino reports.

The gainsharing program includes the entire
cost of the panel of the patients regardless or
whether the primary care physician delivered the
service. For instance, if patients are referred to a
specialist, the cost of their care still would count.

“The initiative is about the primary care physi-
cian’s ability to do care management. Ideally in a
managed care world, the lowest provider is the
least expensive and is capable of providing qual-
ity care,” Bonvicino says. The physicians had to
score well and pass the quality part of the pro-
gram to receive any money at all. 

“We had what we thought were sufficient
checks and balances to avoid reimbursement for
nondelivery of care. They had to hit the quality
side. It doesn’t help them to put off delivering
care,” he adds.

The program was aimed at large primary care
physician groups, most of which were capitated.

The health plan ultimately came up with a dif-
ferent model for pediatricians that looks at the
kinds of services they provide in their office as
opposed to managing the entire cost of care.
Pediatricians received additional points for

providing greater ranges of services and prevent-
ing emergency department avisits.  ■

Injury management 
brings cost savings
Using tight controls means a safer workplace

Gaps in the system are costing you money:
the injury that isn’t reported right away; the

employee who doesn’t keep a doctor’s appoint-
ment; and the supervisor who doesn’t make an
effort to find a position for an employee with
temporary restrictions.

By fixing the gaps and adding accountability
through an injury management system, Winona
(MN) Health reduced workers’ compensation
costs from $231,000 to $56,000 in one year alone.
And that is just one example of how companies
can improve their care of injured workers — and
their bottom line.

“There’s kind of a knowledge gap,” explains
Cheryl Brennan, RN, MA, loss control supervisor
with Berkley Risk Administrators in Minneapolis,
who consulted with Winona Health, which has a
hospital, long-term care facility, physician clinic,
assisted living, home care, and hospice. “If every-
body knows and understands what their role is
and what they’re accountable for, everything starts
working smoothly. You can have very immediate
results with this [injury management] program.” 

At Winona Health, injury management is
entwined with an effort to improve the safety
culture. For example, the health system recently
added lift equipment and trained employees on
the use of the equipment.

The health system also added personnel to the
employee health department by increasing the
employee health nurse to a full-time position and
adding an occupational therapist with expertise
in ergonomics.

The occupational therapist observes employees
as they’re using the lift equipment and provides
on-site training, says William Gould, SPHR, chief
people resources officer. “I think it plays a key
role in how we’re managing the injuries and how
we’re getting people back to work.”

But the changes at Winona Health went far
beyond a boost in the employee health depart-
ment. The health system rewrote policies and
emphasized accountability at every level.
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“If you’re going to do this, you really need to
dedicate the necessary resources to do it well,”
says Gould. “It takes a tremendous amount of
work to get these processes and policies set up,
and then you have to dedicate resources to keep
it going. “It can’t be a matter of your employee
health or safety department taking over the pro-
cess. It has to be owned by the managers and
supervisors,” he says.

The payoff is well worth it, he points out. The
health system had fewer reportable injuries (a 30%
reduction in the U.S. Occupational Safety and
Health Administration incident rate) and fewer
serious injuries (a 75% reduction in the lost work-
day rate). Employees also feel more valued when
their employee makes their safety a priority, Gould
adds.

“As an employer, you have to say, ‘We care
about you,’” says Brennan, who developed the
injury management program with senior claim
examiner Michelle Dressler. “All the way along
the pathway, there are opportunities to intervene,
to make this go better for the employee.” Here
are some other basic steps in injury management,
according to Gould and Brennan:

• Revamp your policies and procedures.
Gould set up a work injury management team

made up of a physical therapist, occupational ther-
apist with ergonomics training, employee health
nurse, and managers of high-risk areas experienc-
ing a lot of workers’ compensation claims. The
team met every other week and reviewed cases as
it developed new policies, procedures and train-
ing. For example, each job now has a detailed
physical requirements assessment.

Job descriptions also need to be revamped to
include accountability for safety practices and
injury management, Brennan notes. For example,
employees have the responsibility to report injuries
immediately, keep appointments for doctors and
therapists, and comply with restrictions if they’re
injured.

Supervisors need to report injuries promptly,
follow up with employees who are out of work,
and notify managers if the injured employee
doesn’t show up to an alternate duty shift.

• Designate personnel to handle injury
management.

Good injury management requires time and
focus. It means calling an employee to find out
how a doctor’s appointment went. It means
checking up on whether a transitional duty job is
working out. It means finding out if pain is being
managed properly and whether the employee is

having any new medical problems.
“It really does take a dedication of resources,”

Brennan notes. “The very front end of it is labor-
intensive — looking at new policies and proce-
dures, and looking at new training. I think a lot of
times it’s going to take more resources than peo-
ple are currently dedicating to managing this.”

• Hold people accountable at every level.
Brennan recalls one case in which an employee

reported an injury to a nurse manager. The nurse
manager let the report sit on her desk for two weeks
without notifying anyone. The insurance company
and state department of labor received late reports.
That type of behavior could have serious repercus-
sions and should be treated accordingly with disci-
plinary action, she says. “The employees might not
be getting the appropriate medical care they need. 
If they’re off work and no one knows about it, they
might not be getting their benefits.”

Brennan developed forms that incorporate
accountability. For example, injured workers sign
a form indicating they understand their responsi-
bilities (such as keeping scheduled appointments
and obtaining a Report of Work Ability from the
physician at least once every two weeks) and will
comply with them. The Work Ability/Return to
Work form asks if work restrictions apply to the
home environment. If not, the physician is asked
to explain why.

“This is a point of leverage,” adds Brennan, 
who notes that the employer can then hold an
employee accountable for activities outside of work
that aggravate the work-related injury. The ultimate
accountability comes from tracking data. Are your
injury rates going down? What about lost time
days? Or the cost and number of indemnity claims?

Top leadership in the hospital also needs to
support the program. “Everybody in the organi-
zation needs to know and understand the role
that they play,” she explains.

• Respond to injuries immediately.
Timing is everything. Prompt medical care may

help employees recover more quickly. Getting back
to work right away, even if it’s restricted duty, will
help them transition back to their original position.

To support that system, make sure each depart-
ment has transitional duty jobs available, Gould
advises. Winona Health moved the cost of the
transitional duty out of the individual depart-
ment budgets and tracks it separately to make it
more palatable for supervisors. “Previously, we
sent communications out to managers and asked
them if they needed any additional work in their
areas,” he says. “But managers really didn’t have
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an understanding of why we were doing this or
how it would impact their budget.”

Meanwhile, cases are reviewed at least weekly
and the work injury management team meets
every other week. “We’re actively managing 
the cases we do have and really working with
employees to make sure they’re in proper treat-
ment, with the goal of getting them back into
their pre-injury position,” Gould points out.

• Deal with the few abusers of the system.
Some people will try to take advantage of the

workers’ compensation system. They may be
repeat filers of claims. They may skip appoint-
ments and fail to show up for alternate duty.

“Certain employees with high-risk behavior
are going to act out and test you and your injury
management program. What they count on is the
injury management lead or manager/supervisor
backing away from the conflict,” Brennan notes.
“The result is the employee is left alone to drive
the case, so to speak, and costs skyrocket.”

Simply follow through with your policies, fol-
lowing up with phone calls and using disciplinary
procedures, if necessary, Brennan advises. Eventu-
ally they will either straighten up or find another
job.

“They will take themselves out of your work
environment because they won’t want to go
through this,” she says.  ■

How to confront an
impaired colleague
Direct, compassionate intervention by peer can help

Suspecting that a colleague might be impaired
by drugs or alcohol is difficult; knowing what

to do with those suspicions is even harder.
According to some experts, simply broaching

the subject with a colleague in a collegial, caring
manner is all it takes for the doctor or nurse to
acknowledge the problem and seek help. And once
that happens, in most cases, recovery is successful.

According to research, nurses and physicians
succumb to alcohol addiction at about the same
rate as the general population. Their rate of addic-
tion to prescription drugs, however, is estimated to
be 50% greater than that of the general public.

By the time co-workers notice that something
is wrong, the problem probably has been going
on for some time, says one expert.

“Frequently, work is the last place [impairment]
is noticed,” says Roland W. Gray, MD, medical
director for the Tennessee Medical Foundation, one
of the nation’s oldest and most successful physi-
cian assistance programs. It is the charitable arm of
the Tennessee Medical Association. “By the time
it’s noticed at work, things can be fairly far along.”

Experts in physician and nurse addictions say
that’s because nurses and doctors are smart, well
educated, and good at what they do.

“Often, it’s our best people,” says Laurie
Badzek, RN, MS, JD, LLM, director of the Silver
Spring, MD-based American Nurses Association
Center for Ethics and Human Rights. “They have
such good clinical skills that they can be impaired
and still be functioning at a good level. But even-
tually, it catches up [with] them.”

Though getting medical professionals well and
back to work takes up most of the time in a recov-
ery program, and ideally, the doctor or nurse can
continue working while recovering, Gray and
Badzek both quickly point out that the safety of
patients is critical.

“I won’t allow a physician to practice who is a
danger to patients or others,” Gray says.

Badzek says, while self-referrals by nurses gets
the best results and can keep nurses on the job
while they are in recovery, a nurse who is a dan-
ger to others can’t be left to work through that
problem on the job.

“Obviously, there are a number of things
nurses can or must do if a colleague is impaired,
depending on the level and type of impairment,”
she says. “If it’s an emotional crisis at home, or if
he or she is crying on breaks but it’s not impact-
ing patient care, that’s one thing.

“But if they’re coming in [to work] impaired,
taking drugs from patients and diverting them to
their own use — that requires action on the part
of the nurse or doctor who is aware of it.”

Signs that all is not well

Gray says warning signs — those could signal
anything from an emotional problem to sub-
stance abuse — generally have to do with a dis-
ruption in what is “usual.”

“The first thing you might see is behavioral
withdrawal,” he says. “Maybe you don’t see
them around the hospital like you usually do,
they come in at odd hours to make rounds, and
don’t show up for committee meetings.”

Badzek says a nurse who is abusing controlled
drugs might come to work when he or she isn’t
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supposed to be there, might suddenly show an
increased desire to distribute medications to
patients, spend lots of time in the restroom, and
have frequent occasions of drug counts not com-
ing out right. There might be an uptick in the
number of patients whose records reflect they
received pain medication, but they’re still com-
plaining of pain — a sign that maybe they didn’t
receive the medication as reported.

The clinician’s colleagues might notice mood
swings, irritability, and a change in appearance.
Professionalism that once might have been there
evaporates.

“They’ll not answer pages, for example,” he says.
“Or, in the office setting, they’ll call in and have the
office reschedule an entire day’s appointments.”

A nurse or doctor who has never received com-
plaints might suddenly become the subject of a
flurry of them. “These are all things that make
you stop and think,” says Badzek. “There could
be other reasons for the behavior, but if you see
several things happening in the same person, you
have to stop and think.”

Approaching a colleague, even one with whom
a doctor or nurse works with closely, causes most
people to take a deep breath.

“It can be difficult to confront a colleague,”
says Gray, particularly if the signs don’t clearly
point to a specific problem, just a general sense
that something is wrong.

Doing nothing is not an option

Telling a clinician that he or she has a problem
is more daunting than telling a layperson, experts
agree.

“A common element among physicians is
that we’re smart, we’re intelligent, and that
works both for us and against us,” says Luis 
T. Sanchez, MD, director of Physician Health
Services, a branch of the Waltham-based
Massachusetts Medical Society.

“It works for us once we become self-aware,
but it works against us if we’re in denial about 
a problem,” he says. “Physicians tend to forget
that we’re no different than anyone else, and that
[substance abuse] is far less related to how well
trained we are than it is to our genetics, our fam-
ily, our nurturing, and our upbringing.”

The drive to succeed that serves physicians
well when they’re working their way through
medical school and residency can aid them if they
have to battle impairment as well, Gray says.

“When they self-refer and realize there’s a

problem, they often think, ‘Look at all I have been
able to accomplish; surely I can overcome this,’”
he says.

Doing nothing when there are signs a colleague
is impaired is not an option for either physicians
or nurses, according to ethics rules set out by the
American Medical Association, American Nurses
Association, and most state professional licensing
boards.

“Our code of ethics requires nurses to address
impaired practice, and it doesn’t make a differ-
ence who their colleague is — a nurse, physician,
anesthetist,” says Badzek. 

The personal, peer-to-peer approach is the
most effective, whenever it is possible, Badzek
and Gray point out.

“It can be difficult to confront a colleague, but
what you should do is talk to the individual, in a
collegial manner,” Gray suggests. “Sit down with
them, and do it as an opportunity to help. Reach
out a hand; give him or her the opportunity to
talk.”

In the best-case scenario, that’s all it takes.
“Sometimes, they welcome the opportunity to

talk about the difficulty,” he says.
Badzek says, in those cases, the colleague might

be relieved to finally have the problem exposed and
to have the burden shared rather than borne alone.

“Nurses, and doctors, too, know that to have the
fewest restrictions on their licensure [as a result of
an impairment caused by alcohol or drugs], in most
states, if they self-report and enter into an assistance
program, there is less likely to be any action against
their license — at least the first time,” she points
out.

In most states, she says, nurses who don’t self-
report and enter into treatment are almost certain
to have action taken against their nursing licenses.

Gray says the catalysts that drive physicians to
seek help from the Tennessee Medical Foundation
vary. “Some of them will just have a moment of
clarity.”

“I won’t allow a physician to practice who is a
danger, but if they work with me, I am not required
to report them,” he says. “But if they don’t self-
report, and I have findings that they are practicing
and a danger, I turn them over to the state health-
related board.”

Good chances for recovery

Substance abusers present a challenge when it
comes to getting them to acknowledge the prob-
lem, and physicians and nurses may be even more
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resistant than most people in recognizing their
addictions. However, the chances for recovery of
their health and careers are very high, according to
experts.

One reason is the stigma that medical profes-
sionals face if it becomes known that they have a
problem with drugs or alcohol has relaxed some-
what in recent years.

“We’re moving in the right direction in that
regard,” says Sanchez. “There is less of a stigma.
That may be a result of all the work being done
on patient safety and reducing medical errors.
There’s a lot of money being spent on that, and
that’s all for the good, and physician health is
intertwined in there.”

Compared to a decade or two ago, Sanchez
says, there is much more an attitude of, “If a doc-
tor is impaired, and gets it taken care of, then
they move on and they’re fine.”

Gray says the public is more educated and
knowledgeable about substance abuse, so it is
perhaps not as prone to hold physicians and
nurses to a higher standard; however, physicians
and nurses report they feel that higher standard,
even if patients don’t express it.

The recovery rate Gray sees at the Tennessee
Medical Foundation is excellent, he says.

In 2004, the foundation saw 196 new referrals
and had 61 in the first quarter of 2005. Most of
the referrals work in hospitals or medical groups,
and most were self-referrals.

“We found that a little more than 90% of those
who go through the complete program never
pick up another drink or drug,” says Gray, indi-
cating a success rate higher than that in the gen-
eral population. “Of those 8% to 9% who do
relapse, we get all but around 4% into persistent
recovery, and we’re very proud of those results.”

Badzek says the nursing shortage in the United
States adds to the importance of getting nurses
healthy and keeping them that way.

“We have fairly big numbers [of impairment] in
health care — I have read something like one in
10,” she says. “We have to be able to help these
colleagues and bring them back, especially in light
of the shortages. We need to find mechanisms to
help these doctors and nurses; and in larger places,
there are support groups on site, where peers can
work together to help each other.”

Sanchez says the Massachusetts Medical
Society’s Physician Health Service does not treat
physicians, but evaluates and makes referrals.

“We do provide monitoring agreements to
about one-third of the physicians we see, which is

a contractual agreement in which workplace mon-
itors — people who work with the physicians —
monitor them,” he explains. “We require random
toxicology screens, and follow that physician for a
minimum of two to three years.”

There are 20,000 physicians in Massachusetts,
and the Physicians Health Service will have 150
on a monitoring program at any one time, with
another 150-200 being evaluated or referred on to
therapy or counseling at the same time.

“It’s a small percentage [of the physician popu-
lation] that gets referred, but it’s my belief that all
20,000 of us need to have a good awareness of
our own problems and illnesses,” Sanchez says.
“We also have to improve our capacity to recog-
nize those red flags in our colleagues and be good
observers of each other. We’re not good at that;
there’s a certain reluctance there.”  ■

Quality directors give QIOs
high marks in new study
Majority say they find the organizations ‘helpful’

Quality improvement organizations (QIOs)
have gone a long way toward erasing “the

previously adversarial and punitive roles” of
their predecessors, the peer review organizations,
according to a new study in the bimonthly jour-
nal Health Services Research.1

Researchers conducted interviews in 2002 with
100 directors of quality management from a ran-
domly selected cross-section of all acute-care
hospitals operating in 2001. More than 90% of the
hospitals reported QIOs had initiated specific inter-
ventions, most commonly providing educational
materials, benchmark data, and hospital perfor-
mance data. The majority of respondents, 60%,
rated QIO interventions as “helpful” or “very
helpful.”

“The generally positive view among most hos-
pital quality improvement directors concerning
the QIO interventions suggests that QIOs are
potentially poised to take a leading role in pro-
moting quality of care,” the authors wrote. They
recommended QIOs “find ways to integrate
physicians and hospital senior management more
fully into QIO quality improvement initiatives.”1

Under the direction of the Centers for Medi-
care & Medicaid Services (CMS), the QIO pro-
gram consists of a national network of 53 QIOs
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responsible for each U.S. state, territory, and the
District of Columbia.

QIOs work with consumers, physicians, hospi-
tals, and other caregivers to refine care delivery
systems to make sure patients get the right care at
the right time, particularly among underserved
populations.

Each QIO is led by a CEO with a health care
background, explains David G. Schulke, executive
vice president of The American Health Quality
Association (AHQA) in Washington, DC. The rest
of the organization includes health care profession-
als such as physicians, nurses, biostatisticians, and
epidemiologists.

The Health Services Research study is not the
only evidence QIOs are being perceived in a posi-
tive light, Schulke says.

“CMS, in its current contract period, hired an
outside consulting firm to get on the phone and
ask providers if QIOs had been helpful, and if
they had been satisfied,” he adds.

“This research was paid for out of the QIO
budget, as part of their charge is to evaluate their
performance,” Schulke says. “People who work
closely with QIOs” expressed satisfaction “way
above 90%.”

According to the AHQA, the positive
responses break down as follows:

• home health agencies — 95%;
• hospitals — 92%;
• managed care organizations — 94%;
• nursing homes — 93%;
• physician offices — 89%.
Why do QIOs engender such positive responses?

For one thing, since 2002, most QIOs have con-
ducted intensive collaboratives that bring together
teams of hospital staff to prevent surgical infections
and improve care for chronic conditions such as
diabetes.

Beginning in the fall of 2002, CMS contracted
with QIOs to help nursing homes and home
health agencies measure and improve the quality
of their services.

A QIO also might initiate a meeting with a
specific facility, Schulke says.

“They may contact them, ask for a meeting,

and tell them, for example, that they have new
information to improve heart attack care that
they would like to share. Or they may seek to
find out what the hospital quality manager needs
and see if they can provide it,” he explains.

QIOs draw on the current literature, as well 
as on their experience with other hospitals and
training from other areas, Schulke continues.

“They do their best to stay up to speed on the
best strategies for improving quality, which they
may learn at meetings such as those hosted by
IHI [The Boston-based Institute for Healthcare
improvement], or from other hospitals at collabo-
ratives they have hosted, he notes.

Schulke says he was especially pleased to see
the study’s authors recommend that QIOs find
ways to integrate physicians and hospital senior
management more fully, because in fact, he says,
that is something QIOs already are doing.

“In the three years since the study survey was
conducted, QIOs have increasingly engaged
physicians and hospital executives in the quality
improvement process, just as the authors of this
study have advised,” Schulke adds.

He recognizes the importance of this effort. “QI
staff truly appreciated and got value from QIOs
who helped them with physicians,” he asserts.

“In working with physicians, often what the
QIO needs to do is show them the literature in
summary fashion. Also, the physicians need to
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see the data to really believe there is an issue for
them to work on,” Schulke notes.

For example, he says, a physician may have
been trained years ago and may not know that the
literature currently says you should use a clipper
rather than a razor to trim hair if you wish to min-
imize infections — or not remove the hair at all.

“A doctor might be reluctant to believe that if
told by hospital staff, but if you hear it from the
experts, or the QIO can bring in literature, that will
give them the confidence that this is a proven con-
cept and can lower the risk to the patient,” Schulke
observes.
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After reading this issue, continuing education
participants will be able to:

1. Identify clinical, legal, legislative, regula-
tory, financial, and social issues relevant to
case management.

2. Explain how those issues affect case man-
agers and clients.

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

1. According to a study from CIGNA, chronic
health issues account for what percentage of
short-term disability related medical costs?

A. 56%
B. 39%
C. 26%
D. 12%

2. Which of the following was not one of the three
indicators used on a physician scorecard devel-
oped by Horizon Blue Cross Blue Shield of New
Jersey?

A. technical quality of care
B. member satisfaction
C. cost efficiency
D. pharmaceutical dispensing

3. At Winona (MN) Health, injury management
emphasizes:

A. better medical treatment of injuries.
B. a response plan for needlestick injuries and

post-exposure prophylaxis.
C. close follow-up of employees after an injury and

accountability for workers and managers.
D. disciplinary action for malingering employees.

4. When a physician or nurse voluntarily enters a
recovery program:

A. most often there is no automatic action against
his or her license.

B. he or she has a better chance of recovery.
C. he or she might be able to continue working dur-

ing recovery.
D. All of the above

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