
INSIDE

Financial Disclosure: Author Dorothy Brooks, Associate Managing Editor Jonathan Springston, and Nurse Planner Diana S. Contino report 
no consultant, stockholder, speaker’s bureau, research, or other financial relationships with companies having ties to this field of study. Executive 
Editor James J. Augustine discloses he is a stockholder in EMP Holdings. Executive Editor Shelly Morrow Mark discloses her husband 
works for a company that creates advertising for Uroplasty. Caral Edelberg, guest columnist, discloses that she is a stockholder in Edelberg 
Compliance Associates.

NOW AVAILABLE ONLINE! VISIT AHCMedia.com or CALL (800) 688-2421

NOVEMBER 2015 Vol. 27, No. 11;  p. 121-132

Lessons learned from 
Ebola: What’s better 
and what still needs 
work in preparing for 
an infectious disease 
outbreak  .  .  .  .  .  .  .  . cover

Would you recognize 
bubonic plague in your 
ED?  .  .  .  .  .  .  .  .  .  .  .  .  .  . 126

What is at the root of 
problematic handoffs 
from the ED?  .  .  .  .  .  .  . 128

HEALTH 
AUTHORITIES 

AND FRONTLINE 
PROVIDERS 

ALL LEARNED 
VALUABLE 
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GUIDANCE.

Poor planning, communication 
lead to missteps in care of Ebola 
patient 
Panel lays blame on misunderstood roles, inadequate drills

Is the country’s healthcare 
infrastructure better prepared to 
confront an infectious disease crisis 

than it was early last fall when Thomas 
Eric Duncan presented 
to the ED at Texas 
Health Presbyterian 
Hospital in Dallas, 
eventually becoming 
the first patient in 
this country to be 
diagnosed with the 
deadly and highly 
contagious Ebola 
Virus Disease (EVD)? 
Duncan eventually 
died from EVD, 
and two nurses who 
were caring for him 
contracted EVD, prompting hospitals 
across the country to ramp up preventive 
and protective measures, and try to play 
catch-up on the training of frontline 
providers on what is known about 
identifying and managing patients with 
EVD.

Most healthcare experts believe 

public health authorities and frontline 
providers all learned valuable lessons as 
they scrambled to absorb the evolving 
guidance — both on how to most 

effectively manage 
EVD patients and 
optimally protect staff. 
However, while the 
knowledge base has 
expanded and most 
frontline providers 
have received at least 
some new training on 
dealing with infectious 
disease threats, there 
is also wide agreement 
that there is still more 
to do.

To facilitate this 
process, an independent, expert panel 
convened by Texas Health Resources, 
the parent company of Texas Health 
Presbyterian Hospital, has unveiled 
a detailed review of how the Duncan 
case was managed, what went wrong, 
and what steps need to be taken to 
strengthen the hospital’s and the 
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community’s response to future 
infectious disease threats. Further, 
the panel’s recommendations are sure 
to resonate with frontline providers 
across the country, as most fully 
realize that their hospital or ED could 
be the index site of the next emerging 
infectious disease.

Avoid relying on the 

EMR

The panel examined the circum-
stances surrounding Duncan’s first 
visit to the ED on Sept. 25, 2014, 
after which he was discharged with 
a diagnosis of sinusitis. The panel 
found that while a nurse noted 
in Duncan’s electronic medical 
record (EMR) that the patient 
was from Africa — a key point 
for consideration of EVD — this 
information was not highlighted or 
prioritized within the EMR, and it 
would have required the physician 
to look beyond the standard patient 
assessment screen to see the patient’s 
travel history. This problem, and 
a general lack of awareness of the 
risk factors for EVD, led ED staff 
to miss an opportunity to correctly 
diagnose Duncan, isolate him, and 
begin treatment at an earlier stage of 
the disease, according to the panel’s 
report.

The panel recommended the 
hospital develop and implement a 
plan for improving collaborative 
interaction between ED nurses 
and physicians, and it also pointed 
out the danger of over-relying on 
the EMR for communication. Jon 
Mark Hirshon, MD, MPH, PhD, 
a professor in the Department of 
Emergency Medicine and in the 
Department of Epidemiology and 
Public Health at the University 
of Maryland School of Medicine 
in Baltimore, agrees that over-

reliance on EMRs can be a problem 
throughout the healthcare system, 
and that more attention needs to 
be paid to making sure that these 
records are designed and leveraged to 
promote patient safety.

“It is a federal mandate for us to 
go to EMRs, and there are reasons 
and rationales behind this, but there 
is a challenge to it as well,” notes 
Hirshon, who also serves on a group 
focused on Ebola preparedness for 
the American College of Emergency 
Physicians (ACEP). “What has 
changed in the last year is that 
people are much more aware of 
asking those [appropriate screening] 
questions, and the communication 
has improved. At the same time, 
it is a challenge to make sure there 
is good communication between 
the providers and that the EMR is 
reinforcing that communication and 
not fragmenting it.”

Deena Brecher, MSN, RN, 
APRN, ACNS-BC, CEN, CPEN, 
the immediate past president of 
the Emergency Nurses Association, 
clinical director for Emergency 
Services at Cincinnati Children’s 
Hospital in Ohio and a member of 
the ACEP Ebola Expert Panel, agrees 
with Hirshon, noting that it is very 
important for EMRs to be truly 
multidisciplinary.

“I am sure every organization 
has an opportunity to really look at 
that,” she says. “The other piece to 
remember is that nothing replaces 
face-to-face communication, and if 
anyone has a concern at any point 
in time or recognizes something that 
doesn’t seem right, it needs to be 
escalated, and a computer probably 
isn’t the best way to do that.”

Promote culture of 

safety
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The expert panel noted that 
leadership in the ED at the time that 
Duncan presented seemed to be more 
focused on preparing for the launch of 
a new trauma program and an effort 
to improve patient satisfaction than 
on patient safety and outcomes. It 
recommended that the health system 
examine how metrics and goals are 
created, and establish that patient 
safety and outcomes must always 
come first. It is a message that likely 
touches a nerve in other EDs.

With patient satisfaction now tied 
to reimbursement, ED administrators 
need to strive to strike the right 
balance, Brecher acknowledges.

“That continued focus on safety 
is really paramount, and I challenge 
all of the team members in the 
ED to remember that this is most 
important. Providing quality care in a 
safe environment has to be our most 
important focus,” she says. “If we can 
do that, that will help our patient and 
family experience [scores], but there 
has to be a balance, and the focus 
needs to be on safety.”

Hirshon concurs, noting that 
patient satisfaction is always impor-
tant to ED directors.

“I understand the rationale,” he 
says. “You want to provide good 
patient satisfaction, but the right 
balance between patient satisfaction 
and high-quality care is something in 
flux right now — trying to figure out 
how best to make sure that people are 
satisfied but that they also get the best 
care possible.”

Be alert to clinical 

changes

The expert panel noted that even 
with the earlier missteps on Duncan’s 
initial visit to the ED, staff still might 
have been able to notice signs that the 
patient was deteriorating if staff had 

fully understood and been trained 
in how to make use of the Systemic 
Inflammatory Response Syndrome 
Score (SIRS). The panel observed 
that Duncan’s SIRS increased to 
three (out of four) by the time he 
was discharged, indicating that he 
was at high risk; however, while a 
nurse noted the increase, she did 
not communicate it verbally to a 
physician. Further, even though 
Duncan’s SIRS was posted on an 
electronic display board that was 
visible to the entire care team, the 
individual team members did not 
seem aware of the alert.

The panel also noted Duncan’s 103 
F temperature should have prompted 
a re-evaluation prior to discharge, but 
panel members said it was unclear 
whether the physician was even aware 
of the patient’s rising temperature. 

Hirshon suggests the concept of 
checking on a patient’s vital signs 
before he or she leaves the ED is valid, 
and that processes should be in place 
to ensure the physician is aware of 
the data before he signs off on the 
discharge.

“This is critically important, and 
it goes back to the whole issue of 
communication to make sure the 
different providers — the nurses and 
the physicians — are communicating 
important components of the care,” 
he explains. 

Brecher adds that it is important 
for ED personnel to recognize when 
something is different.

“If something is out of the ordi-
nary or not as expected, then that is 
usually what would trigger another 
evaluation,” she says, noting that the 
ED in Dallas had a SIRS system that 

EXECUTIVE SUMMARY

A panel of experts examining the diagnosis and care of Thomas Eric Duncan, a 

patient diagnosed with Ebola Virus Disease (EVD) in the United States in 2014, 

and the cases of two nurses who contracted EVD while caring for Duncan, 

has unveiled its findings along with recommendations to prevent many of the 

missteps that occurred during the crisis . While the independent panel was 

convened at the direction of Texas Health Resources, the parent company of 

Texas Health Presbyterian Hospital in Dallas, observers and the panel itself 

note that the findings should help hospitals, EDs, and communities across the 

country prepare for the next infectious disease event .

• The expert panel noted that ED personnel relied too heavily on the 

electronic medical record (EMR) to communicate with other members of the 

care team, and that important information, such as the patient’s travel history, 

was not prioritized or highlighted in the EMR .

• Patient satisfaction and other operational objectives took precedence 

over patient safety during Duncan’s ED visit, according to the expert panel’s 

findings .

• The clinical team failed to pick up on changes in the patient’s clinical 

status, missing an opportunity to re-evaluate Duncan and properly diagnosis 

him with EVD during his first visit to the ED .

• Confusion over the roles and responsibilities of local and federal health 

authorities, and inadequate preparation for an infectious disease event led to 

missteps . The expert panel suggests conducting practice drills that include all 

participating organizations, and hospital leaders should consider infectious 

disease threats as well as other types of disasters . 
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Preplanning, HIC structure 
facilitate response

Like most hospitals, Texas Health 

Presbyterian Hospital relies on a 

Hospital Incident Command (HIC) 

structure to manage its emergency 

response to disasters and other 

threats . The hospital activated the 

system when an ambulance brought 

Thomas Eric Duncan to the ED 

with symptoms of Ebola in 2014 . 

However, an expert panel found 

several deficiencies in the way the 

health system approached the crisis . 

The panel noted that the hospital  

historically has outsourced the HIC 

function to a vendor for education and 

event management . However, when 

the hospital activated the vendor, 

this was not formally communicated 

to staff . Further, the panel noted 

that when it became apparent the 

initial HIC response plan was not 

sufficient, the hospital set up a 

separate clinical incident command 

system . Later, when communication 

between various community, state, 

and federal stakeholders broke down, 

a third communications command 

center opened . The panel said these 

evolving add-ons demonstrate that 

the various functions of the HIC 

system were not adequately defined 

or carried out early enough . 

Kristi Koenig, MD, is a big 

proponent of having hospitals utilize 

a HIC system, but she notes that the 

decision-making around activation 

should be a key component .

“You have to have processes, 

policies, and procedures in place in 

your hospital to determine when to 

activate,” she explains . 

Further, Koenig notes that all the 

key roles and functions need to be 

well-defined during planning . The 

expert panel found that the response 

in Dallas was, in fact, hampered by 

roles and responsibilities that were 

not clearly outlined and understood in 

advance of the Ebola event . 

Koenig says that a well-planned 

and constructed HIC structure 

should be able to adjust to changing 

circumstances as needed .

“The one thing we can be sure of 

is that things won’t go according to 

plan, and disasters are often going 

to be evolving and have unknown 

components,” she says . “But if you 

have this basic command and control 

structure, then you have the ability to 

get access to information and make 

decisions … so that you can manage 

any event .” 

However, Koenig acknowledges 

hospitals have not traditionally 

thought of the HIC system as much 

in the case of an emerging infectious 

disease .

“They would think of it more for an 

earthquake, a hurricane, a plane crash, 

or something like that, but it works 

very well for emerging infectious 

diseases,” she advises .

A well-devised HIC system should 

be able to oversee everything from 

waste management to communication 

with media and local health autho-

rities .

“It is flexible so that it can expand 

or contract depending on the needs 

of the situation, and there is incident 

action planning so that you can make 

rapid decisions based on incomplete 

information, which was the situation 

we were dealing with,” she explains .

Koenig also says to prepare for no-

show staff who are afraid, ill, or have 

ill relatives, and to implement just-in-

time training so procedures can be 

modified on the fly, if necessary .  n

should have alerted providers to take 
another look at the patient. However, 
Brecher points out that this was a 
systems breakdown.

“There was not enough training or 
competence in how to use the [SIRS] 
system or how to recognize what to 
do [when it was triggered], so that 
was the root cause of not having that 
second evaluation.”

In reviewing the care of Duncan 
on his second trip to the ED, this 
time arriving by ambulance on 
September 28, the expert panel 
observed that the patient was quickly 
placed in isolation, and his care was 
consistent with recommendations for 
someone with EVD. The panel also 
noted that none of the healthcare 
workers involved with Duncan’s care 
during this 30-hour period became 
infected. 

However, as the event continued 
to unfold and federal agencies such 
as the CDC became involved in an 
advisory capacity, the expert panel 
reported that hospital leaders were 
unclear of the role of the federal 
advisors. This led to confusion over 
what standards to follow — both in 
managing Duncan’s case as well as 
the cases of the two nurses who later 
became infected with EVD after 
Duncan was transferred to the ICU.

Further, the panel noted there 
wasn’t effective collaboration among 
the hospital, federal health authorities, 
and regional and state agencies, and 
that the lack of clarity on the roles of 
each of these entities led to many of 
the problems that ensued. To improve 
preparedness for future infectious 
disease events, the expert panel noted 
that partnering agencies need to train 
and drill together in a comprehensive 
way, and that such drills need to 
include infectious disease scenarios. 

It’s a directive that all hospitals 
and EDs should be taking seriously, 
observes Kristi Koenig, MD, FACEP, 
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FIFEM, the director of the Center 
for Disaster Medical Sciences at the 
University of California at Irvine, and 
a professor of Emergency Medicine 
and Public Health in the UC Irvine 
School of Medicine.

“In the past we weren’t used to 
dealing with emerging infectious 
diseases in such a rapid manner where 
knowledge was evolving, the situation 
was evolving, we had risks that were 
happening fairly rapidly, and we 
had to get just-in-time training in 
place,” she says. “We had conflicting 
information sometimes in terms of 
something as basic as what protective 
equipment we should use.”

Koenig stresses that hospitals 
and communities need to provide 
education and training, and have 
exercises that deal with infectious 
diseases.

“It is very important,” she says. “It 
is one of my biggest concerns in terms 
of novel disasters that we may face in 
the future.” (See also: “Preplanning, 
HIC structure facilitate emergency 
response,” p. 124.)

Prioritize planning, 

preparedness

Koenig adds that the media play 
a big role when such threats are in 
the news, but she is concerned about 
when media attention wanes.

“We still need to be aware because 
in addition to the current diseases 
such as Ebola, MERS [Middle East 
Respiratory Syndrome], measles, or 
things that we already know, there will 
be something novel, something new, 
so we need to constantly be on the 
lookout,” she stresses. 

Brecher shares Koenig’s concern 
about remaining prepared.

“One of the challenges is it 
costs money to have the [personal 
protective] equipment (PPE) in 

order to practice,” she says. “Nurses 
and providers should be allowed, 
encouraged, and mandated to have 
what they need to put on and take off 
[equipment] exactly how they would 
be doing it if they were taking care 
of a patient with Ebola or any other 
serious infectious disease that could 
potentially harm them.”

Brecher observes that while 

hospitals were clamoring to obtain 
the proper PPE during the EVD 
outbreak last year, such demand 
has eased considerably, and she is 
worried that budgetary concerns may 
be playing a role. However, as far as 
overall preparedness is concerned, 
Brecher contends that communities 
and hospitals have made strides in the 
past year, although the improvement 
is uneven.

“There are some communities 
who have figured it out and do it 
well. They regularly meet and discuss 
these kinds of issues. I know there 
are communities that haven’t even 
thought through the entire process 

yet,” Brecher says. “The standard 
should be that we know [what 
everyone’s role] is, and we know what 
to do if a situation arises, and if we 
are not sure we know who to call, we 
know what our resources are, and we 
have open communication.”

One concept that healthcare 
authorities across the country moved 
to very quickly as events evolved 
during the EVD crisis is the idea 
that facilities and healthcare teams 
should be designated in each region 
to care for patients diagnosed with 
EVD. Hirshon believes this is a good 
approach that is likely here to stay.

“The idea of regionalization of 
care is very important, not just for 
emergency infections and disaster 
preparedness, but in general,” he says. 
“There has been an acknowledgement 
and understanding of the importance 
of regionalization of care, and this is 
one of the things that prompted that.”

Trauma systems and stroke centers 
are other examples of regionalization, 
Hirshon observes. “This just rein-
forces the importance of good 
communication within a regional 
basis as well.”

Prepare for next event

Texas Health Resources declined 
to speak with ED Management about 
the expert panel’s findings, but 
noted in writing that it is moving 
on a systemwide basis to act on the 
panel’s recommendations. Brecher 
commended the organization for 
sharing the findings publicly.

“For them to release this report is 
incredibly valuable because it gives 
everyone the opportunity to learn 
from what didn’t go well … and 
to move forward, change, and be 
ready for the next patient,” she says. 
“There are always opportunities to 
improve. It is a journey, so every time 

FACILITIES AND 
HEALTHCARE 

TEAMS SHOULD 
BE DESIGNATED 
IN EACH REGION 

TO CARE FOR 
PATIENTS 

DIAGNOSED 
WITH EBOLA, 
AN IDEA THAT 

FIRST EMERGED 
DURING THE 2014 

CRISIS.
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Travel history key to picking up on signs 
of bubonic plague
Health officials caution that symptoms of plague can mimic other types of infections

Obtaining a thorough travel 
history, which is so important 

to picking up on signs of Ebola Virus 
Disease, is also key to identifying 
a case of bubonic plague, a disease 
that has been diagnosed in at least 
12 people in six states since April 1, 
according to the CDC. The agency 
reports four patients have died from 

EXECUTIVE SUMMARY

Health officials note an uptick in cases of bubonic plague in the United States 

this year, with at least 12 reported human cases reported since April 1 . The 

CDC notes that healthcare providers should consider plague in patients who 

have traveled to plague-endemic areas and exhibit fever, headache, chills, 

weakness, and one or more swollen or tender and painful lymph nodes, 

referred to as buboes . Officials note that the disease rarely passes from person 

to person, but that this is a concern with patients who have developed the 

pneumonic form of the disease . 

• Health officials note that in recent years there has been an average of 

seven cases of human plague each year in the United States, and that most of 

these cases are the bubonic form of the illness .

• Four patients confirmed to have plague this year have died, including the 

most recent case, a Utah man in his 70s .

• Most cases of plague in the United States occur in two regions . The first 

includes northern New Mexico, northern Arizona, and southern Colorado, and 

the second includes California, southern Oregon, and far western Nevada .

• When plague is suspected, treatment with antibiotics should begin 

immediately . 

the illness. 
“In recent decades, an average 

of seven human plague cases [have 
been] reported each year … and 
80% of U.S. plague cases have been 
the bubonic form,” explains Natalie 
Kwit, DVM, MPH, an epidemic 
intelligence service officer at the 
CDC’s National Center for Emerging 

and Zoonotic Infectious Diseases at 
Fort Collins, CO. While Kwit is not 
sure why the number of cases has 
ticked up this year, she notes that the 
agency wants people to be aware of 
the heightened risk of plague in some 
Western states.

Kwit explains that most human 
cases in the United States occur 
in two regions. The first includes 
northern New Mexico, northern 
Arizona, and southern Colorado, 
and the second includes California, 
southern Oregon, and far western 
Nevada.

“Healthcare providers should 
consider plague in a patient that 
exhibits fever, headache, chills, 
weakness, and one or more swollen 
or tender and painful lymph nodes 
(called buboes) with a history of 
travel to plague-endemic areas,” Kwit 
says. “Other symptoms may include 
abdominal pain, nausea, or rapidly 
developing pneumonia with shortness 
of breath, cough, chest pain, and 
sometimes bloody or watery mucus/
sputum.”

However, there is a danger that 
plague can be missed by providers if 
they are not thinking of it because the 

[an event like this occurs] we learn 
something.”  n

(Editor’s note: Links to the expert 
panel’s findings and recommendations 
are available on the Texas Health 
Resources website at https://www.
texashealth.org/pages/about%20
texas%20health%20resources/
sharing-lessons-improving-
performance.aspx.)
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symptoms mimic other infections, 
particularly if there is no bubo, Kwit 
notes.

“It is important healthcare 
providers consider the diagnosis of 
plague in any patient with compatible 
symptoms, residence, or travel in the 
Western United States, and recent 
proximity to rodent habitats or 
contact with rodents or ill domestic 
animals,” she explains. “Providers 
should be aware of the possibility 
of plague and take a good travel/
exposure history.” 

Begin treatment 

immediately

If plague is suspected in a patient, 
samples of the patient’s blood, 
sputum, or lymph node aspirate need 
to be sent to a laboratory for testing, 
but treatment with antibiotics should 
commence immediately, according 
to Kwit. Preliminary lab results are 
typically available within two hours, 
although confirmatory results will 
usually take one to two days.

Left untreated, plague bacteria can 
invade the blood stream, multiply, 
and spread rapidly throughout the 
body, causing septicemic plague, 
which is often fatal, Kwit says.

“Untreated or septicemic plague 
can also progress into an infection 
of the lungs, causing pneumonic 
plague,” she says. “Although plague 
can spread from person to person, 
this is very rare,” Kwit advises. “A 
person who has pneumonia caused 
by plague may cough up droplets that 
contain plague bacteria, and [these] 
can cause pneumonic plague if [they 
are] breathed in by another nearby 
person with direct and close contact. 
This is the only way that plague can 
spread between people.”

Consequently, healthcare providers 
should consider isolating a suspected 

plague patient with respiratory 
involvement and implement 
respiratory droplet precautions, Kwit 
advises. Further, as the incubation 
period for pneumonic plague is 
typically two to four days, but can be 
as long as six days, antibiotics should 
be considered for people who have 
been in close contact with a person 
who has the pneumonic form of the 
disease within the previous seven 
days.

“Doxycycline, ciprofloxacin, and 
levofloxacin are the most effective 
antibiotics for preventing plague and 
should be taken for seven days,” Kwit 
says. “Close contacts should also 
measure their temperature twice a day 
for seven days and see a physician if 
fever develops.”

Kwit adds that people who 
have had some contact, but not 
close contact, with a person who 
has pneumonic plague within the 
previous seven days should be 
monitored for fever or cough and 
seek treatment if symptoms develop.

Consider climate, animal 

links

Scientists believe that plague 
bacteria circulate at low rates within 
populations of certain rodents, but 
other species become infected on 

occasion, causing an outbreak among 
animals, referred to as an epizootic, 
Kwit says.

“Humans are usually more at 
risk during or shortly after a plague 
epizootic,” she explains. “Studies have 
suggested that these outbreaks are 
more likely during cooler summers 
that follow wet winters and in areas 
with a variety of rodents living in 
high [density locations] and in diverse 
habitats.”

Typically, fleas become infected 
by feeding on rodents and other 
mammals that are infected with the 
plague bacteria, and then the fleas 
transmit the disease to people and 
other mammals, Kwit says.

“Although cases can occur at any 
time of the year, most cases in the 
United States occur from late spring 
to early fall,” she adds.

The most recent death attributed 
to plague occurred in Utah in August, 
according to health officials. They 
believe that the victim, a man in his 
70s, probably contracted the disease 
from a flea or contact with a dead 
animal. Wildlife experts note that an 
outbreak of bubonic plague killed 
60 to 90 prairie dogs in an eastern 
Utah colony not long before the 
man’s death. State health officials note 
that the last reported human case of 
plague in Utah was in 2009, but this 
was the first death attributed to the 
disease in the state in more than three 
decades. 

Some of the other cases of plague 
reported this year have involved 
people who recently visited Yosemite 
National Park in California.  n
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EXECUTIVE SUMMARY

Both emergency and inpatient physicians agree that miscommunication 

during interunit handoffs can compromise patient care and that sequential 

handoffs are particularly problematic, according to a new study conducted 

at the University of Nebraska Medical Center (UNMC) in Omaha, NE . The 

study highlights physician survey data showing that there is mistrust between 

inpatient and emergency physicians, and that which provider is responsible 

for patient care can be unclear when a verbal handoff is made . To make 

improvements, UNMC has been piloting a tool aimed at standardizing verbal 

and written handoff communications .

• Nearly a third of all the participating physicians surveyed reported having 

handoff-related adverse events, and most put the blame on ineffective 

communication .

• Ninety-four percent of emergency physicians surveyed indicated that they 

had to defend their clinical decisions at least some of the time . The admitting 

physicians largely validated this concern, with more than 25% noting that they 

usually disagree with decisions made in the ED . 

• Using the situation, background, assessment, recommendation (SBAR) 

form of communication as a starting point, an intervention tool aims to 

streamline handoff communications, both verbally and in the electronic 

medical record . 

Interdisciplinary mistrust, communication 
breakdowns cited in survey of ED handoffs
Emergency physicians point to duplicate orders, other problems related to unclear timing on 
transfer of care

Both emergency and inpatient 
providers understand that key bits 

of information can easily be missed 
or miscommunicated when a patient 
is passed from one setting to another, 
and that such interunit handoffs are 
often the source of problems that can 
affect patient care. However, devising 
a solution to this problem requires a 
full understanding of the issues and 
challenges that exist for each side. 
That’s why Christopher Smith, MD, 
an assistant professor of internal 
medicine and an admitting physician 
at the University of Nebraska Medical 
Center (UNMC) in Omaha, NE, 
and a few of his colleagues decided 
to query 32 providers from the ED 
and 94 physicians from five inpatient 

medical services that account for 
roughly two-thirds of the hospital’s 
admissions.

“We all have a lot of incidents 
where we have near-misses or 
patient care isn’t as optimized as it 
should be because sometimes that 
communication breaks down,” 
Smith notes. “We wanted, on an 
institutional level, to get more of a 
sense of where there might be barriers 
to effective handoffs for patients being 
admitted from the ED.”

Smith found that nearly a third 
of all the participating physicians 
reported having handoff-related 
adverse events, and most put the 
blame on ineffective communication. 
There was also evidence of distrust 

between the emergency and inpatient 
physicians and a general lack of 
confidence in the handoff process. 
However, the exercise did provide 
researchers with a roadmap to follow 
in devising improvements, and the 
lessons learned are certainly applicable 
to other medical centers, many of 
which grapple with the same sort of 
interunit communications challenges.1

Limit sequential 

handoffs

In the survey, both the emergency 
and inpatient physicians seemed 
to agree that sequential handoffs 
were a problem area. More than 
three-quarters of the participating 
physicians said sequential handoffs 
negatively impact patient care. 
However, Smith acknowledges that 
while all of the different admitting 
services have their own processes 
and procedures for how to handle 
admissions from the ED, sequential 
handoff processes are pretty well 
ingrained on the admitting side.

“In my service line for academic 
internal medicine we have a central-
ized triage pager, so we have one 
pager that all admissions go through,” 
he explains. “At any given time we 
have multiple teams that may be 
admitting patients, so the job of the 
physician on the triage pager is to 
get the necessary information from 
the emergency medicine physician, 
and then distribute the patients 
accordingly to the different services 
that are admitting that day.”

How can this be a problem? 
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ONE OF THE 
CHIEF GOALS 

FOR THIS 
PROCESS WAS 
TO DEVISE A 

HANDOFF TOOL 
THAT WOULD 

CLEARLY SIGNIFY 
WHEN THE 
ADMITTING 
PHYSICIAN 

IS ASSUMING 
RESPONSIBILITY 
FOR A PATIENT 
WHO IS BEING 
HANDED OFF 
FROM THE ED.

Because every time the information is 
passed from one physician to another, 
there is an opportunity to miss or 
miscommunicate a key aspect of the 
patient’s information.

“You can make the argument 
that if [someone] is spending most 
of their time being the triage officer 
that they develop a skill set in doing 
that, so maybe there is an advantage 
in having this sort of triage specialist,” 
Smith notes. “But that really has to be 
weighed versus the potential for that 
information to be degraded as it gets 
passed forward to other providers.”

On the emergency side, sequential 
handoffs come into play when there 
is a shift change and a new physician 
needs to take over the care of a 
patient. Also, in academic medical 
centers like UNMC, Smith observes 
that sequential handoffs can also 
occur when an emergency physician 
calls on senior staff or a senior 
resident, for example, to take care of a 
patient, and that physician then refers 
the case to a more junior person. At 
any point in the chain, information 
can be lost or miscommunicated, 
Smith observes.

Collaborate on solutions

The survey also highlighted a 
significant divide between the two 
physician groups, with 94% of the 
emergency physicians reporting that 
they had to defend their clinical 
decisions at least some of the time. 
The admitting physicians largely 
validated this concern, with more 
than 25% noting that they usually 
disagree with decisions made in the 
ED.

There are many potential 
explanations for this distrust 
between the two groups, but Smith 
acknowledges that it is a concern. 

“Certainly there are cultural 

differences between different 
disciplines. We go through different 
training and we sometimes have 
different expectations for each other,” 
he says. “An emergency physician may 
look at his [or her] role in a patient’s 
care as being different than I do, and 
if you have disagreement with those 
expectations, that can lead to conflict. 
And it is definitely problematic when 
your physicians or any members of 
the healthcare team are not having 

an optimal relationship because that 
can have real impact on how well we 
communicate, and subsequently, on 
how we work in teams to take good 
care of patients.”

Given the level of distrust 
that was evident from the survey, 
Smith thought that any successful 
intervention to improve the 
handoff process would need to 

be a collaborative effort between 
the emergency physicians and the 
admitting providers. He aimed for a 
standardized form of communication 
that would be acceptable to both 
sides. 

Chad Branecki, MD, an assistant 
professor and associate residency 
program director for emergency 
medicine at UNMC, observes 
that one of his chief goals for this 
process was to devise a handoff tool 
that would clearly signify when the 
admitting physician is assuming 
responsibility for a patient who is 
being handed off from the ED.

“There has never been any 
documented process or time from the 
point when the ED physician makes 
a consult [to when] … that care is 
officially turned over,” he says. 

As a result, which physician is 
actually responsible for a patient’s 
care is not always clear, and there can 
be duplicate orders as well as other 
problems.

“This has been going on for 
years,” Branecki notes. “We wanted 
to improve the handoff process by 
going through a very streamlined 
phone conversation [covering] what 
are the risks to this patient, what is 
the clinical certainty on the diagnosis, 
and [the fact that] we can we go ahead 
and turn over care now by putting in 
a bed request that signifies that [the 
admitting] team is now responsible 
for this patient.”

Additionally, as the associate 
residency program director, Branecki 
wanted to make sure that there was 
some sort of formalized educational 
process to show students how to 
make a good handoff, and what the 
components of the process should be.

Standardize 

communications

Using the standard situation, 
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THE INTERVENTION 
DEVELOPMENT 
TEAM ADDED 

CONTENT AREAS 
AND MADE 

CHANGES TO 
ARRIVE AT A 

STANDARDIZED 
COMMUNICATIONS 
FORMAT FOR HOW 

TO DISCUSS PATIENT 
CARE.

background, assessment, recomm-
endation (SBAR) form of commun-
ication as a starting point, the 
intervention development team 
added content areas and made some 
tweaks to arrive at a standardized 
communications format for how to 
discuss patient care in the context of a 
handoff.

“We also developed a written 
handoff note in our electronic medical 
record [EMR], so it is a template 
that can be added just at the end of 
the emergency physician’s notes,” 
Smith explains. “It pulls in a lot of 
information automatically, such as 
what medications were given, any 
pending studies that haven’t resulted 
yet, and those kinds of things.”

The note also allows for some free 
text information, and provides for an 
explicit assignment of responsibility 
for patient care so that there is 
no longer any gray area on which 
provider is taking charge of the 
patient, Smith observes.

“We tried to do both a verbal and 
a written piece to make sure that 
we are addressing the issues on two 
fronts,” he says. “The other advantage 
of the written note is that if there are 
sequential handoffs where maybe the 
person admitting isn’t the person who 
spoke with the emergency physician, 
at least the note is available to 
anyone — ancillary staff, nursing, the 
physician. They can all see the note in 
the EMR and it has a lot of the same 
information [as the verbal handoff].”

The development team then 
provided education on how to use 
the new tool, and then piloted it 
with a select group of emergency 
and admitting physicians. “Now 
we have collected two months of 
pre–intervention and two months 
of post-intervention handoff 
recordings,” notes Smith, explaining 
that the phone lines used to conduct 
the handoffs were equipped with 

recording capability. “We are going to 
take those conversations, transcribe 
them, and evaluate how well we did 
at communicating critical pieces of 
information both before and after our 
intervention.”

As with anything new, it was 
a struggle getting physicians to 
actually use the new handoff tool, but 
Branecki observes that many of the 
emergency physicians do appreciate 
the benefits. For instance, in the past, 
they would be called on continually to 
make treatment decisions on patients 
whom they had already passed off 
to an inpatient physician, but the 
admitting physician hadn’t yet taken 
responsibility for care.

“The benefit [with the new 
process] is that once you have 
deemed that a patient is an acceptable 
admission, you have then given the 
nurse a direct line of communication 
to the [inpatient] physician who is 
going to be taking care of him, so 
it ultimately lessens the emergency 

physicians’ workload,” he explains. 
Additionally, at the change of shift 

in the ED, physicians no longer have 
to provide turnover notes on patients 
who have already been flipped to 
admitted status, even if those patients 
have yet to be transferred to an 
inpatient floor.

“Most residents and faculty felt 
that if you did this [handoff] process, 
it was better for patient care, because 
then there weren’t duplicate orders 
being written, and the treating team 
was actually being involved with the 
nurse taking care of the patient, and 
they were updated on any changes 
in clinical course,” Branecki notes. 
“Also, you weren’t having to check 
these patients multiple times. We all 
know the game of telephone. The 
more times you hear the story, the 
story changes, so this was a way to 
streamline that continuity.”

Guard against mission 

creep

Russell Buzalko, PhD, an 
assistant professor in the Department 
of Emergency Medicine at UNMC, 
helped design the intervention tool 
and is now involved with analyzing 
the data from the pilot.

“We have the phone calls 
and we also have some physician 
perception surveys that we need to go 
through to see how they viewed the 
intervention,” he explains. 

Once all the information is 
analyzed, Buzalko anticipates further 
improvements, but with any project 
of this nature, he stresses that it is 
important to guard against creeping 
expectations.

“It is human nature that when you 
are developing something like this and 
people get excited about it … there is 
a tendency to keep adding onto it and 
make it better,” he says. “But it can 



130   |   ED MANAGEMENT® / November 2015 ED MANAGEMENT® / November 2015   |   131

 nWhen multi-tasking becomes 
too much of a good thing

 n Taking aim at diagnostic errors

 n Steps to improve the discharge 
process in the ED

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 .

CME/CNE OBJECTIVES

CME/CNE QUESTIONS

To earn credit for this activity, please follow these instructions:

1 . Read and study the activity, using the provided references for further research .

2 . Scan the QR code to the right, or log onto AHCMedia.com and click on My Account . 
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 test, your browser will be 
automatically directed to the activity evaluation form, which you will 
submit online . 

5 . Once the completed evaluation is received, a credit letter will be e-mailed to you instantly .

      CME/CNE INSTRUCTIONS

1. It is very important for EMRs to 

be:

A . truly multidisciplinary

B . easy to search

C . accessible 

D . all of the above

2. An expert panel looking into 

how an Ebola patient was 

misdiagnosed during his first 

visit to an ED in Dallas last year 

noted that even with earlier 

missteps during the visit, staff 

still might have been able 

to pick up on signs that the 

patient was deteriorating if 

they had fully understood and 

been trained in how to make 

use of:

A . the Hospital Incident 

Command System

B . federal and state health 

authorities

C . the hospital chain of command

D . the Systemic Inflammatory 

Response Syndrome Score (SIRS)

3. When planning and drilling for 

an infectious disease event, all 

the best science and training 

must be considered along with:

A . having adequate resources

B . human behavior

C . subject matter experts

D . guidance from the CDC

4. In a survey of inpatient and 

emergency physicians, nearly 

a third of those surveyed 

reported having handoff-related 

adverse events, and most put 

the blame on:

A . ineffective communications 

B . being rushed

C . staff incompetence

D . inadequate resources

become unwieldy at that point or go 
beyond the scope of your project.”

Smith agrees with these 
sentiments, observing that changing 
the way physicians do handoffs is a 
huge, complicated process.

“It is going to be hard to make one 
intervention that will address every 
potential problem,” he says. “Every 
institution is going to have to figure 
out where they want to start the 
process or where the biggest holes in 
the process are.”  n
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