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No problem has proven more 
vexing to ED leaders in 
recent years than the issue 

of boarding related to patients with 

mental health concerns. It is not 
unusual for these patients to be held 
in the ED for hours, if not days, 
before a psychiatric bed is found. This 

Intriguing model significantly reduces 
boarding of psychiatric patients, 
need for inpatient hospitalization
Developers of the approach urge other communities to devise 
similar approaches, but funding is an issue

EXECUTIVE SUMMARY

As new approaches to the care of psychiatric emergencies emerge, one solution 

is gaining particular traction. Under the Alameda model, which has been put into 

practice in Alameda County, CA, patients who are brought to regional EDs with 

emergency psychiatric issues are quickly transferred to a designated emergency 

psychiatric facility as soon as they are medically stabilized. This alleviates boarding 

problems in area EDs while also quickly connecting patients with specialized care. 

With data in hand on the model’s effectiveness, developers believe the approach 

could alleviate boarding problems in other communities as well.

• The model is funded by through a billing code established by California’s 

Medicaid program for crisis stabilization services.

• Currently, only 22% of the patients brought to the emergency psychiatric facility 

ultimately need to be hospitalized; the other 78% are able to go home or to an 

alternative situation.

• In a 30-day study of the model, involving five community hospitals in Alameda 

County, CA, researchers found that ED boarding times were as much as 80% lower 

than comparable ED averages, and that patients were stabilized at least 75% of the 

time, significantly reducing the need for inpatient hospitalization.
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has the effect of running up the 
health care tab while bogging down 
throughput, and it leaves virtually 
no one satisfied. 

The good news is that new 
models of care are emerging 
that show promise in not only 
alleviating chronic instances of 
boarding, but also connecting 
mental health patients with 
appropriate care in a much more 
cost-efficient way. Further, it’s clear 
that leaders in both the psychiatric 
and emergency medicine 
communities think the time is 
right to get both policy makers 
and regulators fully engaged on the 
issue. 

Look for new solutions

Michael Gerardi, MD, FAAP, 
FACEP, the incoming president 
of the American College of 
Emergency Physicians (ACEP) 
and an attending physician in 
the Department of Emergency 
Medicine at Morristown Medical 
Center in Morristown, NJ, has 
made it clear that tackling the issue 
of psychiatric patient boarding 
in the ED is a top priority in 
the coming year. He signaled his 
intentions on this issue in October 
2014 during ACEP’s scientific 
assembly meeting in Chicago, 
IL, referring to the fact that 
there were already communities 
showing the way forward on 
this issue. In particular, Gerardi 
points to “the Alameda model,” an 
approach developed over several 
years by Scott Zeller, MD, chief 
of psychiatric emergency services 
for the Alameda Health System in 
Oakland, CA.

“It was something that kept 
evolving over time. I kept adding 
parts that I thought made the most 

sense to help our population and 
also to improve things for EDs 
in the area,” says Zeller. “I didn’t 
realize how unique [the model] 
was until I became president of 
the American Association for 
Emergency Psychiatry from 2010 
to 2012 and visited many different 
systems during that time.”

That’s when Zeller came to 
appreciate how significant the 
problem of boarding had become 
in EDs across the country, but 
he found it curious that the only 
solution anyone was talking about 
was building more psychiatric 
beds. “Psychiatry is the only 
medical emergency that seems 
to have a default treatment of 
hospitalization,” he says. 

It made much more sense to 
Zeller to focus more attention 
on treating psychiatric patients 
at the front end because what he 
had found through his own model 
was that when these patients 
are quickly connected with the 
appropriate psychiatric care, 
the vast majority of them don’t 
require hospitalization. “That is 
when I [realized] that our system 
could really be a solution for a lot 
of people around the country,” 
observes Zeller. 

Streamline transfers

There are a number of critical 
pieces to the system now in place 
in Alameda County, but one 
of the first steps in putting the 
model together involved ending 
the common practice of having 
police officers transport patients 
on an involuntary psychiatric 
hold, stipulated as “a 5150 hold” 
in California, to the hospital. “We 
created a system where police 
initiate the hold and then contact 
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an EMS ambulance service. The 
police then transfer custody of the 
patient to the ambulance crew, and 
then the ambulance crew will do 
a field screening, looking only for 
medical stability issues,” explains 
Zeller. “Then, based on some 
criteria that we wrote together with 
the EMS leadership, the ambulance 
crew will decide if someone is 
medically stable, and if they are, 
they will bring the patient directly 
to our dedicated psychiatric ED at 
John George Psychiatric Hospital 
[in San Leandro, CA].”

With this process, roughly two-
thirds of all the patients placed on 
psychiatric holds go directly to the 
dedicated psychiatric facility for 
evaluation and treatment. The other 
one-third of patients — whom the 
ambulance crews have determined 
need more medical clearance — 
will go to one of the county’s 11 
EDs. For these patients, Zeller has 
established a streamlined process 
to facilitate transfer of the patients 
to the psychiatric facility as soon as 
they are medically cleared. 

“The ED is just charged with 
making sure a patient is medically 
stable. As soon as [providers] 
feel comfortable that a person is 
medically stable enough to go to a 
psychiatric ED, they call us up and 
we immediately take the patient in 
transfer,” explains Zeller. “We don’t 
request any specific labs, there is no 
specific alcohol level [required], and 
it doesn’t make any difference what 
the patient’s insurance is. We are just 
glad that someone has taken a look 
at these patients and made sure there 
isn’t any medical compromise prior 
to sending them over to us.”

The receiving psychiatric 
physicians at John George have 
a triage form that they use when 
accepting patients from area EDs. 
“All the patients are transported, 

physician to physician, using 
EMTALA [Emergency Medical and 
Treatment Labor Act] guidelines,” 
explains Zeller. “We are considered 
a higher level of care for psychiatric 
cases than other EDs, so [emergency 
physicians] can make a transport 
from ED to ED, similar to going 
from a general ED to a trauma 
center.”

The way this typically works is 
the emergency physician will first 
call the receiving physician at John 
George to discuss the patient. “If 
they both agree that [a transfer to 
John George] is appropriate, which 
they do in the vast majority of 
cases, we will then take the patient 
immediately and will just have a 
short record of the discussion,” says 
Zeller.

Not all patients with mental 
health concerns are appropriate for 
transfer to John George Hospital, 
stresses Zeller. “We are a very high 
acuity site that is only set up for 
people who have what EMTALA 
would define as psychiatric 
emergencies — being imminently 
dangerous to themselves or others, 
or being so incapacitated by a 
psychiatric illness that they can’t 
care for themselves,” he explains. 

Nonetheless, by eliminating all 
the hoops that emergency providers 
often have to jump through before 
they can transfer a patient to a 
psychiatric facility, the boarding 
of psychiatric patients has been all 
but eliminated in the county, says 
Zeller. “The only boarding in our 
county is the length of time it takes 
for emergency providers to arrange 
transport from their facility to 
our facility, and two-thirds of the 
patients aren’t even stopping at an 
ED anyway,” he explains. “We are 
pretty much trying to avoid any 
unnecessary use of medical EDs by 
psychiatric patients, but when they 

are in an ED, we try to get them out 
to an appropriate treatment site as 
quickly as possible.”

Consider alternative

dispositions

Another key component of the 
model is the way John George 
Hospital manages psychiatric 
patients upon arrival. A triage nurse 
will first confirm that a patient 
is medically stable and conduct 
an initial evaluation. “Then the 
patient  goes to a triage psychiatrist 
who is stationed right by the 
ambulance bay who will again assess 
medical stability and make a quick 
determination if some immediate 
medicines are needed prior to full 
evaluation,” explains Zeller. 

At this point the patient will go 
to a large waiting-room type area 
where people can sit in chairs or lie 
down with a pillow or a blanket; 
people don’t have individual rooms 
because it is an outpatient service, 
explains Zeller. “People are worked 
with by psychiatrists, nurses, and 
social workers,” he says. “We’ve got 
23 hours and 59 minutes maximum 
to get them better, and by that point 
we have to have made a decision that 
we need to hospitalize them, send 
them home, or somewhere else that 
is less restrictive than an ED.”

Currently, only 22% of the 
patients ultimately need to be 
hospitalized; the other 78% are 
able to go home or to an alternative 
situation such as a detox program, 
substance abuse program, crisis 
residential housing, or perhaps back 
to a board and care arrangement, 
notes Zeller. “There are many 
dispositions that are a lot more 
comfortable and not nearly as 
coercive a situation as being in a 
hospital,” he says. 
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Eliminate unnecessary

workups

Mark Notash, MD, who 
became medical director of the ED 
at San Leandro Hospital in San 
Leandro, CA, in April of 2013, 
says the difference between the way 
psychiatric patients are managed 
in Alameda County and the other 
regions where he has worked is 
profound. “My experiences at other 
hospitals were so negative, with 
patients boarding for days or even 
up to a week,” he observes. “I have 
not experienced psychiatric boarding 
[here] except with pediatric patients 
who still need to have a bed at the 
psychiatric facility that we are allowed 
to send them to.” 

Notash adds that his throughput 
data have shown that psychiatric 
patients are getting out of the ED 
faster, on average, than medical 
patients who require big medical 
workups. “That is not because of 
reduced lab requirements, but because 
of the ease with which these patients 
are accepted [by the ED emergency 
program at John George Hospital],” 
he explains.  

However, Notash notes that the 
program could work even more 
effectively. For instance, he observes 
that many emergency physicians 
routinely order labs and blood 
work on psychiatric patients even 
though these steps are not required 
under the model in patients who 
are deemed medically stable. This 
happens in the ED at San Leandro 
Hospital as well as several of the 
other EDs in Alameda County, 
according to Notash. “Both the 
issue of [establishing a particular] 
alcohol level and the issue of getting 
all the labs and drug screens on 
these patients can add hours to the 
process,” he adds. “So once everyone 

is educated about [the model], it can 
become even better than it already 
is.”

Notash explains that he is also 
experiencing some problems with 
patients from outside the city of 
San Leandro presenting to his ED 
with a clear need for psychiatric 
hospitalization, but the police from 
the other jurisdiction have refused to 
place these patients on “a 5150 hold” 
because they also have a medical 
issue such as nausea, headache, or 
abdominal pain, he explains.

“What ends up happening in 
these cases is we need to call [the 
police in] those other places, and 
then sometimes they respond quickly, 
but other times it takes three hours 
for them to come [to San Leandro] 
and write a 5150 that, frankly, 
they should have written when 
they saw the patient and called the 
ambulance,” says Notash.

If physicians could issue 5150s on 
their own in Alameda County, that 
would resolve the problem, observes 
Notash, explaining that each county 
in California determines how it will 
handle 5150 holds. “I will be working 
with the county health officer, and 
if we can get that issue resolved by 
actually enabling physicians to issue 
the 5150, then it will be a non-issue, 
and I think the police will be happy,” 
he says. “If I can get that [issue 
resolved] then basically we will be 
having the shortest length of stay of 
any hospital in the country for adult 
psychiatric patients.”

Push for change

in philosophy

To persuade other regions to 
consider developing Alameda model-
style solutions of their own, Zeller 
recognizes that he would need data, 
so he designed a 30-day study during 

which researchers tracked all ED 
patients placed on involuntary mental 
health holds at five community 
hospitals in Alameda County. In 
particular, researchers noted the 
length of time between when patients 
were deemed stable enough for 
psychiatric disposition and when 
they were discharged to the regional 
psychiatric emergency service at John 
George Psychiatric Hospital. 

The results, which were published 
in February 2014, showed that that 
in a sample of 144 patients, the 
average boarding time was one hour 
and 48 minutes, and only a quarter 
of these patients ultimately required 
inpatient psychiatric hospitalization. 
Researchers note that the boarding 
times were as much as 80% lower 
than comparable ED averages, 
and that the data showed that an 
appropriate psychiatric emergency 
service can stabilize more than 75% 
of psychiatric patients, significantly 
reducing the need for inpatient 
psychiatric beds.1

ACEP’s Gerardi certainly took 
notice of the data, and so did a 
number of states and communities 
around the country. “We have had 
visitors from all over the United 
States, and we have helped other 
parts of the country develop their 
own versions of the model,” observes 
Zeller. “We know of 12 different 
programs that are getting started that 
we have had some bit of participation 
in, and we seem to get new inquiries 
about it every day.”

However, a major stumbling block 
for many communities is coming up 
with a way to fund such a program. 
California’s Medicaid program has 
established a unique billing code for 
crisis stabilization which has been 
sufficient to cover the program costs 
of the Alameda model and several 
similar approaches that have cropped 
up around the state. 
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To get around this hurdle, 
advocates interested in establishing a 
similar approach in their own regions 
need to push for the same type of 
regulatory provisions or identify 
another source of funding, explains 
Zeller. Meanwhile, he and others in 
the psychiatric emergency field are 
advocating for coding changes on a 
national level. 

“The key thing we have found is 
that not only can this billing code 
make it so these programs can be 
self-sufficient, but it also costs less 
than the cost of boarding, so actually 
creating this code saves money rather 
than creating a new demand for 
billing,” stresses Zeller. “Then, if you 
are able to avoid three out of four 
people being hospitalized, then you 
are actually saving thousands and 
thousands of dollars per patient there 
also.”

Making such a billing change is 
a “no brainer,” according to Zeller, 
but he notes that it requires a 
general shift in philosophy with the 
understanding that most psychiatric 
emergencies can be resolved in less 
than 24 hours. “Once you get away 
from the idea that any psychiatric 
emergency requires hospitalization, 
then everything else can follow from 
that.” 

Open a dialogue

Kimberly Nordstrom, MD, JD, 
president of the American Association 
for Emergency Psychiatry and medical 
director of psychiatric emergency 
services at Denver Health in Denver, 
CO, is wholeheartedly in favor of a 
national revenue code similar to what 
California has established for crisis 
stabilization. “We are reimbursed at 
a very low level, and because of that, 
most systems can’t afford to have 
psych emergency services because we 

are providing a high level of care and 
getting reimbursed at a lower level,” 
she observes. 

At Denver Health, there is a 
separate psychiatric emergency area 
that is adjacent to the medical ED, 
so psychiatrists are always available 
to see both patients from the ED as 
well as patients who present directly 
to psychiatric emergency services. 
Otherwise, Nordstrom explains that 
the service operates very similarly to 
the way the Alameda model does, 
with similar statistics. “We are able to 
discharge 76% of our patients, and 
we only see patients who are suicidal, 
homicidal, or what we call gravely 
disabled, meaning they can’t take care 
of themselves,” she explains. 

However, without adequate 
reimbursement, the psychiatric 
emergency service barely squeaks by 
financially, notes Nordstrom. “Even 
though we are doing as high as an 
inpatient level of care, we are getting 
reimbursed on an outpatient level,” 
she observes. “So without re-looking 
at this whole revenue code issue, I 
don’t think there will be more of 
these kinds of services popping up, 
and we will continue to see a lot of 
patients boarding in EDs [around 
the country].”

Nordstrom says she is heartened 
by the fact that this issue is finally 
getting added recognition, and 
she is hopeful that improvements 
are on the way. “Boarding now is 
considered a national crisis … so 
it is no longer just psychiatrists 
arguing for [change], it is emergency 
physicians,” she notes. Nordstrom 
adds that other medical specialties 
and associations are also engaged 
on the issue, and the national 
government is paying attention as 
well. “We are going to start working 
on this together rather than the way 
we have been doing it up until now, 
which has been individually.”

Nordstrom’s advice to ED 
leaders who are struggling with a 
boarding problem is to start forming 
partnerships. “You are not going to 
know about options until you start 
talking as a community,” she stresses.

Notash agrees, suggesting that 
ED leaders open a dialogue with the 
medical directors at the psychiatric 
facilities in their communities. “Show 
them the research that Dr. Zeller has 
published with emergency physicians. 
If other counties could get this thing 
going, it would be very helpful 
because nobody has funding, and 
nobody has beds.”  n
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In perhaps the largest study of a 
handoff protocol ever conducted, 

investigators have found that a 
unique, mnemonic-driven approach 
has the potential to significantly 
improve care — and not just in 
particular units or specialties, but 
in every unit of a hospital setting, 
including the ED. The study, which 
took place over a period of 18 
months at nine pediatric residency 
programs in the United States and 
Canada, found that what developers 
refer to as the I-PASS handoff bundle 
effectively slashed medical errors by 
23% and produced a 30% reduction 
in preventable adverse events.1

Already, a number of hospitals 
are moving to adopt the approach, 
and follow-up studies of the I-PASS 
bundle are in the works, including 

one project in which researchers are 
evaluating the effectiveness of the 
handoff method when it is used with 
both health care team participants 
and family members. 

Developers of the approach note 
that health care leaders have long 
recognized a need for improvement 
in the way patients are handed over 
from clinician to clinician or team 
to team during shift changes. “It 
turns out that 100 different people 
have 100 different ways of handing 
off patients, and the bigger issue is 
that isn’t working,” explains Colonel 
Clifton Yu, MD, the chief of 
graduate medical education at Walter 
Reed National Military Medical 
Center in Bethesda, MD, and one 
of the investigators on the I-PASS 
study. “Two-thirds of all the medical 

errors that lead to sentinel events and 
adverse outcomes in this country 
are due to miscommunication, and 
when you stare at that data, no one 
can really deny that handoffs are an 
extremely vulnerable area of patient 
care.”

Take steps to

sustain protocol 

When people first hear about 
I-PASS, they tend to think that it is 
just a nifty mnemonic, intended to 
help clinicians remember all the areas 
that need to be covered when handing 
off a patient to the next clinician 
or team, explains Yu. These include 
illness severity, patient summary, 
action list, situation awareness and 
contingency planning, and synthesis 
by receiver. However, Yu stresses that 
there are several other components to 
the process, which is why the protocol 
is referred to as the I-PASS bundle.

For instance, there is a standard-
ized written handoff tool that reflects 
the mnemonic, and there is team 
communication training that is 
derived from the well-established 
TeamSTEPPS (Team Strategies 
and Tools to Enhance Performance 
and Patient Safety) curriculum, 
which was originally piloted by the 
Department of Defense a decade ago 
and is now jointly sponsored by the 
Agency for Healthcare Research and 
Quality (AHRQ). “We took parts 
of  TeamSTEPPS and used that in 

Study: New approach to handoffs slashes errors, 
preventable adverse events; other medical 
centers move to implement the protocol 
Developers urge colleagues to gather data, survey providers before launching 
handoff intervention

EXECUTIVE SUMMARY

A new approach to hospital handoffs has shown it can significantly reduce 

medical errors as well as preventable adverse events. The approach, dubbed 

the I-PASS bundle, uses a mnemonic to alert providers to all the issues that 

need to be covered during a handoff, but also includes a written handoff tool, 

communication training, a sustainability campaign, and a process for feedback.

• In a study of the I-PASS bundle conducted at nine pediatric hospitals, 

investigators found that the approach reduced medical errors by 23%, and the 

rate of preventable adverse events by 30%.

• Investigators say I-PASS did not increase the amount of time required to 

conduct a handoff. On average, handoffs in the study took 2.5 minutes per 

patient.

• Several medical centers are now implementing the approach hospital-wide, 

and additional studies into the approach are planned.

• Developers advise hospitals interested in the approach to first gather data 

and survey providers to make a case for the intervention.
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our [I-PASS] curriculum to further 
promote team communication skills, 
not just in the context of handoffs 
and patient care, but all the way 
around,” says Yu.

Recognizing that any new process 
needs to be sustained, the bundle also 
includes a sustainability campaign 
intended to help remind people to 
continue to use the approach. This 
consists of posters, screen savers, and 
other tools that can give the approach 
repeated visibility in the health care 
setting.

The final piece of the bundle is a 
mandate that attending physicians 
need to observe residents when 
they conduct their handoffs and 
utilize a standardized evaluation 
tool to provide them with feedback. 
“That’s five different things that we 
incorporated into the study that made 
up the I-PASS bundle,” notes Yu. 
“It was not just a nifty mnemonic 
we were going to use; it was going 
to be coupled with all these other 
things: the written handoff tool, the 
abbreviated TeamSTEPPS training, 
the sustainability campaign, and the 
feedback from supervisors.”

Use simulation

techniques

Training sessions for I-PASS make 
full use of simulation techniques 
such as role-playing, according to 
Joseph Lopreiato, MD, MPH, a 
co-investigator on the I-PASS study 
and the associate dean for simulation 
education at the Uniformed Services 
University of Health Sciences 
(USUHS) in Bethesda, MD. “In a 
classroom we gave a group of learners 
a series of [simulated] patients on 
paper which they read through and 
got familiar with, and when they 
were ready, they orally handed over 
those patients to another group of 

residents while several of us involved 
with I-PASS observed and gave them 
feedback,” he explains. “We were 
able to practice these simulations 
several times until the residents were 
sure and we were sure that they were 
ready to go, and then we let them go 
forth on the ward and try it with real 
patients.”

Simulation was also used in the 
creation of instructional videos to 
show residents and faculty how 
I-PASS handovers should ideally 
be conducted. “We used a series 
of simulations where we went on 
the ward, and with actors we went 
through how a team would behave 
using TeamSTEPPS concepts,” notes 
Lopreiato. “Most faculty and residents 
get it. They see it is pretty simple and 
it makes sense.” 

Include nurses,

allied professionals
 
Of particular importance to 

emergency clinicians is the time any 
intervention takes to perform. Army 
Major Jennifer Hepps, MD, a co-
investigator on the I-PASS study and 
an assistant professor of pediatrics at 
the USUHS, suggests that this does 
not appear to be a problem in the 
I-PASS protocol. “The study results 
showed that there was no change 
from the pre-intervention period to 
the post-intervention period in the 
duration of handoffs,” she explains. 
“On average they took 2.5 minutes 
per patient.”

Hepps notes that surgeons have 
also expressed concerns about the 
time required to perform the I-PASS 
bundle, and there is some flexibility 
built into the process. “We showed 
them that you can do I-PASS in 
a very detailed fashion for a very 
complicated patient who has multi-
organ-system issues, and you can 

also do it in a more rapid-fire fashion 
for patients who may have a single 
organ issue, or for patients who are 
familiar to most people [in the unit 
or department],” she observes. “I 
already have physicians who have 
started to roll it out at Walter Reed, 
and I think they have found that the 
I-PASS paradigm can work in their 
setting just as easily as it worked in 
the pediatric setting.”

In fact, the director at Walter 
Reed, Brigadier General Jeffrey 
Clark, MD, MPH, put a policy in 
place this past summer to implement 
the I-PASS bundle hospital-wide, 
notes Yu. “It is coming along very 
well. Pediatrics has been doing it for 
three years now. The biggest clinical 
service in our hospital is internal 
medicine, and then surgery, and both 
of those services are now doing it as 
well, and some of our ICUs are doing 
it,” he explains. 

Yu adds the I-Pass bundle is not 
just for physicians; it should be 
adopted by nurses and allied health 
professionals at Walter Reed as well, 
he says. “There are a number of 
nursing services in our hospital right 
now that are using it, and we have 
just developed a follow-up video 
demonstrating how it might be used 
in the nursing setting,” he says. 

While the ED at Walter Reed 
has not yet fully implemented the 
protocol, some of the nurses in that 
setting have begun to use it. “I can 
think of no better place to utilize 
I-PASS than in the ED setting,” 
observes Yu. 

Lopreiato agrees, noting that 
the emergency setting is the perfect 
context for I-PASS because of the 
continuous shift work that takes 
place. “Often times a new shift comes 
on and has to have patients handed 
over to them from the old shift,” he 
says. “Heretofore there hasn’t been 
a structured, well-studied method 
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for those handovers to occur so that 
errors are minimized, and I-PASS is 
the perfect vehicle for that because it 
is structured, it seems to work, and it 
reduces medical errors.”

Survey providers

In addition to Walter Reed, other 
hospitals have signaled their intention 
to adopt I-PASS hospital-wide, 
including Massachusetts General in 
Boston, MA, New York Presbyterian 
Hospital in New York City, and MD 
Anderson Cancer Center in Houston, 
TX, notes Yu. 

Further, the Society for 
Hospital Medicine (SHM) has 
made grant funding available to a 
number of hospitals for “mentored 
implementation” of the approach. 
What this involves is having an 
I-PASS expert interface with hospital 
leadership and conduct faculty 
development sessions to get the 
implementation started; the expert 
then conducts monthly follow-
up sessions to look at issues of 
sustainability, explains Yu, noting that 

the SHM effort is called the I-PASS 
Metric Implementation Project.

However, Yu points out that 
hospitals don’t need to be part of that 
project to implement I-PASS on their 
own. All of the study information and 
instructional materials are available at 
no cost on the I-PASS study website 
at www.ipasshandoffstudy.org. 

Before launching the intervention, 
though, Yu advises colleagues to first 
gather feedback from providers on 
where they see safety vulnerabilities 
in their own settings. When 700 
residents at Walter Reed were 
surveyed on this issue, the number 
one problem area they cited was 
poor transitions of care, observes 
Yu. These survey data proved helpful 
in convincing higher-ups that an 
intervention like I-PASS was needed. 

Once people are convinced of 
the need for action on this issue, 
making use of the resource materials 
and getting everyone trained are 
easier tasks, says Yu. “The meat of 
the curriculum is a two and a half 
hour workshop which we are actively 
working on in our group to try to 

shorten,” he explains. “The key is 
getting people to actually interact, use 
the materials, and practice.”  n

REFERENCE
1. Starmer A, Spector N, Srivastava R, 

et al. Changes in medical errors after 

implementation of a handoff rogram. 

N Engl J Med 2014;371:1803-1812. 

SOURCES
• Army Major Jennifer Hepps, MD, 

Assistant Professor of Pediatrics, 

Uniformed Services University of 

Health Sciences, Bethesda, MD. 

E-mail: Jennifer.hepps@usuhs.edu. 

• Joseph Lopreiato, MD, MPH, 

Associate Dean, Simulation 

Education, Uniformed Services 

University of Health Sciences 

(USUHS) in Bethesda, MD. E-mail: 

joe.lopreiato@simcen.usuhs.edu. 

• Colonel Clifton Yu, MD, Chief, 

Graduate Medical Education, Walter 

Reed National Military Medical 

Center, Bethesda, MD. E-mail: 

clifton.e.yu.mil@mail.mil. 

With all the challenges that 
frontline health care providers 

have faced this year, from Ebola 
and the Middle East Respiratory 
Syndrome (MERS) to the sweeping 
implementation of the Affordable Care 
Act, news from The Joint Commission 
(TJC) that hospitals are continuing to 
make significant strides on key quality 
measures was certainly welcome. 

The Joint Commission: Hospitals make  
strides on core measures with more  
achieving “top performer” status
Lessons from high-risk industries offer additional lessons on organization culture

In TJC’s annual report, 
summarizing 2013 performance 
data for more than 3,300 accredited 
hospitals, the agency noted that 1,224 
of these facilities were recognized as 
top performers on a range of quality 
measures, representing key evidence-
based care processes that have been 
linked to positive patient outcomes. 
In a news conference announcing 

these results on November 13, Mark 
Chassin, MD, FACP, MPP, MPH, 
president and CEO of TJC, said that 
it is clear that the agency’s approach 
to quality improvement is working.

“When the core measure program 
began in 2002, only 7% of hospitals 
registered performance of greater than 
95% on the accountability measures 
that were in the program at that time, 
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and there were only eight of them,” 
he said. “Fast forward to 2013, and 
fully 81% of hospitals are at over 
95% performance on all of their 
accountability measures, which total 
44 measures.”

Chassin noted that the data show 
the hospitals are delivering improved 
care for pneumonia, children’s 
asthma, surgical care, heart failure, 
and other common conditions 
represented in the accrediting agency’s 
measure sets. Further, as an example 
of the progress that has been made, 
Chassin pointed out that less than 
10 years ago many heart attack 
patients did not receive recommended 
percutaneous coronary intervention 
(PCI) treatment to open a clogged 
heart artery within a 90-minute 
window of arrival at the hospital. 

“In 2005 national performance 
on this scientifically evidence-
based measure of quality was a 
disappointing 68.3%. Today that 
figure has drastically improved to 
96%, and the composite rate for 
the heart attack care measure set, 
which PCI is a part of, was at 99% 
in 2013,” said Chassin. “That means 
that hospitals provided seven different 
evidence-based treatments for heart 
attack patients 990 times for every 
thousand opportunities to do so.”

To be recognized as a top 
performer, TJC stipulates that 
hospitals must achieve a cumulative 
performance of 95% or greater on 
all reported accountability measures, 
achieve a performance of 95% or 
greater on every accountability 
measure where there are at least 

30 denominator cases, and have at 
least one core measure set that has a 
composite rate of at least 95% — and 
all metrics within that measure set 
must rank at 95% or above as well.

Chassin explained that when TJC 
first launched its top performers on 
the key quality measures program 
in 2010, only 405 hospitals or 14% 
qualified for the recognition. Today 
more than a third of accredited 
hospitals or 37% are recognized as 
top performers. (See TJC bar graph, 
Fig 1, on p. 10.) 

“In addition, another 718 Joint 
Commission-accredited hospitals are 
on track to achieve top performer 
recognition because they missed this 
year by only one measure,” observed 
Chassin. “That means that well over 
half of Joint Commission-accredited 
hospitals — fully 58% — are top 
performers this year or are on track to 
become one soon.”

Devote resources 

to quality

Breaking down the data further, 
Chassin pointed out that the 
number of academic medical centers 
recognized as top performers grew 
from 24, recognized in last year’s 
annual report, to 35 in the 2014 
report, now representing 29% of all 
accredited academic medical centers. 
However, he also acknowledged that 
only 11% of the top performers 
were public hospitals, designated as 
“government owned” in the annual 
report.

“I think it has been difficult for 
some hospitals, particularly those that 
may be feeling under-resourced, to 
devote the attention to this quality 
improvement effort,” said Chassin. 
“But you know academic medical 
centers said the same thing a few years 
ago and they figured out how to do 

EXECUTIVE SUMMARY

Performance on key quality measures continues to improve at more than 3,300 

accredited hospitals, according to new data from The Joint Commission (TJC). 

In its 2014 annual report, the Oakbrook Terrace, IL, accrediting agency, said that 

more than a third of the country’s accredited hospitals are now top performers 

in TJC’s core measures program. This is a marked increase from 2002 when the 

top performer program was first initiated and just 7% of hospitals achieved top 

performer status on a much smaller range of quality metrics.

• To be recognized as a top performer, TJC stipulates that hospitals must 

achieve a cumulative performance of 95% or greater on all reported 

accountability measures, achieve a performance of 95% or greater on every 

accountability measure where there are at least 30 denominator cases, and 

have at least one core measure set that has a composite rate of at least 95% — 

and all metrics within that measure set must rank at 95% or above as well.

• The number of academic medical centers recognized as top performers grew 

from 24, recognized in last year’s annual report, to 35 in the 2014 report, now 

representing 29% of all accredited academic medical centers.

• Only 11% of the top performing hospitals were public hospitals, designated 

as “government owned” in the annual report. The TJC suggests that this 

indicates that performance improvement needs to be prioritized at these 

hospitals.

• TJC is providing special recognition to 44 top performing hospitals that 

went beyond the minimum requirements, reporting on five or more sets of 

measures, and achieved top performer recognition on that expanded set of 

measures.
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this, so I think this is a challenge for 
some hospitals to find the resources to 
do it, but they should be focusing on 
this and prioritizing it, in my view.”

Elaborating on this point, Chassin 
explained that in the early years of 
the core measures program, academic 
medical centers clearly did not 
prioritize trying to get consistent 
excellence on the identified measures. 
Only four academic medical centers 
were recognized as top performers in 
the first year, but priorities changed 
for a high number of these facilities, 
as the number of top performing 
facilities in this group has grown 
markedly, observed Chassin.

“We want to see more resources 
devoted to quality and quality 
improvement, and this recognition 
program was designed to encourage 
that kind of priority setting,” said 
Chassin. “I think with the substantial 
increases year over year that we are 
seeing in hospitals achieving top 

performer status, the program has 
been successful in reaching that 
objective.” 

Chassin also noted that in 
this year’s report TJC provided 
special recognition to a group of 
hospitals that went beyond the 
reporting requirements to achieve 
top performer recognition. “We 
required hospitals to report quality 
data in only four measure sets [for 
2013], and the vast majority of 
top performers reported on four 
measure sets, but 44 went beyond the 
minimum requirements, reporting 
on five or more sets of measures, and 
achieved top performer recognition 
on that expanded set of measures,” he 
explained. 

Some metrics 

remain challenging

While performance in the core 

measures program has steadily 
increased, there are some metrics that 
continue to be quite challenging for 
hospitals. For instance, Chassin noted 
that antibiotic selection for some 
non-ICU patients in the pneumonia 
measures set is the most often missed 
metric, followed by urinary catheter 
removal, and he noted that many 
hospitals continue to struggle to 
achieve 95% performance levels on 
delivering PCI within 90 minutes 
in appropriate heart attack patients. 
However, while TJC can compile a 
list of the most-often missed metrics, 
Chassin stressed that it is a very 
individual phenomenon that can vary 
quite a bit depending on the patient 
population and other factors.

Chassin advised hospitals that are 
struggling with particular metrics 
to make use of TJC’s “solution 
exchange,” a database that includes 
information from hospitals that have 
had success in sustaining high levels 

 

Figure 1: Increase in Top Performer Hospitals
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 n Getting ahead of the next 
infectious disease outbreak

 nManaging victims of domestic 
violence in the ED 

 nWhat tele-psychiatry can offer 
busy EDs

 n Improperly placed splints

COMING IN FUTURE MONTHS

 

     After completing this activity, participants will be able to:

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

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

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

CNE/CME OBJECTIVES

of performance. “Every accredited 
hospital has access to that database to 
look up measures [administrators are] 
having trouble with to see examples 
of hospitals that have succeeded and 
understand exactly how they were 
able to achieve that success,” he 
said. “That is an important tool that 
hospitals can use to continue to get 
better.”

Pay attention to culture

While this year’s report offered 
good news about the quest for 
continued improvement on specific 
quality and patient safety metrics, 
Chassin noted that it is important 
to emphasize that the 14 measure 
sets that are part of this program 
do not capture all aspects of quality 
care. 

“The evidence is very clear that 
variations in quality within individual 
hospitals [are] quite strong and very 
consistent,” said Chassin. “This 
program has shown that, in fact, it 
is possible to get to very high levels 
of performance on these very strong, 
evidence-based measures over the 
entire country, but that … does not 
address everything a hospital does. 
And the hospitals that are starting 
to address that problem seriously 
are turning to the lessons from, for 
example, high reliability industries 
that recognize that the organizational 
culture of a high-risk industry is 
critical to improving across a wide 
array of different quality and safety 
areas.”

Consequently, Chassin noted 
that while attention to the evidence-
based metrics in the core measures 
program is important, hospital leaders 
also have to focus on organizational 
culture to find unsafe conditions so 
that they can be corrected before 
they do harm. “High-reliability 

[industries] are showing hospitals how 
to do that,” he added.

The bar for performance 
measurement will keep going up, not 
just in the core measures program, 
but also in TJC’s certification and 
accreditation programs, promised 
Chassin. For instance, he noted that 
in January of 2014, all hospitals with 
1100 or more live births per year had 
to start reporting perinatal measures 
to TJC, and the total number of 
measure sets that TJC requires of 
accredited hospitals increased from 
four to six [in 2014]. “That increased 
level of activity will be reflected in 
our 2015 annual report,” he said. 
“You will see a lot more measures 
reported in the annual report for 
next year, and we may see a decline 
in the number and percentage of 
hospitals making top performer 
status because it may be more 
difficult for them to achieve top 
performer status next year.”

Further, Chassin acknowledged 
that heightened standards are 
coming even as hospitals face added 
challenges from changes in the way 
health care providers are reimbursed 

for care. “As more hospitals find 
more of their payments either tied 
to risk-based arrangements where 
they are taking on more risk for 
populations, or bundled payments 
for different kinds of services, it is 
even more important for them to 
focus on getting it right the first time 
and making sure that evidence-based 
care is always provided, which this 
set of [core] measures talks directly 
to,” he observed. “The stakes are even 
higher now with the different kinds of 
payment schemes that are out there, 
and [the core measures program] 
helps hospitals provide accountable 
care for improving population health 
as well as being successful in the new 
payment arrangements.”  n

Editor’s note: To access The Joint 
Commission’s (TJC) 2014 Annual 
Report, visit TJC’s website at www.
jointcommission.org. 
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1.  There are a number of critical pieces 

to the Alameda model, a method 

of caring for psychiatric emergency 

cases now in place in Alameda 

County, CA, but one of the first 

steps in putting the model together 

involved is:

A. providing added training to police 

officers and EMS providers on mental 

health evaluation

B. ending the practice of having 

police officers transport patients on 

involuntary psychiatric holds to the 

hospital

C. gathering information from busy 

EDs in the region that had boarding 

problems

D. changing the behavior of 

emergency physicians when they treat 

patients with psychiatric problems

2.  In a 30-day study in which 

researchers tracked ED patients 

placed on involuntary mental health 

holds at five community hospitals in 

Alameda County, CA, researchers 

found that boarding times were 

what percentage when compared to 

ED averages?

A. 20% higher

B. 50% higher

C. 30% lower

D. 80% lower

3.  Colonel Clifton Yu, MD, the chief 

of graduate medical education 

at Walter Reed National Military 

Medical Center in Bethesda, MD, 

states that two-thirds of all the 

medical errors that lead to sentinel 

events and adverse outcomes in the 

United States are due to:

A. miscommunication

B. training deficiencies

C. provider fatigue

D. lack of resources

4. Army Major Jennifer Hepps, MD, 

a co-investigator on the I-PASS 

study and an assistant professor of 

pediatrics at the Uniformed Services 

University of Health Sciences 

(USUHS) in Bethesda, MD, states 

that during a study of the I-PASS 

handoff protocol, the average 

length of time it took to carry out a 

handoff was:

A. 5 minutes

B. 7.5 minutes

C. 3.3 minutes

D. 2.5 minutes
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While most ED administrators saw their 
incomes rise this year, the increases were 
relatively modest, according to the 2014 

ED Management Salary Survey. The new data show 
that well over half of survey participants (66.67%) 
reported salary hikes in the 1% to 3% range, with 
another 11.11% reporting hikes of 4% to 6%. 
Further, 22% of respondents reported either no 
change or a decrease in salary.

The figures are comparable to last year’s find-
ings, when close to 90% reported receiving salary 
increases in the 1% to 3% range, and the remain-
ing respondents reported no change in their com-
pensation levels. There were no reports of salary 
decreases in the 2013 findings. 

Despite the modest salary hikes reported this 
year, some staffing companies have observed robust 
increases in demand for clinicians, particularly in 
the second and third quarters, and this could push 
salaries higher in the coming months. “Demand for 

nurses and turnover rates are higher, and I antici-
pate these trends will continue due to the improving 
economy and the number of nurses reaching retire-
ment age,” observes Diana Contino, RN, MBA, 
FAEN, a senior manager at Deloitte Consulting in 
Los Angeles. 

NSI Nursing Solutions, an East Petersburg, 
PA-based national nurse recruiting and retention 
firm, reported that the 2014 turnover rate stood at 
14.2%, up from 13.1% in 2012, notes Contino, 
explaining that these rates ranged from 10% for 
surgical services to 24% for medical/surgical areas. 
“Vacancy rates are reported at 10%, and anecdot-
ally, some of my colleagues have reported vacancy 
rates of 16% or higher in some EDs.”

There is also some evidence that nurses sense 
that employment opportunities are opening up in 
the profession. In a survey conducted by allnurses.
com, the largest nurse networking site in the coun-
try, 76% of the nurses polled indicated that job 

2014 SALARY SURVEY RESULTS

In the Last Year, How Has Your Salary Changed?

With an economy on the mend, nurses see  
modest pay hikes; strong demand for EPs puts  
upward pressure on compensation packages
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prospects for nurses are good. Brian Short, RN, 
the founder of the site, noted that the nursing 
profession is about to undergo some generational 
changes.

“We haven’t seen a major drop off of the older 
nurse contingent yet, but it is imminent,” he says. 
“In 2011, the oldest baby boomer nurses turned 65, 
and with the bulk of the baby boomer generation 
not far behind, we will certainly see a major demo-
graphic shift from older to younger nurses over the 
next several years. The obvious impact is the oppor-
tunity for entry, early-career, and mid-level nurses 
to enter and advance in the field.”

With respect to gross annual income, the largest 
percentage of respondents to ED Management’s 
2014 Survey (44.44%) reported earning incomes in 
the $100,000-$129,000 range.

Another 33.33% said they earned $130,000 
or more in 2014; 11.11% indicated they earned 
$80,000 to $89,999; and 11.11% said they earned 
50,000 to $59,999.

These figures are comparable to last year’s salary 
survey findings, when roughly half of respondents 
reported earning salaries north of $100,000. In 
that group, however, only 12.5% said they earned 
$130,000 or more. 

What are hospitals looking for in nurse manager 
candidates these days? Short notes that candidates 
need to demonstrate experience that goes beyond 
their technical skills. “The hard, factual medical 
information acquired in nursing school is the core 
requirement for any nursing position, but candi-
dates who also bring soft skills to the table are 
becoming the most desirable,” he says. “That’s 
because more and more, the role of nurses is chang-
ing. Over the past 10 years, for instance, the typical 

hospital nurse has expanded his or her role from 
being proscribed to specific tasks to becoming a 
patient advocate, family educator and liaison, and 
more.”

ACA fuels demand in some areas

This year marked some significant changes in 
health care, most notably implementation of the 
Affordable Care Act (ACA). Experts say the law 
is fueling demand for certain types of personnel. 
“There is growth in the need for case managers, 
informaticists, and home care specialists,” says 
Contino. 

Short agrees, saying there is a “boom” in home 
health nursing RN positions, and he expects this 
demand to continue. “The most rapid growth is 
taking place in physician offices, home health care 
settings, and other outpatient areas,” says Short. 
“Statistics I’ve seen forecast a 55% increase for RN 
employment in the home health industry between 
2010 and 2020, at which point nearly 230,000 of 
the 3.5 million RN jobs in this country will be in 
this sector.”

The ACA is will also likely impact the roles 
nurses will be playing in various job settings, and 
the skills they will need to succeed in those areas, 
offers Short. “They will be expected to broaden 
their capabilities and the services they provide,” 
he says. “Beyond their technical role as health care 
providers, they may be asked to serve as every-
thing from care coordinators and case managers to 
patient educators and chronic care specialists.”

With demand for nurses on the rise, and hospital 
cost pressures here to stay, leadership teams will 
need to be creative in their recruiting and retention 
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of talent, stresses Contino. “Having formal recruit-
ment and retention strategies will be increasingly 
important in the years to come. Lowering costs on 
onboarding and increasing engagement are criti-
cal,” she says. “Identifying shared service strategies 
across all facilities, utilizing lower-cost online ser-
vices for training, understanding workforce demo-
graphics, and finding innovative ways to attract and 
engage employees are all things hospital and ED 
leaders should be thinking about.” 

With increasing work responsibilities, it is 
perhaps no surprise that this year’s survey respon-
dents reported putting in long hours on the job. 
More than half (55.56%) reported working 51 
to 55 hours per week, with a smaller percentage 
(11.11%) indicating that they put in 56 to 60 hours 
of work per week. An equal percentage (11.11%) 
said they work between 61 and 65 hours per week. 
Only 22.22% of respondents said they worked 46 
to 50 hours a week, but there were no respondents 
who said they worked fewer hours. 

These figures are comparable to last year’s survey 
findings when 75% of respondents reported work-
ing between 46 and 60 hours per week. An addi-
tional 12.5% said they worked between 61 and 65 
hours per week, and an equal percentage (12.5%) 
said they worked between 41 and 45 hours per 
week.

Physician pay continues to rise

On the physician side, strong demand for emer-
gency providers coupled with a dearth of supply 
continues to push salaries higher, according to 
Susan Masterson, the national vice president of 
provider recruitment and retention for TeamHealth, 

a large provider of hospital-based clinicians based 
in Knoxville, TN. “We continue to see a sig-
nificant increase in the hourly rate as well as an 
increase in productivity-based compensation,” 
notes Masterson. “In fact, the most recent MGMA 
[Medical Group Management Association] sal-
ary report noted that emergency medicine physi-
cians have had the most dramatic, year over year 
increases at about 8.5% per year.”

Wes Jones, principal recruiter for the Southeast 
region for the Medicus Firm, a physician search 
consultancy with headquarters in Dallas, TX, and 
Atlanta, GA, says there is no reason to think that 
emergency physician salaries won’t continue to 
trend upward due to the increasing cost of living 
nationwide and a continuing shortage of emergency 
physicians. “Hourly compensation for emergency 
physicians has definitely continued to increase in 
2014. There also seems to be an increasing demand 
for more aggressive shift differentials for night 
shifts, as well as for performance- and/or quality-
related bonus structures,” he explains.

Relative value units (RVU) and bonus models 
continue to be favored over flat salaries, agrees 
Masterson, who sits on the workforce committee 
of the American College of Emergency Physicians 
(ACEP). “ACEP reported last year that about 28% 
of emergency physicians nationally received sign-
on bonuses when they were hired and almost 60% 
reported using RVUs as part of the compensation 
model,” she says. “There is a trend toward more 
pay-for-performance compensation models relative 
to patient outcomes, door-to-doc metrics, patient 
satisfaction, and those types of things in emergency 
medicine.”

Pay for emergency physicians can vary somewhat 
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depending on where they practice, observes Bob 
Collins, a managing partner for the Medicus Firm. 
“We’ve not noticed very drastic regional compensa-
tion variations in emergency medicine compared to 
other physician specialties,” he explains. “In gen-
eral, across the board of all specialties, the Midwest 
and South often pay a bit higher than the Northeast 
and Western regions, but there are always excep-
tions to that, based on the town size, payer mix, 
demand, and cost-of-living in the particular com-
munity where the job is located.”

Masterson agrees, noting that one reason for this 
variation is that many of the emergency medicine 
training programs are in the Northeast, making 
the supply of emergency physicians greater in this 
region. “Many of them stay there [to practice], but 
I have seen a trend where, even though emergency 
physicians train in the Northeast, they don’t stay 
there because their loan debt is so great that they go 
elsewhere so that they can maximize their hourly 
rate to pay back their loans,” she says. 

Emergency physicians in strong demand

When hospitals are looking for emergency physi-
cian leaders, they want to see completion of an 
accredited emergency medicine residency program 
as well as board certification, but that is just for 
starters, observes Jones. “Hospitals also want to see 
a demonstrated ability to maintain a focus on clini-
cal excellence, including quality indicators, patient 
outcomes, and ED wait times, while still handling 
administrative duties such as scheduling and team 
conflict resolution,” he adds.

Masterson agrees that hospitals have a long list 
of requirements when they are looking to fill ED 
medical director positions. “Facility medical direc-
tors need to be able to attract and recruit a core 
group of quality physicians to work in the depart-

ment, but in addition to that, they need to have a 
basic understanding of productivity metrics,” she 
observes. “They need to have very strong inter-
personal communication skills, and they need to 
encourage teamwork.”

Masterson adds that ED physicians must under-
stand change management, embrace information 
technology, and they need to know how to use 
analytics to manage and understand the population. 
“Facility medical directors are much more than just 
merely good clinicians,” she stresses.

While the forces of health care reform are likely 
to put downward pressure on physician reimburse-
ments generally, Masterson notes that this is not 
likely to apply to emergency-trained, board-certified 
physicians. “I don’t see a downward trend with 
them because the supply and demand are so offset 
right now, as far as client desires and expectations, 
to have emergency-trained physicians in their EDs; 
there just aren’t enough of them,” she says. 

In the midst of the emergency physician short-
age, many hospitals are looking increasingly toward 
mid-level providers, observes Masterson. “It is more 
acceptable to have advanced practice clinicians to 
handle the increased patient volumes in the ED 
most recently,” she says. “Probably almost a third 
of the provider workforce is now emergency medi-
cine nurse practitioners and physician assistants. 
That is one very big change that we have noticed.”

However, Masterson adds that the practice of 
using mid-level providers in the ED has not damp-
ened the demand for emergency physicians. “I think 
it will be at least another eight to 10 years before 
the supply and demand of emergency-trained physi-
cians balances out, but the bad news is the demand 
for emergency-trained physicians in less desirable 
rural locations will exist indefinitely. That is our 
challenge, and it is, by far, one of our most impor-
tant topics that we discuss on a regular basis.”  n
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