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ABSTRACT

Background: Today’s health care landscape requires a new standard of service delivery aimed at quality outcomes, cost-effective
provisions of coordinated treatment, and access to equitable care. This standard has brought emerging risks that pose threats
to the operational and financial well-being of health care organizations, especially safety net hospitals. The establishment of
enterprise risk management (ERM) programs guided by the efforts of efficacious health care managers will promote deeper risk
analysis, engagement of the entire health care organization, and structured, coordinated and cohesive mitigation responses to risk
exposures.

Objective: To establish and implement an ERM program using the Administrator on Duty (AOD) model that will promote a
patient-centric paradigm of care while optimizing organizational performance and mitigating risk and exposure.

Results: The AOD model significantly contributes to all phases of ERM, particularly risk identification, risk assessment, risk
response and monitoring. The model, as perceived by both AODs and hospital senior leadership, provides tremendous benefits to
a health care organization. These include, among many others, a substantial leadership presence, dynamic risk mitigation efforts,
continuous education to staff and facilitation of problem solving and conflict resolution.

Conclusions: The AOD program is a vital constituent of an ERM endeavor. AODs are pivotal to managing the global risk terrain
of a health care organization and play a substantial role in promoting patient, staff and visitor safety while working to ensure
potential and actual risk issues are addressed timely and appropriately.

Key Words: Enterprise health care risk management, Administrator on Duty, Health care management model, Hospital
managers

1. INTRODUCTION

The health care industry and landscape is complex, chal-
lenging and currently undergoing a substantial change. The
implementation of the Patient Protection and Affordable
Care Act has altered the way health care is delivered and
has shifted care to a patient-centric, integrated, value-based,
preventative, transparent paradigm.'!-?! This new standard

of service delivery has brought with it greater oversight and
control from regulators, payors, oversight entities and public
interest groups. It has also brought emerging risks that pose
threats to the financial and operational well-being of health
care organizations. To ensure that health care organizations
provide improved quality outcomes, cost-effective services
and equitable access to care while maintaining patient safety
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and sustainability,”) they must employ competent health
care managers and implement effective risk management
programs, specifically enterprise risk management (ERM)
programs. ERM promotes efficiency, effectiveness and re-
sponsiveness in the delivery of health services while mitigat-
ing risks to the organization and optimizing organizational
performance.

This paper examines the managerial competencies needed in
today’s demanding health care climate. It discusses ERM,
matches managerial competencies with effective ERM, and
introduces a unique ERM framework implemented in a New
York City hospital: the Administrator on Duty (AOD) model.
The utility and value derived from the model as perceived by
organizational senior leadership as well as from the managers
themselves who served as AODs are explored.

1.1 Health care managerial competencies

Managerial roles in health care and, consequently, manage-
rial competencies have morphed over time.[*"'%! Compe-
tencies have progressed from generic management, finan-
cial, and clinical proficiencies to people management, self-
management, and strategic management skills, reinforcing
the fact that health care is a “human” industry and inclu-
sion coupled with teamwork is essential to avoiding a risk
adverse environment of health care delivery.[''~'* While
competencies can be context dependent and developmental,
the Healthcare Leadership Alliance compiled a Competency
Directory that provides a common framework and lexicon
for a variety of health care managers in a range of roles
and settings which serve to define the field'”! and promote
an ERM movement. The Directory categorizes managerial
competencies into five critical domains and prescribes that
managers should demonstrate competence in aspects of all
five domain areas: Communication and relationship manage-
ment, leadership, professionalism, knowledge of health care
environment, and business skills and knowledge.

Managerial competencies, however, should not be limited
to principles of health care management as both clinical
and business endeavors. Rather, the integration of comple-
mentary disciplines should be considered. Health care sys-
tems should adopt useful principles and models of public
health practice as new competencies for health care manage-
ment.!"8! These competencies include understanding how a
specific population manifests disease and how this creates
demand in the health system; comprehending the social de-
terminants of health; using opportunities to create health
system loyalties; and working in interprofessional teams
to collaborate and effectively manage overall care delivery.
Public health practice enhances the health services value
equation by responding to the health care landscape of accel-
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erated integration on the provider side of the equation and
the transformation of financial, operational and strategic risk
for covered populations on the payor side. It offers a guide as
large health systems seek to become the one-stop shopping
provider for defined populations and strive to engender the
loyalty of populations so that they refrain from moving from
health system to health system.!!”]

1.2 Enterprise risk management

ERM is an integrated process to manage risks found across
health care organizations and identify opportunities for im-
provement in health care delivery and patient safety. It is a
comprehensive, holistic approach that recognizes risks are
not isolated but, rather, inter-related to, and inter-dependent
on, all areas in an organization as well as the organization’s
overall strategic plan. Such a methodology requires organiza-
tions to tackle issues systematically and eliminate functional
silos. The focus is one of proactivity not reactivity.

Since ERM follows a portfolio approach, healthcare organi-
zations are able to implement a structure that enables lead-
ership to make more efficient and timely decisions based on
continuous risk identification, assessment and response as
well as an enterprise-wide understanding of the impact. This
structure is a top-down process that is driven by the organi-
zation’s governing body, management and key personnel. A
single view of overall risk is established which envelopes the
identified risks that face the organization. In short, ERM is
traditional risk management on a panoramic scale.

There are five components to ERM in healthcare as adapted
from the generic model ERM program established by the
Commission of Sponsoring Organizations of the Treadway
Commission (COSO).!"8 The first component, defining the
organization’s risk appetite and risk tolerance, involves deter-
mining the amount of risk, on a broad level, an organization
is willing to accept in pursuit of value and its willingness to
accept risk outside of its original risk parameters in order to
achieve its objectives.

The second element, identifying risks, occurs when an orga-
nization examines all internal and external events that could
impact the realization of strategic goals. By dissecting all
possible and actual events and identifying their impact and
causes, an organization can better assess the likelihood and
severity of impact of each of them. It can also assess oppor-
tunities that the events present. This is a continuous process
and can include a loss of assets, business interruption, pri-
vacy and safety breaches, professional liability, and fraud
and abuse among many others. Such events can affect the
organization’s reputation and standing in the community and
with oversight agencies, respectively, and can offer signif-
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icant financial, legal and regulatory exposure. Risks are
often categorized into risk domains and EMR recognizes the
six risk domains of operational, financial, human, strategic,
legal/regulatory and technological.

Third, assessing risks comprises evaluating all events to de-
termine the interrelationship of the risks across the entity
and prioritizing their degree of impact. The use of assess-
ment tools and metrics within an accountability context are
often helpful when carrying out assessment. This, too, is a
continuous process.

The fourth component, responding to risks, focuses the or-
ganization toward establishing and implementing risk reduc-
tion strategies to address the assessed risks. Actions are
typically contingent upon the organization’s risk tolerance,
a cost-benefit analysis of responsive actions, and the degree
to which the action would impact the occurrence of the risk.
Risk responses may include avoiding or evading, accepting,
reducing, and sharing or transferring risk.

Finally, the fifth element, risk monitoring, looks at the on-
going activity undertaken at all levels of the organization
with respect to the first four components of the ERM pro-
cess. 19211

1.3 ERM and managerial competencies

Health care managers who possess many if not all of the
health care managerial competencies previously mentioned
are essential to the success of an ERM program because
they play a sizeable role in the ERM process. They must
be leaders, strategists, catalysts and task-masters guiding
the program as well as exhibit a solid understanding of the
health care delivery environment and the business of health
care. Substantive knowledge of industry market forces and
systems, especially for the local service continuum, is an
imperative, as is procedural knowledge of the organization’s
functions and processes. Effective ERM further demands
that managers hold both “hard” and “soft” skills. Hard skills
of particular importance are the cognitive ability to process a
large amount of information, technical expertise and famil-
iarity with health care laws, rules, regulations and standards.
Soft skills revolve around communication, negotiation, facil-
itation, coordination, anticipation, troubleshooting and team
building. Managers must collectively appreciate and promote
a common, amalgamated risk management strategy as the
way of doing business.

2. METHODS

2.1 ERM: the AOD model

The senior leadership of a New York City safety net hospi-
tal ascertained that ERM was the appropriate direction in
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which to steer its Risk Management program. To this end,
it was recognized that new and creative means for capturing
the expansive perspective on enterprise risk was needed and
concluded the imposition of “global” managers or AODs,
specifically on off tours, could play a significant role in
many, if not all, of the components of an ERM program. In
particular, they could aid in risk issue identification, inter-
vention mitigation and outcomes monitoring. AODs could
provide acute assistance to risk management leadership and
other members of the ERM team with “connecting the dots”
among risks throughout the organization.

The development of the AOD program began with the gen-
eral observation that operational matters which threatened
the financial, strategic and legal well-being of the organiza-
tion repeatedly arose during the off tour shifts and a nursing
supervisor, who typically was covering these shifts, was well-
equipped to address clinical issues but lacked the expertise to
address the operational issues. Off tours were defined as off
hours, weekends and holidays. A preliminary investigation
into the scope, frequency and severity of operations concerns
revealed that issues ran the gamut from easily solvable to
difficult and complex. A further, more in-depth investigation
uncovered the existence and repetition of particular matters
that offered high risk exposure. Because these issues oc-
curred on the off tours and were neither tracked and trended
nor considered as part of the panorama of risk, they were
not included in a feedback loop to the Risk Management
department and, thus, were lost opportunities for both pro-
cess improvement and the integration of risk analysis into the
strategic business challenges and goals of the organization.

A decision was made that educated and trained AODs would
be hired to provide a senior, on site presence on the off tours
and the leadership necessary to assist in the operationaliza-
tion of the ERM process. AODs would identify and address
the huge array of events that occurred on their watches then
participate in the assessment of threat to the strategic ob-
jectives of the organization. The qualifications necessary
to serve as an AOD included experience as a health care
manager, higher education in a health care genre, and a deep-
rooted understanding of and appreciation for present day
health care managerial literacies. Among the literacies, and
because the organization is a safety net entity, demonstrating
empathy and compassion were a must.

Several months after conceptualization and development, the
AOD program was implemented. AODs were hired and
underwent orientation inclusive of accreditation and regula-
tory standards and mandates, corporate and hospital policies
and procedures, and ERM. They shadowed various depart-
ment heads to get acclimated to the institution and services
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provided and were trained to meticulously document their
activities and maintain a log for every shift. The AODs were
scheduled to cover all shifts on all off tours.

Two years after implementation, the AOD program yielded
invaluable information that contributed exponentially to the
ERM endeavor. Risk issues and problems that had actual
impact or considerable potential to impact ERM domains
were identified and defined — some were identified during the

Table 1. Risk Assessment & Accountability Matrix

initial investigation into the off tours - and categorized into
risk domains for analysis. They were assessed and classified
according to priority. Based upon the information derived
from these phases of ERM, AOD mitigation was examined
and risk responses/action plans were developed and put in
place (see Table 1). The risk responses were monitored for
efficacy and overall benefit to ERM and the organization.
These risks would not have been captured as part of the
global risk terrain but for the work of the AOD program.

e . Risk domain L .
Identified risks Priority . AOD mitigation Action plan
impact
High profile events with ability for media .
& p K4 Operational
attention . . . . .
. .. . . Strategic Leadership, direction, Develop and implement
® Shooting, criminal activity patient . . . . . . . .
. . High Financial notification to senior standardized risk assessment
e Extreme medical malpractice
Legal/regulatory management tool
® Elopement
. .. Human
e Union activity
B ¢ Formalize incident command
mergency managemen . g
oy & Operational . L. response for off tours with AOD
e Acts of God . . Leadership, coordination, .. R
.. . High Strategic L. as incident commander; provide
® Service interruptions . . communication ..
. Financial training; update all emergency
® Multiple trauma
response plans
Crisis management Operational . L -
. g . 'p . Leadership, coordination, Perform mock crisis
e Equipment-related emergencies . Financial . . . .
.. High . intervention, management drills focusing on
® Medication shortage Technological . . .
] acquisition specific noted issues
o Supplies shortage
Medical-social issues
e Domestic violence Intervention and de-escalation,
. Legal/Regulatory L . L .
o Child/elder abuse Medi H coordination of care and Provide specialized training
edium uman . .
e Homelessness —— services, compassion and from field experts
rategic
o Substance abuse E empathy
e Rape
Subject matter expertise needed e . .
) P Facilitation of discussion
o Informed consent ..
. between clinical staff and . .
o Confidentiality . Legal/regulatory . . Provide formal education
. . High off-site subject matter experts, . .
® Special populations as developmentally Human . . . sessions for appropriate staff
. . promotion of interprofessional
disabled and foster children .
L. collaboration
e Contagious illnesses
Operational
Patient transfers Medium Legal/regulatory Coordination, oversight Perform mock patient transfers
Financial
Morgue and pathology-related issues Schedule meetings with
e Disposition of remains Onerational Oversight, coordination, applicable external stakeholders
e Autopsy Medium Hp facilitation, delegation, to foster better communication
. uman . . .
e Fetus and stillborn education when issues arise; educate
e Bullets pathology staff
Onerational De-escalation, intervention, Implement feedback mechanism
. . . erational s . . .
Patient/Family/Visitor/ Staff Hich Stp teqi facilitation, conduct patient from Executive Grievance
. i rategic . .
complaints/concerns = Humai comfort rounds to respond to Committee to Risk
patient needs, conflict resolution =~ Management/vice-versa
Operational . .
Stpate ric Assure availability of extensive
. . . T 1 . . .
Health information systems High Fi g Assessment, coordination IT services 24/7; ensure all IT
inance
. security plans updated
Technological yP P
Operational Directi dinati Conduct full scale assessment to
. . irection, coordination, o
Patient flow Medium Legal/regulatory . be completed within three
facilitation
Human months
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This initial contribution by the AOD program to ERM did
not just involve the AODs and risk leadership. While issues
in the process of being identified were mitigated with the
skillful resolve of the AODs, many problems were solved
through a “confluence of perspectives” by management and
staff led by AODs. The involvement of the AOD frequently
deterred matters from spiraling out of control and inflicting
financial consequence on the institution. Ultimately, risk
management leadership took the information gained from
the AOD program and shared it across functional disciplines
to garner multiple perspectives and support for risk responses
and collaboration among all managers in the organization.
The goal of greater, effective management of these risks
across the organization was in motion.

The AOD program was expanded to include additional shifts
— days and evenings - Monday through Friday. While AODs
became conduits of education for off tour staff, teaching
tenets that ranged from policies and procedures to regulations
and standards, they also became the champions of broadened
learning, responsible for imparting constant and diligent re-
inforcement of patient satisfaction, patient safety and survey
readiness issues. They educated staff on medication cart
safety, electronic medical record security, responsiveness
to clinical alarms, emergency management, hand- hygiene
and patient identifiers. AODs were accountable for moni-
toring and validating off-hour activity and responsiveness
to regulatory oversight plans of correction and associated
surveillance, quality dashboards and indicators, prospective
reviews of quality measures and life safety issues. The latter
was an extensive but much needed undertaking.

The orientation and instruction provided to AODs included
competency training. With a patient-centric emphasis, the
training focused on team based leadership, interprofessional
practice, servant leadership and emotional intelligence.[>>~2%]
This four prong methodology created greater complementar-
ity between administration and clinical professionals which,
in turn, generated greater accountability. Such training en-
abled AODs to more meaningfully impact the patient and
provider experience, especially in the safety net milieu, and
thus helped the organization move toward greater sustainabil-

ity.

2.2 AOD study: perceptions of AODs and hospital lead-
ership
To explore whether the AOD program afforded value and
benefit to ERM and the organization, a two-step exploratory
mixed-methods study was conducted. The study presents
an appraisal of the AOD framework as perceived by the
AOQODs and hospital leadership. Information was collected
from the AODs and members of the senior management team
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and inductive qualitative content analysis was used to iden-
tify themes, similarities and differences associated with the
discerned value of the AOD program specific to ERM as de-
scribed by the participants. All study participants completed
a demographic data questionnaire consisting of 6 questions,
including age, gender, education, health care experience and
areas of expertise.

The first step entailed administering a survey instrument to
10 individuals who served as AODs. The survey consisted
of open-ended questions inquiring as to what the AODs per-
ceived as the most value added by the AOD program, the
least value added, and the contributions to ERM.

The second step involved conducting open-ended, semi-
structured interviews with four members of the senior leader-
ship team. The interviews lasted between forty-five minutes
to one hour and took place by telephone. Each interviewee
was asked to identify the significance and worth derived from
the AOD program. One interviewer conducted all interviews
and recorded responses verbatim on hand-written field notes.

3. RESULTS AND DISCUSSION

3.1 AOD perceptions

Of the 10 AODs surveyed, 7 are male and 3 are female. The
AODs ranged in age from 38 to 65 years and had a mean
experience of 20 years as hospital administrators. The mean
number of years of AOD experience in the health care field
is 22 years. Areas of expertise outside of hospital administra-
tion included emergency medicine management, radiology,
respiratory therapy, social work, surgical services, security,
clinical laboratory management, and ambulatory care. Eight
AODs were Master’s degree trained and the majority held a
Master of Public Administration or Master of Health Care
Administration degree. The data collected provided insight
into the worth of the AOD program as noted by the AODs
themselves. Upon analysis four themes emerged.

3.1.1 Leadership presence

Leadership was, by far, the theme with the greatest amount
of comment. AODs reported that the provision of an adminis-
trative leadership presence and visibility during off tours that
mimicked Monday through Friday operations had a positive
effect on staff, patients, families and visitors. There was a
noticeable improvement in staff morale and team work be-
cause both clinical and administrative personnel had a senior
manager to turn to for support, guidance and coordination.
Staff relied on the AOD to synchronize interdisciplinary pa-
tient care measures and resolve operational difficulties which
they were poorly equipped to handle. In turn, the AODs
developed robust collaborative relationships with staff which
forged trust, dedication and dependability. This open, two
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way communication fostered transparency throughout the
organization which, in turn, promoted risk identification,
assessment and resolution.

3.1.2 Risk mitigation

AQODs unequivocally played a substantial role in mitigating
risks. Due to their proactivity and ability to handle diverse
patient, management and crisis issues which offered signifi-
cant legal and regulatory exposure to the organization, they
were able to stave off negative residual fall-out from the is-
sues and pivot the organization toward loss alleviation and
reduction. Participants noted that environment of care issues
and patient grievances demanded persistent attention.

3.1.3 Education

A noteworthy portion of an AOD’s time was spent educating,
re-educating and reinforcing policies and procedures, Joint
Commission and New York State Department of Health stan-
dards, and Centers for Medicare and Medicaid Conditions
of Participation. This promoted immense professional de-
velopment for both the recipient staff and the AOD. While
the organization benefitted from the AOD program, the AOD
concomitantly benefitted; the enormous demands placed on
the AOD translated into knowledge expansion and career
growth potential. AODs were appreciative for the breadth of
experience the program afforded them.

3.1.4 Facilitation

One of the most important hats the AOD wore was catalyst of
communication and action. AODs “got things done” because
they “knew what to do and how to do it” in the majority of
situations and, if they were at a loss for how to address an
issue, they knew “to whom and where to turn”.

3.2 Leadership perceptions

The senior leadership team interviewees consisted of the Vice
President for Clinical Affairs, the Vice President for Patient
Care Services, the Chief Medical Officer and the Director
of Risk Management. Ages ranged from 53 to 73 years and
the average number of years of health care experience is 31
years. Three of the senior leaders are men and all leaders
held either a graduate degree in health care or a professional
degree. The average number of years spent at the hospital
organization is 25 years. The data collected provided over-
whelming support that the program brought added value to
the organization and its ERM approach.

Two themes emerged from the data: there was a noticeable
difference in the culture of the organization due to the AOD
program and the benefits of the program far exceeded any-
one’s highest expectations. During the interviews these two
themes were often intermingled by the participants but sev-
eral points consistently surfaced. Value was described as
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a “huge bang for the buck” and “the operational efficiency
of a well-oiled machine”. Culture was “transformed from
somewhat proactive to exceptionally proactive”. Morale of
all staff and personnel became “positively palatable”. The
leaders enthusiastically discussed how the AOD program
had a spill-over effect on all tours in that all levels of per-
sonnel were aware of the work performed by the AODs and
overwhelmingly supportive of their efforts.

Leadership recounted how they received compliments from
staff for ensuring that the off tours had a professional, com-
petent manager for leadership and guidance and stated that
“staff felt we wanted them to succeed because we were giv-
ing them assistance to do so”. The leaders all noted that the
managerial competencies exhibited by the AODs were ex-
traordinary: “They thought on their feet. .. and very quickly”
and “they dealt with conflict seamlessly”. AODs were de-
scribed as professional, inspirational and connoisseurs of
managerial skills.

Findings from this study support the hypothesis the AOD
framework is a useful tool in ERM.

4. CONCLUSIONS

Risk does not occur in isolation. It occurs facility-wide,
during all tours at all hours. Since patient, staff and visitor
safety is everyone’s responsibility, ERM allows for a wide-
ranging, comprehensive approach to safety that involves
deeper risk analysis, engagement of the entire health care
organization, and structured, coordinated and cohesive miti-
gation responses to safety exposures.

The AOD program is a vital constituent of an ERM program.
This is especially true for a safety net organization where
patient care is further complicated by communication issues
(limited English proficiency or lack of education), fragile
social support systems (lack of family involvement or social
services programs), patient impairment (substance/alcohol
abuse or mental illness) or patients with significant social
issues (homelessness or poverty). Having an AOD on site
on off tours — when risks can and do emerge — is pivotal to
ensuring that all organizational risks are captured, responded
to and monitored. The program helps to ensure the sustain-
ability of the organization.

There are several implications for future research. A quan-
titative study of the AOD program could be conducted to
determine whether the framework yields cost-savings in lit-
igation and other payouts for claims associated with risk
exposure. Specifically, the study can examine the costs aris-
ing from actual and potential claims against the organization
since the inception of the AOD program and prior to its in-
ception, the level of involvement and intervention by AODs
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in the claims at issue, and AOD logs which provide compre-
hensive accounts of any and all matters which involved AOD
effort. Claims would include pre-litigation matters, filed law-
suits and individual incidents identified by the ERM team
as meeting or exceeding the organization’s risk tolerance
and appetite; costs would include incurred, incurred but not
reported, and indemnity expenses. These data, along with
the Risk Assessment and Accountability Matrix data, can
be correlated to begin to establish organizational financial
impact. It would also be fruitful to explore the perceptions
of the staff, clinical and non-clinical, patients and visitors
regarding the AOD program and the AODs.

Limitations

The study results are only generalizable to theory, not larger
populations due to the small sample size and case study de-
sign. This primarily qualitative study was not designed to

be a traditional case study to describe an entire organization
or health care system in depth. The findings are specific
to hospital administrators who manage safety net hospitals.
There are limitations of relying on self-perceptions in the in-
terviews and surveys and the survey instrument distributed to
the AODs was not tested for validity or reliability albeit the
questions were identical to the open-ended questions posed
to senior leadership during their interviews.
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