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BETWEEN 

RESIDENTS COULD 
BE MILD, OR AT 
THE OTHER END 

OF THE SPECTRUM: 
SEVERE WITH 

INJURIES, FALLS, 
AND DEATH.”

Stay Alert to Signs of Elder Abuse: 
Think of Falls, Resident Violence
Assess and ask questions

Elder abuse affects an estimated 1 
million to 2 million Americans 
and is largely perpetrated by 

caregivers or loved ones. It also can be 
caused by failures in healthcare facilities. 
Researchers are beginning to understand 
more thoroughly the 
sorts of dangers abuse 
and violence pose for 
elderly patients and 
residents of nursing 
homes and assisted 
living centers.1

Case managers 
might be well-trained 
to identify signs of 
physical abuse in 
elderly patients. But 
there still are some 
signs and possibilities 
they might miss.

For instance, patients in nursing 
homes or assisted living centers might 
be attacked by another patient and the 
injury may be passed off as a fall — or 
not reported at all.

The phenomenon of violence 
between residents in long-term care 
facilities encompasses a broad spectrum, 
says Eilon Caspi, PhD, gerontologist 
and dementia behavior specialist and 
research associate in the school of 

nursing at the University 
of Minnesota.

“The incidences 
between residents 
could be mild, or at 
the other end of the 
spectrum: severe with 
injuries, falls, and 
death,” Caspi says. “It’s 
prevalent in long-term 
care homes, and we 
have a rapidly growing 
number of studies on 
this phenomenon.”
New research has 

found a link between abuse and falls 
reports among elderly patients.1

Researchers have looked at elder 
abuse and investigators have studied 
elderly patient falls, but research that 
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EXECUTIVE SUMMARY

Elder abuse harms more than one million Americans, and case managers 

should know how to identify it by assessing patients for signs of harm .

• Studies increasingly are showing how some elderly residents with dementia 

are victims of resident-to-resident violence in long-term care homes, 

particularly if lack of adequate staffing leads to neglect .

• New research found a link between abuse and falls reports among elderly 

patients .

• The first step to assessing patients for elder abuse is to ask them if they feel 

safe .

looks at both is new, says Carlos A. 
Reyes-Ortiz, MD, PhD, associate 
professor and geriatrician, and 
researcher at the Texas Elder Abuse 
Mistreatment (TEAM) Institute, 
Consortium on Aging at the 
University of Texas Health Science 
Center in Houston.

Patients with a history of 
emotional, physical, or sexual abuse 
were associated with falling as older 
adults, research shows.2

“It’s a strong association,” Reyes-
Ortiz says. “We think previous abuse 
may facilitate falling.”

Previous abuse could lead to post-
traumatic stress disorder (PTSD), 
which all of the research participants 
in Bogotá, Colombia, experienced, 
he says.

In the case of physical abuse, it’s a 
good possibility they are pushed, he 
adds.

Case managers also might have 
patients suffering from chronic 
pain, and often these patients have 
a history of abuse. “So we need to 
be aware that history of abuse could 
be related to many other problems 
that we see in the adult population,” 
Reyes-Ortiz says.

Research has shown that elder 
abuse is associated with increased 
dementia, delusions, depression, 
and disability. Other, less visible 
abuse problems include neglect, 

exploitation, emotional harm, and 
caregivers exhibiting controlling 
behavior around the elderly patient.1

“In any healthcare setting, 
healthcare workers must be cognizant 
of the demeanor of the patient, 
whether they appear quiet and appear 
fearful or are open and honest and 
talking away,” says Jeanette M. Daly, 
RN, PhD, research scientist at the 
University of Iowa in Iowa City.

If the patient seems fearful, the 
case manager should speak with the 
patient alone and ask if he or she 
feels safe at home, she suggests.

“Then, depending on that answer, 
you do other assessments if you 
suspect abuse,” Daly says. “Observe 
physical signs of abuse, such as a 
bruise in an unusual spot.”

A case manager could ask a 
direct question of “Have you ever 
been hit?” Or, ask about a more 
subtle form of elder abuse, involving 
medications, Daly suggests.

“Do they get the meds they are 
supposed to get?” she says.

Some caregivers of the elderly 
might divert their medications, using 
or selling pills, and not giving them 
to the patient.

Often, the patients who are being 
abused are not aware that there is a 
name for what is happening to them, 
so screening is important because it’s 
unlikely they’ll report the abuse.
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Daly’s evidence-based practice 
guidelines for preventing elder abuse 
include a chart with assessment 
suggestions, including the following:

• asking the patient if he or she 
feels safe;

• if abuse is suspected, ask the 
patient if he or she is at risk;

• screen patient for risk of abuse;
• conduct a patient history;
• conduct an assessment;
• interview significant others who 

are present with the patient;
• when indicated, use an abuse 

assessment tool.1

The incidence of violence and 
abuse in long-term care facilities 
sometimes is overlooked when 
it involves resident-on-resident 
aggression associated with dementia 
and staff neglect. Research found 105 
cases in six countries, including the 
United States, of elders who died as 
a result of such violence. All died in 
long-term care (LTC) homes.3 (See 
story on resident-to-resident violence, 
page 100.)

“All 105 incidents were recorded 
in the context of dementia,” Caspi 
says. “At least one of the residents 
involved in the incident had 
dementia.”

Caspi researched the circumstances 
surrounding the incidents and 
found that the majority occurred in 
residents’ bedrooms, most often in 
the evening hours or on weekends.

“In the evening and on weekends, 
there often are lower staffing levels 
and less meaningful engagement and 
activities,” Caspi says.

Adequate staffing and activities to 
keep residents from becoming bored 
can prevent the resident-to-resident 
aggression.

“Residents with dementia are more 
tired in those hours and may be more 
prone to those episodes when they’re 
bored and looking for something to 
do,” Caspi says.

Worse, most were not witnessed 
by the staff, whose job is to oversee 
the residents. “Overall, 62% were 
reported as not witnessed by staff,” 
Caspi says.

“In a previous study that used 
videotapes in one home, investigators 
found that nearly 40% of residents 
with any physical incidences were 
not witnessed by staff, and these 
incidences only took place in public 
spaces of the long-term care home,” 
he adds.

So, the question is: How can these 
facilities increase staffing, especially 
during the more vulnerable times?

“And how do we make sure staff 
has adequate training to recognize, 
prevent, and de-escalate these 
incidences and involve residents in 
meaningful activities?” Caspi says.

Another surprising finding 
was that 44% of incidents were 
characterized as push-pull, where one 
resident pushed another resident, 
causing injury and the resident’s 
deteriorating condition, he adds.

For example, one person with 
dementia invades the space of another 
resident, and that resident may push 
the first resident away.

“If you push me, I may be able 
to keep balance, but a 90-year-old 
person in a walker may fall and have a 
brain injury and not recover from it,” 
Caspi says.

Resident-to-resident violence is 
not premeditated injury within the 
context of more advanced dementia, 
he says.

“You may have a resident 
with mild dementia who does it 
intentionally, but this is far less 
common,” Caspi explains. “Some 
residents have an inclination to be 
engaging in bullying behaviors, and 
some were violent in the past with 
criminal records.”

But the majority of elderly 
residents who push or attack another 

resident are not inherently abusive 
and violent — only frustrated and 
unable to cope, he says.

Case managers should be aware of 
this problem when they assist patients 
with transitions to long-term care fa-
cilities. While there is no direct infor-
mation that compares the number of 
resident-to-resident incidents between 
facilities, there are other indicators of 
problems they can review, Caspi says.

For instance, there’s information 
on Medicare’s Nursing Home Com-
pare website that rates LTC facilities. 
It also reports various care-related 
issues and outcomes as indicators of 
problems.

A nursing home that has a high 
number of falls among residents 
should raise a red flag, Reyes-Ortiz 
notes.

Case managers should observe 
all patients and stay alert to signs of 
neglect or abuse.

“Be sensitive to clinically 
suspicious signs because abuse 
generally is underreported, so we need 
to find the cases proactively,” Reyes-
Ortiz says. “See if the patient has a 
complaint, distress, fear, feelings of 
helplessness, and physical symptoms, 
and think about how abuse is 
underreported.”  n
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Resident-to-Resident Violence Can Lead to 
Patient Deaths
LTCs often do not report incidences

Resident-to-resident violence 
between patients with dementia 

in long-term care home settings can 
turn deadly.

In one such case, a Korean War 
veteran and former investigative 
journalist in Charlotte, NC, suffered 
from Alzheimer’s disease. While 
he was a resident in long-term care 
facilities, he was repeatedly hit and 
pushed by other dementia patients, 
says Eilon Caspi, PhD, gerontologist 
and dementia behavior specialist 
and research associate in the school 
of nursing at the University of 
Minnesota.

The last time it happened, the 
patient had wandered into the wrong 
room. The elderly resident returned 
to the room, found the patient on his 
bed, and then beat him with a cane. 
The patient was left bloody, bruised, 
and lying unconscious on the floor, 
and died a week later. Pneumonia 
was the official cause of death listed 
in the autopsy report.1

When the nursing home staff 
called the patient’s wife to let her 
know he was injured, they said he 
had fallen. For days, she didn’t know 
of the beating.1

The long-term care (LTC) staff 
that initially called the patient’s wife 
said she didn’t need to rush to his 
bedside, that the patient was fine. 
“She walks in on Monday and was 
shocked to see his injuries, and they 
kept telling her he just fell,” Caspi 
says.

“She said those injuries could 
not have happened due to a fall, so 
they brought in someone in charge 
and another staff member and told 
her that he had been beaten on 

Thursday, and they sent him to the 
ER, but he had no broken bones,” he 
explains. “There was no apology, no 
explanation, and that’s what she had 
to deal with — it was traumatic for 
him and devastating for her.”

The patient’s wife was interviewed 
by a filmmaker who is working on a 
documentary about what happened 
to the patient, with the goal of 
raising awareness of the problem, 
Caspi says.

Aggression among dementia 
patients is not uncommon, and LTC 
facilities should have adequate staff 
on hand to prevent it from occurring. 
But as Caspi has found in his 
research, LTCs often are inadequately 
staffed, which can lead to abuse, 
violence, and deaths.

“I’ve been focusing on this 
phenomenon for over a decade,” 
Caspi says. “It is prevalent and 
nothing new to nursing aides, nurses, 
and social workers, but there are 

very strong disincentives to report 
internally and externally.”

LTC facilities worry about bad 
publicity and their ability to market 
themselves as safe homes. Reports of 
the violence and deaths also could 
affect their federal funding, and 
they’re concerned about liability, he 
says.

Resident-to-resident aggression 
is highly prevalent, according to a 
study that found 20% of residents 
of 10 New York nursing homes had 
experienced at least one incident over 
a one-month period.2

And the incidents go unreported. 
There are no deficiency citations 
related to this type of aggression and 
abuse. The CDC does not consider 
resident-to-resident aggression a 
form of elder abuse, although it 
acknowledges that such aggression 
produces outcomes that are just as 
harmful as elder abuse.2

“If I’m an administrator of a 
nursing home and I report we 
failed to fulfill our duty to protect 
a vulnerable adult from a frail elder 
with dementia, this could be used 
in a court of law against us, so there 
is a disincentive to report that and 
a disincentive to report externally 
to law enforcement,” Caspi says. 
“Nurses could have these reports 
reflect negatively on their job 
performance.”

Caspi’s research suggests that most 
of these incidents are not reported, 
which is a problem that could be 
changed when the new federal 
nursing home regulations are fully 
implemented in 2019.2

If there was a resident-to-resident 
aggression CMS F-Tag citation or 

“IT IS PREVALENT 
AND NOTHING 

NEW TO NURSING 
AIDES, NURSES, 

AND SOCIAL 
WORKERS, BUT 

THERE ARE 
VERY STRONG 
DISINCENTIVES 

TO REPORT 
INTERNALLY AND 

EXTERNALLY.”
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state survey deficiency citation that 
is unique for investigating these 
incidents, then the public would have 
more accurate safety information 
about LTC homes, and some of this 
violence could be prevented, Caspi 
says.

“When they issue a citation 
that falls under the broad bucket 

of abuse, neglect, and accident, 
it’s buried forever in those buckets 
because it takes years to identify 
those incidents,” he explains. “It’s 
like finding a needle in the haystack. 
But with one F-Tag, I could identify 
all of the incidents across the nation, 
and we could learn from them and 
prevent future incidents.”  n

REFERENCES
1 . Bartelme T . Alzheimer’s and 

violence . Post & Courier, May 16, 

2009 . Available at:  

http://bit .ly/2mJMcvb .

2 . Caspi E . A federal survey deficiency 

citation is needed for resident-to-

resident aggression in U .S . nursing 

homes . JEAN 2017;20(4):193-212 .

Team’s Goal Involved Reducing ED Visits With 
Case Management Follow-up
ED visits cut in half in pilot

S entara Medical Group in 
Norfolk, VA, developed a 

plan to reduce ED utilization and 
readmissions. The organization’s 
risk-sharing contracts provided an 
incentive and extra boost to its efforts.

The organization’s seven-day 
follow-up strategies produced positive 
results: ED visits were cut in half 
in one pilot program, says Alverta 
Robinson, RN, BSN, MSA, RN-
BC, LNHA, director of ambulatory 
care management at Sentara Medical 
Group.

“We had 17 patients in the pilot, 
and 16 of the patients represented 61 
ED visits and 15 hospitalizations,” 
Robinson says. “Post-pilot, we went 
from 61 ED visits to 30 ED visits, 
and from 15 hospitalizations to 12 
hospitalizations.”

The organization’s success was a 
direct result of its targeted program to 
reduce ED visits.

“We did this ED reduction 
strategy, and we were able to reduce 
ED visits by 50%, just from doing 
analyses of data that showed when 
people went to the ED, why they 
went there, and our trying to mitigate 
that,” Robinson explains.

It is better for patients if they do 
not present to the ED repeatedly for 

preventable health episodes. Health 
systems can more easily adopt these 
preventive measures if payer contracts 
are aligned with this quality goal.

“We have risk-sharing contracts 
with payers, and ED utilization 
is on all of those contracts, so 
we’re incentivized to reduce ED 
utilization,” Robinson says. “But 
even before risk-sharing contracts, we 
started looking at our ED utilization 
because in our region, ED use is very 
high — I think it’s because of the 
proximity of our hospitals.”

Here’s how Sentara Medical 
Group reduces ED visits and hospital 
utilization:

• Triage patients in ED. “We 
tackle the ED as two tracks: You have 
emergent need or a nonemergent 
need that could have been managed 
in another, lower-cost setting,” 
Robinson says. “We have people 
going to the ED for medication 
refills and earaches, and the payers 
determine what is a nonemergent 
visit.”

For example, vertigo and dizziness 
are nonemergent, even though they 
can be scary, she notes.

Some patients with nonemergency 
issues may not be able to get the 
imaging they need in an urgent care 

center or doctor’s office. Or they 
might benefit from a referral to a 
specialist, but they are unwilling to 
wait for that appointment. It takes 
some work for a health system to 
make patients understand that they’re 
using the ED for the wrong reasons.

“So we give our patients options,” 
Robinson says. “They can have a 
same-day visit with their provider, or 
we can refer them to urgent care.”

However, this change alone did 
not achieve the best results, she says.

“We were not meeting our 
target for ED utilization, so that 
made us do a deep dive, look at our 
population and why people were 
going to the emergency department,” 
Robinson says.

• Identify patterns. Daily reports 
of ED visits and hospitalizations 
can help case managers identify and 
follow patient trends.

“For example, we receive a report 
that says, ‘Here are your patients 
attributed to our medical group that 
had an emergency department visit 
within the last 24 hours,’” Robinson 
says. “The first step is to analyze 
the data, looking for patterns and 
trends.”

One pattern would be a consistent 
finding of nonemergent visits to the 
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ED. This trend suggests there should 
be more education to patients in 
the ED about finding alternatives. 
They might be open to same-day 
appointments, she explains.

Another way to educate patients is 
to call them right after their ED visits 
to ask them how long they waited.

“Then, I say, ‘Here are some 
alternatives to the emergency 
department. We don’t want you to sit 
in the ED for a long period of time,’” 
Robinson says.

ED population patterns are 
helpful to identify, but so are 
individual patterns and trends.

“We look at the frequency of 
visits,” she says. “If you have had 
three or more visits in the last six 
months, then you’re on the list to be 
targeted for calls.”

• Follow up with patients. Case 
managers can introduce themselves as 
agents of a provider practice and say 
they are calling to check up on the 
patients, Robinson suggests.

“Patients feel good about having 
someone from the practice checking 
on them,” she says. “Our care 
managers are assigned to different 
practices and have good relationships 
with providers and staff, and they 
work with us to fit that patient into 
their schedule.”

Case managers also can ask high 
utilizers these questions:

- Do you experience shortness of 
breath?

- Is your condition controlled or 
uncontrolled?

- If it is uncontrolled, can we 
schedule an appointment for you 
to meet with your primary care 
provider?

• Act on the information. With 
patients’ permission, they set up a 
call schedule to check on patients.

“We try to establish that 
relationship and follow them for 
30 days,” Robinson says. “Some 

older patients like the idea of having 
someone call to check on them.”

These calls can address their 
individual hurdles to seeking medical 
care from primary care settings 
instead of the ED.

For example, transportation 
can be provided to primary care 
appointments, Robinson says. 
“We have an agreement with a cab 
company, and sometimes their 
insurance will cover the costs of 
transportation, and they didn’t even 
know that.”

Other reasons why people go to 
the ED could be medication-related 
(e.g., to refill prescriptions). Case 
managers can help these patients 
find medication assistance through 
pharmaceutical company vouchers 
that reduce prices.

Housing also could be an issue.
“I have RN care managers and 

licensed clinical social workers on 
our team. We make referrals to social 
work to find housing and to help 
patients get food from a food pantry,” 
Robinson says.

There also are behavioral health 

issues and other social determinants 
of health that could affect patients’ 
access to primary care. Case managers 
help them address all of these.

Another trend is that congestive 
heart failure (CHF) patients 
sometimes take in too much sodium 
on holidays. Care managers call CHF 
patients to ask about their condition 
and see if they need a medication 
adjustment.

“We call patients and they report 
their weight to us,” Robinson says. 
“Depending on how they’re doing, 
physicians may give them an extra 
dose of medication to prevent a 
fluid overload that puts them in the 
emergency department.”

• Concentrate on frequent fliers. 
Payers send out a list of ED frequent 
fliers, asking the team what they can 
do to reduce their visits, Robinson 
says.

“I say to my team, ‘If there’s 
someone who has had six visits to the 
emergency department, and these are 
visits to manage a clinical problem 
like high blood pressure or diabetes, 
these are the patients we need to try 
to impact,’” Robinson says.

Some ED frequent fliers 
experience circumstances that cannot 
be mitigated. For example, one 
patient shows up in the ED twice a 
month because his feeding tube keeps 
falling out, she notes.

“He’s not a surgical candidate, so 
there’s not anything that can be done 
to correct this,” she adds. “He can live 
at home, but needs this feeding tube 
because there’s something wrong with 
his GI tract, and so he’s going to have 
ED visits.”

Another patient needs dialysis 
but could not go to a dialysis center 
because the freestanding centers in 
the area had forbidden him from 
returning because of behavioral issues.

“He needs dialysis three days a 
week and has to use the ED to get 

“OUR CARE 
MANAGERS 

ARE ASSIGNED 
TO DIFFERENT 

PRACTICES AND 
HAVE GOOD 

RELATIONSHIPS 
WITH PROVIDERS 
AND STAFF, AND 

THEY WORK 
WITH US TO FIT 
THAT PATIENT 

INTO THEIR 
SCHEDULE.”
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his dialysis, so there’s not anything 
we can do about this case,” Robinson 
says.

Case managers called all of the 
dialysis centers to see if they could get 
him an alternative for his care, but 
they did not agree.

“We can’t solve every problem,” 
Robinson says. “We will do the 
best we can to mitigate every issue, 
including transportation and 
medication assistance, and we’ll track 
patients’ medical conditions, but 
there are some things we’re not going 
to be able to fix.”

One of the success stories was a 
patient who had 27 ED visits and 
three hospitalizations within one year.

“She was beginning to have 
dementia,” Robinson says. “She had 
children who lived in her home, and 
we tried to figure out why she went to 
the ED.”

The case manager visited her home 
and found that the patient could 
not self-medicate; she either took 
too much medicine or too little. The 

case manager set up pill boxes for the 
patient and taught the family how to 
fill them.

Even after setting up the pill boxes 
and educating the patient’s family, 
the ED visits continued because her 
family was not engaged in helping 
her. The case manager took it a step 
further and would take an hour each 
week to visit the patient and refill the 
pill boxes.

“Then the emergency 
department visits stopped, and 
the hospitalizations stopped, too,” 
Robinson says.

• Provide follow-up. “We’ve 
taken another step and are looking at 
these payer reports, which is huge,” 
Robinson says. “We look at what 
insurance resources are available and 
whether they provide coverage for 
behavioral health and substance abuse 
management.”

The team works with payers to 
reduce utilization by increasing 
access to medication and treatment. 
For example, one infectious disease 

patient could not afford the costly 
antibiotic and ended up in the ED, 
Robinson recalls.

“People could be discharged on 
medication they can’t afford,” she 
notes. “The medication might be best 
in class, but if a patient can’t afford 
them, then you have to do something 
else.”

One strategy is to talk to 
physicians about prescribing 
affordable insulin and antibiotics, 
such as generic drugs. For instance, 
some big-box retailers offer $4 generic 
medications, she says.

Pharmaceutical medication 
assistance is provided to people at the 
poverty level, but it’s of less benefit to 
the working poor, Robinson says.

Still, case managers can work 
with pharmaceutical companies to 
cover medications that are not in the 
formulary but will prevent costly ED 
visits and hospitalizations.

“The care manager told the insurer 
to pay for the hospitalization or cost-
share the medication,” she says.   n

Early Warning in EHR Decreases ICU Transfers 
After Rapid Response Team Calls

Alerting ICU nurses to patients’  
 early warning scores can 

decrease rapid response team (RRT) 
calls and transfers to intensive 
care after a call, one hospital 
found. Southern New Hampshire 
Medical Center in Nashua saw the 
good results in a pilot study that 
implemented an “early warning score 
[that] was electronically embedded 
into medical records” and then a 
“communication bundle that allowed 
notification of and telephone 
collaboration between medical-
surgical and intensive care nurses.”

The improvements were inspired 

by the experience of the brother of 
Cheryl Gagne, RN, DNP, NEA-BC, 
chief nursing officer.

As a child, her brother 
suffered from herpes encephalitis 
that eventually left him brain 
damaged, in part because clinicians 
misunderstood the illness and missed 
warning signs of deterioration, she 
says.

Gagne became interested in 
algorithms that were used mostly 
in Europe to develop early warning 
scores, and began looking for ways 
to embed them into the hospital’s 
electronic health record (EHR).

This was about two years before 
the Meaningful Use requirement, 
which then gave a boost to the 
project.

“Hospitals had to commit to 
creating a decision rules engine, 
which is programmed into the 
EHR. The first version had a little 
red exclamation mark pop up next 
to the patient census, but I said 
we had to do better than that,” 
Gagne recalls. “A nurse is not always 
carrying around a computer, so I 
thought we could find a way to page 
the nurse. The hospital found a way 
to do that.”
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Using ICU Nurse 

Expertise

The goal was to catch patients 
before they deteriorate, she explains. 
This helps the individual patient but 
also takes pressure off of the nursing 
staff, which in turn yields benefits to 
all their patients, she says.

“With all this talk about nurses 
practicing at the top of their licenses, 
we underestimate the power of 
bedside nurses. ICU nurses get 
another level of training, have a level 
of expertise in some detailed areas, 
and respond in ways that are different 
from the floor nurse,” Gagne says.

“Physicians are similar in how they 
have different areas of expertise and 
they consult all the time, so I started 
to wonder why nurses don’t consult,” 
she adds. “We created a critical nurse 
consultation for the floors by using 
this early warning score in the EHR.”

The notification system alerts ICU 
nurses to patient deterioration that 
might require intervention, allowing 
them to either contact the floor nurse 
with advice or go directly to the 
patient, Gagne explains.

In designing the early warning 
system, Gagne decided to stick with a 
simple set of measures most familiar 
to nurses, rather than some of the 
systems she had seen used elsewhere 
that included dozens of sometimes 
obscure measures.

“I wanted to stay with the basics 
that nurses document regularly 
throughout the day — vital signs, 
heart rate, oxygen saturation, and so 
on,” she explains.

“When those numbers fall outside 
predetermined values, the system 
generates a warning alert and the 
ICU nurse consults with the patient’s 
nurse,” she says. “Or sometimes 
the ICU nurse will show up on the 
floor if it’s concerning enough, so it’s 

an ICU-initiated RRT as opposed 
to a floor-initiated RRT when the 
patient’s nurse goes to the bedside and 
determines there’s a problem.”

Fewer ICU Admissions

Twenty-one months after 
implementation, data analysis 
revealed that RRT calls overall 
“increased non-significantly during 
the study period (from 6.47 to 
8.29 per 1,000 patient-days)” and 
that “[RRT] calls for patients with 
early warning scores greater than 
4 declined (from 2.04 to 1.77 per 
1,000 patient-days).”

Also, ICU admissions of patients 
“significantly declined” following 
RRT calls, which Gagne says 
suggests earlier intervention for 
patient deterioration. Her co-author 
was Susan Fetzer, RN, PhD, nurse 
researcher in patient care services.

“Electronic surveillance and 
collaboration with experienced 
intensive care unit nurses may 
improve care, control costs, and 
save lives. Critical care nurses have 
a role in coaching and guiding less 
experienced nurses,” the researchers 
concluded. (The study is available 
online at: https://bit.ly/2KfKRe3.)

The system results in patients 
being assessed for concerning vital 
signs in minutes rather than what 
used to be hours in some cases, 
Gagne says.

“We typically see about 30 
minutes before a patient gets a 
response from a highly qualified 
nurse evaluating the record and 
giving advice to the nurse on the 
floor,” she says. “The nurses field 
about 80% of these calls without 
needing to consult a physician. It 
helps the ICU nurses realize how 
important they are when they see 
that they can address deterioration 

and help these patients without 
having to call for a doctor.”

The early intervention does not 
stop every transfer to the ICU, and 
that is not the goal. But when patients 
are less sick when they arrive in 
the ICU, their stays are likely to be 
shorter.

Inexpensive Project

An early warning system of this 
type is relatively inexpensive to 
implement, at least as most hospital 
projects go, Gagne says.

She estimates that the project cost 
about $60,000 to implement. The 
pagers cost about $50 each, and there 
is a monthly $10 service fee.

“The biggest cost was for the 
time for the IT person to program 
it into the medical record. Other 
than that, it’s costs that you’re 
normally incurring, like the nurses 
documenting the vital signs,” Gagne 
says.

“It’s not a large expense to do this. 
And it has saved many thousands 
of dollars in costs from patients not 
being transferred to the ICU,” she 
adds.

The biggest challenge was 
convincing hospital leaders that there 
was value to the early warning system.

The need to show Meaningful Use 
helped Gagne overcome that barrier, 
and then she worked to build support 
from various areas in the hospital 
leadership.

“The biggest challenge when 
you’re talking about something with 
an interdisciplinary scope is getting a 
team from those different disciplines 
to work together toward the same 
goal,” Gagne says. “That can be a big 
challenge in some projects, but in this 
one they didn’t object much once we 
showed the potential benefits.”

Gagne also sees the early warning 
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system as a step forward in better rec-
ognizing the contributions of nurses. 
“Nurses are ordinarily considered part 
of the room and board charge, but 
this sets them apart and could become 
something billable,” she says.

“As times goes on we want nursing 
to not be part of the bed charge, 
and this is certainly something that 
establishes some of the independent 
thought and actions by the nurses,” 
Gagne says. “We’re not creating 

renegades or diminishing the value 
of physicians, but a program like this 
can show the value of highly trained 
nurses and how they can intervene 
effectively with patients and improve 
patient care.”  n

Social Media and Young Nurses Could Be  
Bad Combination

Risk managers should make a 
point of cautioning young nurses 

about the risk of social media, suggests 
Georgia Reiner, risk specialist for the 
Nurses Service Organization in the 
Healthcare Division of Aon Affinity 
insurance services.

Nurses new to the field should be 
reminded about the risk to their own 
careers from careless or unwise posts 
on social media, which also will help 
protect the hospital or health system 
from associated liability, Reiner says.

Common problems with social 
media involve unprofessional conduct, 
such as posting images or remarks 
about excessive alcohol use or illegal 
drugs, profanity, sexually explicit 
material, racial slurs, threatening or 
harassing comments, and nega-
tive comments about co-workers or 
patients.

Another area of concern is inap-
propriate posting of information 
about patients, Reiner notes. This 
could include photos of patients or 
any information that might be used to 
identify a patient.

Nurses are likely to respond to any 
warning about the danger of social 
media posts that do not involve the 
workplace or patients by saying their 
work and private lives are separate, 
that they should not be punished for 
what they do on their own time. But 
real life doesn’t play out that way, 
Reiner says, and nurses need to know 
that.

“Courts have supported disciplin-
ary action taken against nurses for 
what they do in their personal lives, 
including posting on social media,” 
Reiner says. “The California Supreme 
Court upheld a ruling that allowed 
the state nursing board to discipline 
a nurse who had been caught driving 
drunk, even though the arrest had 
nothing to with her job. The result 
is any nurse in the state of California 
who is arrested for DUI can have 
her nursing license suspended by the 
board of nursing.”

Younger nurses are particularly 
vulnerable to social media faux pas 
because they grew up using the outlets 
and consider posting information 
about themselves second nature, 
Reiner says. They pose a higher risk 
for incidents that could not only dam-
age their careers, but also turn into 
lawsuits against their employers.

“As these younger nurses are 
brought into the profession, we’re 
going to see more and more profes-
sionals who are using social media and 
not exercising appropriate caution,” 
she says. “More and more healthcare 
organizations are implementing social 
media policies, but there needs to be 
training to back up those policies and 
enforce them.”

Reiner recalls a case in which a 
nursing assistant went into labor at 
work and her co-workers posted video 
photos online, mocking the woman 
in labor. Several employees were 

terminated and investigated by the 
nursing board.

Reiner suggests including the 
following fundamentals in a social 
media policy and reinforcing them 
with education targeted specifically to 
younger nurses:

• Always maintain patient confi-
dentiality. Never post patient photos 
or information, or anything that 
might be used to identify a patient.

• Don’t refer to patients in a 
disparaging manner, even if the 
patient is not identified. It does 
not reflect well on the nurse or the 
employer. It is wise to simply avoid 
posting about patients.

• Do not post inappropriate 
comments about colleagues or your 
employer.

• Do not post medical advice, or 
anything that could be construed as 
medical advice, even to friends and 
family.

The increased use of social media 
makes it more important for nurses to 
carry their own malpractice insur-
ance, Reiner says, because there will be 
more claims related to online posts.

“If the nurse were to be involved 
in some kind of civil litigation, the 
employer’s nursing policy may not 
cover them if they were found to 
be acting outside the scope of their 
employment,” she says. “If they violate 
the employer’s social media policy, the 
nurse would be left on their own to 
defend the civil claim.”  n
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New Nurses May Struggle With Errors, Injuries
Employee health beyond the orientation checklist

New on the job, a recent nursing 
school graduate made a serious 

error involving patient medication. 
Distraught, she questioned herself 
— and a loss of confidence, and 
even career, could very well have 
followed.

The preceptor she reported 
to knew that such could be the 
consequence if she chose to focus 
on the error, unintentionally 
magnifying aspects of shame 
with which the nurse was already 
struggling.

“I remember how devastated she 
was,” says Amy Word-Allen, BSN, 
RN, the preceptor in this case. “I 
was thinking I need to move beyond 
the teachable moment — the ‘How 
can we do this better and how can 
we not make this mistake again?’”

That is important, of course, but 
as a mentor to the young nurse, 
Word-Allen chose to respond on an 
emotional level.

“The first thing I told her was 
that any nurse that walks into your 
life and says they have never made 
an error is a liar,” she says. “We all 
do it. You are one of us. Even in 
your hard moments and mistakes, 
you are still one of us.”

Word-Allen has co-authored a 
book1 on nursing education that 
includes a chapter on the challenges 
faced by new nurses as well as their 
more experienced colleagues going 
through orientation in a new facility.

“I know in my nursing career 
we all assume responsibility for a 
lot, and errors are just part of the 
process,” she says.

Sharing this kind of support 
with the young nurse allowed her to 
continue her practice with renewed 

vigor, Word-Allen says. After dealing 
with the initial emotional toll, 
such errors are deconstructed for 
guidance in future encounters.

“Those [corrections] are basic and 
fundamental, but more than that 
it is creating a culture where we are 
allowed to be human beings,” she 
says. “When we make mistakes, we 
own them, we learn, and we grow.”

It is a difficult process that may 
affect a worker’s mental state and 
have lingering effects depending 
on the severity of the error and 
subsequent patient harm.

“It’s tough,” she says. “Sometimes 
mistakes are black and white, and 
from an administrative perspective 
it can seem really easy to see where 
fault lies. Errors are not always 
about fault, but what happened that 
we could have done better.”

A newly graduated nurse, or even 
one more experienced who is going 
through orientation in a new job, 
may have a higher risk of errors and 
accidents as he or she takes on a new 
role in the high-pressure healthcare 
environment.

“You know the stakes, and when 
you do things wrong you are going 
to feel that,” she says. “I can’t take 
that away, but I told her that I 
remember the first mistake I made. 
It stuck with me, and I have never 
done that again. She opened up and 
was very emotional.”

Errors are more likely when 
a clinician is exposed to a new 
environment that requires a new set 
of competencies, the authors noted 
in the book.

“If the error resulted in more 
severe harm to the patient, 
professional counseling may be 

required, and the organization 
should provide assistance in 
receiving this support,” they wrote.

Accidents and Injuries

Given the increased likelihood of 
errors in the new orientation period, 
it seems intuitive that the nurse being 
bombarded with new information 
may be at more risk for an accidental 
injury like a needlestick.

“I remember my first needlestick,” 
says book co-author Alvin D. 
Jeffery, PhD, MSN, RN, APN, FNP. 
“Fortunately, it was in a simulation 
lab. I was a new graduate nurse and I 
stuck a very large needle completely 
through my finger.”

It was as painful as it sounds, but 
the traditional testing and follow-up 
was not necessary because the training 
did not involve a patient, he says.

“My [trainer] said, ‘If you did 
this scenario over again, what would 
you do differently, if anything?’” he 
recalls. “It was a good opportunity in 
a safe space to reflect on the events 
leading up to that, the cause, and how 
I could change my behavior.”

After joining the workforce, Jeffery 
suffered a true exposure, a splash 
incident that he reported to the 
employee health service.

“I got bloody gastric contents 
in my eyes from a patient who was 
hepatitis B-positive,” he says. “I 
never seroconverted, but it was a big 
ordeal.”

Drawing on his student 
experience, Jeffery says it may be 
a good idea for employee health 
professionals to ask exposed workers 
what they would do differently. 
The goal should be to shed light on 
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whether the incident reveals a systems 
problem, or whether the worker can 
identify a behavior he or she needs to 
change.

In this case, Jeffery says, “It was 
purely random and a system issue 
— maybe with the eye guards. It 
wasn’t anything I did, but it was an 
opportunity to improve the system.”

Given the chronic problem with 
underreporting, Jeffery reflected on 
whether new nurses may be hesitant 
to report an injury, as they may fear it 
will somehow reflect poorly on them 
in their new job.

“Often we hear there is a problem 
with reporting, so we are going to 
teach that in orientation,” he says. 
“I think that is going to fail because 
orientees will mimic learned behavior 
from their preceptors. Educators 
get a bigger bang for the buck by 
reinforcing content with preceptors, 
who are more influential in changing 
the culture.”

Beyond the Checklist

Having been inundated 
with training, new policies, and 
procedures, it also is possible that an 
employee under new orientation may 
not know the system for reporting.

“Sure, we may have checked the 
box that they ‘understand what an 
injury is’ — like when you lift a 
patient and feel that initial strain,” 
Word-Allen says. “But this is learned 
behavior, and they will be less likely 
to report it if their preceptor did 
not. It is an ongoing conversation, 
and if there is not an occupational 
health culture within the facility, 
[nonreporting] will continue.”

The book also discusses work 
culture issues familiar to employee 
health, including personality conflicts 
and communication problems 
between new nurses and their trainers 

and co-workers. New nurses are under 
a considerable stress facing a towering 
learning curve, and interacting with 
patients may exhaust their reservoir of 
social skills.

“Nurses are really good at 
interacting with patients and 
families,” he says. “I don’t want to 
say a façade, but you are putting a 
lot of effort into accommodating the 
patients’ personal preferences, needs, 
and beliefs. I think you exhaust so 
much of that capacity that when it 
comes to your co-workers, the raw 
side comes out.”

In an approach that could be 
used with other work situations if 
applicable, the authors endorse trying 
to match trainers and new nurses with 
personality tests like the well-known 
Myers-Briggs.

“Even when they revert to 
their natural tendencies with the 
exhaustion and stress of delivering 
care, perhaps if they are similar they 
will be able to get along,” Jeffery says. 
“We found that to be the case.”

When different or even directly 
opposite personalities have to work 
together, the best approach is open 
communication.

“With personality and 
communication styles, there is no 
right or wrong way but there are 
differences,” he says. “We found 
that bringing those out in the open 
is really helpful in interpersonal 
relationships.”

Given the combination of risks 
and pressures new nurses face, 
there could be a supporting role for 
employee health beyond the initial 
inservice.

“Typically in the organizations I 
have been in, employee health gives 
about an hour or two talk about 
TB testing, fit-testing, and other 
things,” Jeffery says. “Maybe [they 
could] touch base later on after a few 
months.”

For example, a lot of hospitals 
offer residency programs and they 
continue to check in with new 
graduate nurses over their first year on 
the job.

“Maybe employee health 
should come back in to talk about 
psychological and mental health well-
being, and ask about reporting [errors 
and injuries],” he says. “It could 
be a really good source of data for 
understanding how to improve the 
system, checking the pulse, and giving 
these new nurses an opportunity to 
reflect.”

Like so many aspects of nursing, 
education may benefit from a broader 
view that links worker wellness with 
clinical outcomes.

“Caring for the caregiver is 
really one of the most underutilized 
concepts in our field,” Word-Allen 
says. “I think there have been some 
great strides since I’ve become a 
nurse, but naturally caregivers don’t 
think of self first. That is part of what 
makes our dynamic at the bedside so 
powerful.”

Citing the benefits of bereavement 
programs for nurses when a patient 
dies, she emphasized the need for 
real-time tools and interventions to 
help employees in distress.

“We need to get out of the box 
and beyond the checklist, to the heart 
of what employee health really is,” 
Word-Allen says. “There were many 
times I wished as a new nurse that 
I just had an outlet. I formed that 
interpersonal relationship with my 
co-workers, which is great, but there 
[may be] a piece that occupational 
health could play in that.”  n
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1. Case managers can take which 

of these actions to help prevent 

elder abuse?

a . Ask the patient if he/she feels 

safe

b . Screen patient for risk of abuse

c . When indicated, use an abuse 

assessment tool .

d . All of the above

2. What are resident-to-resident 

incidents in long-term care 

homes?

a . Incidents when residents in a 

nursing home have sex .

b . These describe emotional 

abuse and exploitation between 

residents of an assisted living 

facility .

c . These are when one resident of 

a long-term care home is violent 

with another resident, usually in 

the context of dementia .

d . None of the above

3. Case managers can help 

reduce overutilization of the 

ED by following which of these 

strategies?

a . Assess ED patients for 

emergency conditions and those 

who are making a nonemergent 

visit; give the nonemergency 

patients the option of a same-day 

urgent care or provider visit .

b . Look at daily reports of ED 

visits, assess population trends, 

and identify patients who need 

targeted case management and 

follow-up .

c . Both a and b

d . None of the above

4. When might a health system 

have a financial interest 

in reducing ED visits by 

nonemergent patients?

a . When there is a risk-sharing 

contract

b . When there is a fee-for-service 

payment model

c . When an ED has empty beds

d . All of the above


