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“WE’RE REDUCING 
RISK IN OUR 
COMMUNITY 
BY MAKING 

PARAMEDICINE 
VISITS AND 

KEEPING PEOPLE 
HEALTHY AT HOME 
AND NOT IN THE 

HOSPITAL.”

Firefighter Paramedics Bring Case 
Management to the Community
ED visits, rehospitalizations drop

A burgeoning new area for 
community case management  
 involves fire departments and 

emergency medical services (EMS).
In a growing number of towns across 

the country, EMS paramedics and 
firefighter paramedics 
are visiting people 
experiencing 
issues with health 
access and social 
determinants of 
health. The goal is 
to help them access 
better primary 
care or help in 
the community 
and prevent using 
ambulances for 
problems that are not 
truly emergencies.

“One of our 
biggest frustrations is when we get 
called out to a house and there is an 
issue that doesn’t require a trip to the 
hospital,” says Chris Grile, battalion 

chief of Norwich Township Fire 
Department in Hilliard, OH. “As a 
911 provider, we don’t have any other 
option than taking this person to the 
emergency room and hoping it works 
out,” Grile adds.

This new field of 
paramedicine provides 
another option. 
Paramedics can help 
these people through 
proactive visits and 
assistance. They also 
gain community 
members’ trust, built 
up over generations of 
helping citizens when 
they are in crisis.

“It’s the new 
horizon of EMS,” 
Grile says. “It’s so new 

in Ohio that no one 
has a firm definition of what this is.”

Five years ago, the fire department 
started a case management-style 
program called Focus Hilliard. It was 
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Firefighter paramedic programs, designed to help community members stay 

healthy and safe, are cropping up around the country as community case 

management needs rise .

• One example is Focus Hilliard, a program in Ohio that helps residents 

through referrals for health and safety assistance .

• In California, the Los Angeles Fire Department brings mobile community 

healthcare to residents who call 911 but do not require ED care .

• Firefighter paramedics have built trust in the community through 

generations of offering help during crises .

partly in response to the need for 
dealing with the increasing number 
of 911 calls for nonemergency 
problems. It also helps keep 
firefighter paramedics active in an 
era of declining fire calls, Grile says.

“We do a good job of reducing 
fires through the fire codes,” he 
explains. “Now, we’re reducing 
risk in our community by making 
paramedicine visits and keeping 
people healthy at home and not in 
the hospital.”

Firefighter paramedics visit 
patients in nonemergency settings, 
providing support and assistance. 
A study of the program showed 
that it resulted in a 44% relative 
reduction in 30-day ED visits, and a 
28.4% relative reduction in 30-day 
readmissions.1

Paramedicine is an exciting new 
area of care delivery, says Stephen 
G. Sanko, MD, assistant professor 
of clinical emergency medicine 
at the University of Southern 
California, and assistant medical 
director of the Los Angeles Fire 
Department (LAFD).

The LAFD fields 1.1 million 
calls per year. The department 
developed a mobile community 
healthcare model, led by advanced 
practice providers, to bring case 
management-style services to people 
who live in the city’s healthcare 

deserts, Sanko says. (See story about 
LAFD’s program, page 4.)

“There is significant inequity to 
access to primary and preventive 
care in the City of Los Angeles,” 
Sanko says. “In the neighborhood 
of Westwood, where Ronald Reagan 
Medical Center is located, there 
are 1,100 healthcare providers per 
100,000 population; in South Los 
Angeles, there are 20 healthcare 
providers per 100,000 population.”

People in healthcare deserts 
cannot access primary care 
providers, dentists, optometrists, or 
dermatologists, he adds. “These are 
basic needs that can be addressed in 
these medical areas by an advanced 
practice provider,” Sanko explains.

In Ohio, Norwich Township Fire 
Department is leading the way in 
paramedicine. An example involves 
an elementary school teacher whose 
major stroke left her unable to speak, 
upending her life. She now lives in an 
assisted living facility.

“We visit her about every third 
day as her life becomes more and 
more challenged with additional 
medical events,” says Nathan 
Jennings, firefighter paramedic with 
Norwich Township.

The woman’s grown daughter 
lives out of state and travels for 
work, so the firefighter paramedic 
visits are reassuring and helpful, he 
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notes. “Our visits give the woman 
something to look forward to,” 
Jennings says.

People like the former teacher just 
need someone to check in on them to 
make sure they are doing well and to 
provide some companionship. “We’re 
just doing life with them, and we stay 
with them for as long as it takes,” 
Jennings explains. “We take time 
between 911 calls.”

The firefighter paramedics often 
help people living in unsafe housing. 
“We’ve been engaged in quite a few 
healthcare issues surrounding hoard-
ing and homes collapsing and falling 
apart,” Jennings says. “We are invited 
into their homes because folks are 
worried they’ll lose the things most 
important to them. They welcome us 
to discuss the next steps.”

For instance, the family of a 
person referred to the program 
expressed concerns about the loved 
one living in a house that was in poor 
condition. The firefighter paramedics 
helped the family coordinate with 
an extended care facility, where the 
family member was convinced to 
move, he notes. “That’s a different 
place for firefighters to be, but we 
strike that as a win,” Jennings says.

In another case, the program 
worked with a man whose house was 
in deplorable condition, Grile says. 
“It didn’t have properly functioning 
electricity, plumbing, or water,” Grile 
adds. “From the referral, we had to go 
in and build a relationship with him, 
proving to him that we weren’t there 
to kick him out of his house.”

The firefighters could not even 
get rid of his 50-plus propane 
cylinders without his permission 
because of state legal protections 
for homeowners. “That shows the 
importance of building relationships,” 
Grile says. “We met with the man 
multiple times, and built that 
relationship.”

The man had enough money 
to clear away the brush and bring 
the electricity up to code. It took 
about three months, but once the 
homeowner trusted the firefighter 
paramedics, he got rid of the propane 
cylinders and installed a large propane 
tank outside.

“We had to prove to him that 
our goal was to keep him there, in 
his home,” Grile explains. “Then, we 
were able to let him stay in a much 
safer manner.”

Cases like these show how a 
person’s health and safety will 
continue to be compromised until 
someone helps get to the root cause 
of the problem, says Heith Good, 
firefighter paramedic at Norwich 
Township.

“The man was hopeless and had 
a fear,” Good says. “We have several 
hundred examples of cases like that 
one, where patients have frequent 
healthcare issues.”

Build Trust in  

the Community

The Focus Hilliard program builds 
trust with residents, helping them 
receive the housing support, mental 
health resources, and preventive 
care they need to stay healthy and 
safe. “We try to be a resource to link 
patients with the right help,” Good 
says.

A local hospital recognized the 
case management benefits of the 
paramedicine program and formed a 
collaboration with Norwich Township 
Fire Department. Before the 
collaboration, OhioHealth Doctors 
Hospital would see frequent ED 
users. Often, these were people who 
would call 911 in Norwich Township 
and be taken to the ED, regardless 
of whether they were experiencing 
an emergency, says Joe Geskey, DO, 

MBA, MS-PopH, vice president 
of medical affairs at OhioHealth 
Doctors Hospital.

The hospital and the Norwich fire 
department began a study in 2017 to 
determine why some people returned 
so frequently to the ED. Geskey 
accompanied firefighter paramedics 
to their nonemergency visits to at-risk 
members of the community to get 
an idea of what the population was 
facing in their daily lives.

“I met one individual who was 
relocated from her housing because it 
was, essentially, unlivable; she was a 
hoarder,” Geskey says. “She also was 
a diabetic, had musculoskeletal pain, 
and fell frequently.”

The woman also took narcotic 
painkillers intermittently, which 
contributed to her falling. She often 
called EMS to be taken to the hospi-
tal. “Clinicians would evaluate her, 
sometimes with imaging studies, and 
sometimes with pain relief treatment 
— depending on what the condition 
was — and then they’d send her back 
home,” Geskey says.

The woman’s home contained a 
dilapidated couch that contributed 
to her back problems. Focus Hill-
iard helped her buy a new bed and a 
safer place to live. Since then, she has 
become more adherent to her dia-
betes medication, and her back pain 
went away. She also no longer needs 
narcotics. This ended her falling and 
ED visits, Geskey says.

“This kind of thinking highlights 
to me that medical care is not always 
related to medicine,” he says. “It’s 
related to taking a more holistic 
approach to where people live, and 
the background of their circumstances 
in which they live.”

Communities, taking cues from 
case management principles, can 
incorporate that kind of thinking 
into a treatment plan for a patient, 
Geskey says. “As the result of a minor 
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intervention like this, hospitals can 
save thousands of dollars,” he adds.

An important reason why para-
medicine programs work is because 
people trust firefighters and paramed-
ics, Geskey says. “They’ve gone to 
every community in need and did 
their jobs professionally,” he explains. 
“They were always available when 

somebody made a phone call.” Fire-
fighter paramedics are always on the 
job and accessible to the public, Good 
says.

“We have a phone that rings at 
all hours, seven days a week,” Good 
says. “There are a lot of people who 
are not afraid to call us if they have a 
question.”  n
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Los Angeles Fire Department’s Pilot Program 
Helps People With Health Issues
Using case management principles, LAFD offers mobile care

The Los Angeles Fire Department 
(LAFD) created an advanced 

provider response unit (APRU) pilot 
program to help people who call into 
911 but do not require ED care.

The goal was to make better and 
more efficient use of ambulance 
and emergency medical treatment 
resources, and a pilot study shows 
that the program works. Among 
patients in one service area that 
had frequent, low-acuity 911 calls, 
the APRU response led to a 66.7% 
decrease in use of emergency medical 
services.1

The number of calls LAFD 
fields from low-acuity patients has 
increased sharply, says Stephen G. 
Sanko, MD, LAFD assistant medical 
director and assistant professor of 
clinical emergency medicine at the 
University of Southern California.

“In recent years, we’ve seen 
accelerated use of 911 in the city 
of Los Angeles, amongst particular 
demographics and certain parts of 
the city,” Sanko says.

The LAFD is the biggest provider 
of acute, unscheduled care in Los 
Angeles. More than 1,200 firefighter 
paramedics make 420,000 EMS 
visits each year.

The 911 calls began to increase 

in the years before the Affordable 
Care Act was implemented, rising 
by 3% to 8% each year. From 2012 
to 2016, the volume rose more than 
20%, he adds.

“At the same time, our fire 
department and EMS bureau were 
not receiving 8% more in funds, 
hiring more EMTs or paramedics, or 
purchasing more ambulances,” Sanko 
says. “We had to be more creative 
and efficient in how we did business 
in meeting this increasing need of 
people calling emergencies.”

Their solution began with 
implementing a new and better 
911 system for the city. The system 
is more efficient and provides 
flexibility, allowing the LAFD to 
adapt it to the city’s needs, including 
allowing the city to begin its mobile 
integrated healthcare program.

“We detected that our growth 
was focused in a few areas: three 
of our 14 battalions accounted 
for over 50% of our growth from 
2012 to 2016,” Sanko says. “This 
included low-acuity calls for help 
where patients were transported 
by ambulance with few or no 
interventions, and they were 
discharged from the hospital with 
few or no interventions.”

Firefighter paramedics also 
handled increasing cases of mental 
health exacerbation, issues related to 
substance use disorders, and minor 
trauma, he adds.

LAFD officials heard of a 
prehospital, nurse practitioner model 
in Arizona, and they visited the 
program to see if it could apply to 
the LA community. “We decided, 
with some adjustments, that was 
something we could implement 
here,” Sanko explains. “We planned 
and then launched our first unit in 
2015.”

The process starts with 
when someone calls 911. The 
telecommunicator goes through 
descriptions and gives the case a 
dispatch code.

“For every dispatch code, there is 
an assigned algorithm of resources, 
including advanced practice 
providers,” Sanko says. “Based 
on historic data, we know some 
of the dispatch codes that would 
benefit from an advanced practice 
provider on scene, so the NPRU is 
dispatched.” When the APRU arrives, 
they can evaluate the patient, treat in 
place, and transport if necessary, he 
adds.

The mobile team also can self-
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refer to 911 calls: “Our APRUs are 
listening to radio traffic and looking 
to cherry-pick calls where they feel 
their services would be helpful,” 
Sanko says.

The mobile advanced practice 
program started with the city 
funding one APRU for the area with 
the greatest increase in 911 calls. 
The program was linked to 1,038 
calls between January 2016 and July 
2017. Of these, 812 people received 
the mobile help, Sanko says.

Diverting that many low-acuity 
calls away from the ED results in 
cost savings. Although this has not 
yet been calculated, Sanko estimates 
that each person who is taken by 
ambulance to the ED for treatment 
and does not require an ED or 
hospital setting accrues expenses 
of around $1,100 to $2,500, on 
average.

“If we are able to treat and release 
or navigate, it represents potential 
savings in time and money for 
patients and payers, and it’s more 
efficient care,” Sanko says.

Based on the early success, 
the LAFD decided to expand the 
program to five APRUs, funded 
through private-public partnerships 
with other health systems, he 
explains. “The hospital systems 

recognized the benefits of improved 
efficiency of 911,” Sanko says.

The APRU uses a converted 
ambulance, containing a refrigerator 
and medication. It contains point-of-
care technology and brings a nurse 
practitioner with ED experience 
together with firefighter paramedics 
to provide mobile urgent care.

“It is treat-in-place,” Sanko says. 
“Every patient is offered a trip to the 
ED; however, they also can be seen 
by the nurse practitioner to receive 
treatment in place.”

The APRU team can treat patients 
and leave them in their homes, or 
they can refer patients to a primary 
care provider or other resources. The 
team also takes patients to alternative 
destinations, such as a mental health 
urgent care facility, he adds.

“If they’re intoxicated from 
alcohol and meet certain criteria, we 
transport them to a sobering center,” 
Sanko explains.

Emergency services and local 
hospitals have used a lot of resources 
transporting intoxicated patients 
to EDs. These patients need help, 
but their conditions usually are 
not emergencies, and taking care 
of them prevents paramedics 
from responding to true medical 
emergencies. The solution of using 

the APRU to evaluate intoxicated 
patients and refer those who meet 
criteria to a sobering center has 
worked well, Sanko says.

“We have been able to clear more 
than 1,100 patients to go to the 
sobering center, and this has freed 
up around 10,000 hours of local 
emergency department bed time,” he 
explains. “This, in turn, has helped 
to decrease the wall time for our 
paramedics.”

Wall time is when a paramedic 
transports a patient to the hospital 
ED, but there are no beds available 
for that patient. The paramedic has 
to wait at the hospital, sometimes for 
hours, until an ED bed is available.

“Meantime, the hospital is riding 
the wall — not available in its 
district to respond to the next critical 
call — and this has marked effects 
for emergency medicine and 911,” 
Sanko says.  n

REFERENCE
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Los Angeles Mobile Health Program Tackles 
Mental Health, Alcohol Issues

A mobile integrated healthcare  
 approach can help people who 

call 911 due to mental health prob-
lems. These patients often wait in the 
ED for as long as 10 hours, waiting to 
be seen by psychiatric case worker.

The Los Angeles Fire Department 
(LAFD) started an advanced provider 
response unit (APRU) pilot program 
that helps people with nonmedical 

emergency problems, including those 
who land in the ED for mental health 
issues and problems related to alcohol 
use.

Before the LAFD started its APRU 
program, these patients would wait 
days for access to a mental health in-
patient bed, says Stephen G. Sanko, 
MD, LAFD assistant medical direc-
tor and assistant professor of clinical 

emergency medicine at the University 
of Southern California.

When the APRU handles these 
cases, the team can transport the 
patients to a mental health urgent 
care facility, providing patients with 
more timely care and decreasing their 
hospital admission rates. This frees 
up inpatient beds for other patients, 
Sanko says.
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“We have both private and 
public options for a mental health 
facility,” he says. “We have Exodus 
Recovery, which contracts with the 
Los Angeles County Department 
of Health Services to provide crisis 
stabilization and run the sobering 
center downtown. We also have 
a Department of Mental Health 
urgent care site in the northern part 
of LA.”

Hospitals benefit from the mobile 
unit’s work because of more efficient 
EDs, shorter patient wait times, 
and fewer hospital beds occupied 
by mental health and alcohol-
intoxicated patients, who are better 
served elsewhere.

“The benefit to payers is they’re 
paying fewer expenses for 911 
transport and less for acute care, 
hospital-based services,” Sanko says. 
“Another benefit is there is improved 
navigation of patients to their 
preventive and primary care sites.”

During the initial phase of the 
program’s mission, the focus was on 
improving healthcare navigation of 
people who frequently call 911.

“We would perform a scheduled 
visit with high utilizers of 911 
services,” Sanko says. “Some of these 
people would use the emergency 
department biweekly; in some cases, 

they’d visit the ED a hundred times 
a year.”

The scheduled visits involved 
performing a needs assessment and 
obtaining consent for social work 
services. When patients agreed, a 
social work team visited them and 
made sure they were enrolled in 
insurance, he says.

The mobile urgent care team helps 
people fill their prescriptions. Access-
ing a local pharmacy is a major prob-
lem for many people who repeatedly 
use 911 services.

“A number of patients need refills, 
but live in areas of the cities where 
they don’t have a lot of pharmacies,” 
Sanko explains. “They run out of 
their thyroid medication, insulin, or 
something else that is essential, and 
we’re able to meet those needs.”

The APRU also helps people who 
are dealing with minor trauma, such 
as a nosebleed, elbow pain, backache, 
or illness, but have called 911. For 
instance, some people with flu-like 
symptoms might call for emergency 
services, when all they need is a clini-
cian to treat them. For those patients, 
a nurse practitioner can perform the 
same evaluation they would in the 
ED, Sanko says.

“The patients could go to the ED 
and wait for four to eight hours to be 

seen, and when they are seen there 
would be a lot of excessive testing 
done,” he says. “At the end of the day, 
they get a 30-second spiel by a clini-
cian, telling them to follow up with 
their primary care provider and to 
take Tylenol.”

Instead, the mobile unit’s ad-
vanced practice provider can evaluate 
and treat the patient, spending a little 
time and helping the patient obtain 
medication. This can be accomplished 
without an ambulance ride and a long 
wait, Sanko adds.

Other cities could reproduce the 
LAFD’s mobile advanced practice 
model, especially if health systems 
collaborate with fire departments, 
emergency services, and payers. “It’s 
unclear who is ultimately going to 
pay for it, but the people who benefit 
the most from the program are the 
payers and the citizens,” Sanko says. 
“We are selecting patients who can be 
seen outside of an acute care hospi-
tal.”

“They have no deductibles or 
additional costs, and they are reaping 
the benefits of more timely linkage 
to social services and primary care,” 
he adds. “This allows us to keep 
the ambulances available in each 
neighborhood for the next critical 
emergency.”  n

Case Management for Patients With Cancer  
Can Improve Care

A pilot project that provided  
 nursing case management for 

frail cancer patients was designed to 
improve their care and outcomes by 
making it easier for them to navigate 
the care continuum.

“The patients we saw were 
frail patients who, under normal 
circumstances, would be seen by a 
different discipline on a separate day 

and different time,” says Dominique 
S. Jean-Charles, MSN, MPH, 
RN, CCM, nurse case manager at 
Memorial Sloan Kettering Cancer 
Center in New York City. “We 
brought the disciplines to the 
patient so they didn’t have to go 
to other clinic sites or wait for an 
appointment,” she says.

Case managers collaborate with 

the patient’s team, discussing the 
patient’s needs, reviewing their 
medical records, and verifying their 
benefits, she explains. “We look at 
what their insurance will cover and 
make recommendations, as well as 
looking at what is appropriate with 
their goals of care,” Jean-Charles says.

The team formulates a plan 
and can initiate it on the same 
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day, contributing to a timely care 
transition. “We can put services in 
by the next day, including medical 
equipment for patients who have 
Medicaid, and we can initiate long-
term care,” she says. “Patients see 
rehab, physicians, physical therapy, 
nutritionist, chaplain, and a case 
manager. It’s holistic.”

The goal is to evaluate all 
the patient’s needs on a clinical, 
psychosocial, nutritional, 
rehabilitative, and spiritual basis, she 
adds.

Here is how the program works:
• Include all patients. “We see 

every patient in the clinic,” Jean-
Charles says. “The reason is that some 
patients might not need services, but 
we can educate them on our role, so 
they can reach out to us and know 
we’re a resource and their advocate.”

The holistic team educates 
patients about their insurance 
coverage, explaining which services 
are covered in the hospital and in the 
community. “We make sure they are 
aware of what the limitations are,” she 
says. “Everyone receives that much 
interaction with the case management 
team.”

For example, if a family has 
difficulty caring for the patient at 
home, then the team evaluates what 
level of services are needed in the 
home. These could include Medicaid 
services, such as home healthcare, 
Jean-Charles says. “The neurologist 
and rehab physicians now have 
a better understanding of what’s 
covered under insurance: homebound 
skilled nursing that meets criteria.”

In one case, the family of a patient, 
who was receiving rehabilitation care, 
wanted to bring the patient home 
with home care. They thought that 
home care services could take care of 
the patient’s medical needs.

“We discussed with them the 
realities and what services are 

required, what benefits are covered, 
and what they should discuss with 
rehab,” Jean-Charles says. “We were 
able to re-evaluate whether this 
person would be safe to go home, 
and we determined it was not a safe 
situation.”

• Evaluate patients’ needed 
services. “First, we do a clinical 
review of the medical record,” Jean-
Charles says. “Secondly, we have 

patients walk with physical therapists, 
and we might see a deficit in their 
mobility.”

If there is a balance disturbance, 
the team discusses this with the 
therapist and asks physical therapy 
to track the patient’s progress. 
The patient might need to attend 
outpatient physical therapy.

“We also look at the patient’s 
means: Do they have family available, 
and can they safely receive care while 
staying at home with the family?” she 
says. “If not, should we start in the 
home and then progress to outpatient 
care?”

Each patient might have certain 
levels of care that are appropriate, 
but they also might have families that 
cannot meet those needs because of 
other obligations, such as work, she 
notes.

“We have to look at the whole 
package and involve the family in the 

process,” Jean-Charles says. “Some 
patients might not want to leave their 
home or have anxiety about leaving 
their home.”

The team engages in a 
collaborative discussion with the 
family, hearing each person’s ideas 
about what the family and patient 
need, and which disciplines and 
settings are appropriate.

• Make referrals. “Prior to 
meeting with patients, we do a 
financial/insurance evaluation, 
looking at what plan the patient has 
and what it will cover,” Jean-Charles 
says. “Then, we obtain all the orders 
and clinical documentation, and we 
give the patient choices of agencies in 
their area.”

The team might make 
recommendations based on the 
patient’s needs, location, and 
language. “Once they choose, we 
process all referrals for our patient,” 
she says. “We make referrals to 
appropriate vendors to make sure 
insurance will at least provide initial 
authorization and secure visits for 
them.”

Outpatient services usually 
include physical therapy, occupational 
therapy, or speech therapy, she adds. 
“We can set up appointments for 
them on the same day,” Jean-Charles 
says.

If the team cannot make the 
appointments because the patient 
chooses local rehab facilities, then the 
team can instruct the patient how 
to make these appointments and fax 
orders directly to those facilities, she 
adds.

• Collaborate. An important 
part of holistic care is collaboration 
between disciplines, Jean-Charles 
says.

“On a regular basis, a patient 
might be seen and leave a clinic, and 
providers say they’ll get services for 
the patient,” Jean-Charles says. “Later, 

“WE BROUGHT 
THE DISCIPLINES 
TO THE PATIENT 
SO THEY DIDN’T 

HAVE TO GO 
TO OTHER 

CLINIC SITES OR 
WAIT FOR AN 

APPOINTMENT.”
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the patient will say that they never 
received those services or that the 
vendor was not adequate.”

With the case management 
team model, patients do not fall 
through those cracks. “Immediate 
collaboration is an important piece in 
a multidisciplinary clinic,” she says. 
“The implementation of the care plan 
is done in real time, and we follow 
through.”

For example, the team ensures 
these steps occur with each 
collaboration and referral:

- The new provider receives all 
necessary documents;

- Providers review documents and 
verify insurance;

- Providers give a start date for the 
patient.

“Particularly for hospice patients, 

we make sure the patient was seen 
and they’re actually admitted into 
services,” Jean-Charles says. “If 
patients say ‘yes’ to services while 
they’re in the clinic and then, at 
home, they process the decision and 
opt not have the services, we make 
sure we communicate with them to 
see if there are any alternative plans 
we can put in place.”

• Update orders. The team 
remains patients’ point of contact, 
and can update orders and notify 
physicians, as needed.

When patients’ conditions change, 
the physician and nurse communicate 
continuously. Also, patients and their 
families know they can contact the 
case management team whenever they 
need help.

“Sometimes, we might see a 

patient who went into home care, 
and then declines or reaches a level 
where we’re managing symptoms and 
it’s end-of-life care that’s needed,” 
Jean-Charles says. “There could be a 
telephone consult with case managers, 
patients, and family members to 
initiate hospice services.”

The team might not have believed 
hospice services were needed while 
the patient still was in the clinic, but 
at a later date, circumstances had 
changed, she adds.

“For hospice and end-of-life care, 
we do make those arrangements for 
our patients and try to refer them to 
hospice as early as possible in that 
end-of-life stage,” Jean-Charles notes. 
“Palliative care is not readily available 
in all geographical areas, so it’s hard 
to set up by itself.”  n

CMS Seeks to Reduce Administrative Burden  
on Hospitals

CMS is trying to reduce 
the burden of unnecessary 

bureaucratic requirements, including 
some types of data collection and 
analysis. The new rule could help 
healthcare systems save time and 
money around data collection, with 
less need for duplicated work from 
nonacute care ancillary organizations.1

The Omnibus Burden Reduction 
(Conditions of Participation) Final 
Rule “strengthens patient safety by 
removing unnecessary, obsolete, 
or excessively burdensome health 
regulations on hospitals and other 
healthcare providers,” according to 
a description by CMS.2 The rule is 
part of the agency’s Patients over 
Paperwork initiative. CMS estimates 
the change could save providers 4.4 
million hours previously spent on 
paperwork annually. Further, over the 
next decade, CMS projects the rule 

could lead to total provider savings of 
about $8 billion.

“In my trips across the country, 
I’ve heard time and again that 
unnecessary regulations are increasing 
costs on providers and they are losing 
time with patients as a result,” CMS 
Administrator Seema Verma said in 
a statement.2 “This final rule brings a 
commonsense approach to reducing 
regulations and gives providers more 
time to care for their patients, while 
reducing administrative costs and 
improving health outcomes.”

Changes in Data 

Collection

The new rule could lead to 
changes in process and how data 
are collected, says David Williams, 
general manager of the healthcare 

provider business unit at Conduent, 
a process services company based in 
Florham Park, NJ. Those changes will 
result in cost reduction to the patient 
and to the healthcare organizations, 
he says.

“The rule will help healthcare 
systems save time and money in the 
efforts around data collection, with 
less need for duplicated work from 
nonacute care ancillary organizations 
such as ambulatory centers, nursing 
homes, and home health,” he says.

The effect will vary from one orga-
nization to another, he says. No one 
institution will see the same immedi-
ate results. It takes time to track and 
trend the data to truly see an effect.

“Limiting the number of hurdles 
and red tape prior to treatment 
can certainly lead to better patient 
outcomes and improved patient 
satisfaction,” Williams says. “Patient 
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safety encompasses much more 
than this final rule. It’s important 
for healthcare organizations to still 
promote a culture of safety.”

Easing QAPI 

Requirements

One change involves existing 
regulations that require each 
Medicare-certified hospital to 
develop and maintain ongoing 
Quality Assessment and Performance 
Improvement (QAPI) programs and 
infection control programs. Under 
the new rule, multiple hospitals 
within a system may employ a unified 
QAPI program.

“This change makes it easier for 
hospitals to implement best practices 
and innovations among facilities 
resulting in quicker improvements 
in quality of care,” CMS says.2 “This 
also benefits small and rural hospitals 
by allowing them to draw from the 
resources and clinical expertise of a 
larger hospital system.”

Another change is intended 
to strengthen the organ donation 
process. The rule finalizes changes 
to transplant center requirements 
giving providers greater flexibility 
and freedom to support patients 
who need organ transplants. Overly 
burdensome requirements regarding 
data submission had discouraged 
some organizations from performing 
kidney transplants. The rule will 
eliminate these requirements.

CMS provides other examples of 
changes under the new rule:

• Reducing required activities. 
Instead of requiring written and 
signed orders for X-rays, the rule 
allows the orders to be transmitted by 
phone or electronically.

CMS also is reducing the 
frequency of policy reviews and 
program evaluations. Federally 
qualified health centers and rural 
health clinics can reduce the reviews 
from annually to once every two 
years.

• Eliminating duplicative 
requirements. CMS is changing 
the requirements on emergency 
preparedness to flexibility regarding 
the review of emergency preparedness 
plans, which currently must be 
reviewed annually.

The rule may effectively reduce 
some of the burden of data collection 
and tracking that healthcare 
organizations face now, Williams 
says, but it still will be important 
to ensure that technology is safe 
and used to improve patient safety. 
Tracking and trending of data still 
will be needed.

“However, this rule will give 
organizations the option to 
collect data that are relevant to 
their processes and not just to 
meet government regulations,” 
Williams says. “Streamlining the 
quality metrics collected within 
the healthcare system will give a 
unified snapshot of how the system is 
performing as a whole.”

With this final rule, the goal 
is to strengthen patient safety 
by removing the barriers with 
health regulations on hospitals 
and healthcare providers, allowing 
providers to put the focus back on 
the patient, Williams says.

Quality professionals should 
expect continuous re-evaluation of 
current processes, changes to those 
processes, and creating a common 
set of safety metrics that reflect 
meaningful outcomes, he says. The 
goal should be creating a coordinated 
oversight of patient well-being that 
addresses safety across the entire care 
continuum, he says. 

“Culture and leadership are key in 
driving change. By all means, leaders 
should evaluate the current processes 
and develop coherent strategies 
to address any new processes that 
may be affected from this final rule, 
especially if it reduces the burden on 
healthcare professionals and allows 
them to focus on patient care.”  n
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Violence Prevention Begins With Culture  
of Respect
Security personnel incur more injuries

When a surgeon was shot 
and killed by a patient at a 

nearby hospital in 2015, clinicians 
at the University of Massachusetts 
Memorial Health Care in Worcester 
overhauled its comprehensive 
violence prevention program.

The incident that shook the 
Boston area medical community was 
the murder of a popular and highly 
skilled surgeon at Brigham and 
Women’s Hospital by a relative of a 
deceased patient.

“When that happened, it really 
caused a lot of concern because it 
was just down the street from us. A 
violence prevention task force was 
created,” said Maria Michas, MD, 
MPH, FACOEM, medical director 
of employee health at UMass. Michas 
chairs the task force, and updated the 
program recently in Anaheim, CA, at 
the annual meeting of the American 
College of Occupational and 
Environmental Medicine (ACOEM).

“There was a lot of work being 
done in silos, but this was an effort 
to really bring together the key 
stakeholders who had a direct interest 
or were already working on projects 
in violence prevention,” she said.

In addition to reviewing and 
updating policies and procedures on 
workplace violence, UMass created 
an interdisciplinary rapid response 
team.

“If a situation is escalating, we can 
quickly call in this team to help with 
violent patients in the emergency 
department or on the [hospital] 
floors,” she said.

It is no easy task to ensure rapid 
response to all units and shifts 24/7, 
she notes. The many challenges of 

violence prevention are reflected 
in the size of the task force, which 
includes representatives from 
numerous departments and several 
subgroups.

For example, a policy subgroup 
reviews and updates plans in such 
areas as patient visitation, restraint, 

searches of visitors and patients, and 
domestic violence leave of absence 
for employees. A subcommittee 
on procedures routinely monitors 
security measures; for example, 
assessing the metal detectors, which 
were added to the ED in 2017.

“We have close contact with the 
police if a handgun, drugs, or things 
like that are found,” Michas said. 
“We also have panic buttons, and 
there is a procedure for asking for 
one in your department if you need 
another one.”

The task force also is evaluating 
wearable devices that can be used 

to sound an alarm and send a GPS 
location signal. “We are looking at 
other technology,” she said. “If a 
patient is standing between you and 
the panic button, it is not going to 
do you any good.”

Security staff conduct routine 
walkthroughs every shift, responding 
to loitering and suspicious behavior 
or situations. “They are looking 
for things like secured doors, any 
suspicious packages, or people in the 
areas,” Michas said. “The managers 
of the units are really tasked with 
making sure all of the security 
equipment is working in their areas; 
making sure their card readers, 
cameras, and alarms are working.”

In addition to training staff 
in recognizing and responding to 
violent threats, the task force created 
work-culture Standards of Respect 
with the input of employees.

“This came about because 
our caregivers and employees’ 
recognition that a more respectful 
culture was needed based on 
incidents of disrespect they were 
experiencing or witnessing,” she said. 
“If people are feeling disrespected, 
they are more likely to leave your 
organization. Increased stress 
could also lead to absenteeism and 
decreased productivity.”

In a 2016 survey, employees 
identified behaviors that help them, 
patients, and families feel respected 
and supported, she said. The 
resulting standards have become an 
organizational priority, with required 
employee participation in a series 
of workshops. About half of the 
hospital employees have received the 
training. As described by Michas, 
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THE TASK FORCE, 
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the standards of respect adopted at 
UMass are summarized as follows.

• Acknowledge: Notice others 
and recognize their concerns;

• Listen: Give full attention;
• Communicate: Share 

appropriate information with those 
who need it;

• Respond: Respond in the 
expected time frame;

• Team player: Work in a way 
that helps colleagues;

• Kindness: Be kind, friendly, 
and patient — even when it is not 
easy.

“Unfortunately, people don’t 
always behave this way,” she said. 
“There is a lot of roleplaying in the 
classes so that you can learn and 
practice these behaviors. It is a little 
too early to tell if this is making a 
difference in our facility, but it is 
leading to more reports of bullying 
and other incidents. It is going to be 
interesting down the road when the 
entire organization gets trained.”

The violence prevention program 
at UMass encourages reporting of 
“near misses,” Michas added. “If you 
see something, say something,” she 
said. “Don’t wait until there is an 
actual assault. If you see aggressive 
behavior going on with a patient or 
co-worker, you need to report it.”

Incidents are tracked and updated 
at a daily safety briefing.

“That is not just the employee 
health service on these calls, but it is 
across the institution,” she said.

Security Staff Injuries

Another study presented at the 
ACOEM meeting revealed a high 
rate of injuries in security personnel 
responding to violent incidents in 
the ED, reported Khaula Khatlani, 
MBBS, MSc, a resident in the Yale 
School of Medicine.

National hospital workplace 
violence reports are approximately 
six incidents per 1,000 employees 
annually, she explains. “That rate was 
for the overall hospitals,” Khatlani 
says. “As we looked at only the 
emergency department setting, we are 
expecting a higher rate. It turned out 
to be way higher. We were interested 
in looking at different job categories 
to see if the injury rates differed.”

Researchers reviewed 107 
workplace violence injuries reported 
in the ED between Oct. 1, 2015, and 
May 18, 2017. They found a rate 
of 31 per 1,000 ED employees, she 
says, noting that studies of workplace 
violence traditionally do not include 
security personnel.

“Security personnel had a much 
higher rate,” Khatlani says. “They 
actually [comprise] only 6% of the 
total work force in the emergency 
department. However, 20% of them 
reported workplace violence injuries.”

That compares to 6% of the 
nurses and ED techs reporting 
workplace violence injuries for 
the period. A longitudinal follow-
up study over a longer period is 
underway to assess injuries in the ED 
and the reporting of job categories.

“We looked at all the injuries that 
were being reported in an association 
with aggression,” she says. “These 
data are based on physical violence 
that resulted in injuries. The other 
aspect is verbal abuse, which was not 
captured in this database because that 
is not being actively reported.”

Injuries included in the report 
resulted from slaps, kicks, punches, 

spitting, and biting. “There was one 
injury where the employee had a 
fractured nose because he was hit in 
the face by a patient who was about 
10 years old,” she says.

The inclusion of security 
personnel in violent injury data may 
make Yale a comparative outlier 
to studies of clinicians only, but 
it highlights an important area of 
occupational risk. “If we excluded 
them, we would expect the overall 
injury rate to go down,” Khatlani 
says. “However, we feel that the 
ED is a setting where people are 
frequently combative and aggressive. 
They are coming in with substance 
abuse disorders and somebody needs 
to calm them down. Usually, it is the 
security personnel — the [healthcare 
workers] taking care of an aggressive 
patient call them for help.”

To recognize and defuse 
potentially violent patients, Yale is 
using the Brøset Violence Checklist 
developed by researchers in 
Norway.1 The tool is used in patient 
observation, noting patient signs and 
symptoms that include confused, 
irritable, verbal, and physical threats, 
and attacking objects. The more 
symptoms the patient manifests, the 
greater the likelihood of violence. 
Similarly, as they are reduced or not 
expressed, the patient is considered 
less potentially violent.  n
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1. A study of an Ohio firefighter 

paramedic program that helps 

community residents with 

nonemergency health and 

safety issues showed which 

reduction in 30-day ED visits?

a . 28 .4%

b . 31 .9%

c . 44%

d . 54%

2. A study of the Los Angeles 

Fire Department’s advanced 

provider response unit (APRU) 

pilot program revealed which 

change in use of emergency 

medical services?

a . The area served by the APRU 

saw an increase in 911 calls for 

nonmedical emergencies .

b . The APRU led to a 66 .7% 

decrease in low-acuity 911 calls .

c . EMS calls dropped by 39 .1% .

d . 911 calls fell by 75% .

3. The LAFD’s APRU helps patients 

with mental health issues by 

transporting them to which 

type of facility?

a . Mental health urgent care 

facility

b . Psychiatric inpatient hospital

c . A psychiatrist or primary care 

provider

d . A sobering center

4. How did a pilot project that 

provided nursing case manage-

ment for frail cancer patients 

help these patients navigate the 

care continuum?

a . A case management team 

makes a plan, incorporating 

clinical, psychosocial, nutritional, 

rehabilitative, and spiritual needs, 

for a timely care transition .

b . A case management team 

transports patients to chemother-

apy sessions .

c . The team helps patients fight 

for insurance benefits .

d . The team teaches family mem-

bers how to provide necessary 

medical care for patients at home .


