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EDs Report Strong Surges in  
Flu-related Volume, Straining  
Capacity in Some Regions
Hospitals that see high numbers of older, complex patients 
experience added challenges

EDs in multiple states report they 
are seeing many 
more cases of 

the flu this year than 
during the 2016 sea-
son, creating capacity 
challenges in some 
regions. By mid-Feb-
ruary, the CDC noted 
that the number of 
influenza cases was 
still on the increase in 
most regions of the 
country, with New 
York City and 28 
states reporting a high 
incidence of influen-
za-like illness (ILI), 
and with Puerto Rico 
and an additional 
seven states reporting 
moderate levels of ILI. (For more data, 
please visit: http://bit.ly/2jz6CXx.)

Although the vast majority of cases 
reported this year involve influenza A 

(H3N2), the CDC reports that influ-
enza B viruses also are 

circulating, albeit in 
much smaller num-
bers. The CDC 
notes that this year’s 
vaccine appears to be 
about 48% effec-
tive, and there is no 
doubt the vaccine 
remains the best way 
to prevent infection 
and related complica-
tions. Nonetheless, by 
mid-February, many 
EDs were reporting 
strong surges in flu-
related volume, and 
it was unclear if the 
incidence of flu had 

yet peaked. Although 
the severity of illness associated with 
this year’s predominant strain is fairly 
typical, EDs that treat large numbers 
of older patients and the chronically ill 
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have faced additional challenges in 
meeting the needs of patients who 
are more susceptible to flu-related 
complications and recover slower 
than younger, healthier individuals.

Coordinate with Other 

Hospitals

Although Oregon has not been 
cited by the CDC as one of the 
states hardest hit by influenza, many 
hospitals there are definitely feeling 
the strain. In Portland, for example, 
hospitals have been so inundated 
with flu-related volume that they 
frequently have had to go on what 
they call zone management, a process 
during which administrators exert 
tighter control over where ambulanc-
es are directed so that no one hospital 
is completely overloaded.

“When hospitals get full, they 
begin to divert, but when everybody 
is full, then all the hospitals have to 
basically open up again,” explains 
Mohamud Daya, MD, MS, the 
EMS section director in the depart-
ment of emergency medicine at Or-
egon Health and Science University 
Hospital (OHSU) in Portland, OR. 
“So we have had a lot of redirection 
of ambulances to different hospitals, 
and that has kept us busy, so it has 
been a pretty tough situation.”

Daya notes that Portland has a 
fair number of hospitals, but they 
have all had to work together to 
manage the influx of flu patients. 
“We have phone calls where the pub-
lic health folks have brought together 
all the hospitals to see our status on 
where we are, and consider what we 
can do to try to reduce some of the 
overcrowding,” he says.

The flu, primarily the H3N2 
strain, arrived in Oregon early this 
year with the first cases presenting in 
December 2016, says Daya. Howev-

er, he observes that the main problem 
has been the large number of elderly 
patients who have comorbidities that 
put them at high risk of complica-
tions from the flu virus.

“The biggest thing we are seeing is 
a lot of older patients with shortness 
of breath and fatigue who are unable 
to have enough intake, and so they 
get into trouble,” Daya explains. “If 
you have been living with a chronic 
disease and you get an acute illness 
like the flu, it doesn’t take much to 
kind of tip you over, and then you 
lose control and you lose the ability 
to manage and take care of yourself.”

Consider Needs  

of Complex Patients

Daya clarifies that he has not seen 
many cases of the flu that are associ-
ated with secondary pneumonia. 
“We had that a few years ago where 
people [with the flu] also had bad 
pneumonia. I have not seen a lot of 
those cases, but I have seen a lot of 
people debilitated and worn out,” 
he says. Daya adds that when a flu 
patient presents with an underly-
ing problem, such as lung disease, 
asthma, kidney disease, or diabetes, 
the problem becomes more serious, 
often requiring additional support 
and hospitalization.

Further, these older patients, 
many of them from care homes, take 
longer to recover from flu and related 
complications, piling more strain 
onto the healthcare system, Daya 
explains. 

“They are not the young and 
healthy who might be able to get 
along just by staying home and tak-
ing oral antiviral medications,” he 
says.

When the hospitals are full of 
inpatients, that leads to backups in 
the ED, and there is not a lot of slack 
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EXECUTIVE SUMMARY

With influenza season intensifying, many EDs report strong surges in flu-

related volume. Although illness severity does not appear to be atypical, 

hospitals that see high numbers of older patients and the chronically ill face 

extra challenges meeting the needs of patients who have added susceptibility 

to flu-related complications. Experts note that all flu strains circulating this year 

appear to be sensitive to antiviral medications.

• In mid-February, the CDC reported the number of flu cases was still on 

the increase in most regions of the country, with 28 states reporting a high 

incidence of influenza-like illness.

• Hospitals in Portland, OR, have instituted “zone management” multiple 

times — a process whereby ambulances are supervised closely and redirected 

so that individual hospitals do not become overwhelmed.

• EDs in both Pennsylvania and Missouri report that flu-related volume is much 

higher this year than in 2016.

• The vast majority of flu cases this year involve influenza A (H3N2), although 

the CDC notes that influenza B viruses also are circulating.

in the system to accommodate surges 
in demand, Daya says. “We try to run 
very efficiently with high occupancy 
rates and keep our beds filled, so we 
don’t have a lot of room to take on 
a surge of flu patients,” he explains. 
“That has been a telling lesson for 
me.”

OHSU Hospital is an academic 
teaching hospital with a 43-bed ED 
that sees roughly 50,000 patients a 
year, Daya observes. 

“Being a tertiary academic center, 
we tend to take care of a large number 
of what I would call complex medical 
conditions, so my experience could be 
very different from some other hos-
pitals,” he says. However, Daya notes 
than any hospital that sees a large 
number of elderly patients or patients 
with underlying comorbid conditions 
probably faces similar challenges. 
“These patients have a very hard time 
when they get sick,” he adds.

Be Alert  

to Atypical Signs

OHSU Hospital has taken several 
steps to prevent the flu virus from 
spreading when patients present for 
care, beginning with the provision 
of flu vaccinations for staff, most of 
whom have received the shots, Daya 
notes. In addition, when patients 
suspected of having the flu present for 
care, staff put them on what the hos-
pital refers to as droplet precautions.

“Most of the time ... the flu is 
spread by large droplets, so when a 
patient sneezes or coughs, the drop-
lets go in the air, then they settle, 
and somebody else touches or inhales 
them and picks up the virus,” Daya 
explains. “So we try to get them to 
wear a mask, and then we wear a mask 
when we are in the room with them.”

Daya, who frequently works with 
the ambulance system, says that the 

same approach is encouraged among 
the paramedics when they are re-
sponding to calls that involve patients 
suspected of having the flu. However, 
Daya acknowledges that not all cases 
of flu present with typical symptoms. 
“Sometimes, the symptoms are pretty 
straightforward: pains, fevers, chills, 
coughs, sore throat, and runny nose,” 
he says. “However, other times, the 
flu can present slightly differently.”

For example, transplant patients or 
patients who are immune-suppressed 
may not always present with the tell-
tale symptoms of flu, and so precau-
tionary steps are delayed. “We prefer 
to do them up front, but the diagno-
sis is not always clear,” Daya says.

Along with cases of the flu, emer-
gency providers also have seen a fair 
number of patients with norovirus, a 
gastrointestinal ailment that is highly 
contagious, requiring very strict staff 
precautions. 

“There, you have to use contact 
precautions so you use a mask and 
a gown,” Daya says. “You make sure 
you wash your hands both before and 
after [interaction with the patient].”

In cases in which clinicians are 
very worried about contagion, they 
may place the patient in a negative 
pressure room, but Daya notes that 
OHSU Hospital only has six such 
rooms available in the ED, so it is not 
a solution that can be implemented 
on a large scale.

Although the flu season has been 
tough this year in Portland, Daya of-
fers a bit of good news. 

“The flu strains are all still sensi-
tive to the antivirals that we have ... 
and one of the antiviral medications 
is generic and so it cheaper,” he says. 
“We struggle with overcrowding, but 
I think on the flip side, we have some 
good things that have helped with our 
ability to deal with it as physicians.”

Emergency providers in Pennsyl-
vania have seen a big surge in cases 
of the flu compared with the same 
period last year, according to David 
Burmeister, DO, FACEP, CPE, chair 
of the department of emergency and 
hospital medicine at Lehigh Valley 
Health Network in Allentown, PA. 
“The volume [of flu cases] has pretty 
much doubled compared to what it 
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ALTHOUGH THE 
NUMBER OF 

FLU CASES HAS 
BEEN HIGH, 

THE SEVERITY 
OF THIS YEAR’S 

FLU AND THE 
PRESENTING 

SYMPTOMS HAVE 
BEEN FAIRLY 

TYPICAL.

was last year across the entire state,” 
he explains. “It has been a very heavy 
flu season ... and on top of that, we 
have had quite a bit of norovirus as 
well.”

Burmeister notes that for both 
January and February, the 60-bed ED 
at Lehigh Valley Hospital — Cedar 
Crest has been running at about 5% 
above its budgeted patient volume. It 
has been a challenge, but one the hos-
pital has been able to manage primar-
ily through staffing adjustments. 

“We have upped staff from an 
emergency medicine standpoint on 
certain days that we know are going 
to be high-volume days,” he says. 
For example, Burmeister notes that 
Mondays are always very busy in the 
ED, so administrators schedule more 
personnel to work on those days.

A newly streamlined admissions 
process, which was just implemented 
in November 2016, also has made a 
difference in helping emergency staff 
expedite admissions, thereby creating 
capacity. 

“We have been able to improve 
flow through the ED by improving 
the flow of the system overall,” Bur-
meister observes. 

For instance, he notes that admin-
istrators have worked with trans-
porters, the people responsible for 
cleaning the beds, and bed board staff 
to eliminate unnecessary steps and de-
lays. “All of those smaller pieces that 
add up to wasted time we have tried 
to minimize as much as possible,” he 
says.

Such improvements have been 
somewhat easier to accomplish in a 
department that is comprised of both 
emergency medicine physicians and 
hospitalists, Burmeister notes. 

“Every place is a little bit different 
in how they process admissions, but 
with us being one group, one depart-
ment, we are able to collaborate on a 
daily basis,” he says. 

Although the number of flu cases 
has been high, the severity of this 
year’s flu and the presenting symp-
toms have been fairly typical, Bur-
meister notes. “We tend to use our 
ECMO [extracorporeal membrane 
oxygenation] during the peak of the 
flu season more than during the rest 
of the year, but [there has been] noth-
ing out of the ordinary [this year],” 
he says. 

Highlight Infection  

Control Practices

The University of Missouri Health 
Care also reports a surge in flu cases 
in the ED this year, according to 
Christopher Sampson, MD, FAECP, 
an emergency physician at University 

Hospital in Columbia, MO. “We 
saw our big flu spike in March of 
last year, but the highest number of 
cases we had then was still less than 
what we saw the last week of January 
this year,” he says. “The first week of 
February, we had over 100 cases of 
the flu.”

Along with cases of the flu, the 

hospital is seeing an uptick in patients 
presenting with a gastrointestinal 
virus that typically lasts for 24 to 48 
hours, and then resolves, Sampson 
explains.

So far, the ED has been able to 
manage the influx without boosting 
staff, but clinicians are taking steps to 
prevent the flu virus from spreading. 
“If we are concerned that patients 
have the flu, they get a mask when 
they check in,” Sampson notes. “Pa-
tients are also advised about general 
good hygiene, such as covering their 
mouths when they cough or sneeze, 
and also good handwashing — basic 
steps that we always tell people when 
they are discharged.”

Although the volume of cases has 
been challenging, the illness severity 
has not proven to be as problematic 
as it has in some previous flu seasons, 
Sampson notes. 

“Two or three years ago, there 
were people coming in with post-viral 
pneumonias, but this year, so far at 
least, we have seen that the majority 
of patients are able to go home with 
just conservative management,” he 
says. “We are not seeing a lot of the 
complications that require people to 
be admitted.”  n
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EXECUTIVE SUMMARY

Investigators have applied epidemiological principles to the study of 

workplace violence, producing results that offer intriguing information 

to hospitals struggling for a way forward on this issue. In a randomized, 

controlled trial, the researchers found that a one-time, unit-based intervention 

can reduce the incidence of violent events, and that the approach offers some 

lasting effect over time.

• The intervention consisted of a 45-minute discussion with unit supervisors 

in which unit-specific data regarding violent incidents in their workplace were 

shared along with an array of improvement strategies.

• Unit supervisors then were directed to work with their teams to develop 

action plans to address violence, although they were free to adopt whatever 

solutions they deemed best.

• At six months post-intervention, there was a clear reduction in the incident 

rate ratios of violent events on the intervention units as compared with control 

units that did not conduct an intervention.

• Experts note that the study demonstrates that an effective workplace 

violence intervention or program must be data-driven and based on principles 

of continuous quality improvement.

In Search of Effective Solutions to Curb  
Workplace Violence
Investigators note that a unit-based, worksite intervention requires few resources, but there 
must be a database and a uniform reporting system to drive improvements

There is no question that hospitals 
are concerned about the rising 

incidence of violent events in health-
care settings.1 Indeed, many facili-
ties have deployed techniques and 
interventions designed to curb such 
incidents — or at least protect staff 
and patients from injury. However, 
investigators note that accurately 
gauging the effectiveness of such 
measures has been hampered by a 
lack of scientific rigor related to the 
fact that most studies in this area are 
based on questionnaire responses.

Determined to get around this 
problem, a team of investigators, led 
by Judith Arnetz, PhD, MPH, PT, 
who is now a professor and associate 
chair for research in the department 
of family medicine at Michigan State 
University, endeavored to set up a 
randomized, controlled study in con-
junction with the Detroit Medical 
Center (DMC), a health system that 
utilizes a comprehensive electronic 
reporting mechanism in which 
roughly 15,000 employees document 
all types of adverse events, including 
incidents of workplace violence.

In preliminary work, Arnetz and 
her collaborators delved into the 
database, specifically looking at the 
workplace violence events. “Here, we 
had documented incidents, which 
gave us the ability to link up with 
the human resources database so we 
could get data on paid productive 
hours, so we were the first to calcu-
late rates of violence, based on the 
population at risk,” Arnetz explains. 
“In other words, rather than count-
ing numbers of incidents, we were 
calculating rates. We were applying 

epidemiological principles to the 
study of workplace violence.”2

The results of this work are get-
ting a lot of buzz among clinicians 
and hospital administrators focused 
on developing new solutions to the 
problem, and some believe the find-
ings present a pathway forward in 
boosting safety for hospital staff. 

Share Unit-level Data

With DMC’s centralized report-
ing system available for data collec-
tion and monitoring, Arnetz set out 
to evaluate the effect of a unit-based 
workplace violence intervention in a 
randomized, controlled trial. “I had 
been working to design and imple-

ment an intervention that would be 
sustainable and that we could also 
translate to other healthcare organi-
zations,” Arnetz explains.

Specifically, the intervention 
consisted of a worksite visit by one 
or two members of the research 
team and a stakeholder representa-
tive from the hospital system. “The 
project was carried out in very close 
collaboration with security, human 
resources, nursing, quality and safety, 
and occupational health services, so 
we always had one stakeholder with 
us on the worksite visit,” Arnetz 
recalls. “We met with a unit supervi-
sor, and that person could bring one 
or two people with him or her.”

When designing the intervention, 
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THE BASIC IDEA 
BEHIND THE 

INTERVENTION 
WAS THAT UNIT 

LEADERS WOULD 
GLEAN SPECIFIC 

DATA FROM THEIR 
OWN WORK 

SETTING THAT 
THEY COULD 
THEN USE TO 
CUSTOMIZE 

APPROPRIATE 
PREVENTION 
STRATEGIES.

Arnetz explains that it was a prior-
ity to make sure that unit operations 
were not disrupted to a large extent. 
“It was a short visit, limited to 45 
minutes, and we never exceeded 
that,” she says.

The purpose of the visit was to 
present unit-level data on work-
place violence, Arnetz explains. “We 
presented data directly from the 
database that would give the unit 
its rates of violence for the previ-
ous three-year period, and the rates 
were compared to rates for the entire 
hospital system,” she says. “Then, 
we broke down the data into details 
about where the incidents occurred, 
who was involved — the bare facts.”

At the conclusion of the visit, the 
study team provided the unit su-
pervisor with a checklist of possible 
intervention strategies that originally 
was developed by OSHA and then 
adapted for the healthcare workplace 
by the study team. “The unit super-
visor and his or her team could look 
at environmental strategies, admin-
istrative strategies, or behavioral 
strategies,” Arnetz says. “They were 
then supposed to come up with an 
action plan as to what exactly they 
were going to do.”

The basic idea behind the inter-
vention was that unit leaders would 
glean specific data from their own 
work setting that they could then use 
to customize appropriate strategies 
for curbing or preventing workplace 
violence events. “They were not 
given any direction by the research 
team,” Arnetz adds. “They were 
given the flexibility to come up with 
what they thought would work best 
and be most effective.”

Identify High-risk Units

To identify which hospital units 
would be most relevant for such 

an intervention, investigators used 
what’s called the hazard risk ma-
trix.3 At the time, the DMC system 
included nine hospitals, Arnetz ex-
plains. “We used this hazard risk ma-
trix to identify the high-risk units, 
and we came up with 41 units, and 
all of the EDs across the system 
were, of course, included,” she says. 
“We had 21 units in the interven-
tion group and 20 controls.”

Consequently, the investigators 
did not just measure the interven-
tion units both before and after the 
intervention; they also had the con-
trol units for comparison purposes. 
“The beauty of that is that it gives 
much greater statistical power, and 
it is a more rigorous design when 
you can compare to a reference or a 
control group,” Arnetz observes.

What investigators discovered 
was that at six months post-inter-
vention, there was a clear difference 

between the intervention units and 
the control units with respect to the 
incident rate ratios of violent events. 
“There was a reduction in rates [in 
the intervention units] that we did 
not see in the control group units,” 
Arnetz observes. “After six months, 
[those results] did not hold, but 
at 24 months we saw that rates of 
injury were significantly lower in the 
intervention units compared to the 
control units.”

Investigators concluded that the 
intervention had an effect both on 
the occurrence of violent events as 
well as on the severity of events as 
measured by injuries, Arnetz says. 
Further, while investigators have 
conducted no additional follow-up 
to see whether the hospital units 
have continued with the methodol-
ogy, Arnetz has begun to work with 
at least one other health system 
that is interested in participating in 
similar work.

One promising aspect of the 
approach is that the intervention 
does not require significant resources 
or an inordinate amount of time 
to carry out, Arnetz observes. “We 
have not conducted any formal 
evaluations of what the interven-
tion costs, but it was designed to be 
as sustainable as possible; it was a 
single, 45-minute visit,” she advises. 
“Individual hospital units worked 
with their supervisors to develop 
whatever their action plan was, but 
that was also a very important part 
of the intervention. The ownership 
of the problem belonged to the unit. 
Those are the people who know the 
violence problem best because they 
live with it day in and day out.”

However, Arnetz stresses that it is 
important to create a database and 
a reporting system that is uniform 
through the organization. “It [de-
pends on] this structure of having 
a central reporting system and then 
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using the unit-level data to drive 
improvements,” she says.

Prioritize Awareness

Jane Lipscomb, PhD, RN, 
FAAN, a professor in the University 
of Maryland Schools of Nursing and 
Medicine and director of the Center 
for Community-Based Engagement 
and Learning at the University of 
Maryland, has been looking into the 
prevention of occupational injuries 
in the healthcare workplace for more 
than 20 years, and sees Arnetz’s work 
as a game-changer. “This is the evi-
dence we have been waiting for and 
wanting for a long time,” she says. 
“An [effective] workplace violence 
prevention program or intervention 
is based on principles of continu-
ous quality improvement, and it is a 
data-driven approach.”

Joanne Ogaitis, RN, a member 
of the legislative committee of the 
Maryland Nurses Association based 
in Owings Mills, MD, echoes these 
sentiments, noting that in the years 
she and her colleagues have spent 
looking for legislative proposals to 
address workplace violence, they 
have come to the conclusion that a 
legislative fix may not be the best 
way to go about resolving this very 
complex issue. “We started a work-
group with different types of nurses 
who are interested in this issue ... 
and we have been more focused on 
awareness and best practices as a way 
to combat the problem,” she says.

In Ogaitis’s experience as a nurse 
working both at the corporate level 
and on the front lines, verbal threats 
to staff happen as often as every two 
days. Physical incidents, such as 
punching, biting, or kicking, hap-
pen less often, but they still happen 
regularly, she says.

“We understand that the vio-

lence that we see is secondary to 
something else that is going on with 
the patient, so we approach it in a 
compassionate way, but it is very 
disruptive to care,” she says. “It can 
involve the primary nurse, the physi-
cian, and the charge nurse; the whole 
care team can get involved in these 
incidents.”

Ogaitis believes such violence is 
reflective of what is going on in the 
community, but it is heightened in 
the hospital setting. “If there is a vio-
lent person in a shopping center or 
a university or some other commu-
nity-based setting, a lot of times that 
person will end up in the hospital ... 
but in the hospital setting, because 
of all the different comorbidities, we 
see more of this,” she says. 

Given the prevalence of violence 
in hospital settings, every hospital 
should have a plan for how to deal 
with it, Ogaitis observes. “What is 

effective is doing drills and mak-
ing sure all the key people — both 
day shift and night shift — know 
what their roles are,” she says. “The 
key people need to know what the 
parameters are around the regula-
tions and the law, and they need to 
be able to act quickly, promptly, and 
correctly.”

The issue needs to be dealt with 
in a multidisciplinary, collaborative 
way, Ogaitis adds. “It takes the entire 
care team to address it, but if there is 
a plan and it is rehearsed and every-
body knows their roles, these things 
can be mitigated,” she says. “One of 
the things we work on is de-escala-
tion training so that you never get to 
the violent point. You can recognize 
it, and you can bring the volume 
down several notches before it gets to 
a violent place. That is the goal.”

There is a tremendous amount 
of work to be done in this area, 
Lipscomb advises. “I just continue 
to be shocked that organizations, 
nurses themselves, and management 
just don’t understand that violent 
incidents and related injuries are 
preventable,” she says.

Lipscomb relates that too many 
of the organizations that she consults 
for see violence as just one of the 
hazards that goes along with the job 
of caring for patients. That attitude 
must change, she says.

Further, she notes that healthcare 
organizations must appreciate the 
costs and the consequences associ-
ated with workplace violence. For 
example, she points out that verbal 
abuse severely affects the patient-
nurse interaction, but it is tough to 
monetize that. “We all know what 
it does to your level of compassion 
toward someone when they have 
just threatened or cursed you out,” 
she says. “Imagine being in a shared 
room with someone who is acting up 
like this. That has consequences.”
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Emergency Medicine Stakeholders Voice  
Priorities for Healthcare Reform, Urge  
Individual Clinicians to Get Involved
With the Affordable Care Act under fire, both physicians and nurses want to preserve access, 
but they’re over high deductibles and narrow networks

Healthcare is once again the 
subject of a political tug-of-war, 

with President Trump and congres-
sional Republicans signaling plans to 
repeal and replace parts or all of the 
Affordable Care Act (ACA). On the 
other side are lawmakers and other 
ACA advocates who want the law’s 
provisions to remain intact.

With guns fully loaded on both 
sides of the issue, it’s unclear just 
how or even whether the law will 
be altered to a significant extent, 
but it is hard to underestimate the 
stakes for emergency medicine. 
Indeed, leaders of both the American 
College of Emergency Physicians 
(ACEP) and the Emergency Nurses 
Association (ENA) have outlined 
their legislative priorities. Leaders 

of both groups are urging their 
members to familiarize themselves 
with the intricacies of the law and 
get actively involved in promoting 
their interests.

Support Innovation

ACEP President Rebecca Parker, 
MD, FACEP, stresses that it is vitally 
important that emergency services 
remain as a covered benefit under 
any insurance plan. “In the ACA, 
emergency services are one of the 10 
essential services, and we believe it is 
crucial for that to continue,” she says.

Parker adds that the Prudent 
Layperson definition of an emergency 
needs to continue as well. “If some-
one thinks he is having an emergency, 

he should be able to seek emergency 
services without being worried about 
being denied [insurance coverage] on 
the back end,” she says. “We don’t 
want patients with chest pain worry-
ing about whether that is covered. We 
want that to be a par-for-the-course 
service.”

Further, ACEP wants to make sure 
that any alteration or replacement of 
the ACA recognizes the importance 
of freestanding EDs as well as other 
emerging models of healthcare deliv-
ery. “Freestanding EDs are an innova-
tive way to offer access to care in new 
places that may not be large enough 
yet to require a hospital, but do have 
a need for emergency or outpatient 
care,” Parker says.

Other examples of healthcare de-

Ogaitis adds that there also can 
be a significant expense related to 
turnover. “When something happens 
again and again, or an incident is 
really bad, people just say they have 
had enough,” she says. “A lot of these 
incidents happen either in an ED or 
a behavioral health setting where get-
ting quality staff is challenging.”

(Editor’s Note: OSHA offers an 
array of tools and resources on how to 
prevent workplace violence in health-
care settings. These can be accessed at: 
http://bit.ly/24u8OBS.

To learn even more about how to 
prevent violence in the workplace, be 
sure to check out AHC Media’s on-
demand webinar “Violence Prevention 

in Healthcare: OSHA Requirements” 
at: http://bit.ly/2dd2rKk.)  n
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EXECUTIVE SUMMARY

With President Trump and congressional Republicans promising to repeal 

or replace parts or the entirety of the Affordable Care Act (ACA), emergency 

medicine stakeholders are making sure lawmakers know what provisions in 

the law must remain intact, and what new reforms are needed. They also are 

urging emergency medicine clinicians to stay informed on the issues, and to 

advocate for their interests.

• The American College of Emergency Physicians (ACEP) wants to ensure that 

emergency services remain essential covered benefits, and that freestanding 

EDs and other emerging healthcare delivery models are supported.

• Although ACEP calls on lawmakers to preserve Medicaid, Medicare, and the 

Children’s Health Insurance Program, the organization is less than satisfied with 

the insurance products offered on the ACA exchanges. The organization wants 

lawmakers to address both the affordability and transparency of coverage 

options.

• The Emergency Nurses Association calls for an expanded role for advanced 

practice registered nurses in both primary and emergency care, and it wants 

more action to improve access to mental healthcare services.

livery innovation Parker would like 
to see supported in any new legisla-
tion include telemedicine solutions 
to deliver or coordinate care and the 
expanding use of paramedicine for 
follow-up or ongoing care to patients 
after discharge from the hospital. 
“We have some members in that 
space, and they are showing some 
remarkable improvements in care, 
including decreases in readmission 
rates,” Parker observes. “Those types 
of approaches are common sense and 
are good ways to improve care that 
our members are exploring.”

Parker is not a fan of any efforts 
to eliminate or repeal the Center for 
Medicare & Medicaid Innovation 
(CMMI) — at least in the near term. 
“We were one of seven specialty 
societies to receive a CMMI grant, 
and we have been pleased with the 
opportunity. The grant is $3 million 
over three years,” she says.

Parker explains that ACEP has 
used the CMMI funds to form the 
Emergency Quality Network, or 
E-Qual (www.acep.org/equal/), an 
entity that focuses on improvements 
in three areas: low-risk chest pain, 
sepsis, and radiology use. “Physicians 
sign up for the program, we provide 
them with education ... and they 
measure outcomes both before and 
after the education,” she says. “We 
have had a terrific response from our 
members, and it has been a way to 
not only improve quality of care but 
also show how we can contain costs 
as well.”

Preserve Access,  

Improve Affordability

House Republicans have already 
signaled that as part of their replace-
ment plan for the ACA, they want 
to gradually undo the ACA’s expan-
sion of Medicaid. Parker takes issue 

with this stance, noting that such 
a move would put coverage out of 
reach for many patients. “We will 
watch that very closely and advocate 
to keep Medicaid solvent,” she says. 
“We want to be sure our patients 
who receive Medicaid continue with 
that access to care. It is important to 
not only when we see them, but also 
after we see them. We want to make 
sure they are getting into primary 
care clinics where they are able to get 
follow-up and to get the medicines 
they need.”

While ACEP wants to ensure 
lawmakers preserve Medicaid, 
Medicare, and the Children’s Health 
Insurance Program, the organization 
is not satisfied with the insurance 
products offered on ACA exchanges. 
In particular, ACEP would like to 
see mandated improvements with 
respect to affordability and clarity. 
“The deductibles are very high and 
the networks are very narrow,” she 
says. “What we see from our patients 
is that they are confused by the 
insurance; there is not good trans-

parency. The premiums are higher, 
the deductibles are higher, and they 
get caught in the middle when they 
are starting to get bills they did not 
anticipate.”

Parker says ACEP is concerned 
about what she terms “bad insurance 
products” that patients cannot af-
ford and that don’t adequately cover 
emergency situations. “People think 
they are covered when they are actu-
ally not covered,” she says.

In the same vein, ACEP main-
tains that any expansion in the use of 
Health Savings Accounts, Health Re-
imbursement Accounts, Association 
Health Plans, or Individual Health 
Pools must provide what the organi-
zation terms meaningful benefits and 
coverage, including access to emer-
gency care.

In addition, ACEP wants to make 
sure that patients with pre-existing 
conditions have access to coverage, 
that there are no lifetime coverage 
limits in insurance policies, and that 
children can remain on their parents’ 
insurance policies until age 26.
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Deliver Liability Reform

The Independent Payment Ad-
visory Board (IPAB) is one highly 
controversial feature of the ACA 
that was designed to help control 
costs. However, while it has never 
been funded, the ACEP is eager for 
this concept to be eliminated. “The 
American Medical Association is 
also against it as well as every other 
physician specialty,” Parker says. “It 
would be an entity that would not be 
supervised by Congress or any type 
of outside body, so we are completely 
against the IPAB and urge repeal. We 
think the current system works well 
and want to continue with it.”

Another issue ACEP wants to see 
lawmakers finally address is liability 
reform. “It is always a top priority for 
our members, and it is also important 
for our patients,” Parker explains. 
“We need specialists to take calls, and 
one of the issues that we often see is 
that specialists will drop calls if they 
feel they are in a high-risk environ-
ment, and emergency patients are just 
that; often, they are not known and 
they come in very ill, so we want to 
preserve that access for our patients.”

ACEP wants to see Emergency 
Medical Treatment and Labor Act 
(EMTALA)-related liability cases 
moved to the federal tort system for 
adjudication and review. “It provides 
support ... which is different from the 
costs and burdens that our local liabil-
ity systems have,” Parker explains.

Parker adds that the current sys-
tem in place to deal with medical li-
ability cases focuses on the individual 
rather than improving care or finding 
systems of care that are better. “One-
third of the money goes to attorneys, 
so the wrong people are getting paid 
if what we are trying to do is take 
care of the patient, make our system 
better, and provide better care,” she 
says. “It is a very personal thing to 

get sued, unfortunately, and it is not 
a good system that we have [to deal 
with these cases].”

Boost Mental Healthcare 

Resources

Parker applauds the recent pas-
sage of the 21st Century Cures Act, 
which President Obama signed into 
law before leaving office. Among 
other things, the legislation provides 
generous new funding for mental 
healthcare, but Parker notes that more 
solutions are needed. “We tell the 
story about our psychiatric holders — 
patients that we know need acute psy-
chiatric services or need inpatient ad-
mission, but wait in our EDs for days 

and days,” she explains. “So funding 
more outpatient services, which have 
been cut back dramatically over the 
last 15 to 20 years, is crucial, along 
with looking at what our bed capacity 
is at some of our institutions.”

Parker adds that she hears about 
mental health-related issues from 
ACEP members in all regions of the 
country. “Everybody is short psychi-
atric beds,” she says. “And we also feel 
this issue connects together with the 
opioid crisis as well.”

There is always a combination of 

psychiatric illness with substance use, 
Parker notes. “Often times, patients 
cannot get the resources they need — 
maybe for depression, bipolar disor-
der, or another psychiatric condition,” 
she explains. “[These issues] go hand 
in hand, and that is what we see in 
our departments.”

ENA President Karen Wiley, 
MSN, RN, CEN, notes that her 
organization’s advocacy led to the 
inclusion of important mental health 
provisions in the 21st Century Cures 
Act, but she agrees with Parker that 
lawmakers must do much more. “Ac-
cording to ENA research, the average 
ED stay for mental health patients 
is 18 hours, compared to four hours 
for all other types of ED patients,” 
she says. “Access to mental healthcare 
treatment is severely lacking.”

Wiley notes that mental health 
patients often turn to the ED when 
their symptoms worsen or when they 
find themselves in a crisis, yet these 
patients would be served better in 
facilities with specialized expertise. 
Consequently, improving access to 
mental health resources is a top fed-
eral legislative priority of the ENA.

Expand the Role  

of APRNs

Beyond mental healthcare, the 
ENA has expressed many of the same 
concerns as ACEP regarding the 
importance of providing affordable 
insurance options and maintaining 
access to care, especially for vulner-
able populations. The organization 
points out that the states that ex-
panded Medicaid under the ACA saw 
a 31% drop in uninsured visits to 
the ED compared to the states that 
did not take advantage of expansion. 
Given the burdens that uncompen-
sated care places on EDs and other 
healthcare providers, the ENA urges 
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     After completing this activity, participants will be able to:

      1. Apply new information about various approaches to ED management;

      2. Discuss how developments in the regulatory arena apply to the ED setting; and

      3. Implement managerial procedures suggested by your peers in the publication.

CME/CE OBJECTIVES

lawmakers to ensure that any changes 
to current policy avoid worsening 
these burdens.

The ENA also calls for an ex-
panded role for advanced practice 
registered nurses (APRN) in both 
primary and emergency care. “There 
are several ways lawmakers could 
allow APRNs to practice to the full 
extent of their training,” Wiley ex-
plains. “Medicare could cover APRN 
services, as allowed by state law, to 
the same extent physician services are 
covered, [and] the Medicaid payment 
increase for primary care services 
under the ACA could be extended be-
yond physicians to include APRNs.”

In addition, Wiley notes that 
CMS could promote the use of 
APRNs in policies related to federal 
employee benefits and hospital condi-
tions of participation in Medicare. 
At the state level, existing laws on 
nursing scope of practice could be 
changed to allow APRNs to fully 
use their skills and training. “The 
Veterans Administration [VA] took 
a big step when it finalized a rule in 
December that allows full practice 
authority to APRNs employed at VA 
facilities,” Wiley observes.

With their broad knowledge and 
expertise, APRNs with full prac-
tice authority could help address 
identified gaps in both primary and 
emergency care, Wiley offers. “In the 
ED, increasing demand for services 
and staffing challenges create an op-
portunity for APRNs,” she explains. 
“[They] can help address overcrowd-
ing, reduce patient waiting times, and 
improve patient satisfaction.”

Wiley adds that fully leveraging 
the skills of APRNs ultimately would 
lighten the strain on busy EDs. “With 
greater access to primary care, the 
number of patients who require emer-
gency care may be reduced as patients 
engage in more preventive healthcare 
and better manage their chronic con-

ditions, averting preventable health-
care emergencies,” she adds.

Further, to ensure a continued 
supply of well-educated nurses, the 
ENA wants to see reauthorization of 
nursing workforce development pro-
grams under Title VIII of the Public 
Health Service Act, as well as new 
support for workforce development, 
loan repayment, and tuition assistance 
programs.

Get Involved,  

Offer Expertise

To make sure that nursing con-
cerns are appropriately addressed by 
lawmakers, Wiley states that providers 
must fully understand how proposals 
will affect their emergency setting and 
the care they provide. “Clinicians and 
administrators need to communicate 
with agencies and lawmakers about 
the impact of policy on their ability 
to provide high-quality patient care,” 
she explains. “They should contact 
state and federal lawmakers early and 
identify any overarching principles for 
improving the healthcare system, and 
pledge to work with lawmakers as the 
debate unfolds.”

Wiley adds that healthcare pro-
viders can offer their expertise as a 
resource to lawmakers as a way of 
building constructive relationships. 
“One way to offer expertise is to 
testify at legislative hearings, using 
personal experience in the ED,” she 
advises. “The ENA has already done 

this at the state level, testifying on 
bills that address the issue of criminal 
penalties for assaulting emergency 
nurses and other healthcare providers 
in EDs or hospitals.”

Other steps that clinicians can 
take include monitoring lawmaker 
websites and participating in town 
halls and other events that might be 
hosted locally, Wiley observes. “Write 
letters to the editor or op-eds in local 
newspapers, imploring fellow citizens 
and lawmakers to support responsible 
policies that improve the system for 
all,” she says.

Parker notes that from their 
vantage point on the front lines of 
healthcare, emergency physicians can 
bring important perspective to the 
debate over future healthcare reforms.

“We see everything because of the 
type of practice that we do, and we 
are the safety net, so I encourage our 
physicians to go out ... talk about the 
patients they see and about the opioid 
deaths, the crises, the families, and 
the work we are doing to make things 
better,” she says. “Emergency physi-
cians have a unique voice, which is 
the patient’s voice.”  n

SOURCES
• Rebecca Parker, MD, FACEP, 

President, American College of 

Emergency Physicians. Email: 

rparker@acep.com.

• Karen Wiley, MSN, RN, CEN, Presi-

dent, Emergency Nurses Association. 

Email: Karen.Wiley@ena.org.



To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Log on to AHCMedia.com and click on My Account. First-time users will have to register 
on the site using the eight-digit subscriber number printed on their mailing label, invoice, 
or renewal notice. 

3. Pass the online tests with a score of 100%; you will be allowed to answer the questions as 
many times as needed to achieve a score of 100%. 

4. After successfully completing the test, a credit letter will be emailed to you instantly.

5. Twice yearly after the test, your browser will be directed to an activity evaluation form, 
which must be completed to receive your credit letter.

CME/CE INSTRUCTIONS

CME/CE QUESTIONS

PHYSICIAN EDITOR
Robert A. Bitterman, MD, JD, FACEP
President 
Bitterman Health Law Consulting Group

NURSE PLANNER
Diana S. Contino, RN, MBA, FAEN 
Executive Director, Accountable Care Organization
Memorial Care Health System 
Fountain Valley, CA

EDITORIAL ADVISORY BOARD
Nancy Auer, MD, FACEP 
Vice President for Medical Affairs 
Swedish Health Services, Seattle

Kay Ball, PhD, RN, CNOR, FAAN 
Associate Professor, Nursing, Otterbein University,  
Westerville, OH

Larry Bedard, MD, FACEP 
Senior Partner 
California Emergency Physicians 
President, Bedard and Associates 
Sausalito, CA

Richard Bukata, MD 
Medical Director, ED, San Gabriel (CA) Valley Medical  
Center; Clinical Professor of Emergency Medicine, Keck 
School of Medicine, University of Southern California 
Los Angeles

Caral Edelberg, CPC, CPMA, CAC, CCS-P, CHC 
President, Edelberg Compliance Associates 
Baton Rouge, LA

Gregory L. Henry, MD, FACEP 
Clinical Professor, Department of Emergency Medicine 
University of Michigan Medical School 
Risk Management Consultant 
Emergency Physicians Medical Group 
Chief Executive Officer 
Medical Practice Risk Assessment Inc. 
Ann Arbor, MI

Marty Karpiel, MPA, FACHE, FHFMA 
Emergency Services Consultant 
Karpiel Consulting Group Inc. 
Long Beach, CA

Thom A. Mayer, MD, FACEP 
Chairman, Department of Emergency Medicine 
Fairfax Hospital, Falls Church, VA

Larry B. Mellick, MD, MS, FAAP, FACEP 
Professor of Emergency Medicine  
Professor of Pediatrics 
Department of Emergency Medicine  
Augusta University, Augusta, GA

Robert B. Takla, MD, FACEP  
Medical Director and Chair  
Department of Emergency Medicine 
St. John Hospital and Medical Center, Detroit

Michael J. Williams, MPA/HSA 
President, The Abaris Group 
Walnut Creek, CA

Interested in reprints or posting an article to your com-
pany’s site? There are numerous opportunities for you 
to leverage editorial recognition for the benefit of your 
brand. Call us at (800) 688-2421 or email us at 
Reprints@AHCMedia.com.

Discounts are available for group subscriptions, multiple 
copies, site-licenses, or electronic distribution. For 
pricing information, please contact our Group Account 
Managers at Groups@AHCMedia.com or (866) 213-0844. 

To reproduce any part of AHC newsletters for  
educational purposes, please contact The Copyright 
Clearance Center for permission:

Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400

1. With the flu season producing 

strong surges in volume this 

year, the biggest challenge for 

Oregon Health and Science 

University Hospital has been:

a. the high number of patients 

who have not received the flu 

vaccination.

b. the high number of staff 

coming down with the flu.

c. patients waiting too long 

before accessing care.

d. the large number of elderly 

patients who have comorbidities.

2. Experts note that accurately 

gauging the effectiveness of 

interventions designed to curb 

workplace violence has been 

hampered by:

a. meager financial resources.

b. a lack of scientific rigor.

c. time constraints.

d. bureaucracy.

3. To identify which hospital 

units would be most relevant 

for a workplace violence 

intervention, investigators used:

a. the hazard risk matrix.

b. employee questionnaires.

c. a literature review on workplace 

violence in healthcare settings.

d. All of the above

4. For a workplace violence 

intervention to be effective, 

experts stress that it is 

important to create a database 

and:

a. an awareness campaign.

b. templates staff can use to 

report incidents.

c. a reporting system that 

is uniform throughout the 

organization.

d. two unit-level champions for 

the project.


