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ExEcutivE Summary

A growing number of medical centers are establishing separate senior EDs 
to take care of older patients who have different clinical and emotional needs 
than younger populations. Such units offer thicker mattresses, subdued light-
ing, pharmacological reviews, and screening exams for issues that frequently 
occur in senior populations. In addition, many are staffed with clinicians with 
at least some geriatric training.
• St. Joseph’s Regional Medical Center in Paterson, NJ, has seen its return 
rate within 30 days plummet from 20% to just over 1% since it opened a 
14-bed geriatric unit two years ago, and all of the senior patients who have 
visited the unit prefer it over the main ED. 
• Novi, MI-based Trinity Health is in the process of implementing senior EDs 
in all of its acute care hospitals after Holy Cross Hospital in Silver Spring, 
MD, successfully piloted the idea in 2008.  
• Experts stress that you don’t have to develop a separate unit to offer senior-
friendly care. Providing staff with some geriatric training can help them better 
understand the health care needs of older patients.  
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with a senior-friendly ED
Geriatric EDs offer lessons on improving care for all patients

Emergency departments tend to be noisy, bright, and intensely 
focused on patient throughput. For the most part, the model works 
for young adults who are used to such hustle and bustle in their 

daily lives. But as the population ages, a growing number of health sys-
tems are questioning whether this kind of environment best meets the 
needs of their senior patients. 

Mark Rosenberg, DO, mBa, FacEP, FacOEP-D, the chairman of 
emergency medicine, geriatrics, and palliative medicine at St. Joseph’s 
regional medical center in Paterson, NJ, and the chairman of the geri-
atrics emergency medicine section of the american college of Emergency 
Physicians, thinks the answer is pretty clear. “i know my mom very well, 
and she is 80 years old,” he says. “She gets nervous and uncomfortable 
when she is in an environment that is loud with monitors going off and 
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bright lights everywhere. She tends to clam up and 
not give you all the detailed information that you 
would really need to take care of her.”

consequently, to remove senior patients from 
the “organized chaos,” rosenberg opened up a 
senior ED that sits three floors above the main ED 
at his inner city medical center. “We knew there 
was a crisis of aging — a great tsunami, with this 

wave of baby boomers who are turning 65. and 
we also knew that patients over the age of 65 
tend to use the ED much more than their younger 
patients,” he says. “We thought we needed to get 
ready for that and look at the special needs of 
seniors.”

the 14-bed geriatric ED has now been in opera-
tion for two years, and evidence is mounting that 
there is something to the approach. “Literally, 
100% of the patients who are seen in that unit 
are satisfied or delighted that their visit was bet-
ter than their prior experience in the ED,” says 
rosenberg. Further, the number of senior patients 
who return to the ED with a similar complaint 
within 30 days has plunged from a high of 20% 
before the unit was opened to just over 1% today, 
he adds. (Also, see “Pay close attention to medi-
cations in older patients to prevent adverse drug 
reactions,” p. 88.) 

Delve deeper

the New Jersey hospital is not the first to 
unveil a senior ED. that distinction belongs to 
Holy cross Hospital in Silver Spring, mD, which 
opened its senior ED in 2008 after administra-
tors there noted the same kinds of issues that 
rosenberg observed. the concept worked so 
well at Holy cross that the Novi, mi-based 
trinity Health, of which Holy cross is a part, has 
launched an initiative to open senior EDs in all of 
its hospitals.

“Holy cross innovated and piloted the pro-
gram, and we took everything they started with 
and built upon that, creating a replicable program 
that we have begun to implement in michigan,” 
explains Eve Pidgeon, ma, the manager of cor-
porate communications for trinity Health. in the 
past year, eight hospitals within the St. Joseph 
mercy Health System in eastern michigan have 
implemented senior EDs.

Each senior ED has unique characteristics, 
depending on size, staffing, and other factors, but 
they share a common purpose, stresses Pidgeon. 
“One of the wonderful key elements of our senior 
EDs is we slow down a lot. We really deliver 
patient-centered care and focus on truly exploring 
everything about the patient: what got them there, 
how to solve the problem now, how to solve other 
problems, and avoid having them come back,” she 
says

For example, if a patient comes in to the senior 
ED with a broken ankle, it will be taken care of, 
but staff will also spend time trying to find out 
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why the ankle broke, says Pidgeon. there may be 
a hazard in the home, a mobility issue that needs 
to be addressed, or the senior patient may need 
some additional support at home. By identifying 
and resolving such issues, staff can lower the odds 
that the accident will be repeated, adds Pidgeon.

there is no separate point of entry for the 
senior EDs. Everybody still comes in through 
main ED, explains Sue Penoza, rN, BSN, ma, 
the director of growth and strategic leadership at 
trinity Health. a trauma patient, or any patient 
with an acute condition requiring immediate care, 
will be kept in the main ED, but other patients 
aged 65 or older will be triaged to the senior ED, 
she says.

While most facilities have dedicated space set 
aside for the senior ED, some of the smaller facili-
ties have outfitted all of their rooms with senior-
friendly features. “What we have tried to do is 
design the ED so that it physically accommodates 
this patient population,” says Penoza. “We are 
doing things like pressure-reducing mattresses, 
adjusted lighting, making sure we have safety rails 
in place, and we have looked at assistive devices 
for vision and hearing so that we can make sure 
we are communicating clearly with these patients.” 
(Also, see “Take these steps toward a senior-
friendly ED,” p. 89.)

Educate staff

a second key component to the concept is staff 
education. all of the trinity facilities have taken 
advantage of modules for geriatric emergency 
nursing that are available through the Emergency 
Nurses association, based in Des Plaines, iL. 
“there are eight modules, and they cover things 
like physical care, elder abuse, ageism, and medi-
cations,” says Penoza. 

in addition, William Thomas, mD, a national 
authority on geriatric medicine and a professor at 
the university of maryland Baltimore county, who 
is working as a consultant to trinity, has helped 
to educate staff on how to best meet the needs of 
senior patients. “One thing we really emphasize in 
the senior ED model is helping the staff to really 
recognize that when older people present to the 
ED, very often they are in crisis,” says thomas, 
noting that this is the case even when a person’s 
physical need may not be catastrophic. “i think the 
first and most important thing that both patients 
and family members really benefit from is that 
when they come through those doors, the people 
who are meeting them understand that this episode 

could very likely change the course of that older 
person’s life.”

thomas also stresses the importance of using 
screening tools to identify underlying issues in the 
geriatric population. “a shiny machine that costs a 
million dollars always gets respect in medicine, but 
what we have found in the senior ED is that these 
low-tech screening tools give us a lot of informa-
tion,” he says.

For example, trinity uses the following readily-
available tools in its senior EDs:

• Geriatric Depression Scale (GDS), a brief 
30-item screening tool for depression;

• triage risk Screening tool (trSt), a six-item 
screen that is used to track functional status in 
older patients who have been discharged from  
the ED;

• Katz index of independence in activities of 
daily living (Katz aDL), a tool that assesses the 
ability to function in six key aDLs;

• mini-mental State Examination (mmSE), a 
screening tool for dementia; and

• confusion assessment method (cam), a 
screening tool for delirium.

Consider the financial case

Similar to the senior EDs in the trinity Health 
System, rosenberg explains that everyone still 
enters the main ED at St. Joseph’s to begin with. 
then the triage nurse will determine whether the 
patient should be transported to the senior unit. 
trauma cases, or very sick senior patients, are 
likely to be kept in the main ED, says rosenberg, 
but older patients complaining of abdominal 
pain or similar problems are likely to be triaged 
to the third floor, where the lighting has been 
dimmed and where there is a core group of phy-
sicians and nurses who want to work with the 
senior population.  

While the ratio of staff to patients is no different 
in the geriatric unit, the physicians who work there 
are all double-boarded in emergency medicine and 
internal medicine, says rosenberg. He states that 
the hospital is in the process of hiring two fellow-
ship-trained emergency medicine geriatricians to 
work there. 

the biggest difference between the main ED 
and the senior unit is the feel of the place, adds 
rosenberg. “if you walked into the main ED, it 
would really feel chaotic to you. there would be 
stretchers and monitors beeping and that sort of 
thing,” he says. “then if i took you up to the geri-
atric unit, you would have a sigh of relief. there is 



88 	 	 	 	 	 	 ED	ManagEMEnt	/	august	2011

natural lighting that comes in on three sides, it is a 
bright, open-feeling room, but when you are lying 
in bed, the lights are dimmed a little bit more and 
you feel comfortable laying there.”

rosenberg acknowledges that many of the 
features of the senior ED would actually work 
well for everybody — not just seniors. in fact, he 
has taken steps to make sure that the main ED 
becomes more senior friendly as well. this has 
involved installing thicker mattresses through-
out both units and providing all physicians and 
nurses with training in how to take care of senior 
patients. “the difference now is that just like with 
pediatrics, the geriatric ED is a unique environ-
ment where we are able to segregate a unique 
group of people away from the craziness of the 
normal ED,” he says.

Further, rosenberg stresses that there is a finan-
cial case to be made for the senior ED concept. 
“Quality care is absolutely the most cost-effective 
way of managing anybody because if you are not 
having any errors, then patients do better,” he 
stresses. “Our returns [to the ED within 30 days] 
have decreased and outcomes have improved. and 
better emergency care translates into cost savings.”

thomas agrees, pointing out that efforts to meet 
the needs of seniors in the ED are actually a step 
ahead of where policy makers are in the move 
toward health reform. “What we recognize is this 
notion that when it comes to integrated care for 
older people, the ED is the tip of the arrow,” he 
says. “the ED is actually key to any strategy in 
integrating care and moving away from episodic 
care because the ED is where older people come 
when they are in crisis.”  n

• Sue Penoza, RN, BSN, MA, Director of Growth and 
Strategic Leadership, Trinity Health, Novi, MI.  
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Pay close attention to 
medications in older  
patients to prevent  
adverse drug reactions

One area of heightened focus in the senior ED 
at St. Joseph’s regional medical center in 

Paterson, NJ, is pharmacology. Why? Because 
older patients react differently to medications 
than younger patients, and proper dosages often 
need to be adjusted. “We have a pharmacist who 
is here 16 hours a day, assisting with choosing 
the correct medications for seniors and helping 
to adjust the dosages correctly,” explains Mark 
Rosenberg, DO, mBa, FacEP, FacOEP-D, the 
chairman of emergency medicine, geriatrics, and 
palliative medicine at St. Joseph’s regional med-
ical center in Paterson, NJ, and the chairman of 
the geriatric emergency medicine section of the 
american college of Emergency Physicians. “We 
also have a computer where all the medications 
a patient is taking and all the medications we are 
prescribing in the ED are screened to see if there 
are any potential drug-drug interactions.”

in addition, rosenberg explains that he has 
two toxicologists on call around the clock to 
immediately review any complex drug interac-
tions. the issue is particularly important in the 
geriatric population because most older patients 
are taking several medications. “if patients are 
on more than five medications, they have a very 
significant likelihood of having a drug-drug 
interaction. if they are on seven medications, 
they have a 100% chance of a drug-drug interac-
tion,” he says. “these reactions may be severe 
or they may not be, but we are very sensitive to 
using particular drugs.”

rosenberg says St. Joseph’s uses “Beers List,” 
a list of medications originally developed by 
geriatrician mark Beers, as a guide in determin-
ing what drugs should not be used in senior 
patients and what drugs should be used at very 
low or adjusted dosages. the list was updated in 
2003.1  n

rEFErENcE 

1. Fick D, cooper J, Wade W, et al. Updating the Beers 
criteria for potentially inappropriate medication use in older adults: 
Results of a US consensus panel of experts. Arch Intern Med. 
2003;163:2716-2724.
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Take these steps toward
a senior-friendly ED

Before implementing a senior-focused unit, ED 
managers should first make sure they have 

a high level of support from the health system’s 
administrative leadership, stresses Sue Penoza, rN, 
BSN, ma, the director of growth and strategic 
leadership at trinity Health, a Novi, mi-based 
network that includes 46 acute-care hospitals in 
nine states. “this isn’t on the scale of other initia-
tives where you are purchasing lots of equipment, 
but some investments are required in terms of 
your physical facility and education of staff,” she 
says. “Senior leaders need to understand what you 
are doing and why you are doing it because even 
though it is an ED initiative, it does involve other 
areas of the hospital.”

For example, if you are doing any remodeling 
or construction in the ED, that will impact main-
tenance staff, as well as other hospital employees, 
says Penoza. in addition, departments that work 
closely with the ED, such as radiology, may require 
some geriatric training as well because they will be 
interacting with patients from the senior ED.

Penoza also recommends that ED managers 
identify a champion who is passionate about the 
initiative and who can actively promote the advan-
tages that a senior ED can bring to the facility and 
its patients. “We have found that there is a certain 
number of people who understand the concept and 
become engaged immediately … but then there are 
others who are hesitant,” she says. “it helps a lot 
to have a champion on board.”

Once you have a base of support for a senior 
ED, figure out what changes you want to make for 
the care of this population and what you want to 
accomplish, adds Penoza. it’s important to estab-
lish policies and goals that can be clearly commu-
nicated to staff. and as the initiative progresses, be 
prepared to take advantage of lessons learned and 
opportunities for improvement that may become 
apparent in other aspects of patient care. 

“the emphasis on the needs of older people 
actually has the potential of making care better 
for people of all ages, and i think this is one of 
the things that the adopters of this model will tell 
you,” explains William Thomas, mD, a national 
authority on geriatric medicine and a professor at 
the university of maryland Baltimore county. “the 
things we learn when we do the senior ED model 
can be applied to the care of people of all ages.”

Mark Rosenberg, DO, mBa, FacEP, 
FacOEP-D, the chairman of emergency medicine, 
geriatrics, and palliative medicine at St. Joseph’s 
regional medical center in Paterson, NJ, and 
the chairman of the geriatric emergency medicine 
section of the american college of Emergency 
Physicians, agrees with thomas, stressing that you 
don’t have to create a separate unit to improve 
emergency care for seniors. “Every ED in the 
country can make their unit more geriatric-friendly 
by using a bigger font on their instruction sheets, 
improving the training of geriatric-sensitive medi-
cal issues to the staff, using thicker mattresses to 
cut down on skin ulceration, and [by strengthening 
pharmacological reviews to eliminate dangerous] 
drug-drug interactions,” he says. “if you create a 
system for the most frail and weak, that system 
will work for the strong and the healthy, so cre-
ating a geriatric-friendly ED will work for all to 
improve care.”  n

Take on the issue of chronic 
pain with comprehensive 
solutions, firm policies on 
prescribing 
EDs curb drug-seeking behavior while guiding 
patients to more appropriate resources

it’s a problem that every ED grapples with: a pa-
tient comes in complaining of chronic pain and 

you give him or her a one-time prescription for a 
powerful narcotic with instructions to seek com-
prehensive treatment from a primary care provider 
(PcP). But the patient keeps coming back to the 
ED — sometimes as frequently as once or twice a 
week. and there is often no telling what other EDs 
or providers the patient has visited for pain medi-
cations in the mean time.

How to best meet this patient’s needs can 
present a real quandary for emergency medicine 
personnel. “the issue has been put in somewhat 
higher relief as we have seen increases in pre-
scription drug misuse and abuse over the last 
decade,” explains Knox Todd, mD, mPH, chair-
man of the Department of Emergency medicine 
at the university of texas mD anderson cancer 
center in Houston, tx. “and that is in the face of 
what many consider to be an unmet need among 
patients with under-treated pain.” (Also, see 



90 	 	 	 	 	 	 ED	ManagEMEnt	/	august	2011

“Patents seeking pain meds: Appearances can be 
misleading,” p. 92.) 

Patients who come to the ED seeking narcotic 
medications do not necessarily represent a huge 
number, but they can consume an enormous 
amount of time and resources, explains Suzanne 
Johnson, DO, FacEP, assistant director of the 
ED at alameda Hospital in alameda, ca, and 
the chief medical officer of rational Pain care, an 
Oakland, ca-based organization that helps hos-
pitals and EDs devise solutions for dealing with 
chronic pain in emergency settings. 

“these are patients who have a difficult time 
managing chronic pain in the outpatient setting, 
so they are really using the ED inappropriately to 
obtain short-acting narcotics, as well as narcotic 
prescriptions,” says Johnson. “and because these 
folks often have overlaying psychosocial issues that 
make dealing with their chronic pain more difficult 
for them, they can present significant behavioral 
challenges to us in the ED.”

While many EDs have responded to the problem 
by implementing “no-opioid” policies for patients 
who visit the ED frequently, this approach rarely 

works, says todd. “those fairly simplistic rules 
tend to break down pretty quickly. most EDs that 
have tried to implement a no-opioid policy have 
quickly violated that policy, and do so routinely. it 
doesn’t have a lot of lasting value.”

However, while there may be no simple solu-
tions to the problem, some EDs are making 
progress with more robust solutions that connect 
patients with resources, set up means of commu-
nications between providers, and establish clear 
prescribing policies that all emergency providers 
follow.

View ED visit as
an opportunity

Charles Shufflebarger, mD, chair of emergency 
medicine at clarion Health in indianapolis, iN, 
has observed an increasing number of patients 
with chronic pain in the ED over the last several 
years. “i have responsibility for several EDs, and 
it is the same pattern in all of them,” he says. But 
just this past October, Shufflebarger and colleagues 
at methodist Hospital in indianapolis began an 
innovative program aimed at connecting these 
patients with resources that will help them man-
age their pain without repeated trips to the ED for 
medications.

“We worked with our behavioral-health and 
our care-management staff to develop a multidisci-
plinary approach so that when patients are identi-
fied who have chronic pain, and who have not 
been on a chronic pain treatment program, we are 
able to get our care-management staff to coordi-
nate care with their PcPs, as well as our chemical 
dependency staff,” explains Shufflebarger. “We 
don’t deny treatment for pain initially. What we 
do is use the visit in which we identify the need 
as an opportunity to give the patient information 
about our program, and to let them know how 
strongly we feel it is important for them to follow-
up through it.”  

When a patient with chronic pain first presents 
to the ED for care, it is the treating physician’s 
job to explain the program and why it would be 
beneficial. care-management nurses reinforce 
this message and provide printed materials that 
describe the program, explains Shufflebarger. 
When patients don’t have a PcP, the ED staff will 
find them one and get an appointment set up. 
“We make sure that the PcP is aware that we are 
also making a referral to a dependency program 
for pain management,” says Shufflebarger. “Our 
dependency program provider has agreed to see all 

ExEcutivE Summary

Patients who visit the ED frequently to obtain treat-
ment for chronic pain can be frustrating and difficult 
to manage, but some EDs are making progress with 
this group by linking these patients to resources and 
establishing a firm policy on when narcotics will be 
prescribed. Experts say that while strict “no opioids” 
policies rarely work well, some patients can be helped 
when given access to more comprehensive treatment 
approaches. 
• The ED at Methodist Hospital in Indianapolis has 
developed a multidisciplinary program that includes 
referrals to a primary care provider (PCP), as well as 
a chemical dependency specialist. All providers have 
access to care-management notes on the patient 
through the health system’s electronic medical record. 
Patients who are non-complaint with the program risk 
losing access to narcotic medications when they visit 
the ED. 
• The ED at Dosher Memorial Hospital in Southport, 
NC, has developed a policy that encourages all 
patients with chronic pain to seek treatment from a 
PCP. The hospital will help to link patients with a PCP 
and other resources in the region. The approach has 
curbed the incidence of drug-seeking behavior and 
helped to make the treatment of chronic pain uniform 
across all ED providers.
• Since the prevalence of pain is so high among 
patients in the ED, many emergency physicians are 
seeking added training in the treatment of pain. 
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of these patients without regard to their insurance 
or any other considerations.”

care managers will notify the chemical depen-
dency provider when a patient has been referred, 
and the chemical dependency provider will let 
the ED know if that patient has failed to sched-
ule a follow-up appointment, says Shufflebarger, 
noting that patients are given a window of time 
to connect with both the PcP and the chemical 
dependency provider. “if patients haven’t followed 
up, usually within about two weeks, then we are 
disappointed that they haven’t followed through 
with our referrals and we consider them to be out 
of compliance with what we require,” he says. 
“most of those patients will not be treated with 
controlled substances in the future.”

Get all providers
in the loop

a key aspect of the program is that all the pro-
viders involved with the program have access to 
care-management notes that are available through 
the health system’s electronic medical record. 
“Everyone internally has access, and most of the 
doctors who are in our system have access to these 
notes as well,” says Shufflebarger. as a result, the 
care-management notes become a central means of 
communication, keeping PcPs, ED clinicians, and 
the chemical dependency provider informed about 
a patient’s progress with the treatment plan.

Just eight months into the program, it is too 
early to quantify the results, but Shufflebarger says 
the program has produced moderate success. “We 
have examples of patients who are doing well in 
the dependency program, we have patients who 
have graduated from the program and are now on 
pain management without narcotics, and we have 
many patients who have failed,” he says. “We 
didn’t expect that this would be successful for a 
huge majority of patients.”

However, Shufflebarger says program adminis-
trators are pleased with the approach because it 
provides a good opportunity for patients who are 
open to treatment for their chronic pain to get into 
a better care plan. “it is true that this is a difficult 
ailment to treat, but some patients will get bet-
ter, so if our only approach is ‘you can’t get your 
medicines here’ we might be missing an opportu-
nity into a better way of treating their pain.”

Develop a policy

the ED at Dosher memorial Hospital in 

Southport, Nc, has also experienced frustration 
from patients coming in regularly to seek treat-
ment for chronic pain. in fact, as recently as two 
years ago, it became clear that something needed 
to be done to address the problem, explains JoAnn 
Turzer-Commesso, rN, the director of emergency 
services at Dosher. “We kept telling these patients 
that they needed to go to their PcP for treatment 
of pain, but it didn’t seem to be getting through,” 
she says. “We had some patients coming in here 
more than 30 times a year, and there were quite a 
few coming in once or twice a month.”

it got to the point where the medical execu-
tive committee at the hospital asked ED leaders 
to investigate the problem and come up with a 
policy to manage the issue, says turzer-commesso, 
noting that it took six months of regular meetings 
between ED department leaders and hospital medi-
cal executives, and input from risk management, 
to come up with a working policy. 

“We had very long discussions, and we reviewed 
policies from other hospitals,” adds turzer-
commesso. “the other issue was there had been 
some deaths in the community related to drugs, 
so the medical examiner was able to give us some 
information as well.”

the new policy, which was implemented in 
January of 2010, establishes that the ED physi-
cian will determine whether a patient complaining 
of pain will be treated with narcotics, but it also 
states that patients with chronic pain should be 
treated by their PcP, explains turzer-commesso. 
“in most cases, physicians will give these patients 
non-narcotic medications to treat their pain, and 
we will refer them back to their PcP,” she says. 
“We also refer some patients to pain clinics, we 
talk to them about their pain management, and we 
document this in their chart.”

Get physician input

For cases in which patients do not have a PcP, 
the ED staff will try to connect them with a pro-
vider or a health clinic in the area. “We look at 
each patient individually. if we have a patient who 
keeps coming back, the physicians look the patient 
up in a North carolina registry to see if she or he 
has been to other places,” she says.

When the policy was first implemented, the 
hospital made sure that it was publicized through 
local media so that community residents would 
be aware of the change. in addition, the policy is 
posted so that patients coming into the ED have an 
opportunity to review it. as a result, most patients 
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have been cooperative, and the ED is not as back-
logged as it used to be, says turzer-commesso.

volume is slightly down in the ED, although 
turzer-commesso says it is not clear whether the 
change has to do with the new policy or some 
other factor. However, she stresses that much of 
the drug-seeking behavior has stopped, and many 
patients who have been referred to pain clinics or 
other providers for help are making progress. “We 
know quite a few patients who have come clean,” 
she says.

Furthermore, the ED physicians — who had 
ample opportunity to review the policy and offer 
their input — have reported no difficulties in 
working under the new guidelines. “at least they 
have something to lean back on now,” says turzer-
commesso. “they can [tell patients] that we have 
this policy.”  n

• Suzanne Johnson, DO, FACEP, Assistant Director of the 
ED, Alameda Hospital, Alameda, CA, and Chief Medical 
Officer, Rational Pain Care, Oakland, CA.  
E-mail: szjohnson1@comcast.net.
• Charles Shufflebarger, MD, Chairman, Department of 
Emergency Medicine, Clarion Health, Indianapolis, IN. 
E-mail: cshuffle@iuhealth.org.
• Knox Todd, MD, MPH, Professor and Chairman, 
Department of Emergency Medicine, University of Texas 
MD Anderson Cancer Center, Houston, TX.  
E-mail: khtodd@mdanderson.org.
• JoAnn Turzer-Commesso, RN, Director of Emergency 
Services, Dosher Memorial Hospital, Southport, NC.  
E-mail: joannturzer-commesso@dosher.org.

Patients seeking pain 
meds: Appearances can 
be misleading 

the majority of patients in the ED are dealing 
with some type of pain, and for many of these 

patients, the pain doesn’t go away in a week or a 
month, explains Knox Todd, mD, mPH, chairman 
of the Department of Emergency medicine at the 
university of texas mD anderson cancer center 
in Houston, tx. “as many as 25% or 30% of 
patients have underlying chronic or recurring pain. 
that is 24 million patients a year in the united 
States,” he says.

However, best meeting the needs of these 
patients has always been a question of balance 
and risk assessment, says todd. “How do we 
balance what we know are the efficacious effects 
of opioids in treating pain and also look at aber-
rant drug-related behavior and assess the risk for 
misuse?” he says.

the role of EDs in contributing to the over-
prescription of opioids has been overstated by 
many databases because they don’t take into 
account the fact that most prescriptions written 
be emergency providers are for small amounts 
that cannot be refilled, says todd. “i have seen 
some national statistics that put us rather high 
on the list based probably on single prescrip-
tion writing, but rather low on the list if you 
look at the total amount that is prescribed.”

Furthermore, todd says that emergency 
department personnel tend to magnify the 
impact of some patients and categorize them 
inappropriately. For example, when todd was a 
resident, he recalls that there were two patients 
with sickle cell disease who presented frequently 
to the ED with pain: an older african-american 
female and a young african-american male. 
When the chair of the department asked the 
staff which patient came in more frequently for 
pain medication, everyone indicated that it was 
the young man. “He tended to be more hostile 
when he came in, so there was more controversy 
surrounding his visit,” says todd. “But when 
we actually went back and looked at the data, 
the older woman was in the ED three times as 
often as the young man … so it is easy to over-
estimate the contributions of a small number of 
individuals.”

Nonetheless, given the complexity involved 
with appropriately managing patients with 
pain, todd observes that an increasing num-
ber of emergency physicians are seeking added 
training in pain medicine. “i think we are going 
to see more emergency physicians pursue post-
residency training in a subspecialty of pain 
medicine and apply that back to the ED, or 
perhaps become pain physicians,” says todd. 
“that might be a natural outgrowth of our 
specialty.”

in recognition of this trend, the mD 
anderson cancer center is establishing an 
oncologic emergency medicine fellowship with 
a focus on pain medicine. “We want to be the 
first emergency fellowship program in the coun-
try that offers training in pain medicine,” says 
todd.  n
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Recognize the signs  
of human trafficking,
and be prepared to act
Knowledgeable ED providers can identify 
victims and connect them to help

While no one has precise numbers, the prac-
tice of human trafficking is hardly limited 

to third-world countries. in fact, experts main-
tain it is big business in the united States, with 
somewhere between 15,000 and 20,000 people 
trafficked into the country each year.1 and these 
people are in addition to the untold numbers of 
domestic victims who are forced into prostitution 
or some other type of labor. What is clear, how-
ever, is that ED personnel have a vital role to play 
in identifying victims who come to the ED seeking 
health care, but also need help in breaking away 
from their exploiters.  

“typically, they will present to the ED either 
because they have an acute injury or trauma that 
happened in the course of their exploitation, or 
as a consequence of a chronic illness that may 
need regular attention that they don’t get, so it 
has become so bad that they need to come to the 
ED for care,” explains Ronak Patel, mD, mPH, 

an attending physician in the Department of 
Emergency medicine at Brigham and Women’s 
Hospital in Boston, ma. 

in either case, there is an opportunity to not 
only provide these victims with the health care 
they need, but also to connect them with help so 
that they can escape from their exploiters, but too 
often this opportunity is lost because ED person-
nel do not recognize the signs that these individu-
als may be trafficking victims, or they don’t know 
how to handle this type of situation, explains 
Donna Sabella, PhD, rN, assistant clinical profes-
sor, college of Nursing and Health Professions, 
at Drexel university in Philadelphia, Pa, and 
the founder and director of Project Phoenix, an 
organization that serves prostituted and traf-
ficked women in the Philadelphia area.2 (Also, see 
Human Trafficking Resources for Health Care 
Providers, p. 95.) 

indeed, while Patel recently reported on a 
patient he and a colleague recognized as being 
a victim of human trafficking in the ED at 
massachusetts General Hospital, he acknowledges 
that there have probably been many other cases 
that have gone unnoticed.3 there are, however, 
steps that hospitals and ED managers can take to 
educate ED personnel about the issue, and estab-
lish protocols to ensure that a process is in place to 
connect victims with resources if they indicate that 
they want help.

Raise awareness
with training 

to identify a victim of human trafficking, you 
need to know what it is, so one of the initial steps 
that ED managers should consider is training, says 
Sabella. “People working in facilities should get 
some in-service training on site. that needs to be 
done first to at least explain what human traffick-
ing is,” she says, noting that it shouldn’t take more 
than a couple of hours to get the basics. Sabella 
emphasizes that the training should include all the 
ED staff, not just clinicians, because sometimes 
registration staff, or even security guards, will be 
in a position to pick up on cues that the clinician 
may not see. 

there are anti-trafficking coalitions in most 
areas that can provide training, says Sabella. Local 
universities and human rights organizations may 
also have experts on this issue. “Have the person 
who handles education at your facility look into 
who might be available locally who could come on 
site and do the training,” she says.

ExEcutivE Summary

A visit to the ED represents a vital opportunity for 
victims of human trafficking to break free from their 
exploiters, but this opportunity is often lost, either 
because ED personnel don’t recognize the subtle 
cues that a person may be a trafficking victim, or 
because they don’t know how to handle the situation. 
However, resources and training are available to help 
ED managers raise awareness of the issue in their 
settings.
• An estimated 15,000 to 20,000 people are trafficked 
into this country each year, and this is in addition to 
the untold numbers of domestic victims who are forced 
into prostitution or other labor situations. 
• A first step for ED managers who want to address 
this situation is to obtain on-site training for all staff in 
the ED so that they understand what human traffick-
ing is, and can recognize the subtle cues that a patient 
may be a victim. 
• When you suspect that patients may be human- 
trafficking victims, it is important to speak with them 
alone so that they are free to explain their situation. 
However, unless they are a minor, it is their decision 
on whether to seek help. 
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Both staff and administrators need to be made 
aware of how diverse the victims of human 
trafficking can be, explains Wendy Macias 
Konstantopoulos, mD, mPH, an attending physi-
cian at massachusetts General Hospital in Boston, 
ma, who has been researching this issue for 
several years as part of Harvard medical School’s 
Division of Global Health and Human rights. 
“this is happening in the u.S. just as much as it is 
happening abroad,” she says. “the faces of victims 
are different, and can vary across the races and 
across the economic strata, and there is no one 
definition of what a victim of human trafficking 
should look like.”

administrators also have a role to play in mak-
ing sure that the ED personnel understand that 
there is support behind them if they come across a 
patient who needs added help in dealing with this 
issue. “Our environment is so chaotic, stressful, 
and fast-paced that clinicians may feel they do not 
have the resources to dedicate any extra time to 
these patients, so providing a milieu of support is 
important,” says Konstantopoulos.

One way to provide this support is to allocate 
resources toward a multidisciplinary team charged 
with handling these cases within the ED, adds 
Konstantopoulos. ideally, such a team should 
include a key clinician and social workers who can 
connect patients with local resources such as hous-
ing, mental health care, and legal aid, she says. 
“Having a multidisciplinary team in place with 
these connections makes it a little bit easier for 
clinicians [to take action],” she says.  

Know the subtle cues 

it can be difficult to pick up on human traffick-
ing because it is well-hidden and the victims them-
selves often feel shame. Furthermore, while the 
ED setting offers an unparalleled opportunity to 
identify victims, there are also obstacles associated 
with emergency care. “you don’t have the time to 
build up a rapport with patients over a period of 
time, so it is hard [to get patients to open up],” 
says Konstantopoulos. 

Nonetheless, there are subtle tip-offs that should 
alert providers that a patient may be a victim of 
forced servitude. For example, if a patient comes 
into the ED with someone else, and the other per-
son answers most of the questions, that should be 
a concern, explains Sabella. 

Patients who carry no identification, or who 
don’t know where they are or what their address 
is, are also cause for concern. Other red flags 

include inappropriate clothing, a lack of any 
spending money, and information that makes little 
sense, she explains.

“if you suspect the patient is a trafficking vic-
tim, the most important thing you can do is speak 
to this person alone,” explains Makini Chisolm-
Straker, mD, a resident in the ED at mt. Sinai 
medical center in New york, Ny. “this is pretty 
much true of all our patients. We should speak to 
them alone at some point just to make sure that 
we are not missing something that they don’t want 
to say in front of the person they are with. there 
really is a provider-patient bond that you can 
build, if only briefly, so it is a matter of building 
that trust.” 

chisolm-Straker began researching how health 
care providers can intervene in cases of human 
trafficking while she was in medical school, and 
she now regularly speaks to health care providers 
about this issue. typically, you can ask patients 
whether they feel safe at home or at work, but 
chisolm-Straker stresses that it is important to 
remain calm when patients reveal that they are in 
a forced-labor situation. “a surprised response 
suggests to patients that you may not believe them, 
which is the last thing you need because they’re 
going to close down,” she says.

Further, unless patients are minors, it is their 
decision on whether to leave their exploiter or 
not. “i can’t make a 23-year-old leave a situation 
that i know is not safe. i can only say that this is 
a safe place and that i am a safe person,” explains 
chisolm-Straker. “i tell them if they want to leave 
in the future, we are here 24/7.”

Build off of
existing policies

For ED managers who have not yet taken up 
the issue of human trafficking, they should con-
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cNE/cmE iNStructiONS
1. Read and study the activity, using the provided refer-

ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests 

can be taken after each issue or collectively at the end of 
the semester. First-time users will have to register on the site 
using the 8-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 last test of the 
semester, your browser will be automatically directed to the 
activity evaluation form, which you will submit online. 

5. Once the evaluation is received, a credit letter will be 
sent to you.  n

cNE/cmE OBJEctivES
1.  Apply new information about various 

approaches to ED management. 
2.  Discuss how developments in the regulatory 

arena apply to the ED setting.
3.  Implement managerial procedures suggested by 

your peers in the publication.  n

sider building a policy off of the procedures they 
have in place for intimate partner violence, sug-
gests Konstantopoulos. “trafficking is along the 
spectrum of other forms of interpersonal violence, 
and using what you already have in place, and 
just adding a little bit more so that your protocols 
include trafficking, would be feasible,” she says. 
“Labor trafficking is not so much like domestic 
violence, but certainly sex trafficking can be like it, 
particularly here in the united States, where many 
of the victims are american-born.”

Konstantopoulos says many of these victims 
describe what sounds like domestic violence, where 
they thought they were dating an older boyfriend, 
and then this person slowly started to groom them 
for the streets. “they don’t really see themselves 
as victims of trafficking. Sometimes they don’t see 
themselves as victims at all. in that sense, it is very 
similar to domestic violence,” she says. “certainly, 
using what is already in place [makes sense] rather 
than trying to reinvent a whole new field when it 
is another part of a spectrum that we have already 
addressed in the health care setting.”  n
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• Makini Chisolm-Straker, MD, ED Resident, Mt. Sinai 
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• Wendy Macias Konstantopoulos, MD, MPH, Attending 
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Human Trafficking Resources  
for Health Care Providers

• National Human Trafficking Resource Center Hotline: 
1-888-3737-888
• www.humantraffickingED.com.
• http://nhtrc.polarisproject.org.
• www.projectphoenixwebsite.com.
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cNE/cmE QuEStiONS

1. William Thomas, MD, a national authority on geriatric 
medicine and a professor at the University of Maryland 
Baltimore County, says that when older patients present to 
the ED, very often they are:
A. overwhelmed by the noise and the lights.
B. in crisis.
C. glad to be in the hands of health care providers.
D. in a panic

2. According to Mark Rosenberg, DO, MBA, FACEP, 
FACOEP-D, the chairman of emergency medicine, geri-
atrics, and palliative medicine at St. Joseph’s Regional 
Medical Center in Paterson, NJ, older patients who are 
taking seven or more medications have what percentage 
chance of having a drug-drug interaction?
A. 50%
B. 75%
C. 90%
D. 100%

3. According to Knox Todd, MD, MPH, chairman of the 
Department of Emergency Medicine at the University of 
Texas MD Anderson Cancer Center in Houston, TX, strict “no 
opioid” policies in the ED: 
A. are highly effective.
B. rarely work well.
C. are being replicated across the country.
D. are the way to go for treating frequent ED users with 
chronic pain.

4. JoAnn Turzer-Commesso, RN, the director of 
emergency services at Dosher Memorial Hospital in 
Southport, NC, says that patients who come into the ED 
with chronic pain are typically:
A. treated with a non-narcotic pain medication and 
referred to a primary care provider for further treatment.
B. treated on the first visit, but turned away on subsequent visits.
C. referred to an addiction specialist.
D. always treated with short-acting narcotics.

5. Donna Sabella, PhD, RN, assistant clinical profes-
sor, College of Nursing and Health Professions at Drexel 
University in Philadelphia, PA, says that one of the first 
steps that ED managers should take to address human 
trafficking is to:
A. call the police.
B. get hospital security involved.
C. speak with the social workers on staff.
D. get training for all ED personnel.

6. Makini Chisolm-Straker, MD, a resident in the ED at 
Mt. Sinai Medical Center in New York, NY, says that if you 
suspect that a patient is a human-trafficking victim, the 

most important thing you can do is:
A. provide comfort and reassurance.
B. get a translator.
C. speak to the person alone.
D. find a family member or friend.


