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ExEcutivE Summary

Researchers say that most ED personnel will experience some form of physical 
or verbal violence at some point in their careers. However, when such incidents 
are regularly reported, the patients involved can be flagged in a hospital’s com-
puter system, making future events involving the same patients much less likely. 
Further, when ED personnel are alert to the clues that a patient or family member 
is becoming agitated, early intervention can usually prevent the situation from 
escalating to violence.
• About one-half of all ED personnel will experience a physical assault, and 97%- 
100% will experience verbal abuse during their careers, according to research.
• A first step in developing a strategy for dealing with violence is to educate ED 
personnel about what constitutes workplace violence so that all such incidents 
can be reported. Experts say many ED workers fail to recognize some instances of 
violence, based on the intent of the person involved. However, intent should not 
be a factor, they say. 
• In many cases, empathy and good customer service skills can prevent tense situ-
ations from escalating to violence, but experts say that it is important to intervene 
at the first sign of agitation. 
• ED administrators should gather input from frontline staff on how to most effec-
tively derail instances of violence. 

iN tHiS iSSuE

NOW AVAILABLE ONLINE! Go to www.ahcmedia.com/online.html. 
Call (800) 688-2421 for details.

September 2013: Vol. 25, No. 9
Pages 97-108 Experts: To crack down on violence 

in the ED, establish a robust system 
of reporting, educating staff 
ED is a magnet for people who are upset, out of control

How big of an issue is violence in the ED? Gordon Gillespie, 
PhD, PHcNS-Bc, FaEN, an assistant professor at the 
university of cincinnati college of Nursing in cincinnati, OH, 

and a robert Wood Johnson Foundation nurse faculty scholar, says that 
according to research he has done on the issue, about half of all ED 
workers will be physically assaulted at some point in their careers, and 
97% to 100% of them will experience some form of verbal abuse.1

By verbal abuse, Gillespie is not referring to incidents in which 
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providers are merely cursed at. He’s referring 
to language that is more sinister, such as threats 
to a person’s safety or comments designed to 
cause emotional distress. “at some point, [all ED 
workers] are either going to be the target of this 
kind of behavior or they are going to be around 
watching somebody else being verbally abused or 
physically assaulted,” explains Gillespie. 

the reasons why EDs are often on the receiv-
ing end of such aggression is not that hard to 
understand, explains William Wilkerson Jr., 
mD, an associate professor in the Department 
of Emergency medicine at the university of 
michigan Health System in ann arbor, mi, who 
teaches both medical students and residents 
about how to deal with violence in the emergency 
setting. “the ED is inherently a magnet, unfor-
tunately, for people who are either upset, out of 
control, or violent,” he says. “

For instance, people who are shot or injured in 
a fight are brought to the ED, just as people who 
are intoxicated, suicidal, or psychotic are brought 
in, observes Wilkerson. “We obviously have that 
facing us in the ED. We are just a little bit different 
than other parts of the hospital,” he says. “Because 
of what we do, we are more subjected to violence.”

However, that doesn’t mean that ED person-
nel are defenseless when faced with this type of 
aggression. to the contrary, there are strategies 
that providers, techs, registration staff, and other 
personnel can use to de-escalate pressure-cooker 
situations, but it is up to administrators to make 
sure that such strategies are disseminated on a 
regular basis.

Educate staff

the first step in developing an effective 
approach to violence in the ED is to educate staff 
on what workplace violence is because health 
care workers routinely consider certain types of 
aggression as not being examples of violence, 
even if they have been harmed, says Gillespie, 
who will soon begin testing interventions to 
reduce violence against ED workers. 

“in their minds, if a 4-year-old bites you 
while you are doing an iv start, or an 87-year-
old dementia patient slaps you, these are not 
instances of workplace violence,” he says. 
However, Gillespie emphasizes that these defi-
nitely are cases of workplace violence. “it doesn’t 
matter what the intent of the person is, it only 
matters what actually transpired, so any kind of 
hitting, biting, or slapping are all examples of 
violence,” he says.

the reason why it is important to appropriately 
identify and report these instances of violence is 
so that the patients involved can be flagged in the 
hospital’s computer system. With the proper nota-
tions in place, providers will know to take extra 
precautions when these patients come into the ED 
in the future, explains Gillespie. 
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“Some organizations may just flag the patients 
with a notation to call security or the social work 
department for more information, while others 
will specifically say that there has been a previ-
ous violent event,” says Gillespie. “Either way, 
when the 4-year-old who bit a provider during an 
iv start comes in again and needs an iv, you will 
realize that you need an extra person there, or that 
you need to do different things with the family so 
that another violent event doesn’t happen.”

Gillespie acknowledges that the best way to 
respond to instances of violence is going to vary. 
For instance, you wouldn’t call security or the 
police in the case of the 4-year-old or even the 
87-year-old patient with dementia who is lashing 
out, but with forewarning, providers can be bet-
ter prepared to deal with these patients. 

“We all understand that patients with demen-
tia react to stimuli, so you will know to go into 
the exam room with someone else to help divert 
the older adult so that he doesn’t slap you,” says 
Gillespie. “But if these types of incidents are not 
reported, then we can’t do anything to prevent 
those same events with the same patients from 
happening in future, similar situations.”

it can be a challenge for administrators to get 
ED personnel accustomed to regularly reporting 
instances of violence, says Gillespie. However, 
once employees see the value of reporting, the task 
becomes easier, he says. For example, he recalls the 
case of one ED that he worked with to improve 
this type of reporting. “their reporting went from 
something like three or four incidents per quarter 
to about 40 events in a quarter,” says Gillespie. 
and that got the attention of higher ups. ”. in 
many hospitals, the documentation results in the 
upgrading of hospital security prescence, or the 
hiring of off-duty police officers to reduce violence.

Identifying episodes of violence

“as a result of that reporting, the hospital hired 
an expert to come in and validate that the ED 
needed additional resources,” says Gillespie. this led 
to significant investments to improve environmental 
safety, which is what the staff really wanted. “those 
employees really saw the value of reporting.”

Be aware of clues

there are telltale clues that a patient or fam-
ily member may become agitated or violent, and 
these should not be ignored, explains Wilkerson. 
For instance, he notes that ED personnel need to 

be on the alert for people who start pacing, rais-
ing their voices, tensing their postures, or making 
unrealistic demands. “Go in and find out what is 
going on before the situation escalates,” he says. 

in such instances, empathy and good customer 
service skills can usually go a long way, but a lot 
depends on the manner in which you approach 
the patient, notes Wilkerson. “For most people 
who are angry, 95% of their understanding is 
just from your presentation. they are not even 
listening to what you are saying. they are look-
ing at the way you are standing, listening to your 
tone of voice, and observing whether you look 
disgusted,” he says. “We teach people to have a 
neutral rather than a defensive stance, avoid star-
ing people down, and utilize a calm voice. Just 
explain things and ask what you can do to help 
the situation.”

ED personnel should not hesitate to get help 
if someone they are dealing with becomes par-
ticularly agitated, and they feel uncomfortable 
or threatened. “Sometimes you have to do what 
we call a show of force,” says Wilkerson. this is 
when you approach the patient, along with three 
or four other people, and let him or her know that 
if the situation continues, you are going to have to 
restrain them, he says. “restraining is not a good 
option,” says Wilkerson. “People can have heart 
attacks, or they can get twisted up in the restraints, 
so it is not something we like to do. if we can 
do something lesser, like a show of force, that is 
always better.”

Gather input and collect data

For ED administrators who are just in the begin-
ning stages of developing a strategy for dealing 
with violence, Gillespie recommends that they put 
together a team with representatives from every 
environment, including housekeeping, registration, 
and even medical records, in addition to the clini-
cal areas. “Everybody who comes in contact with 
a patient or a visitor needs to be part of this plan-
ning group because they may have recommenda-
tions that, unless you ask for them, you are never 
going to hear,” he says. 

For example, Gillespie recalls an experience 
with one such planning group in which a man 
from registration noted that he could call ahead 
and give the nurse in the ED a heads up when a 
patient comes in who is acting edgy or agitated. 
this kind of input can help administrators develop 
an approach that is more likely to fit the work-
place involved. adds Gillespie, “Only people on 
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In a dynamic health care 
environment, take steps 
to fully leverage case 
managers in the ED
In new model, case managers become integral 
part of the health care team

With patient volumes on an upward trajec-
tory and ongoing budgetary pressures 
forcing ED administrators to stay focused 

on performance and efficiency, some hospitals are 
looking for new ways to better leverage the skills 
of case managers in the emergency setting. the 
university of virginia medical center (uvamc) in 
charlottesville, va, has taken this tack, and among 
the benefits are increased capacity and improved 
patient satisfaction, say administrators. But nearly 
two years into the new strategy, the hospital is aim-
ing for still higher rewards, and ED leaders believe 
such gains are, indeed, possible now that emergency 
physicians and nurses are on board with having case 
managers work alongside them as part of the medi-
cal care team. 

“this has been extremely successful. We are cur-
rently staffing one case manager in the ED 12 hours 
a day, seven days a week, and we have been doing 
that since the beginning of this project,” observes 
Jill Laird-Sanders, rN, mN, NEa-Bc, director of 
care management, at the university of virginia 
Health System. “We chose 9 a.m. to 9 p.m. because 
most of the admissions to the hospital from the 
ED occur between 11 a.m. and 11 p.m., and we 
wanted to be on the front end of that.”

the case mangers can’t see every patient who 
comes through the ED, but they are making 
rounds and identifying for themselves patients 
that they can make a difference with, explains 
Laird-Sanders. “the things they are doing that are 
helping us as an organization include preventing 
inappropriate admissions by finding alternative 
solutions to meet the needs of patients,” she says. 
“at times, the case managers are getting prescrip-
tions, getting clinic and specialty appointments 
established, and there have even been a couple of 
occasions when they have been able to get nursing 
home beds procured.”

in addition, the case managers are handling home 
health referrals, as well as some level-of-care assess-
ments to make sure that patients meet interQual 
criteria for admission, adds Laird-Sanders. “that 
is not their primary focus, but it is something they 
have been able to get a good head start on for us,” 
she says. (Also see “Management Tip: Involve other 
departments, hospital leaders behind bid to lever-
age case managers in the ED,” p. 102.)

Select the right people 

Getting case managers more involved in the 
ED was actually part of a larger, hospital-wide 
improvement effort aimed at improving capac-
ity as well as overall patient flow, explains 
Becca LaFond, mHa, senior director at Huron 
Healthcare, a chicago, iL-based consulting firm 

the front lines are going to understand why some-
thing is or isn’t going to work.”  n

rEFErENcE
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violence against ED workers. Am J Emerg Med. 2013,31:197-205.
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ExEcutivE Summary 

In an effort to create more capacity while also improving 
the patient experience, the University of Virginia Medical 
Center (UVAMC) in Charlottesville, VA, has taken steps to 
better leverage case managers in the ED. Under the new 
approach, case managers work alongside clinicians on the 
floor. They step in when added resources are needed or 
services need to be arranged before discharge. 
• Administrators say the new ED case manager role has 
helped UVAMC reduce medically unnecessary length-
of-stay by 34 minutes, enabling the hospital to see up to 
4,000 additional patients per year.
• The ED-based case managers learn of patients who may 
benefit from their involvement by regularly participating 
in flow rounds with clinicians on the floor. 
• Administrators are eyeing future improvements from the 
approach, including a concentrated effort to reduce visits 
to the ED by frequent utilizers. 
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that worked with uvamc on the project. “in 
terms of the ED being the front of the hospital, 
the big impetus was to create a better experience 
for patients so that the ED could be competitive in 
the market, and to make sure that it was capturing 
patient volume,” she explains, noting that patients 
were waiting longer than they wanted to be seen in 
the ED, and other hospitals were advertising that 
they could connect patients to care faster.  

When the effort began, there were two case man-
agers working the ED, but their function was really 
to do back-office, utilization management work, 
says LaFond. “they did all of their work using 
computer tools, but did not necessarily engage with 
the care team, so it was a completely different role 
than what best practice would be for a case man-
ager anywhere, let alone in the ED,” she says. 

However, transitioning to the new approach was 
hardly a simple matter of changing job descriptions. 
“to put this best-practice role into place, it has 
to be the right person and right personality,” says 
LaFond. 

For instance, she explains that a successful 
ED-based case manager needs to be able to con-
duct difficult conversations with patients, families, 
and even physicians. “What we are finding is that 
in this current health care environment, a case 
manager has to have both a working knowledge of 
the regulation situation, which changes every day, 
so you have to be able to keep up with that,” says 
LaFond, “and then also you have to have the right 
personality to be able to have strong discussions 
with some of your health care team who you may 
see as peers, but they may not see you as a peer.”

Such conversations can be difficult, especially in 
an academic environment, says LaFond, because case 
managers are not only dealing with the attending 
physicians, but also with residents and even some-
times medical students, who may not be particularly 
focused on pertinent regulatory issues. “that is not 
the number one priority that they are taught in medi-
cal school, so they are still learning about this piece 
of health care and often times a case manager needs 
to educate them about why she or he is involved, 
and why regulatory criteria are important,” she says. 
“they are not thinking about the back-end, when 
denials or readmissions might happen.”

the ED-based case manager role is challenging 
but also crucial, adds LaFond. “i don’t think that 
hospitals are going to successfully make this move 
to value-based reimbursements unless they have 
effective case managers in this type of role,” she 
says. “the role has become very dynamic. it is the 
type of role where you become a specialist.”

Involve stakeholders in planning

the hospital ultimately tapped three nurses 
to handle the ED case manager role so that they 
could cover the ED 12 hours a day, seven days 
a week. “two of the nurses work three 12-hour 
shifts per week, and one of them works one 
12-hour shift in the ED, and then she also picks up 
some shifts on the inpatient side,” explains Laird-
Sanders. 

it definitely helped that the candidates were 
not starting out in an unfamiliar environment, 
adds Laird-Sanders. “two of the ED case manag-
ers worked in the ED before, so they were known 
commodities, and the third case manager had not 
worked in the ED before, but she was experienced 
on one of the inpatient units, so she knew the envi-
ronment of the hospital.”

administrators discussed and fine-tuned how 
the new approach would be implemented for eight 
months before the case managers were deployed in 
the ED. “there was a lot of planning, discussing, 
working with stakeholders, and sharing informa-
tion,” explains Laird-Sanders. “and there was a 
lot of involvement of the leadership that would be 
affected.”

the hardest part of the implementation was 
actually getting the staff to appreciate that case 
management was now going to mean something 
different than it did six months ago, observes 
LaFond. “a lot of that required individual con-
versations with physicians and nurses and getting 
the case managers out there to meet all of these 
new people,” she says. “it was almost a rebrand-
ing of what case management was in the ED 
because everyone had prior thoughts about what 
case management was, and we had to change that 
culture.”

While there was some initial resistance to 
the approach, it dissolved quickly, notes Laird-
Sanders. “as soon as the physicians and nurses 
saw the positive benefits, it stopped being an issue 
at all,” she says. “in fact, if a case manager is sick 
and we don’t have a replacement, we hear about 
that. Where is the case manager today?”

One strength of the uva model is that it has 
dedicated case managers in the ED, says LaFond. 
“i have been to hospitals where they rotate case 
managers through the ED, and although that is 
better than nothing, i would say the ideal is this 
model where you have a few FtEs [full-time 
employee] who really get to the know the ED 
space really well, and that is what they specialize 
in,” she says. “they develop those relationships 
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with the ED physicians, they get to really under-
stand the inpatient criteria, and they come to know 
all those resources that are out there in the com-
munity. that is not something that you can expect 
25 people in a department to all learn.”

according to a report that Huron prepared 
about the implementation of case managers in 
the ED at uvamc, the approach helped to lower 
medically unnecessary length of stay by 34 min-
utes, and this freed up enough capacity for the 
hospital to treat up to 4,000 additional patients 
per year. 

Address frequent utilizers

Patricia Higgins, rN, mBa, the ED director at 
uvamc, did not come to work at the facility until 
after the case managers were deployed, but she 
says they are now an integral part of ED opera-
tions. “many times we don’t even think of them as 
being case managers. they are just members of our 
team who are there to help support what is hap-
pening on a daily basis,” she says. “they are the 
go-to persons if you need to get a patient into the 
system. they are the people who lead the way to 
do that, and they can free you up so you can move 
on to something else.”

at uva, the physicians and the shift manag-
ers run flow rounds, but the case managers are in 
attendance so that they can follow-up on clinic 
appointments or other arrangements that need to 
be made before dispositions can occur, explains 
Higgins. “also, if a nurse or a physician has a 
patient who needs resources that are beyond [the 
scope of the] ED, then they will seek out the case 
manager for help,” she says. “they are right out 
there in the thick of things. that is where their real 
office is, and so people feel very comfortable going 
to them with issues or concerns.”

the hospital does not yet have any official 
data to share regarding the impact of having case 
managers more integrally involved in the ED, but 
Laird-Sanders says they are preventing several 
inappropriate admissions per week, and they have 
also begun to tackle the issue of frequent utiliz-
ers. “the case managers have started to establish 
relationships with patients and to anticipate why 
patients are coming to the ED,” she explains. “in 
some cases, they are able to address the situation 
before a patient even makes it to the door. We 
have one patient the case managers are calling 
twice a week just to check on, and that is prevent-
ing her from coming to the ED for a non-medical 
reason.”

in the coming months, the hospital plans to 
address frequent utilizers in a more comprehensive 
fashion, making full use of the case managers. “We 
will be looking at this case by case, and work-
ing with an interdisciplinary team to establish a 
plan for these individuals who are using the ED 
for non-urgent medical needs,” explains Laird-
Sanders. “that is our next step. We have identified 
this as a real opportunity to improve.”

the hospital is also planning to expand cover-
age by case managers in the ED so that they are 
available on a 24/7 basis. “the impact has been so 
positive that we are looking at how to deal with 
the FtEs, and we will have to post, hire, and train, 
so it will be another six months before we can roll 
that out,” explains Laird-Sanders. “But that is a 
decision that has already been made at the higher 
levels of the organization based upon the effects 
we have seen so far.”  n

• Patricia Higgins, RN, MBA, Director, Emergency 
Department, University of Virginia Medical Center, 
Charlottesville, VA. E-mail: pjh8c@virginia.edu.
• Becca LaFond, MHA, Senior Director, Huron Healthcare, 
Chicago, IL. E-mail: blafond@huronconsultinggroup.com.
• Jill Laird-Sanders, RN, MN, NEA-BC, Director, Care 
Management, University of Virginia Health System. E-mail: 
jrl2x@hscmail.mcc.virginia.edu.

Get other departments, 
hospital leaders behind 
bid to leverage case 
managers in the ED

this will, no doubt, make the task more chal-
lenging, but any significant change in the way 

case managers are leveraged in the emergency 

SOurcES
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setting should actually be a hospital-wide initia-
tive, according to Becca LaFond, senior director 
at Huron Healthcare, headquartered in chicago, 
iL. “What we have found in implementing this 
is that it can’t be an ED-only change. it has to 
be something the hospital supports and that the 
other departments are involved with,” she says. 
“these case managers are interfacing not only 
with the ED physicians, but often times with the 
admitting physician who isn’t even in the ED, 
so there has to be relationships built beyond the 
ED’s four walls.”

Historically, the ED has been siloed off on its 
own, acknowledges LaFond, but that no longer 
works in the type of dynamic environment that 
health care is moving into, she stresses “you can’t 
just make a change in the ED and expect things 
to magically be better,” she says. “it might help 
the ED, but you are still going to have concerns 
upstream in the inpatient world.”

One other task that LaFond recommends to 
hospitals that are implementing any large-scale 
change is to continually check in with staff to 
see how they are faring with the new process. 
“change is hard and you want to make sure they 
are seeing the light at the end of the tunnel when 
you are in the middle [of the transition] so that 
by the end, you have a good result.”  n

Pilot study: An ED-based 
HIV screening program 
can be more productive
when combined with a 
peer referral program
Dedicated clinicians, streamlined process are 
key to successful implementation

While health policy experts at the centers 
for Disease control (cDc) in atlanta have 

long recommended that EDs routinely screen pa-
tients for Hiv, the concept remains controversial. 
Some argue that EDs should not be involved with 
screening activities, and that emergency providers 
are already overburdened as patient volumes con-
tinue to increase. However, there are also efforts 
underway to leverage the unique setting of the 
ED to go beyond just screening in order to reach 
more people with undiagnosed Hiv.

“People who are thinking about preventive 
health care and population health would suggest 
that the time when the ED can just sit back from 
the population and solely respond reactively to 
acute care needs is starting to go away,” explains 
Michael Lyons, mD, an assistant professor of 
emergency medicine and director of the Early 
intervention Hiv Program at the university of 
cincinnati (uc) in cincinnati, OH. “it is clearly 
true that if you move away from fee-for-service, 
then the issue becomes maintaining the health 
of the population, and the hospital is clearly 
invested in that whether you are talking about 
value-based purchasing, 30-day readmits, or 
even just the simple idea that the hospital could 
pay for an awful lot of Hiv tests rather than 
admit one person to the icu who is diagnosed 
late.”

in fact, Lyons and colleagues at uc academic 
Health center are pushing some of those bound-
aries. in a new study, they have found that com-
bining an ED-based Hiv testing program with 
a peer-referral program can, indeed, bring more 
people into the ED for testing and uncover more 
cases of Hiv. Between may and September of 
2011, the researchers report that they tested 466 
patients, with four of these individuals testing 
positive for Hiv. among participants in the test-

ExEcutivE SuMMary 

In a pilot study, researchers at the University of Cincinnati 
have found that when a peer referral program is combined 
with an ED-based HIV screening program, more cases of 
undiagnosed HIV can be detected, providing a preventive 
health benefit to the community. However, more studies 
are needed to determine how to best capitalize on the 
yield of ED-based screening programs, and to get better 
estimates on the potential benefits of combining social 
networking programs with screening programs. 
• Dedicated testers and a streamlined process for enabling 
patients to be signed in as outpatients rather than ED 
patients were key aspects of the program.
• To reach into the social networks of patients who tested 
positive for HIV or were at high risk,  program staff pro-
vided them with coupons for free HIV testing that they 
could pass on to their friends and partners.  
• In particular, program staff targeted any companions or 
partners of patients who were in the ED with them when 
they came in for testing.
• Between May and September of 2011, 466 patients were 
tested, with four patients testing positive for HIV. Among 
participants in the testing/peer-referral program, 34% had 
no prior visit to the ED, and 69% had never been tested by 
the ED-based HIV testing program. 
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ing/peer-referral program, 34% had no prior visit 
to the ED, and 69% had never been tested by the 
ED-based Hiv testing program.1

Leverage social networks

Lyons explains that peer referral programs are 
typically used by health departments to identify 
people with undiagnosed Hiv. these programs 
are highly effective, he says, because they enable 
health care workers to seek out the friends and col-
leagues of people who are either Hiv positive or 
at high risk for Hiv.  alternatively, ED-based Hiv 
screening programs typically tend to stop with the 
screening of the initial individual. 

“We wondered how these two ways to intervene 
might relate to each other, and whether implemen-
tation problems in one setting or the other might 
be solved or mitigated somewhat,” says Lyons. 
“We tried to do it in a very streamlined, very gen-
eral way, and also in a very large-volume way.”

the ED used for the study already offers Hiv 
testing, and has dedicated testers to handle this 
work. For the study, researchers targeted patients 
from this screening program to receive coupons 
that they could pass along to their friends or part-
ners to come in for free Hiv testing. “the initial 
case would come from the screening program,” 
explains Lyons. “But if we found people who were 
high risk or Hiv positive, instead of just stopping 
or referring the new Hiv-positive patients to the 
health department for case finding, we would try 
to do more with these people. We would try to do 
more to make use of their social relationships.”

While the coupon aspect of the program has 
attracted a lot of attention, Lyons notes that a 
more compelling aspect of the program was that 
the testers tried to also target companions who 
were there in the ED with the people being tested. 
“in this day and age if you test in an ED and you 
test positive, and your partner is there with you, 
that person is probably not tested,” says Lyons. 
“they might be referred. they might choose to go 
register as a patient, but that whole interaction is 
not worked out.”

For instance, Lyons explains that in many ED 
settings that offer Hiv screening, a young man 
might test positive while his girlfriend who is sit-
ting in an adjacent room does not receive any care 
because she is not an ED patient, explains Lyons. 
“What we did was not only solve that problem, but 
try to target the problem,” he says, explaining that 
program staff would ask whether there were any 
family, friends, or partners there in the ED with the 

person being tested who might also benefit from 
testing. “We had the partner testing, the coupon 
program, and the social network component.”

Streamline the process

One issue that was key in making the program 
work was the fact that uc already had a policy 
in place that enables people to receive Hiv test-
ing in the ED without having to register as ED 
patients. “the reason we attacked this problem 
was because we were obligated by our health 
department funding to offer Hiv testing to walk-
in patients, but on the one hand we didn’t want 
to be offering Hiv testing to people in the ED 
and then have no record that they were there; 
however, at the same time having them register 
as an ED patient seemed incorrect,” notes Lyons. 
“What we did was develop a process where we 
register these patients as outpatients, so there is 
a record of them being there, but they are not 
charged as an ED patient.”

the process enables patients to bypass any 
need for a medical screening exam or any of the 
charges that go along with a typical ED admis-
sion. “We actually have the patients who come in 
for Hiv testing sign a paper that says that they 
waive their right to be evaluated in the ED,” says 
Lyons. “that way they don’t have to see a physi-
cian, they don’t have to be triaged; they don’t 
need to do any of that.”

Lyons acknowledges that figuring out how to 
implement the process was difficult, but once all 
the administrative hurdles were worked out, it 
became a simple operation for the ED to man-
age. “We developed this in conjunction with the 
hospital, and i don’t think it is widely done, but it 
has a lot of interesting ramifications,” he says. 

For example, Lyons notes that the process 
could potentially be used for research patients, 
patients requiring forensic exams, or potentially 
other preventive health care services. “this is an 
expanded and controversial view of what an ED 
can do, but it does point out the unusual fact 
that there are millions of people who are in EDs 
who are not ED patients, and occasionally those 
people are of interest in the ED,” he observes. 

Consider increased patient volume

Even with dedicated testers, program staff did 
have some difficulties dealing with the volume of 
patients that came in for Hiv testing. “if you start 
bringing in five people an hour, and you try to find 
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a corner to do something with them, that can be a 
problem,” notes Lyons. “We ran into those prob-
lems and had to scale back the volume of what we 
were doing.”

Further, Lyons points out that the ED could 
not have offered the coupon component of the 
program without the outside funding that was 
paying for coupons and personnel. However, the 
Hiv screening program, which is funded through 
the health department, remains. “We still have our 
dedicated testing program, so we still refer Hiv-
positive patients to the health department much 
like other places do,” he says. “We probably do 
that with a little more emphasis and monitoring 
than some places do, and we still have the com-
panion testing component.”

in fact, the dedicated testers recently identified 
someone who was Hiv positive who just happened 
to be in the ED with someone else who was also 
Hiv positive. “We have an example, a proof-of-
concept case of finding someone with undiagnosed 
Hiv through the companion testing program,” 
notes Lyons. “Even if we didn’t have dedicated tes-
ters, i would still want that mechanism to be avail-
able to the physician if he or she chose to use it.”

More study needed

However, now that the pilot has been completed 
and the funding for that project has ended, the 
coupons for free Hiv testing and the social net-
working aspects have also concluded, at least for 
the time being. and Lyons suggests there are still 
more questions to be answered about the approach 
before it should be implemented on a broad scale 
in the ED setting.

For instance, he would like to learn more about 
how to best capitalize on the yield of screening 
programs to feed forward into social network pro-
grams, and he would like to get better estimates 
about what the potential benefits of social net-
working programs are when done in conjunction 
with screening programs. “in the cost-effectiveness 
models of health care screening, they don’t include 
a component where, when you identify a person 
who is Hiv positive, that leads to another person 
and another person and another person being iden-
tified as positive because the assumption that they 
make is that everyone in the entire population will 
receive the test in the health care setting,” explains 
Lyons. “So our question is, if you don’t manage 
to test everyone in the health care setting, what is 
the extra benefit in terms of combining with these 
social network programs?”

Earthshaking proposal 
from CMS may change 
how ED visits are billed
[this quarterly column is written by Caral
Edelberg, cPc, cPma, cac, ccS-P, cHc,
President of Edelberg compliance associates,
Baton rouge, La.] 

For calendar year (cy) 2014, cmS is propos-
ing a dramatic modification in how hospital 

outpatient and clinic visits will be billed and paid. 
Since the 2000 implementation of outpatient 
prospective payment system (OPPS), the health 

in the pilot study, researchers found evidence 
that screening programs and social networking 
programs are complementary and not entirely 
redundant, but Lyons acknowledges that there is 
more work to do in terms of testing the approach 
with different types of programs and collabora-
tions.  “a lot of the implications of this are either 
controversial or they are just now developing,” 
he says. “We anticipate that this is going to be of 
great interest, but we have to get farther in terms 
of packaging our findings for the practice and 
research communities. We also have to see how 
things develop in terms of health care before we 
will know the real impact.”  n

rEFErEncE 
1. Paulsen r, ruffner a, Lindsell c, Hart K, et al. can a 
social network Hiv testing program expand Hiv testing 
beyond the usual emergency department population? Acad 
Emerg Med. 2013;20:S223-S224. 

• Michael Lyons, MD, Assistant Professor, Emergency 
Medicine, and Director, Early Intervention HIV Program, 
University of Cincinnati, Cincinnati, OH. E-mail: lyonsme@
ucmail.uc.edu.
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n Observation care 
under scrutiny
 
n New insight on drug-
seeking behavior

n Detecting eating 
disorders in the ED

n Spotlight on effective 
senior care in the ED

cOmiNG iN FuturE mONtHS

care community has not been able to reach con-
sensus on a single set of guidelines to define ED 
and clinic visits. thus, cmS has proposed to stop 
recognizing five levels of clinical and ED visits 
and assign one alphanumeric Level ii HcPcS 
code which will combine all levels of service in 
one composite code. there would be one code to 
define type a ED visits, one to define type B ED 
visits, and one for clinic visits, which combines 
both new and established services.

Why, at this time in the evolution of OPPS, 
would cmS propose such a groundbreaking 
change? First, they believe this proposal would 
remove any incentives the hospital might have to 
provide medically unnecessary services or expand 
additional and unnecessary resources to achieve a 
higher level of visit payment under OPPS. Second, 
they believe it is time to consider ways to reduce 
the administrative burden that medicare payment 
policies have placed on hospitals while main-
taining the ability to calculate accurate payment 
rates.

to that end, they believe that replacing the 20 
HcPcS codes currently used to bill these outpa-
tient services with one code each reduces the com-
plexities of billing for hospitals. No longer will 
hospitals be required to develop and apply their 
internal guidelines to differentiate among five 
levels of services for each ED and clinic visit. this 
proposal will allow cmS to utilize a large set of 
claims billed by hospitals with varying guidelines 
and spectrums of complexities for rate setting. 

Finally, and probably most significantly, cmS 
intends to remove any incentive for “upcoding” 
by collapsing all visits into one composite level. 
it seems interesting, however, that cmS has 
repeatedly indicated that the acuity distribution 
across the nation’s hospitals was appropriate and 
specific to the type and location, e.g., teaching 
hospital, urban, community, etc. 

Perhaps the larger question relates to how 
cmS will determine the payment amount for 
each of the levels. as of this proposed rule, cmS 
intends to use cy 2012 claims data to develop 
the 2014 payment rates based on the total mean 
cost of levels 1-5 for each of the three proposed 
composite codes. cmS will publish the proposed 
payment amount as soon as review of the 2012 
claims data is complete. 

interestingly, cmS has not discussed how hos-
pitals will charge for their services. a number of 

Visit Type CY 2014 Proposed CY 2014 
HCPCS Code APC HCPCS Code APC 

CLINIC VISIT 

99201 0604 

GXXXC 0604 

99202 0605 
99203 0606 
99204 0607 
99205 0608 
99211 0604 
99212 0605 
99213 0605 
99214 0606 
99215 0607 

TYPE A ED VISIT 

99281 0609 

GXXXA 0635 
99282 0613 
99283 0614 
99284 0614 
99285 0616 

TYPE B ED VISIT 

G0380 0626 

GXXXB 0636 
G0381 0627 
G0382 0628 
G0383 0639 
G0384 0630 

 

												table	1:	proposed	Cpt	E/M	Service	Codes
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cNE/cmE iNStructiONS
HErE arE tHE StEPS yOu nEED tO taKE tO 

Earn crEDit FOr tHiS activity:
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

approaches are possible from hospital “averaging” 
of all E/m charges from composite data on the 
past year to continuing to calculate charges based 
on cPt E/m level associated charges then billing 
with the new HcPcS code. Of course, other pay-
ers should continue to accept individual charges 
for the existing E/m codes unless a transition to 
this methodology occurs. However, as this is a 
proposed cmS rule, much work is yet to be done 
before the final rule and directive is formulated.

table 1 illustrates how these proposed codes will 
evolve from the current cPt E/m service codes.

Observation/extended assessment

changes were proposed for payment for obser-
vation/extended assessment for an entire care 
encounter through proposed new Eam composite 
aPc 8009 when observation care is provided in 
conjunction with a visit, critical care, or direct 
referral. cmS will no longer recognize aPc 8002 
and aPc 8003, currently used to pay for extended 
assessment claims. they will recognize the ED or 
clinic visit through the proposed HcPcS codes 
that will bundle all ED and clinic levels.

it remains unclear whether or not the new 
observation/extended assessment payment bundle 
will include infusions and injections, but it will 
include type “t” procedures. By estimating the 
cost for all observation services and pre-obser-
vation services, cmS is proposing to assign a 
cost amount of $1,357 for the observation/ED or 
clinic visit. more detail should be available fol-
lowing the requisite comment period.

Critical care

critical care would remain much the same 
with package payment of ancillary services and 
no significant modification to the language or 
description of critical care services. Hospitals 
would still be expected to report critical care 
consistent with cPt guidance unless instructed 
otherwise by cmS, particularly with regard to 
bundled services as listed in cPt. cmS would 
implement claims processing edits that condition-
ally package payment for the ancillary services 
that are reported on the same date of service as 
critical care services in order to avoid overpay-
ment for these services that are bundled into the 
critical care package. this includes a wide range 
of ancillary services such as EKGs, chest x-rays, 
and pulse oximetry.

as with any “average” rate calculation, there 

will be winners and losers. the winners will be 
hospitals with low acuity that will reap the ben-
efits of a payment system using data from higher 
acuity hospitals or hospitals that used a more 
accurate coding process. Losers will be those hos-
pitals with high acuity, thus higher charges, which 
might now be paid lower rates.

regardless of what methodology cmS finally 
agrees upon, it will still be important for hospi-
tals to internally track ED acuity with their cur-
rent criteria. this acuity criterion has many uses 
in addition to billing. One of this criterion’s many 
uses is that it forms the foundation of acuity and 
productivity analysis for staffing, acuity by provider 
types, documentation assessment, acuity distribu-
tion by date and time, diagnosis by acuity level, etc. 
Hospitals and vendors will have to think outside the 
box as it relates to what uses the cPt E/m coding 
system provides for numerous data management 
systems and agree on the value of this data for man-
aging other services and resources in the ED.  n
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cNE/cmE QuEStiONS

1. According to Gordon Gillespie, PhD, PHCNS-BC, FAEN, 
what percentage of all ED workers will experience a 
physical assault at some point in their careers?
A. 10%
B. 25%
C. 50%
D. 95%

2. Gillespie also states that the first step in developing an 
effective approach to violence in the ED is to:
A. educate staff about what workplace violence is
B. set up a system of reporting
C. implement security measures
D. get buy-in from staff

3. According to Becca LaFond, MHA, at the University of 
Virginia Medical Center (UVAMC) in Charlottesville, VA, 
getting case managers more involved in the ED was part 
of a larger, hospital-wide improvement effort aimed at:
A. boosting morale and productivity
B. improving capacity and overall patient flow 
C. improving adherence to health care regulations
D. raising the level of evidence-based care

4. LaFond also states that the hardest part of the 
implementation was actually getting the staff to 
appreciate that:
A. Case management was now going to mean something 
different.
B. Case managers are knowledgeable about community 
resources.
C. Case managers have expertise to offer on level-of-care 
assessments.
D. Case managers can work side-by-side with clinicians.

5. Michael Lyons, MD, explains that while peer-referral 
programs enable health care workers to seek out the 
friends and colleagues of people who are either HIV 
positive or at high risk for HIV, ED-based HIV screening 
programs typically tend to:
A. miss much of the high-risk population
B. focus on companion testing
C. stop with the screening of the initial individual
D. none of the above

6. Lyons also states that, in this day and age, if a person 
tests positive in the ED, and his or her partner is there with 
them, that person is probably:
A. HIV positive as well
B. not tested
C. offered testing in the ED as well
D. at high risk for HIV 
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Covering Compliance with The Joint Commission Standards

As promised, The Joint Commission (TJC) has 
unveiled a new National Patient Safety Goal 
(NPSG) on alarm management. This follows a 

Sentinel Event Alert that the agency issued in April 
2013, citing evidence that providers are becoming 
overwhelmed by the alarms that emanate from ventila-
tors, infusion pumps, heart monitors, and other medical 
devices.

The NPSG on alarm safety will be implemented in 
two phases. The accrediting agency explains that on 
January 1, 2014, hospitals will have to demonstrate that 
they have established alarm safety as an organizational 
priority. Further, they must begin to identify the most 
important alarms to manage based on input from medi-
cal staff, the potential for patient harm according to 
internal data, patient risk if the alarm malfunctions or 
is not attended to, and evidence concerning whether 
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Executive Editor Shelly Morrow Mark report no consultant, stockholder, speaker’s bureau, 
research, or other financial relationships with companies having ties to this field of study. 
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Hospitals put on notice: 
Alarm management is a top priority for 2014
Too many false alarms cause alarm fatigue, jeopardize patient safety

ExECuTivE SummAry

Establishing alarm management as a new National Patient 
Safety Goal (NPSG), The Joint Commission (TJC) is calling 
on hospitals to make the issue a safety priority, and to 
begin establishing policies and procedures designed to 
minimize alarm fatigue among clinical staff. 
• Beginning on January 1, 2014, hospitals need to begin 
identifying the most important alarm signals to manage 
based on input from staff as well as factors such as patient 
risk, and the potential for harm as demonstrated by the 
device’s history.
• By January 1, 2016, hospitals need to have policies and 
procedures in place for managing alarms identified in the 
first phase of the NPSG’s requirements. Also, staff and inde-
pendent licensed practitioners need to be educated about 
the purpose and proper operation of alarm systems that 
they are responsible for. 

specific alarms are unnecessary and may contribute to 
alarm fatigue.  

By the second phase of the NPSG, which begins on 
January 1, 2016, hospitals must show they have devel-
oped and implemented specific alarm management-
related policies and procedures that cover such issues 
as clinically appropriate settings for alarm signals, the 
conditions under which alarm signals can be disabled 
or the parameters changed, which individuals have the 
authority to set or change alarm parameters, and poli-
cies related to alarm monitoring and maintenance. 

Also required by 2016: Hospitals must demonstrate 
that they have educated staff and independent licensed 
practitioners about the proper operation of any alarm 
systems that they are responsible for. And that is just 
for starters. The agency notes that hospitals should stay 
tuned because the requirements for 2016 could be 
strengthened based on hospital experience with the 
phase one requirements as well as any new evidence 
about alarm safety that could emerge. (Also see “The 
Joint Commission is tapped to delve into IT-related 
adverse health events,” p. 3.)

The crux of the issue: False alarms

Raj Ratwani, PhD, the scientific director at the 
National Center for Human Factors Engineering in 
Healthcare in Washington, DC, suggests that the new 
NPSG is a good approach, although he would like to 



see more guidance on how hospitals can safely and 
effectively reduce the number of false alarms that take 
place. “That is the crux of the issue here,” he says. 
“There are simply too many false alarms, and not 
enough true positives, and any time that happens, from 
a cognitive perspective it is very, very challenging.”

ratwani notes that other industries struggle with 
this same issue as well, and that there are no simple 
solutions. “One thing that is going to be very impor-
tant is to really go through all the devices and equip-
ment, see what is absolutely critical, and start 
weighing the patient safety risks for each of those 
alarms,” he explains. “it is also critical to find good 
ways of getting the operator, the nurse, and the clini-
cian to quickly accept that information.”

Essentially, what hospitals have to do is set up 
devices and environments where clinicians can always 
see the information that they need to see without all of 
the other noise, says ratwani. “it will require a very 
deliberate process, and hospitals are going to have to 
go device by device.”

investigators at the regenstrief Center for 
Healthcare Engineering (rCHE) at Purdue university 
in West Lafayette, iN, already have personal experi-
ence with all the steps involved with managing the 
alarms that are placed on infusion pumps. in fact, the 
center has started to develop a system that downloads  
alarm information from infusion pumps into a com-
mon database to facilitate analysis. 

“One of the interesting things we found in working 
with infusion pumps is that the chips embedded in the 
pumps actually have information about the conditions 
which generate the alarms, so you can get very high 
quality data from the technology and eliminate the 
need for human reporting, which in busy areas like the 
ED, can really become a detriment to getting good 
quality data,” explains Steven Witz, PhD, mPH, direc-
tor of rCHE. 

Establish data-driven solutions

With this data, investigators have been able to create 
a better understanding of the situations around which 
alarms have been occurring. “The second thing that 
came out of our experience with infusion pumps that i 
think could be generalized to other devices is that 
often times the technology has relatively good guide-
lines for use, so in the case of infusion pumps, there is 
good information about dosing,” says Witz. However, 
clinicians also have to enter upper and lower parame-
ters around which the alarms will be triggered, and in 
many cases the judgment on these settings is very sub-
jective, he says.

By accumulating all of this information and sharing 

it with clinicians so that they can see all the variation 
that exists across different sites, practitioners have 
been able to move toward practices that minimize the 
unnecessary alarms, explains Witz. “The work has 
taken us a couple of years to pull together, and we are 
still trying to sort through the information, but trying 
to make things as data-driven as possible seems to 
have really helped,” he says. “it still introduces tre-
mendous subjectivity in managing the alarms, but at 
least there is a logic structure to try to do a better job.”

One trend that concerns Witz is that as vendors 
become aware of the value of information from their 
devices, some of them are trying to sell it back to the 
clinician. “What they are doing is building capacity to 
report on the data collected, but only for a fee, and i 
think that is the wrong way to handle it,” he says. 
“This actually may deter hospitals and clinicians from 
trying to get into [the management of alarm informa-
tion] because it just adds another expense.”

Consider greater coordination

Longer term, there needs to be greater integration of 
information across all devices, observes ratwani, not-
ing that the current approval process for equipment is 
very siloed. “you look at one device and you say it is 
acceptable, but you are not looking at it in consider-
ation of all the patient devices in the clinical environ-
ment. And until there is that greater integration, it is 
going to remain a complicated problem.”

For instance, a clinician may be receiving informa-
tion from a blood pressure monitor, a heart rate moni-
tor, and a glucose monitor, but often times those 
devices are not talking to each other, explains ratwani. 
“if you begin to coordinate those, you can have an 
overall management process,” he says. “you can build 
a computational algorithmic method of making that 
process more coordinated and easier for the human 
user to actually accept that information and know what 
to do with it.”

Health care can look to aviation as a model for 
how devices can be managed in a coordinated way, 
adds ratwani. “The cockpit of an airplane is a com-
pletely regulated environment where every device is 
closely examined by the FAA [Federal Aviation 
Administration] to make sure that it is coordinated so 
that the flight management system, the GPS [global 
positioning system], and every other function all 
come across as a coherent whole to the human opera-
tor, the pilot,” he explains. “The same is not true for 
the physician or the nurse. There is no regulating 
body and there is nothing that is looking at coordina-
tion across multiple devices that are in a patient envi-
ronment.”  n
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The Joint Commission  
is tapped to delve into  
IT-related adverse health 
events

With rapid deployment of health information tech-
nology proceeding throughout the health care 

system, the Office of the National Coordinator (ONC) 
for Health information Technology  has signaled that it 
wants a stronger arsenal at its disposal to head off the 
potential for iT-related adverse events.  Following up 
on a recommendation from the institute of medicine, 
the ONC has asked The Joint Commission (TJC) to 
develop a process that can be used to both identify and 
prevent health iT-related sentinel events that have the 
potential to harm patients. According to TJC, the 
results of this work will inform ONC’s “Health iT 
Patient Safety Action and Surveillance Plan.” 

Health iT is integrated into so many aspects of 
health care these days that the work will also involve 
identifying high priority areas as well as a means for 
classifying events, according to TJC. As part of its 
work, the accrediting agency reports that it plans to 
develop tools, materials, and resources to help health 
care providers identify, report, correct, and avoid 
health iT-related sentinel events. 

Raj Ratwani, PhD, the scientific director for the 
National Center for Human Factors Engineering in 
Healthcare in Washington, DC, suggests that TJC 
needs to take a comprehensive look at the way elec-
tronic medical records (Emr) are being used and 
deployed.  “There are tremendous workflow issues and 
there are no easy solutions,” he says. “Physicians and 
the entire medical community continue to pay a heavy 
cost.”

Patient identification errors can be particularly 
problematic when using Emrs, says ratwani. This 
type of error can occur when a clerk or a provider is 
looking at a list of patients and accidentally clicks on 
the wrong individual. “When you do that, any order or 

lab tests that go out into the system are now going to 
go to a patient you believe is someone else,” he says. 
“The way Emrs are structured can sometimes facili-
tate that type of error. Selecting a patient from a list is 
not always easy to do because of how close the names 
are to each other within the physical interface.”

Another issue, especially in busy clinical areas such 
as the ED, is that there are many distractions and pro-
viders are frequently interrupted, notes ratwani. 
“many Emr systems are not taking these factors into 
consideration,” he says. “if you select a patient that 
was not intended and you haven’t realized it yet, there 
are not great safety mechanisms to prevent that error 
from going throughout the system.”  

Hospitals are employing safety processes to prevent 
this type of error, such as requiring physicians to dou-
ble and triple check names, and to have other staff 
members check the names, explains ratwani. “Some 
of these mechanisms can certainly help, but ultimately 
what they do is increase the work of the clinician in an 
already busy environment,” he says. “you want the 
software product to fit the needs of the human user. 
you don’t want the human user to have to adjust their 
workflow to fit the product, and that is what we are 
seeing in some of these cases, and that needs to 
change.” 

Steven Witz, PhD, mPH, director of the 
regenstrief Center for Healthcare Engineering at 
Purdue university in West Lafayette, iN, is concerned 
about practitioners becoming too accustomed to health 
iT when making clinical judgments. “When informa-
tion systems and technology really start to become 
highly reliable, it seems as if there is almost a practi-
tioner view of reliance on that system rather than reli-
ance on the system being redundant or a backup to 
good human practice,” he says. “i think that is some-
thing that could ultimately be problematic.”  n

New requirements for 
emergency management 
oversight 
Focus on need for leadership, accountability 

The accrediting agency is also specifying that 
annual emergency management planning reviews 

need to be forwarded to hospital leaders for review. in 
addition, TJC states that hospitals need to evaluate the 
effectiveness of their emergency operations plans with 
“relevant input from all levels of staff affected.”

Further, any deficiencies or opportunities for 
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improvement identified during the evaluation of emer-
gencies and emergency response exercises must be 
communicated to the improvement teams responsible 
for monitoring environment of care issues as well as 
senior hospital leaders. 

The new requirements specify that senior hospital 
leaders need to direct the implementation of any hospi-
tal-wide improvements in emergency management that 
are based on reviews. 

Jeannie Kelly, rN, mHA, LHrm, an expert on 
risk management and quality assurance at Soyring 
Consulting in St. Petersburg, FL, suggests that the new 
requirements underscore the importance of leadership 
in any emergency management situation.  The way 
hospital administrators handled the crisis following the 
bombing at the Boston marathon earlier this year is a 
good example of what is involved, she says. “you have 
to spring to attention at a second’s notice in a hospital.  
Someone has to take charge,” she says. “you can’t say 
you don’t know, and you can’t be negotiating or debat-
ing authority in a crisis.”

For these reasons, Kelly notes that it is important to 
establish the power and authority up front so that there 
is buy-in from the staff. “Then you test the culture, you 
have trial runs and you have mock drills,” she says. 
“People do that so that they know what to do, and they 
know who to look to for leadership.”

A common problem in hospitals is that people tend 
to operate in siloes, explains Kelly. “People are all 
doing their jobs, but they don’t understand how what 
they do can affect other people,” she says. “Trying to 
get all these people to work as a team toward a com-
mon goal is a real challenge of leadership, and that is a 
big issue.”  n
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ExECuTivE SummAry

Hospital and ED administrators need to familiarize them-
selves with new requirements for emergency manage-
ment oversight that have been unveiled by The Joint 
Commission (TJC). The standards, which go into effect on 
January 1, 2014, state that leaders need to identify individ-
uals to be accountable for:
• staff implementation of the four phases of emergency 
management, including mitigation, preparedness, 
response, and recovery;
• staff implementation of emergency management across 
six critical areas, including communications, resources and 
assets, safety and security, staff responsibilities, utilities, 
and patient clinical and support activities;
• collaboration across clinical and operational areas to 
implement emergency management;
• identification of, and collaboration with, community 
response partners. 

• Jeannie Kelly, RN, MHA, LHRM, Health Care Consultant, 
Soyring Consulting, St. Petersburg, FL. Phone: 866-345-
3887.
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