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Capable of expediting cardiac care, adoption of the test has been 
slow and financially prohibitive for many hospitals

It has been more than a year since 
the FDA finally cleared the way 
for clinicians to take advantage of 

a high-sensitivity troponin test, which 
can be used to detect heart attacks 
and other heart problems faster than 
older tests. However, while the new, 
fifth-generation test offers significant 
benefits to emergency providers as 
well as their patients who present with 
chest pain and other heart problems, 
hospitals have been slow to adopt the 
new approach, and there are multiple 
reasons why.

First, it takes time and education 
for clinicians and labs to learn how to 
use the new test. Further, adoption of 
the new test is only financially feasible 
at hospitals that use Roche platforms 
to run their tests because the single, 
high-sensitivity troponin assay approved 
by the FDA is the Elecsys Troponin 
T STAT assay, developed by Roche. 
The FDA has yet to approve high-
sensitivity troponin assays for the other 

testing platforms. Such barriers are 
frustrating to clinicians eager to take 
advantage of high-sensitivity troponin 
tests because many different assays have 
been available in Europe and most other 
parts of the world for years. However, 
while access to the test remains limited 
thus far in the United States, some 
hospitals have begun to implement the 
improved test and to reap the benefits, 
giving emergency providers a powerful 
new tool in their care of chest pain, one 
of the top diagnoses in the ED. (See 
also: New Four-step Protocol Boosts Care, 
Outcomes for STEMI Patients, p. 65.)

Prepare for Lengthy 

Transition

The University of California San 
Diego (UCSD) Health was the first 
health system in California to use the 
new test, but the transition involved 
months of planning and preparation, 
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explains Lori Daniels, MD, MAS, 
FACC, FAHA, director of the 
cardiovascular ICU in the UCSD 
division of cardiovascular medicine. 

“We started maybe even a year 
before the switch with a planning 
committee that included myself 
from cardiology, one of the directors 
of our labs, and some representatives 
from the ED as well,” she says. “We 
began some education talks, and we 
implemented it in phases where for a 
while we ran the old test side by side 
with the new test to give providers in 
the ED and everyone else a warning 
that on this new test the numbers are 
going to look different.”

In fact, results from the side-by-
side testing revealed several cases 
in which the older test produced 
normal results while the high-
sensitivity test showed abnormal 
results indicating some type of 
cardiac issue, Daniels explains.

In addition to a comparative 
testing period, implementation 
requires collaboration between 
cardiology, the ED, the lab, and even 
IT personnel, Daniels observes.

“You have to decide what 
algorithm you are going to use and 
how you are going to make sure the 
time points for drawing blood for 
the tests are accurate, so it does take 
some work to get going,” she says. 
“And it takes a lot of education on 
how to interpret the results.”

Complicating the process is the 
fact that consensus guidelines on 
how to use fifth-generation troponin 
tests have not been established in the 
United States.

“The European Society of 
Cardiology has, and a lot of us are 
using adaptations of that algorithm, 
but we don’t have [such guidance] 
in the U.S. because the test hasn’t 
been available here,” Daniels notes. 
“Every hospital for now has to 
decide on their own which algorithm 

they are going to use based on the 
published data and the European 
recommendations for the most part.”

Since most of the data on high-
sensitivity troponin tests are from 
Europe, professional societies in the 
United States are waiting for sites 
here to report on their experience 
with the new test before issuing 
recommendations.

“That is happening, but slowly,” 
Daniels offers. “There are some 
differences between a European 
ED population and a U.S. ED 
population. For example, the 
incidence of MI [myocardial 
infarction] among patients with 
suspected heart attacks is lower here 
than in Europe.”

The population difference 
suggests that the negative predictive 
value of the test probably will be 
better in the United States than in 
Europe, but it also may mean that 
the positive predictive value will not 
be as good, Daniels shares.

“It affects the interpretation a 
little bit. Also, the cut points that 
the lab is allowed to report for the 
test [which are established by the 
FDA] are different here than in 
Europe,” she says. “There are several 
differences between Europe and the 
U.S., so you can’t just exactly adapt 
what they have done in Europe. It 
has to be altered slightly.”

Consider the Benefits

Despite such complications, the 
potential payoff for both providers 
and patients is significant. Experts 
note that fifth-generation troponin 
tests can detect a heart attack within 
one to three hours vs. six to 10 
hours for older-generation troponin 
tests. That means chest pain patients 
aren’t stuck in the ED for half a day 
or more before receiving treatment 
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EXECUTIVE SUMMARY

Some emergency providers in the United States finally can access a high-

sensitivity troponin assay that enables them to detect heart attacks and other 

cardiac problems faster than older troponin tests . While it can take several 

months to safely and effectively switch to the new test, the benefits to both 

patients and providers are considerable . Although evidence from Europe 

suggests the tests uncover more evidence of cardiac disease, follow-up is 

required .

• The University of California San Diego Health was the first health system 

in California to implement the test following months of planning and 

preparation . Other hospitals, such as Massachusetts General Hospital and 

Brigham and Women’s Hospital in Boston and the Mayo Clinic in Rochester, 

MN, also are implementing the new test .

• Complicating implementation of the new assay is the fact that consensus 

guidelines on how to use fifth-generation troponin tests have not been 

established in the United States, although Europe and other parts of the world 

have been using the fifth-generation tests for years .

• With just one high-sensitivity troponin assay approved by the FDA, only 

hospitals that have acquired Roche testing platforms can use the test, 

although other companies are seeking approval for similar tests .

or discharge orders, and clinicians 
can move on to other patients, 
thereby improving patient flow 
and satisfaction. Further, experts 
note that the newer tests enable 
gender-specific cut points, making 
it easier for clinicians to detect heart 
problems in women.

As of February 2018, every patient 
who presents to the ED at a UCSD 
Health medical center complaining 
of chest pain has been receiving the 
fifth-generation troponin test.

“It even goes beyond that because 
heart attacks don’t always present 
with chest pain,” Daniels notes. 
“Sometimes, it is just shortness of 
breath or other vague symptoms, so 
there [are] a ton of people getting 
this test.”

Typically, emergency physicians 
are the first to interpret the data from 
the new test.

“If they are concerned, they will 
call a cardiologist for a consultation,” 
Daniels explains. “The lab has set 
cut points for what is normal and 
abnormal, but it really takes more 
than a yes or no answer. It takes 
consideration of the entire clinical 
picture.”

While the fifth-generation 
troponin test has been fully 
implemented at UCSD Health, work 
remains. Cardiologists continue to 
refine the algorithm clinicians use to 
interpret the results, and educational 
initiatives aimed at helping clinicians 
to optimally interpret the results are 
ongoing.

“There is a lot of one-on-one 
education as well,” Daniels notes. “I 
let people know to call me when they 
have questions. We will reach out 
individually and in groups.”

Other hospitals, such as 
Massachusetts General Hospital and 
Brigham and Women’s Hospital 
in Boston and the Mayo Clinic in 
Rochester, MN, are in the process of 

implementing the test as well. “In the 
next few weeks, [many] more will be 
coming online, so I think [the test] is 
going to gain momentum,” Daniels 
predicts. “I think eventually [every 
hospital] will be using the test, but 
change doesn’t come quickly in the 
medical world.”

Understand Regulatory 

Hurdles

Some experts are not so sanguine 
about the time it is taking for 
emergency providers in the United 
States to get their hands on high-
sensitivity troponin tests. W. Frank 
Peacock, MD, FACEP, FACC, a 
professor of emergency medicine, 
associate chair, and research director 
for emergency medicine at Baylor 
College of Medicine in Houston, has 
been researching troponin for years, 
and he recently published a multi-
site study of the efficacy of using 

high-sensitivity troponin testing 
to identify low-risk patients with 
possible acute coronary syndrome.1

However, Peacock is frustrated 
that he still lacks access to the fifth-
generation test in his own ED. “You 
can go to Nigeria and get a better 
troponin [test] than we have in the 
U.S. You can go to any third-world 
country and get a better troponin 
test than we have in the U.S.,” he 
stresses. “We are eight years behind 
the globe.”

The chief reason why Peacock 
and most other emergency providers 
in the United States still lack access 
to high-sensitivity troponin tests is 
because the testing platforms used 
by their hospitals to run such tests 
cannot run the Roche assay, and the 
FDA has not yet approved the high-
sensitivity troponin assays developed 
by Siemens, Abbott, or the other 
companies working in this space.

Peacock, who has consulted for 
some of the companies that have 
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developed high-sensitivity troponin 
assays, and has testified before the 
FDA on this issue, explains that the 
FDA’s reluctance to approve more 
high-sensitivity troponin assays is 
because the agency is concerned 
about the accuracy level of the 
test results when very low levels of 
troponin are detected. 

In Peacock’s view, this concern is 
unnecessary because he maintains 
that slight differences in results at 
these very low levels are not clinically 
important.

“If [the result] is under 6, that is 
good. If I can get a level that is 4, 
and two hours later it is 5, I can send 
the patient home. It is nowhere near 
an MI, which is 19,” he says. “The 
FDA is making companies report 
numbers down to very low levels 
very accurately, which is a really 
heavy lift.”

Hospitals are not exactly eager 
to purchase Roche testing platforms 
to run the only high-sensitivity 
troponin assay that has been 
approved. The machines that run 
these tests are extremely expensive, 
and hospitals rely on them to run 
dozens of tests, Peacock explains. 

“No hospital is going to spend 
another $20 million to be able to 
run one assay,” he says.

For hospitals that are using Roche 
testing platforms, adding the newly 
approved high-sensitivity troponin 
assay is a relatively simple matter. 

But hospitals that use testing 
platforms developed by other 
companies are out of luck, at least 
until the FDA approves the high-
sensitivity troponin assays that can 
run on their machines. 

Peacock worries such approvals 
could take years.

“We are behind the rest of 
the world by eight to maybe 10 
years,” Peacock laments. “I go to 
conferences all over the world, and 

I tell people that we are the Third 
World of troponin. Our [chest pain] 
patients wait in the ED for 12 hours. 
I know yours only wait for an hour.” 

However, the FDA isn’t the 
only voice of concern regarding 
the fifth-generation troponin tests. 
Some cardiologists in the United 
States have expressed worries that the 
test could result in too many false-
positive results in patients who are 
not experiencing heart attacks. 

But Peacock notes that elevated 
troponin levels that do not reach the 
level of an MI still are a cause for 
concern.

“Troponin is a structural protein 
... and if structural proteins are 
floating around in the blood at high 
levels, there is a real problem for 
the heart,” he says. “But if you don’t 
know the troponin level is up, you 
won’t know there is a heart problem 
... and the big advantage [of the 
high-sensitivity troponin tests] is we 
get to know those levels.”

For example, in Europe, a 
finding of 14 reflects a normal level 
of troponin on a high-sensitivity 
troponin test; a finding of 52 is 
indicative of a heart attack, Peacock 
explains. That means that findings 
anywhere between 19 and 52 are a 
gray zone, he says. 

Traditionally, troponin was only a 
heart marker, and if it was elevated, 
the patient would go to the cath 
lab, and one didn’t have to think, 
Peacock relates.

“Now, you have to think, and you 
have to figure out why the troponin 
was elevated, and cardiologists 
should be involved. They are the 
heart doctors,” he says. “When you 
make the switch to high-sensitivity 
troponin [tests], you don’t suddenly 
start sending tons of people to the 
cath lab, but you do find diseases 
you didn’t find before, and people do 
better when you find these diseases.”

That has been the experience 
of providers in countries that have 
been using high-sensitivity troponin 
tests for six to eight years, Peacock 
observes. “There is not an increased 
rate of cardiac events or of patients 
going to the cath lab, but patients 
have more studies for other reasons, 
and providers find more diseases, 
which are then treated,” he says.

While many emergency providers 
still face access barriers to the test, 
experts note that they should be 
following the literature as these 
new tests are implemented in EDs 
across the United States, and they 
should be discussing within their 
institutions how they will implement 
the new assays when they do become 
available.

“Every single company that 
makes an assay in the U.S. has a 
high-sensitivity troponin [test] that 
they are trying to get through the 
FDA,” Peacock observes.  n
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New Four-step Protocol Boosts Care, Outcomes 
for STEMI Patients

Investigators from the Cleveland 
Clinic have developed a four-step 

protocol that not only improves 
outcomes for patients with ST 
elevation myocardial infarction 
(STEMI), but also reduces gender 
disparities that have been observed 
in both the care and outcomes 
of patients who present with the 
condition.1

Researchers note that although 
the protocol is different than 
common practices in most U.S. 
hospitals, the results show that 
further improvements are possible in 
the care of STEMI patients. Further, 
the data underscore the benefits 
of tightly standardizing the steps 
that providers follow when patients 
present with the most severe type of 
heart attack.

Although there was a general 
approach in place for managing 
STEMI heart attacks at the 
Cleveland Clinic before the new 
four-step protocol was implemented 
in 2014, investigators believed they 
could refine the process.

“We wanted to come up with 
a way to standardize the care and 
make sure that every step of the 

process was structured so that 
during an emergency, people didn’t 
have to come up with the way they 
were going to do things on the fly,” 
explains Umesh Khot, MD, the vice 
chairman of cardiovascular medicine 
at the Cleveland Clinic and the 
senior author of the study. “We spent 
about a year of preparation work 
with our emergency doctors, our 
cardiologists, and our nursing team 
to lay out the structure for every step 
of the process.”

Establish Criteria  

for Activation

The first step in the new protocol 
establishes clear criteria for the 
ED to use when activating the 
catheterization lab. This is designed 
to clear up any confusion about 
who makes this decision and under 
what specific circumstances. Before 
the new protocol was implemented, 
when a STEMI patient arrived 
in the ED, providers there could 
activate the catheterization lab, 
but there often would be some 
consultation with cardiology and 

a bit of uncertainty surrounding 
the decision-making process, Khot 
explains. “We really strengthened 
that to make sure the ED was 
completely authorized to activate 
the cath lab, and we provided 
written guidelines on what criteria 
they would use to [take that step],” 
he explains. “We transferred [that 
decision] very strongly to the ED, 
and then the cardiology response 
is to accept the patient and move 
forward on getting [him or her] to 
the cath lab. We made the decision-
making very clear.”

Khot notes that the specific 
criteria for activating the 
catheterization lab are relatively 
straightforward.

“There are a few contraindications 
we want [emergency providers] to 
check for, but the criteria are pretty 
simple from that standpoint,” he 
says.

Create a Checklist

The second step in the protocol 
is a checklist of items that clinicians 
must go through for every STEMI 
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patient to ensure that nothing is 
missed and safety is prioritized. 
The checklist includes what specific 
medicines to administer and labs to 
send out. It also specifies what risk 
factors must be considered so that 
cardiologists can assess the safety 
of the catheterization procedure 
in terms of recognized risks such 
as bleeding. Further, the checklist 
directs providers to make sure the 
connection with the cath lab has 
occurred.

“Before [the new protocol], 
people would often decide on the 
fly what they were going to do, so 
this specifies every [item] in terms 
of what nurses, cardiologists, and 
the emergency providers need to 
initiate,” Khot says.

Transfer Patient

The third step involves the 
immediate transfer of the patient 
to the cath lab. This sounds entirely 
logical, but Khot notes that this 
action isn’t standard practice at most 
hospitals. While it is common for 
hospitals to activate their cath labs 
when a STEMI patient presents 
to the ED, they do not generally 
transfer the patient until the cath lab 
team comes in, he explains.

“The patient actually waits in 
the ED until the cath lab is ready. 
That is the standard practice at 
most hospitals nationwide,” Khot 
observes. “Our new policy is that 
once the cath lab is activated and 
the checklist is completed, then the 
patient is moved to the lab, and 
the lab is assumed to be ready at all 
times, so there isn’t any waiting or 
checking to see if the lab is ready or 
not.”

The only exception to this step is 
if the cath lab is currently involved 
with another case. 

“Then, there will be 
communication about that, but 
otherwise it is assumed that the lab 
is ready and the patient is moved,” 
Khot adds.

Finally, the fourth step calls for 
using the radial artery in the wrist 
as the first option for percutaneous 
coronary intervention. Khot explains 
that the reason for this approach 
stems from studies showing that 
it reduces the risk of bleeding 
complications and may reduce 
mortality in STEMI patients. 
However, Khot notes that fewer than 
25% of STEMI patients nationwide 
are treated in this way. Indeed, 
prior to implementation of the 
new protocol, that was the case at 
Cleveland Clinic, too.

However, now 75% of STEMI 
cases are treated via radial access. 
What accounts for the hesitancy 
to prioritize the wrist radial artery, 
given the benefits? Khot explains 
that some experts are concerned 
that emergency providers are not 
accustomed to using this approach, 
and that procedure could be delayed.

“There is also some concern about 
the procedure being completed 
successfully,” he says, noting that has 
not been the experience at Cleveland 
Clinic. “We have been able to do 
the procedure successfully, improve 
outcomes, and do it within the 
appropriate time. People are used 
to doing this procedure electively, 
meaning that radial access is not 
uncommon in non-emergency 
settings, but people are concerned 
about doing it under time pressure. 
So, what we did is create a system 
where [providers] could do the 
procedure successfully, even under 
the time pressure they are under to 
get this done rapidly.”

Implementation of the new 
protocol not only has improved 
outcomes and reduced mortality, 

it also has reduced the gender 
disparities commonly observed 
in the treatment and outcomes of 
STEMI patients.

“What is known and well-
described across multiple studies 
is that women with STEMI [heart 
attacks] tend to be older and have a 
higher-risk presentation than men,” 
Khot explains. “They have more 
complex disease, and they have more 
shock.”

On top of these factors, women 
tend to receive less ideal treatment 
in terms of fewer medications and 
slower time to treatment, Khot adds. 
“Women have more complications, 
and have a significantly higher death 
rate than men,” he says.

However, the new four-step 
protocol has made a sizable dent 
in these disparities. “What we 
think happens is that the system — 
because it is now so tight in terms 
of making sure that everything 
happens accurately, properly, and 
rapidly — it doesn’t matter as 
much that women present with 
a higher-risk presentation,” Khot 
observes. “Patients are treated in a 
very standard, rapid fashion, and 
then they receive the benefit of that 
treatment, so the system really locks 
down and makes sure patients are 
treated in a very structured way.”

The four-step protocol has been 
fully implemented at Cleveland 
Clinic for more than two years, and 
data show it has produced substantial 
improvements in medication 
administration, time-to-treatment 
rates, and complication rates.

“Mortality among women is 
still higher than men, but the gap 
between men and women has 
decreased by more than 50%,” Khot 
explains.

While the four-step protocol 
is now firmly in place, Khot 
acknowledges that implementing 
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the new approach came with a set of 
challenges.

“It took us about a year to put 
together all of the steps and to 
gain consensus between the ED, 
cardiology, and nursing [on what to 
do],” he explains.

Also, since the goal was to deploy 
the protocol throughout the entire 
health system, including 10 hospitals 
and three freestanding EDs, the 
task required multiple channels of 
communication and a sustained 
effort, which encompassed on-site 
visits, regular email communication, 
and group meetings. “The big picture 
is that we have shown that there is 

value to the patient to standardize 
and structure the care across the 
entire health system,” Khot says. 
“Even though it takes an enormous 
amount of work to put together 
and coordinate, you can deliver real 
benefits for patients.”

Khot adds that while investigators 
knew from the start that they wanted 
to standardize care for STEMI 
patients, they did not know what the 
outcome would be, but that verdict 
is in.

“We have more than two and 
a half years of follow-up, and we 
have been able to see a dramatic and 
sustained improvement in care, so we 

really believe this process is beneficial 
to patients,” he says.  n
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Providers Address Homelessness to Reduce ED, 
Hospital Use
Experts note such programs are a huge satisfier for ED personnel who have become frustrated 
by the excessive use of the ED by homeless patients with complex needs

How does one ensure that a 
homeless patient takes his or 

her medicine or receives adequate 
follow-up for his or her chronic 
diseases following an ED visit? It’s a 
challenging problem, to say the least, 
and it is one that emergency providers 
in the United States confront on a 
daily basis. Now, some hospitals are 
stepping up their game in this area, 
adopting a “housing first” philosophy 
— or, the idea that having a roof over 
one’s head is inextricably linked with 
health, and is a critical first step to 
any effective treatment plan.

Taking aim at what policymakers 
refer to as the social determinants 
of health, some of these programs 
are tiny compared to the scope 
of the homeless problem in their 
communities. However, policymakers 
are giving frontline providers 

new options, drastically reducing 
use among formerly homeless 
participants. Further, in some cases, 
these new options are winning over 
new community partners willing to 
share the risk.

Assess Community 

Needs

The University of Illinois Hospital 
in Chicago initiated its “Better Health 
Through Housing” (BHH) program 
in 2015 following a community 
health needs assessment that revealed 
a high rate of chronic disease in the 
area.

“We were left to ponder what we 
were going to do about this,” explains 
Stephen Brown, MSW, LCSW, 
director of preventive emergency 

medicine at the University of Illinois 
Hospital and Health Sciences System 
in Chicago.

Brown has long been interested 
in how homelessness, serious mental 
illness, and substance use contribute 
to ED use.

“We felt [a housing program] 
could have a huge impact for the 
relatively small investment in dollars, 
and it has,” he says.

While the hospital pays $1,000 
a month toward housing for each 
patient in the BHH program, that 
is significantly less than the per-day 
hospital expenditures for some of the 
homeless patients seen in the ED. 
Subsidies from the Department of 
Housing and Urban Development 
(HUD) also help cover housing 
for program clients, and case 
management services are provided 

mailto:khotu@ccf.org
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EXECUTIVE SUMMARY

Recognizing that chronically homeless patients typically present with multiple 

medical problems that lead to excessive ED and hospital use, hospitals are 

working with community partners to develop programs aimed at providing 

these patients with stable housing and the kind of supportive services that can 

better meet their needs .

• Investigators found the University of Illinois Hospital’s Better Health Through 

Housing (BHH) program reduced medical costs by a collective 18% in a cohort 

of patients first identified by their excessive use of the ED in 2015 .

• In the BHH program, the hospital pays $1,000 per month for housing for each 

client . The program also includes subsidies provided through the Department 

of Housing and Urban Development and case management services provided 

through the Chicago Center for Housing and Health .

• Dignity Health in Sacramento, CA, has partnered with Lutheran Social 

Services (LSS) of Northern California to offer the Housing with Dignity 

program, which typically works with chronically homeless individuals who suffer 

from a chronic disability .

• Patients in the Housing with Dignity program typically receive housing and 

extensive wraparound services for their healthcare and social needs .

• In fiscal year 2017, the total number of days spent in the hospital by patients 

in the Housing with Dignity program decreased by 52%, and there was a 55% 

decrease in ED use .

through the Chicago Center for 
Housing and Health.

In a pilot of the BHH program, 
healthcare costs for program clients 
were reduced by a collective 18%, 
but in some cases the cost-savings 
were quite dramatic. Brown notes 
that one client’s average monthly 
costs dropped from $132,000 before 
program participation to $55,000 
after enrolling in the program.

Eleven of the original 26 patients 
referred into the program in 2015 still 
reside in housing provided through 
BHH, and the University of Illinois 
Hospital recently announced that it 
will provide an additional $250,000 
to the program — enough to provide 
permanent housing to an additional 
25 chronically homeless ED patients.

Generally, potential candidates for 
the BHH program are identified by 
the number of times they have visited 
the ED in the past year. Patients 

who present to the ED more than 
eight times in a year are considered 
superusers.

“We start with that, and we begin 
to look at particular characteristics of 
these individuals,” Brown explains. 
“One of the key characteristics is they 
have to be chronically homeless,” 
meaning that the person has been 
homeless for at least one year or 
has experienced homelessness four 
times in the previous three years. 
The chronically homeless make up 
just 10% of the homeless population 
in the United States, but these 
individuals consume more than 
50% of government dollars, Brown 
observes. A substantial portion of 
these dollars goes toward ED and 
hospital inpatient costs.

Cases that meet baseline criteria 
for the BHH program go before a 
chronically homeless referral panel 
(CHRP), a group that meets every 

two to three weeks to evaluate and 
select appropriate candidates for the 
housing program.

“We have a representative from 
our housing partner, The Center 
for Housing and Health, on the 
panel to make sure [candidates] 
meet criteria for the HUD subsidies 
that pay for part of [the housing],” 
Brown explains. Also on the panel are 
emergency and psychiatric physicians 
and social workers.

One of the critical factors the 
CHRP panel considers is the Level 
of Care Utilization System (LOCUS) 
score, a number derived from a tool 
designed to assess the care needed by 
individuals with psychiatric problems 
who present to EDs and other 
hospital settings. The LOCUS tool 
breaks down a person’s care needs into 
six levels, with persons at the highest 
level of need scoring 28 or higher.

“We have discovered that there are 
people who are so acutely psychotic 
that they are not appropriate for the 
type of housing we have because 
we don’t have the level of support 
necessary to keep them successfully 
retained,” Brown notes. “We have a 
cut off [LOCUS] score of 22, [which 
is the top score for level 4]. Anything 
below that is appropriate for referral 
into the BHH program.”

Other factors go into the 
evaluation process as well. 
For example, people who are 
undocumented are not excluded 
from the program, but entry is more 
challenging, Brown notes. Also, some 
people screened for the program have 
been sexual predators, which also is 
very challenging. “We need to also 
make sure that someone is not so 
acutely ill that they really need to be 
in a nursing home,” he says.

Once all the factors are assessed 
for an individual, the CHRP 
panel members will take a vote on 
whether the person is appropriate 
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for the BHH program. If he or she is 
accepted, the hospital will begin an 
intake process, Brown explains.

Establish a Trust Level

At this point, an outreach 
worker who is skilled at finding and 
connecting with the homeless will be 
charged with locating the individual.

“He knows areas in the city where 
the homeless congregate — under 
bridges, in overgrown fields,” Brown 
says. “He knows the resources around 
those areas, so, for example, he will 
go to a soup kitchen that is open for a 
limited number of hours per week.”

In some cases, it takes time for the 
outreach worker to establish a trust 
level with an individual who has been 
deemed appropriate for the program.

“The most reluctant have serious 
mental illness and are withdrawn 
due to their symptoms,” Brown says. 
Some patients experience paranoia, 
auditory hallucinations, or have other 
issues that make social interaction 
difficult. “Also, those with the most 
serious substance abuse disorders have 
difficulty following through because 
of their frequent intoxication,” Brown 
adds.

While it can take one or even 
two months before some of these 
individuals accept the housing 
program, once they have given their 
consent, they are temporarily placed 

in a single occupancy hotel unit 
where they will be stabilized while the 
housing search takes place, a process 
that can generally be completed 
within a month.

“We have 125 to 150 units 
scattered around the city, and we 
work with our collective 28 area 
supportive housing agencies,” Brown 
shares. “Every one of the units comes 
with a permanent supportive case 
manager.”

While the program links patients 
with appropriate care resources, it is 
a misconception to think that simply 
connecting these patients with a 
primary care provider (PCP) will take 
care of their needs.

“By the time these people come 
to us, some of them have been 
chronically homeless for more than 
10 years,” he says. “They generally 
have a lot of complex medical needs.”

The level of care required would 
overwhelm most PCPs, Brown notes. 
However, the supportive case manager 
will transition each patient’s care to 
centers or specialists that make the 
most sense, given their needs and the 
location of their permanent housing.

“The most important thing out of 
all of this is that ED utilization drops 
because [these individuals] no longer 
need to be in the ED anymore. They 
are not desperate to get out of the 
cold,” Brown says.

For example, one of the program’s 
success stories is a man with asthma 

and some mental illness who used to 
visit the ED 35 to 45 times per year.

“Sometimes, his asthma would be 
triggered because he was outside all 
the time,” Brown recalls. “We found 
him a place to live, and now he has 
great pride in his apartment.”

This patient’s use has dropped 
almost to zero, although he still 
comes into the ED once or twice a 
month just to see the nurses because 
they are his friends, Brown notes.

Secure ED Staff Buy-in

Now that the BHH program is 
well-established, ED personnel have 
become adept at making referrals.

“This has become a huge satisfier 
for our nurses, social workers, and 
doctors because they have been so 
frustrated with these individuals 
because they are so prevalent in our 
ED,” Brown says. “About half of our 
top 100 [users] are homeless, and 
a third of our top 300 [users] are 
homeless, so there is a great deal of 
frustration among our staff that these 
people keep coming in repeatedly.”

However, if one studies the 
behavior of these individuals, they 
are simply doing what anyone would 
in such dire circumstances, Brown 
observes. “Some of the people know 
how to gin up their symptoms and 
things like that because they have no 
other options.”
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In fact, some people who wind 
up in the BHH program don’t even 
register when they come into the ED.

“They come in, and they sleep 
in our ED because we have a gap in 
the continuum of care here,” Brown 
notes. “The city has downsized the 
number of shelter beds for people 
with mental illness or substance use, 
and they haven’t offered up a plan to 
provide shelter for these vulnerable 
patients.”

The ED now employs an overnight 
social worker who makes connections 
with these individuals, and will 
present appropriate candidates to the 
CHRP panel. While social workers 
handle most of the presenting, 
psychiatrists, attending physicians, 
and hospitalists will present patients 
to the panel on occasion, too.

Share Risk

Given the impact of homelessness, 
food insecurity, and similar issues on 
health, it is curious that such factors 
are rarely mentioned in patient 
medical records, Brown observes. This 
is a reality that he and his staff are 
trying to change.

“You rarely see [these issues] 
documented at all, but our social 
workers are beginning to add [these 
items] to the problem list, and I am 
beginning to track compliance with 
doing [such] documentation,” Brown 
shares.

When it comes to homelessness, 
Brown is on a quest to convince 
healthcare providers that it is, in fact, 
a dangerous health condition.

“If someone comes in and has 
symptoms of a certain type of cancer, 
we will do everything we can, and 
it will be very expensive care for 
that individual,” he explains. “The 
irony of this is that we will discharge 
[a homeless] person back to the 

street, and the risk of mortality is 
comparable [to the person with 
cancer.]”

Armed with such statistics, Brown 
is hoping to convince other hospitals 
to address homelessness as a matter 
of health, and he is getting some 
traction. Indeed, three hospitals in 
the region already have replicated the 
BHH program.

“If you think about it from a 
collective standpoint, if every hospital 
here in the city of Chicago decided 
to pay for housing for 10 chronically 
homeless individuals, we could reduce 
the number of chronically homeless 
people here in the city by 20% to 
25%, and that is major impact,” he 
says. “And, it wouldn’t cost that much 
to do it.”

Brown also is working to engage 
managed care organizations on 
the issue, noting that they derive 
the greatest financial benefit from 
programs like BHH. He is proposing 
that they rebate some of the costs 
when the BHH program finds 
and houses chronically homeless 
individuals.

“A lot of these companies are open 
to the idea, so it is a way to do shared 
risk ... and we are making it painfully 
easy for them to do,” he explains.

To push forward on the housing 
issue, Brown and the University of 
Illinois Hospital are taking steps to 
better identify the number homeless 
people living in the region. They’re 
working with All Chicago, a group 
that maintains a database of all the 
homeless people in Chicago. Using 
a grant from Academy Health, the 
University of Illinois Hospital and 
All Chicago have developed a tool 
that will let ED staff know when a 
homeless patient has registered to be 
seen. Using this approach, Brown is 
hopeful that homeless patients can 
be identified and linked with care 
resources at an earlier stage, thereby 

improving the odds for better health 
outcomes.

“There is this emerging 
recognition that homelessness is a 
very dangerous health condition, and 
healthcare is trying to figure out how 
to respond,” Brown adds.

Employ Wraparound 

Services

Dignity Health in Sacramento, 
CA, has partnered with Lutheran 
Social Services (LSS) of Northern 
California to offer a similar program, 
dubbed Housing with Dignity. In 
this case, most patients referred to 
the program are identified upon 
admission to one of Dignity Health’s 
hospitals in Sacramento.

“Our care coordination team 
starts working with them, and the 
patients are identified as being 
chronically homeless with a chronic 
disability,” explains Ashley Brand, 
the director of community health and 
outreach at Dignity Health. “Then, 
LSS will come to the hospital, meet 
with the patients, and make sure they 
are open to the services because the 
program is voluntary.”

Patients who consent to the 
program are discharged into what 
Brand refers to as stabilization 
apartments. 

“It gets them [housed] with a 
roof over their heads with intensive 
wraparound services while LSS 
works to get them permanent, 
supportive housing,” Brand explains. 
“Sometimes, the units the patients 
are in for stabilization will actually 
become their permanent, supportive 
housing, but, technically, they move 
to a different program at that point. 
This provides some consistency for 
them, and enables them to build 
trust and build a home. That is 
ideal.”
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 n Steps frontline clinicians can take 
to prevent gun violence

 n New tools for limiting opioid 
prescriptions

 n The case for better coordination 
of emergency care

 n Tackling clinician burnout
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      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

Essentially, there are 12 
stabilization units, but they move 
around based on what is available, 
Brand notes. “We really focus on 
the intensive, wraparound services 
that LSS has the expertise to provide 
so that patients are ready for the 
next step when the time comes,” 
Brand says. This includes getting 
the patients established with a 
medical home and plugged into 
behavioral health services. There 
also is a focus on equipping the 
patients with an ID and getting all 
of their documentation in place so 
that they can take advantage of more 
opportunities for stability as they 
move into permanent supportive 
housing.

Find a Partner

Many different types of patients 
have come through the Housing with 
Dignity program, Brand says.

“We have had people who have 
been homeless for several years who 
have substance use disorders, and 
they may have been offered the 
program multiple times before they 
are ready,” she says. “By having that 
transition from the hospital to the 
stabilization unit, they are slowly able 
to [make a change].”

Some patients have been on the 
streets for so long that they may 
initially sleep on the porch or in the 
kitchen.

“They may put up their tent so 
that they feel some consistency with 
what they are used to,” she says. 
“One of the things that is great about 
the partnership with LSS is [their 
professionals] will move with the 
patient and meet them where they 
are at, and then work together to 
create goals as they move through the 
program.” The aim of the program is 
to help individuals feel empowered 

so that they can be their own self-
advocates while there is someone to 
support their chosen direction, Brand 
notes.

“When we talk about the 
overall health and well-being of the 
community we serve, stable housing 
and supportive services are critical 
elements,” she says.

While Dignity Health has not yet 
conducted a full cost-benefit analysis 
of the program, administrators have 
studied the impact on use, and the 
results are impressive. In fiscal year 
2017, the total number of days 
spent in the hospital by patients 
in the program decreased by 52%, 
and there was a 55% decrease in 
ED use. Brand stresses that the 
patients in the program tend to be 
very sick, but the program builds a 
relationship between LSS and the 
care coordinators at Dignity Health 
so that patients can be followed 
closely and kept on track with their 
care plan.

Brand’s advice to other hospitals 
that are just getting involved with 
addressing the housing component 
of health is to find a trusted partner 
who can work with them on the 

issue. “We worked very closely 
with LSS to build a program that 
is collaborative and impactful,” she 
says. “A lot of it is learning as you go, 
and being able to have iterations that 
respond to needs as they change.”

Knowing how your program 
works with the system in place in 
your region is critical because you 
don’t want clients to lose access to 
social services because their homeless 
status has changed, Brand notes.

“It is just one piece of a larger 
puzzle,” she says. “Work to 
understand the barriers that this 
population experiences, and really 
address the whole person.”  n
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1. Experts note that fifth-

generation troponin tests can 

detect a heart attack within 

_____ hours vs. _____ hours for 

the older-generation troponin 

tests.

a . three to five, eight to 10

b . four to six, 10 to 12

c . one to three, six to 10 

d . None of the above

2. Differences between ED 

populations in Europe and ED 

populations in the United States 

suggest that the __________ of 

the high-sensitivity troponin 

test probably will be better 

in the United States than in 

Europe.

a . adoption rate

b . negative predictive value

c . positive predictive value

d . None of the above

3. The results of a newly 

implemented four-step protocol 

for the treatment of STEMI 

patients at the Cleveland Clinic 

indicate that while mortality 

among women still is higher 

than among men, the gap 

between men and women has 

decreased:

a . by more than 20% .

b . by more than 30% .

c . by more than 40% .

d . by more than 50% .

4. The level of care required by 

most chronically homeless 

patients would overwhelm:

a . most primary care providers .

b . most social workers .

c . most hospital systems .

d . All the above 
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Hospitals Leverage Safety Huddle  
to Reduce Patient Harm, Boost Transparency, 
and Drive Culture Change

The Joint Commission says daily safety briefings, or 
huddles, as they are often called, are a hallmark of a 
high reliability organization. But how does one keep 

such sessions from devolving into just another task that 
must be checked off every day as opposed to a vehicle for 
reducing harm?

While hospitals design safety huddles in several formats, 
most organizations that have enjoyed success with the 
process say these huddles must be driven and supported 
by executive leadership. However, just as important are 
filtering mechanisms that bring frontline clinicians into 
the process and foster a culture of reporting and transpar-
ency that penetrates deep into the many layers of a modern 
healthcare system. In fact, when executed effectively, safety 
huddles can be a primary tool for driving effective organi-
zational change, experts note.

Focus on Communication

Certainly, a revamp of the safety huddle process was a 
top priority at Providence Little Company of Mary Medi-
cal Center in San Pedro, CA, and it was one of the first 
steps hospital leaders took in their quest to improve safety 
and high reliability. Steven Brass, MD, MPH, MBA, the 
director of medical affairs at the hospital, says the organiza-
tion’s focus on this issue was all about communication.

“The way our day begins at the hospital is with everyone 
getting together. It’s where communication happens,” he 
says. “We know that 70% of errors relate to communica-
tion problems. The huddle is the perfect way to improve 
communication and, therefore, to reduce these errors.”

In designing a new process, developers were not starting 
from scratch. There already was a morning meeting that 

took place every day during which nursing leaders would 
report on key metrics, such as bed occupancy and staffing 
issues, to the house supervisor.

“It would take less than five minutes, and then quickly 
disband,” Brass notes. “There was no structure; it was not 
used to do quality metrics or to review data, and it was 
solely limited to the nurses.”

However, a sister hospital that already was well into its 
journey toward high reliability had recently revamped its 
safety huddle process, and Brass took full advantage of the 
organization’s experience.

“I attended their safety huddle and observed how they 
did it,” he says. “We put together an agenda based on 
what they had done and then added a couple of areas we 
thought were very relevant to our hospital.”

However, that was just a starting point, as the agenda 
and the process went through several iterations — even 
after the new safety huddle process went live in April 2015. 
For example, since that starting date, the length of the 
huddle has been trimmed by more than half to 20 minutes 
and 20 specific agenda items, beginning with reflection and 
safety messages, but then quickly moving on to concrete 
safety issues such as:

• ED boarding;
• psychiatric holds;
• excessive lengths of stay (LOS);
• readmissions within 30 days;
• medication errors;
• falls;
• hospital-acquired infections (HAI);
• use of restraints and Foley catheters;
• unexpected deaths;
• codes;
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EXECUTIVE SUMMARY

When implemented effectively, safety huddles can reduce harm and foster a 

culture of safety and accountability. Hospitals that have been successful with 

this process recommend that huddles be driven by executive leadership and 

include a structure that provides for accountability.

• Providence Little Company of Mary Medical Center in San Pedro, CA, imple-

mented a 20-minute safety huddle process that has resulted in improved hand 

hygiene compliance and patient experience scores, and reductions in some 

hospital-acquired infections.

• The process uses an agenda that contains 20 items and a rotating list of 

subject areas that receive more attention on specific days.

• Mary Lanning Healthcare, a community hospital in Hastings, NE, has enjoyed 

success with a 15-minute, leadership-driven huddle process that often is fol-

lowed by unit-level huddles or discussions.

• Accountability is built into the safety huddle process, in part, by recording all 

the issues discussed in writing, and then disseminating the report to all partici-

pants on a daily basis. These reports include reminder flags to directors that 

have issues that need to be resolved, along with deadlines for completion.

• skin ulcers;
• electronic medical record 

(EMR)-related problems;
• delays of service;
• skin ulcers;
• any physician or caregiver safety 

concerns;
• equipment-related issues.
To go along with the agenda 

items, developers designed documen-
tation tools to facilitate the tracking 
of various HAIs, the use of Foley 
catheters and restraints, skin ulcers, 
30-day readmissions, and exces-
sive LOS.1 Further, certain topics or 
themes are covered in more depth on 
specific days.

“On Monday, we review our 
finances and how we are doing. 
Tuesday, we quickly review our 
recruitment and open positions, 
and on Wednesday we look at 
readmissions over the past 30 days,” 
Brass explains. He adds that Thursday 
is set aside for a discussion of HAIs 
and falls, and on Friday the huddle 
attendees discuss issues pertaining 

to the patient experience. “We 
have leaders on each of these areas 
come into the huddle and provide 
information on the [specific] topic 
area,” Brass adds.

Exercise Discipline

With such a lengthy list of agenda 
items, it can be challenging to control 
the duration of the huddles. However, 
Brass says it is a matter of setting 
expectations.

“We start at 9:30, whether every-
one is in the room or not, and we 
close the door. The expectation is that 
everyone will arrive on time. That is 
crucial,” he says.

Further, Brass explains that when 
an issue comes up that clearly will re-
quire much more discussion, huddle 
leaders direct participants to take the 
matter offline, perhaps in a smaller 
group following the safety huddle.

“We manage time throughout the 
huddle,” Brass notes. “If there are 10 
minutes left, we make people aware 

that the goal is to get out of there at 
[10:00] at the latest.”

When the leader of a particular 
unit cannot make it to the huddle, he 
or she is expected to send a represen-
tative in his or her place.

“We actually monitor attendance, 
so when people stop showing up, the 
executives will start sending emails to 
the people involved, saying that they 
would really like their participation 
in the huddle; that it is vital for the 
safety of the hospital,” Brass says. “It 
is not something that is optional. We 
calendar it into a no-meeting zone 
from 9:30 to 10. That is on everyone’s 
calendar in the hospital.”

Given that clinical unit leaders, 
department leaders, executives, and 
physicians are expected to attend 
the safety huddles, how does the 
safety culture exemplified during 
the huddles filter down to frontline 
caregivers and staff? Brass explains 
that individual, frontline caregivers 
are, on occasion, asked to observe the 
huddles.

“That is one way of having them 
there at the table so that they can 
see what is going on safety-wise at 
the hospital,” he says. “Also, we ask 
that the information shared during 
the huddle be reported back on the 
individual units.”

Highlight Metrics

Further, each unit has a patient 
safety huddle board where the 
hospital’s goals or pillars are posted. 
“Under each pillar is a metric, and the 
whole hospital has the same strategic 
goals, but each unit has a metric [that 
unit staff] are trying to attain,” Brass 
explains. “What they do is update 
the huddle boards either weekly or 
monthly.”

For example, regarding falls, the 
huddle boards will show the number 
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of falls that have occurred every year 
and how the unit is doing, Brass says.

“They are supposed to be hud-
dling every day on their units at the 
huddle board. That is a source of their 
data and how they are doing on the 
individual units,” he explains. “The 
best way to change a metric is to have 
it visible. That way, you can see where 
you are and where you are going.”

While it is hard to draw a direct 
line between the safety huddles and 
specific outcomes, Brass notes that 
the hospital has made good progress 
on several key metrics since the new 
huddle process was implemented. 
For instance, physician hand hygiene 
compliance has increased from 76% 
in 2014 to 94% in 2017. There also 
have been improvements in patient 
experience scores, the incidence of 
some HAIs, and overall mortality.

Further, Brass notes that the orga-
nization has been able to maintain the 
effectiveness of the huddle process. In 
fact, he believes people actually look 
forward to the daily sessions, and that 
is by design as well.

“We make them fun. We make 
announcements about what is going 
on in the hospital, and we recognize 
people at the end of the huddle for 
their hard work,” he says. “We start 
the huddles with educational safety 
stories and regulation updates. That 
keeps people engaged.”

Establish a Vision

The huddle process has worked so 
well that in January 2017, the hospi-
tal started conducting an additional 
safety huddle for its behavioral health 
campus immediately following the 
general safety huddle.

“We have a 24-bed inpatient unit, 
25 chemical dependency beds, and a 
psych ED,” Brass explains. “There are 
so many behavioral health issues with 

boarding patients and risk matters 
that come up that trying to cover all 
of those issues in the main hospital 
huddle is impossible, so even though 
those issues are relevant to safety and 
operations, we need to have a separate 
focus.”

Participants in the behavioral 
health huddle include Brass, the 
director of the inpatient behavioral 
health unit, the director of the main 
ED, the chief nursing officer, hospital 
administrators, and representatives 
from risk management and security.

“It has worked out amazingly 
well,” Brass reports. “A lot of the 
things that come to the surface create 
situational awareness among staff ... 
and improve operational issues.”

Brass’s advice to other hospitals 
interested in designing a new safety 
huddle process is to establish a vision 
of what one wants to accomplish and 
how it will benefit patients and the 
hospital specifically. Then, solicit in-
put from leaders in each department 
to determine what should be on the 
huddle agenda. This will help with 
buy-in as well.

“Make sure that hospital execu-
tives are involved to show support for 
the process,” he adds.

It can be helpful to start the 
process with a baseline agenda, so feel 
free to borrow one from the literature, 
and then personalize it, depending on 
the needs and characteristics of your 
hospital, Brass offers. Further, make 
sure that accountability is built into 
the process.

“If you are going to have metrics 
that you display at the huddles, which 
we do on our hospital-wide huddle 
board, you need to assign responsibil-
ity for who is going to take care of 
that every week,” he says. “Also, who 
is going to be the notetaker? You need 
to [determine] that up front.”

Other keys to an effective process 
include consistency, punctuality, and 

respect for everyone’s time, Brass 
says. “Also, be open to change. After 
a month, if things aren’t working 
or there is something that is going 
wrong, be adaptable to altering the 
agenda,” he says. “Assess the tempera-
ture of the room, and get feedback on 
how you can make things better.”

Drive Culture Change

Charlene Sanders, CPHQ, 
MHA, the vice president of quality at 
Mary Lanning Healthcare, a com-
munity hospital in Hastings, NE, 
also methodically implemented a 
safety huddle process, and has come 
away from the experience thoroughly 
impressed with what can be accom-
plished when such a mechanism is 
used effectively.

“I think it is one of the most 
significant and effective tools for 
enhancing the culture of safety in an 
organization,” she says.

After the hospital’s safety huddle 
process started four years ago, there 
was a significant upward trend in 
the perception by staff that safety is 
a hospital priority as measured by a 
culture-of-safety survey tool.

“We are also seeing faster turn-
around times on occurrence reporting 
and notification on events that hap-
pen,” Sanders explains.

The safety huddles are held at 
8:30 every morning, giving unit 
leaders time to walk through their 
departments and find out what has 
happened in the last 24 hours and to 
anticipate whether there are any issues 
that are going to occur in the next 24 
hours, Sanders says.

“We have been able to address IT 
issues, medication issues, and medical 
errors,” she says. “It is just an effec-
tive tool for identifying risk to the 
organization ... and for getting people 
talking.”
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At Mary Lanning Healthcare, the 
safety huddle includes all nursing unit 
directors and department leaders.

“For us, that includes about 30 
people,” Sanders observes. “We always 
start out with patient safety success 
stories. After that, we go into how 
many days it has been since our last 
serious event and how many days it 
has been since the last employee in-
jury, because that is an organizational 
focus.”

Later, each leader has time to 
report what has happened in his or 
her department or unit, and how any 
specific issues are being addressed. “It 
is just very, very focused,” notes Sand-
ers, explaining that the safety huddles 
last, at most, 15 minutes.

Build in Accountability

The meetings take place in a 
boardroom, but often there is stand-
ing room only because physicians 
are invited to attend if they have a 
concern.

“We had one of our pathologists 
come because he had an issue that 
occurred between the lab and surgery, 
and he was there the next morning 
to discuss the issue,” shares Sanders, 
noting that a meeting has been sched-
uled to delve into the issue further. 
“Many times after our safety huddle, 
you will see people who have brought 
up issues huddling even in the room 
because they are anxious to address an 

issue so that we don’t see a repeat of 
the problem.”

It is a priority to get all the leaders 
to the safety huddle. “They are then 
going to go back to their units after 
the meetings, and if there is some-
thing that has been identified as a 
house-wide risk, they are talking to 
their staff,” she says. “There is that 
expectation.”

However, after the safety huddle 
was in place for about three months, 
administrators saw the need to talk 
about matters relating to beds and 
the census, and coordination with 
social work and care management. 
“So, now we have a 15-minute leader/
safety huddle, and then go directly 
into a bed huddle,” Sanders explains. 
“Then, after that, there is a 9 a.m. ED 
huddle, so [we cover] all of our high-
risk areas.” 

Accountability is built into the 
safety huddle process, in part, by 
recording all the issues discussed in 
writing, and then disseminating the 
report to all participants on a daily 
basis. With this approach, anyone 
who is out of the office for the day 
can stay abreast of what is going on 
at the hospital. Also, these summaries 
include reminder flags to the direc-
tors of departments that have issues 
that need to be resolved, along with a 
deadline for completion.

One thing Sanders learned from 
benchmarking her safety huddle 
approach with the practices at other 

health systems is that the CEO must 
drive the process. “That is first and 
foremost. If the CEO isn’t present or 
part of the sessions, there is a lack of 
engagement and buy-in to the pro-
cess,” she says. “I was at an organiza-
tion a couple of years ago where the 
leaders were derisively referring to 
their process as the ‘safety muddle.’”

In that case, the chief nursing 
officer was present, but not the other 
members of the executive team, and 
the lack of buy-in was obvious, Sand-
ers observes. “That is the biggest les-
son ... it has to be driven by the CEO 
and supported by the executive team,” 
she says. “Then, it is a matter of hav-
ing follow-up to the discussion and 
building in an accountability struc-
ture. That is the other key to making 
this successful.”  n
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