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The Steep Costs of Operating 
Under Crisis Standards of Care
By Dorothy Brooks

New data shine a harsh 
light on what can happen 
when hospitals become so 

overcrowded that they have to resort to 
crisis standards of care, a level of care 
where practice standards are relaxed 
under the strain of scarce resources.

In an investigation of the association 
between surges of patients with 
COVID-19 and survival in 558 U.S. 
hospitals from March to August 2020, 
researchers found nearly one in four 
deaths was attributable to hospitals that 
were strained by their surging caseloads.1

“While crisis standards of care 
were not necessarily invoked in many 
[regions] on a state level, at the hospital 
level, many were practicing crisis 
standards of care,” explained Sameer 
Kadri, MD, MS, lead author and head 
of the clinical epidemiology section 
at the National Institutes of Health 
Clinical Center. “While that becomes 
necessary, it comes at a cost. Modifying 
care standards invariably leads to 
medication errors, provider fatigue ... 
a higher bar to hospitalize, an earlier 
trigger to comfort care, [clinicians] 
practicing outside their spoken [area of 

expertise], and also secondary impacts 
on [patients with] non-COVID 
illnesses.”

Kadri spoke about the study 
during a virtual presentation on Aug. 
26 sponsored by the Department of 
Health and Human Services Office of 
the Assistant Secretary for Preparedness 
and Response, the National Emerging 
Special Pathogens Training and 
Education Center, and Project ECHO.2 
Kadri and colleagues developed a metric 
called the surge index to fully capture 
how severely hospitals were straining 
from the volume of COVID-19 
patients.

“We felt like just using counts of 
patients might not be sufficient. We 
also needed a metric of severity because 
a more severe case requires more 
attention, requires more personnel, and 
requires more resources — and that 
leads to more strain on the hospital,” 
Kadri said. Consequently, patients who 
needed more intensive care, such as 
ICU patients and patients requiring 
ventilators, were given more weight in 
the metric than patients who required 
no intubation.
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Kadri and colleagues mapped 
all of these data from the Premier 
Healthcare Database, a system 
that has de-identified information 
from more than 800 hospitals, 
accounting for roughly 20% of 
hospitalizations across 48 states. Of 
these, investigators focused on 558 
hospitals that reported more than 15 
cases of COVID-19.

Over the course of the study 
period, it became clear in the data 
that clinicians improved with more 
experience treating COVID-19, 
Kadri observed. However, he 
cautioned that at hospitals with 
the most intense surges, such 
improvements in clinical care 
were less visible. “Under ordinary 
circumstances, we had improved 
survival. When we got to a point 
where the learning curve was done 
— the second wave — it became 
apparent that non-surge mortality 
went down the most, but surge-
related mortality remained high,” 
Kadri said. “There aren’t many things 
in medicine where there is one factor 
to which so many deaths can be 
attributed.”

The lesson from the data is clear: 
To save lives, healthcare providers 
must find ways to relieve capac-
ity issues before they reach a severe 
level of strain. Unfortunately, this 
message arrives when hospitals in sev-
eral states are managing yet another 
COVID-19 case spike. “Currently, 
hospitals are in a terrible crisis, and 
we have to really try to lead in terms 
of showing these hospitals what they 
need to do in order to decompress, 
and how important it is to decom-
press in terms of the outcomes for 
their patients,” Kadri said. 

Kadri emphasized the need 
for load-balancing — transferring 
patients to other hospitals for care 
when an institution approaches 
the kind of surge levels that can 

compromise care. However, that 
technique is difficult when entire 
regions are overwhelmed with 
COVID-19 cases.

“It is very difficult for [hospitals] 
to discharge patients, particularly 
those who are COVID-19-positive, 
to nursing homes and other 
institutions,” says Sandra Schneider, 
MD, FACEP, associate executive 
director for clinical affairs at the 
American College of Emergency 
Physicians (ACEP). “[Hospitals] are 
becoming crowded with patients that 
they can’t send anywhere.”

Further, Schneider emphasizes 
that too often, efforts designed to 
decompress ICUs and inpatient 
floors come at the expense of 
emergency providers. In many cases, 
this happens when hospitals try to 
maintain specific nurse-to-patient 
ratios on the upper floors. 

For example, Schneider notes that 
in California, ICU nurses take care of 
a maximum of two patients. On an 
inpatient floor, nurses may take care 
of four to six patients, depending 
on the type of floor. Also, while 
mandated nurse-to-patient ratios 
may be different in other states or 
regions, the circumstances are similar 
when hospitals reach capacity.

When there are too many patients 
and not enough nurses to maintain 
the required nurse-to-patient ratios, 
hospitals have just two options, 
according to Schneider. “They can 
either hire more nurses, or they can 
keep patients in the ED until an 
inpatient [or ICU] bed opens up,” 
she says. “That means right now, in 
many cases, there are actual physical 
beds, but there are not enough nurses 
to cover those beds. Those beds have 
to be closed down.”

Thus, an ED nurse may be caring 
for more patients awaiting admission 
to an ICU bed than an ICU nurse 
is caring for upstairs. The same 
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dynamic is taking place for patients in 
the ED who are waiting for inpatient 
beds to open. “There are no ratios for 
care in the ED, so the ED takes care 
of whatever patients it has,” Schneider 
says. “The ED takes care of patients 
who might not be in the ED for an 
emergency reason. It takes care of 
patients who are inpatients who don’t 
have a place yet on an inpatient floor. 
It does that, by and large, with the 
nursing staff that it has.”

If administrators seek to maintain 
specific nurse-patient ratios on the 
upper floors by pushing all the 
patients awaiting beds onto the ED, 
that will not improve outcomes. “We 
have study after study after study that 
shows when [the ED] is crowded, 
we also have medical errors. We also 
have delays in care, and we also have 
increased mortality,” Schneider says. 

Schneider adds there is a critical 
shortage of nurses in the ED at 
a time when more patients are 
presenting. She urges administrators 
to carefully consider how to achieve 
what is best for patients under 
difficult circumstances and to look 
at the entire health system, not just 
inpatient and ICU beds.

During the Aug. 26 virtual 
presentation, presenters discussed 
developing regional transfer centers 
capable of working with several 
hospitals to facilitate transfers and 
load-balance between facilities so the 
burden is shared. Schneider agrees 
transferring patients to other hospitals 
can be beneficial in easing crowding 
— but only if there are open beds in 
the region.

“The current outbreak has hit a 
much larger geographic area. Transfers 
out of the ED in particular have been 
much more difficult,” Schneider says. 
“Instead of making one call or maybe 
two calls to get a patient transferred, 
in some cases our members have 
been saying they have been making 

an average of four to five calls, and in 
some cases as many as 10 or 15 calls.”

Additionally, patient transfers are 
taking much longer to complete. “It 
used to take an hour or so; it is now 
taking four hours, in part because 
we can’t find ambulances to take 
patients [to other hospitals], and in 
part because we are having to spend 
so much time trying to find a bed,” 
Schneider reports.

While large health systems often 
operate transfer centers to manage 
such tasks, clinicians usually have 
to carry out the legwork at smaller 
institutions. “The emergency 
physician, the emergency nurse, and 
maybe a clerk are the ones who are 
making the calls to try to find a bed,” 
Schneider notes.

Regardless of who is conducting 
the search for an available bed, he or 
she typically has to look well beyond 
the geographic region, especially in 
hard-hit regions. 

“I have heard of transfers from 
Texas that have gone to Montana, 
I have heard of a transfer that went 
from Texas to Connecticut, and 
I have heard of a transfer from 
Louisiana to Illinois,” Schneider 
shares. “In Florida, the likelihood is 
that you will not find an ICU bed 
readily available in the state.”

Under such circumstances, 
how can anyone better manage 
surging caseloads? Schneider notes 
Washington created a dashboard 
that shows everyone where available 
ICU beds are, at least within the 
state. That has greatly simplified the 
search process for busy clinicians and 
administrators, although they cannot 
see bed availability their borders.

Schneider favors the creation 
of a national dashboard to identify 
open ICU beds. She notes ACEP has 
begun to talk with stakeholders about 
developing such a resource. Schneider 
says there is a tool to identify 

available extracorporeal membrane 
oxygenation machines.

Schneider also would like to see 
many more hospitals leverage full 
capacity protocol, an approach that 
smooths out surging caseloads so 
not all patients who are awaiting a 
bed on the upper floors are boarded 
and cared for in the ED.3 Under 
such a scenario, the burden is shared 
between multiple hospital units or 
floors in a prescribed way. “There 
are a few hospitals that have made 
arrangements so that an intense 
backup doesn’t occur in the ED,” she 
explains. “For example, the ED might 
take the first four inpatients, and then 
every other hospital unit takes one 
extra patient. Or, the ED will take the 
first two ICU patients, and then each 
ICU will take one additional patient.”

Considering much of the crowd-
ing that has occurred during the 
fourth wave is a result of a severe 
nursing shortage, Schneider wonders 
how the industry could streamline 
tasks. This would mean nurses are not 
weighed down with certain screening 
questions or other tasks that may fall 
into the “nice to have” category, but 
are not critical to maintain at a time 
of extreme patient surges. Schneider 
says she plans to talk with nursing or-
ganizations soon about this issue.  n
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Acknowledge Pandemic-Driven Moral Distress, 
Mitigate Harmful Effects
By Dorothy Brooks

C linicians experience a high 
level of moral distress when 

they know they are not providing 
optimal care to patients. However, 
investigators have found leaders can 
mitigate the effects of moral distress. 
Such information could not arrive 
at a better time as hospitals in many 
regions cope with surging COVID-19 
case volumes amid a shortage of 
skilled nurses.

Researchers surveyed registered 
nurses in two academic medical 
centers using the COVID-19 Moral 
Distress Scale for nurses.1 While the 
survey took place in September 2020, 
the nurses were specifically asked 
about their experiences during the 
first full peak month of COVID-19 
(April 2020). 

A key question researchers asked 
these nurses concerned how many 
patients with COVID-19 were under 
their care. “Nurses who cared for the 
most patients with COVID-19 had 
the highest extent of moral distress,” 
says Eileen Lake, PhD, MSN, MA, 
BSN, FAAN, associate director of 
the Center for Health Outcomes and 
Policy Research at the University of 
Pennsylvania.

Managers can mitigate some 
distress by paying careful attention to 
how many patients with COVID-19 
are assigned to a nurse and over what 
period. “Those decisions about nurse 
assignments are in management’s 
purview,” Lake says. “Managers can 
reduce the quantity of patients with 
COVID-19 that nurses are caring 
for over the course of many days in 
sequence.”

Another important question 
concerned shortages of personal 
protective equipment (PPE). “We 

found that about half the nurses in 
the group we surveyed had shortages 
of PPE,” Lake reports. “A variety 
of workarounds would be used to 
get masks, shields, gloves, and even 
cleaning supplies.” The need to 
pursue these workarounds, what the 
investigators termed PPE inadequacy, 
was a critical determinant of moral 
distress. 

Communication was a big issue, 
too. Participating nurses were asked 
about the timeliness, transparency, 
and effectiveness of their managers’ 
communication. “One of our mes-
sages to management is that com-
munication should be a two-way 
street because the nurses are the ones 
who have the most knowledge about 
the care reality and the care environ-
ment. They should be informing the 
protocols that are changing,” Lake 
says. “Having that dialog with nurses 
rather than just information-sharing 
is an important way to not only come 
up with the best informed protocols 
and procedures, but also to have 
nurses’ distress reduced. Their insights 
are being incorporated into decisions 
that are affecting care.”

Managers must acknowledge 
nurses work from a unique vantage 
point, and then capitalize on that to 
produce the best policies. “This will 
give nurses an opportunity to contrib-
ute in a very meaningful way during 
circumstances that are dire, and that 
could lead to multiple gains,” Lake 
offers.

It is equally important for manag-
ers to acknowledge the suffering that 
goes along with moral distress and 
give nurses the resources to address it. 
For example, in the studied medical 
centers, an ethicist was available to 

consult with nurses, which happened 
frequently. “That is a very important 
resource,” Lake says. “But managers 
need to be open with nurses about 
the moral distress that crisis standards 
of care lead to. It is, to some degree, 
inescapable, but if nurses know what 
it is, and have resources to help deal 
with it, then it can be reduced.”

Lake and colleagues asked nurses 
how often they felt anxious and 
withdrawn or struggled to sleep. The 
results surprised researchers, consid-
ering that at the time of the survey, 
hospitalization levels were fairly low 
and stable in the region regarding 
patients with COVID-19. “This was 
before the fall and winter surges ... 
and yet the nurses experienced those 
psychological symptoms two or three 
days in the last week for each symp-
tom,” Lake says. “There was really no 
day that went by when they didn’t 
either feel withdrawn, have difficulty 
sleeping, or experience anxiety.”

While moral distress has been 
linked to several negative outcomes, 
such as anxiety and depression, one 
unique sign of moral distress is “moral 
residue,” which lingers because of 
moral distress. “It is one of those 
things that has been linked to burn-
out and intent to leave [the profes-
sion],” Lake says. “It is an aspect of 
nurses’ work that has these ripple ef-
fects on their mental health and their 
future as a nurse.”  n
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Two Similar Studies, Two Different Conclusions: 
What Is the Best Way to Treat Sepsis?
By Dorothy Brooks and Stacey Kusterbeck

The authors of two recent studies 
of the performance of the Epic 

Sepsis Model (ESM), a commonly 
used early warning tool for sepsis, 
reached different conclusions: One 
research group found ESM fails to 
predict many sepsis cases beyond 
what clinicians detect on their own, 
but another research group reported 
the tool enhances care.

Such results are confusing and no 
doubt leave some clinicians wonder-
ing whether they should continue 
to expend the resources needed to 
integrate the tool into their work-
flows. However, a closer look at the 
designs and findings of the investiga-
tions sheds light on why the conclu-
sions differed and what information 
clinicians can glean from this work, 
particularly with respect to improving 
their own approaches toward the early 
detection and management of sepsis.

Investigators from Case Western 
Reserve University and MetroHealth 
in Cleveland followed 598 patients 
who presented to the ED over a pe-
riod of five months in 2019. Patients 
were randomized to either standard 
care for sepsis or to an intervention 
group in which the early warning flag 
for sepsis in the electronic medical 
record (EMR) was accompanied by a 
notification to a pharmacist.1

These researchers found patients 
in the intervention group received 
their antibiotics significantly faster 
than patients in the standard care 
group. These patients also lived longer 
and did so out of the hospital than 
patients in the standard care group.

The care team regards the ESM 
as a tool, just like any other clinical 
decision support resource one might 
use. “We wanted to understand how 

it worked in our practice. The most 
robust way to do that was through a 
randomized, controlled [study],” ex-
plains Yasir Tarabichi, MD, MSCR, 
lead author and director of clinical 
informatics for research support in 
the MetroHealth System. “We just 
needed to know that it was a worth-
while thing to add to our workflow.”

While the results show that the 
tool was worthwhile when used as 
part of MetroHealth’s sepsis response 
(and the tool has since been fully 
implemented in the ED there), Tara-
bichi emphasizes it is not the tool that 
saved lives in the study. “Our care 
team members did that. Because we 
ran the study the way that we did, we 
know that they were more successful 
with the sepsis model implemented 
and baked into their response pat-
tern,” he says. 

Clinicians can use an early warn-
ing system to improve sepsis-related 
outcomes, but Tarabichi notes how 
one uses the tool likely contributes 
to its success. “Our study shows that 
[improved outcomes] are possible. 
Given the robust study design, it 
also potentially provides a roadmap 
that other systems can use when they 
are configuring, implementing, and 
evaluating systems like this in their 
own practices.”

The conclusions by Tarabichi and 
colleagues appear to run counter to 
the results of a different study com-
pleted by researchers at the University 
of Michigan.2 In that case, investiga-
tors conducted a validation study to 
determine how well the ESM tool 
performed as an early warning system 
in identifying sepsis in hospitalized 
patients. Researchers analyzed a ret-
rospective cohort of 27,697 patients 

with 38,455 hospitalizations between 
Dec. 6, 2018, and Oct. 20, 2019. The 
authors concluded the ESM did not 
perform well.

Andrew Wong, MD, lead au-
thor and clinician in the department 
of internal medicine at Michigan 
Medicine, says the model was trig-
gering too often and not catching 
many more additional cases than the 
health system’s clinicians. “As our 
study showed, the ESM raised alerts 
on 18% of all hospitalized patients, 
which is a significant burden for pro-
viders. At the same time, it only iden-
tified sepsis in 7% of patients with 
sepsis who were missed by a clinician, 
based on timely administration of 
antibiotics,” he reports. “That means 
that the model was firing significantly 
often but only had minimal benefit 
above usual clinical practice.”

Wong adds alert fatigue is impor-
tant to consider when implementing 
an early warning tool because it can 
interfere with providers’ ability to 
deliver care, it dilutes the importance 
of other alerts, and it contributes to 
burnout. 

To determine why the two studies 
delivered different results, consider 
the nature of the studies and some 
specific definitions investigators used, 
explains Karandeep Singh, MD, 
MMSc, who worked with Wong on 
the study.

“When we think about evaluating 
prediction models or severity models 
that are used as part of early warning 
systems, we usually do two things,” 
notes Singh, associate professor of 
learning health sciences and internal 
medicine at Michigan Medicine. “The 
first thing we do is evaluate how well 
the model predicts the outcome that 
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is clinically relevant to us. Then, if 
we want to know how well the model 
works in practice, we link that model 
to an intervention and see how well 
the model performs ... Our study re-
ally just focused on the first [part].”

On the other hand, Singh notes 
the primary focus of the Case West-
ern/MetroHealth researchers was the 
second part of the equation, although 
they did report some validation data 
on how well the model performs 
when running quietly, without being 
shown to anyone. When looking at 
these data from this smaller part of 
the Case Western study, Singh notes 
there are other significant differences 
between the two investigations. “In 
our study, we showed that the model 
misses two-thirds of patients with 
sepsis, whereas [Case Western re-
searchers] showed that it only misses 
10% of patients,” Singh observes.

Singh suspects one reason for this 
difference is Tarabichi and colleagues 
considered all sepsis predictions from 
the model, even those that were made 
after a patient developed sepsis. This 
can occur because when a clinician 
recognizes that someone has sepsis 
and then prescribes antibiotics, the 
model reacts to that by raising the 
score.

“I think they were capturing a fair 
number of people that had already 
been recognized as having sepsis ... 
that is a key difference [from our 
study],” Singh says.

Consequently, the number of 
sepsis cases the ESM identified in the 
study by Tarabichi and colleagues 
was in line with the tool developer’s 
claims. Meanwhile, the University 
of Michigan researchers found the 
developer’s numbers inflated the per-
formance of the ESM.

However, Singh stresses what Case 
Western researchers demonstrated 
in the larger focus of their study is 
important. “Even with a prediction 

model that has modest performance 
... when you link that model to an 
intervention at a place where your 
median time to antibiotics is three 
hours, you can actually improve that 
time. That is not insignificant,” Singh 
says. “They linked the model [to an 
intervention]. They only used it in 
the ED, they only sent one alert when 
the model fired, and they actually 
delivered the model output directly 
to a pharmacist and gave the pharma-
cist leeway over whether to prescribe 
antibiotics based on a pathway that 
they had set forth.”

Tarabichi explains he and col-
leagues were intent on leveraging 
pharmacist expertise in their sepsis 
response because of the crucial role 
pharmacists play in ensuring the right 
antibiotics are selected in each case 
and in accelerating treatment. “Their 
ability to make sure it is the right 
drug at the right dose, and that the 
delivery method is the correct one, 
is the first part of that,” Tarabichi 
explains. “The second part of that is 
their ability to quickly get the antibi-
otics ready and administered.”

Both research groups agree that 
when tested through a highly robust 
study design, the ESM was effective 
when it was linked to Case Western’s 
intervention. But they also agree 
that when selecting an early warning 
tool, the solution must be properly 
vetted. “We should ask for better data 
and better studies,” Tarabichi argues. 
“We don’t give people medicines 
because they look like they worked in 
hindsight.”

Singh adds it is important to look 
beyond the topline data from de-
velopers. “When you are faced with 
choosing one of several [early warn-
ing] models, you shouldn’t necessar-
ily settle on the one with the highest 
numbers. You’ve got to see how the 
models actually perform,” he says. 
“I think most clinicians would agree 

that deciding that a patient needs 
antibiotics after they have already 
received antibiotics is probably not all 
that helpful.”

Further, given the fact develop-
ers of such tools evaluate differently, 
clinicians should push for the health 
system to vet developer claims more 
consistently. “Overall, I think it is a 
positive development that we have 
an effective intervention [in the Case 
Western approach], but that doesn’t 
mean the developers are off the 
hook,” Singh says. 

Emily Barey, RN, MSN, direc-
tor of nursing informatics at Epic 
Systems Corporation, says that when 
validating the ESM, Tarabichi and 
colleagues used a different definition 
of sepsis that generally is more accept-
ed by the industry than the definition 
used in the University of Michigan 
study. She also underscores the posi-
tive results Case Western investigators 
observed in their intervention arm.

“Any improvement in sepsis care is 
a good improvement, but being able 
to do it without increasing resources 
is another contribution this study 
will make to healthcare organizations 
considering using AI to improve their 
care quality,” Barey says.  n

REFERENCES
1 . Tarabichi Y, Cheng A, Bar-Shain D, et 

al . Improving timeliness of antibiotic 

administration using a provider and 

pharmacist facing sepsis early warn-

ing system in the emergency depart-

ment setting: A randomized con-

trolled quality improvement initiative . 

Crit Care Med 2021; Aug 20 . doi: 

10 .1097/CCM .0000000000005267 . 

[Online ahead of print] .

2 . Wong A, Otles E, Donnelly JP, et al . 

External validation of a widely imple-

mented proprietary sepsis predic-

tion model in hospitalized patients . 

JAMA Intern Med 2021;181: 

1065-1070 .



138   |   ED MANAGEMENT® / November 2021                ReliasMedia .com         ReliasMedia .com                    ED MANAGEMENT® / November 2021   |   139

Certain Patients Might Meet Criteria, Still Do Not 
Receive Formal Sepsis Diagnosis
By Stacey Kusterbeck

O f ED patients who met sepsis 
criteria, most left without a 

diagnosis of sepsis, according to the 
results of a recent study.1 “Emergency 
providers have been saying for years 
that many patients who trigger sepsis 
alerts may not actually have sepsis,” 
says Michael Puskarich, MD, one of 
the study’s authors and an associate 
professor in the department of 
emergency medicine at the University 
of Minnesota Medical School.

Puskarich and colleagues analyzed 
3,121 patients who met sepsis criteria 
in the first six hours of their ED 
visit over an eight-year period. “We 
were surprised that only one-quarter 
of patients who, for all intents and 
purposes had sepsis on arrival, were 
ultimately assigned an ICD code 
that would make them eligible for 
the SEP-1 core measure,” Puskarich 
reports.

Only 25% and 48% met explicit 
and implicit criteria, respectively, 
for a discharge diagnosis of sepsis. 
“Hospitals are devoting significant 
quality improvement efforts toward a 
large group of patients to whom the 
metric will never apply and in whom 
these interventions have uncertain 
effects, including possible harm,” 
Puskarich observes.

During the first few hours of ED 
care, it can be difficult to differentiate 
sepsis from other emergency 
conditions. To be safe, EPs might 
treat for sepsis even when it is an 
unlikely diagnosis. “But once patients 
start down these pathways, it can be 
difficult to stop,” Puskarich notes.

Some patients could be harmed 
from unnecessary sepsis interventions. 
Of 3,121 patients who met sepsis 
criteria but were not diagnosed with 

sepsis, 19% to 36% had at least 
one risk factor for harm from large-
volume fluid resuscitation. “This 
study highlights two competing 
risks: the risk of undertreating sepsis 
and the risk overresuscitating a 
patient with another cause of their 
symptoms, with undertreatment of 
sepsis representing the greater risk,” 
Puskarich says.

The symptoms of sepsis can 
vary greatly from patient to 
patient. “This broad manifestation 
can result in misdiagnosis,” says 
William Hopkins, JD, a partner 
at Austin, TX-based Spencer Fane. 
“Unfortunately, there is no absolute 
test for the confirmation of sepsis as a 
diagnosis. Healthcare professionals are 
going to sometimes get it wrong.” 

The provider’s malpractice 
defense hinges on medical decision-
making and test results. “From a 
risk management standpoint, if 
the documentation is solid, that 
judgment, or even mistake in 
judgment, can be justified,” Hopkins 
offers. If the patient is misdiagnosed 
with sepsis, it means there was a delay 
in treatment of their actual diagnosis. 
“This distraction and delay could 
result in that actual disease or ailment 
getting worse. That lost time could 
result in the further compromise 
or potential death of the patient,” 
Hopkins cautions.

Lack of specificity in sepsis 
criteria causes many ED patients 
to “fall into the sepsis protocol 
treatment pathway,” says Monika 
Smith, DO, MBA, chief of the 
ED at Virtua Our Lady of Lourdes 
in Camden, NJ. That could result 
in bad outcomes for patients who 
receive a different diagnosis. “Many 

clinicians lack understanding of the 
differences between actual clinical 
sepsis and Centers for Medicare & 
Medicaid Services [CMS]-required 
documentation for non-sepsis cases 
meeting sepsis criteria,” Smith says.

This can lead to ED providers 
treating sepsis criteria, rather than 
true sepsis. “These defensive medicine 
practices put providers and hospitals 
at risk for medical malpractice [and] 
financial and reputation losses,” 
Smith warns.

Many ED patients meet the CMS 
criteria for sepsis, but do not have 
clinical sepsis. An example is a patient 
with a history of atrial fibrillation 
taking anticoagulants who presents 
with altered mental status. The 
patient meets systemic inflammatory 
response syndrome (SIRS) criteria, 
based on chronically elevated heart 
rate and respiratory rate, and meets 
organ dysfunction criteria based on 
elevated international normalized 
ratio (INR). 

If the emergency physician (EP) 
includes infection on the differen-
tial diagnosis, then based on CMS 
criteria the sepsis bundle should be 
initiated. This includes early antibiot-
ics. “Although life-saving in sepsis, 
early antibiotics, if misused and as a 
reflex therapy, can have a detrimental 
outcome should the case not be severe 
sepsis and the infectious source is 
never found,” Smith says.

Patients can experience allergic 
reactions or anaphylaxis, contract 
Clostridioides difficile colitis infections, 
or develop antibiotic resistance. 
“Over-aggressive fluid resuscitation 
in patients without septic shock 
may lead to increased morbidity and 
mortality,” Smith says.
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Providers must give appropriate 
doses of intravenous fluids while 
avoiding fluid overload, as excess 
fluid may cause edema in the lungs, 
kidneys, brain, and other organs.

If a patient meets sepsis criteria, 
but does not have clinical sepsis, good 
documentation is needed. Smith 
says EPs can document “Patient does 
not have severe sepsis,” along with 
supporting statements why organ 
dysfunction or SIRS criteria may 

be caused by something else, such 
as chronic atrial fibrillation or renal 
dysfunction. “Compartmentalizing 
patients into sepsis purely because 
they have met the sepsis criteria can 
lead to anchoring bias,” Smith says.

If the provider makes an initial 
diagnosis of sepsis, the admitting 
team likely will continue on the same 
path and miss the actual diagnosis. 
“For example, misdiagnosis of CHF 
as pneumonia and initiating sepsis 

may delay diuretic initiation, leading 
to adverse outcomes [and] increased 
morbidity and mortality,” Smith 
cautions.  n
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SPADE Method Quantifies Potential Harm  
of Misdiagnosis
By Stacey Kusterbeck

Potential harms from 
misdiagnosis in the ED is 

important information that is 
difficult to measure. The authors of 
two recent studies investigated this 
problem using the Symptom-Disease 
Pair Analysis of Diagnostic Error 
(SPADE) method.

In one study, researchers measured 
the misdiagnosis-related harm rate 
for sepsis among patients with 
altered mental status and fluid and 
electrolyte disorders.1 The authors 
analyzed 4,549 ED encounters for 
patients with these symptoms who 
were discharged home. Of this group, 
26 were hospitalized for sepsis in the 
next 30 days.

In the other similar study, 
researchers measured misdiagnosis-
related harms of missed acute 
myocardial infarction (AMI) in the 
ED.2 They analyzed 44,473 AMI 
hospitalizations. Of this group, 
2,874 had been seen in an ED and 
discharged home in the previous 
30 days, representing 574 probable 
missed AMIs.

“With improvements in diagnostic 
testing, it was not surprising that 

the overall error and adverse event 
rate were low for AMI,” says Susan 
Peterson, MD, an author of the 
second study and associate medical 
director for patient safety and quality 
at The Johns Hopkins Hospital 
department of emergency medicine. 
“[These findings] demonstrate a 
method for diagnostic performance, 
consistent with our clinical 
experience, that can be used toward 
other conditions that may be more 
obvious targets for intervention.” 

ED Management (EDM) talked 
with David E. Newman-Toker, MD, 
PhD, director of the Johns Hopkins 
Armstrong Institute Center for 
Diagnostic Excellence, about using 
the SPADE approach to improve 
diagnostic accuracy in the ED. 
(Editor’s Note: This transcript has been 
lightly edited for length and clarity.)

EDM: Why is improving 
diagnostic accuracy in the ED so 
challenging? 

Newman-Toker: Diagnostic 
errors are not like treatment errors. 
With wrong site surgery, you know 
that it happened, you know when it 
happened, and you know who was 

involved. All you need to do is figure 
out how to prevent it from happening 
again. By contrast, it is really hard 
to measure and monitor diagnostic 
errors because you often don’t know 
they’ve happened until well after the 
fact. This makes diagnostic errors 
the hidden “bottom of the iceberg” 
of patient safety. You have to go 
deliberately out of your way to even 
identify the problem.

EDM: What is the current 
approach for most EDs?

Newman-Toker: The most 
common way is to review the charts 
of cases that come as incident 
reports, patient complaints, or risk 
management/malpractice claims. 
Chart review is very labor-intensive. 
Most of the time, it’s inaccurate for 
identifying diagnostic errors because 
all of the most important information 
that would help you decide is usually 
missing from the chart. If you 
find a case you believe represents a 
diagnostic error, you then dig into 
the chart even further to try to sort 
out what were all the holes in the 
Swiss cheese that led to the diagnostic 
failure. Then, you try to plug all 
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those holes. But in the end, you have 
no idea if any of it had an impact 
on your patients because you can’t 
measure your diagnostic error rate 
or the rate at which they resulted in 
harms. You can easily get lost in a sea 
of infinite possibilities of things that 
could be fixed, yet never know if any 
of them ever made a difference. 

More often, though, the path of 
least resistance is just to conclude 
that it’s mostly “this person made the 
mistake, so we’re going to fire them 
for being an incompetent doctor,” 
instead of thinking of it as a system 
problem. That’s ultimately unhelpful, 
since the majority of diagnostic 
errors are made by well-intentioned 
clinicians working hard and doing 
their best for patients. 

Unfortunately, the system isn’t 
supporting them in one way or 
another. Maybe they have too 
many patients and not enough 
time. Maybe they don’t have access 
to relevant tests, consultants, or 
computer-based tools to help guide 
decision-making. Maybe they 
were not adequately prepared for a 
particular clinical problem through 
their training. Maybe they are never 
given any systematic feedback on 
their diagnostic accuracy. Without 
feedback, it’s impossible to improve. 
It’s this last issue of diagnostic 
performance feedback that measuring 
diagnostic errors seeks to address.

EDM: What is the SPADE 
approach? How does it tell EDs what 
is causing misdiagnosis better than 
existing methods?

Newman-Toker: A few years ago, 
we started looking for ways to make it 
easier to measure and monitor, at an 
institutional level, how we were doing 
in terms of diagnostic performance. 
That led to what we call SPADE. 

SPADE basically takes simple 
administrative or billing data about 
medical encounters and converts 

that into knowledge about diagnostic 
errors. It measures adverse events, 
such as hospitalizations, in the short-
term follow-up of patients treated 
and released from the ED. But it does 
so with a twist; SPADE looks for 
specific symptoms and diseases that 
are related to each other, rather than 
looking at any short-term adverse 
event.

By analyzing only symptoms 
and diseases that are related from a 
diagnostic standpoint, you can get 
a biologically plausible, clinically 
sensible, and statistically valid 
estimate of the diagnostic error rate 
for that symptom-disease pair. For 
example, imagine a patient comes to 
the ED with chest pain, leaves with 
a diagnosis of acid reflux, and comes 
back a week later with a heart attack 
hospitalization. That could be just a 
coincidence of two diseases affecting 
the same patient one right after the 
other. But it is probably a missed 
diagnosis.

To find the diagnostic error rate 
across such patients for a given 
hospital ED only requires four pieces 
of data that are all routinely gathered: 
the release dates and discharge 
diagnoses from that particular ED’s 
treat-and-release visits, and the admit 
dates and discharge diagnoses from 
the later hospitalizations. With those 
four pieces of information, we can 
construct a curve of the frequency 
with which patients are coming back 
and being hospitalized for a heart 
attack, after having been told that 
they had something else “benign” like 
acid reflux.

What we see is a cluster of events 
very close in time. The risk of going 
home with a heart attack, after being 
sent home with “reflux,” is highest 
in the first days or weeks afterward. 
It then drops down to a flat rate that 
stays constant thereafter. We see the 
same curve for stroke, sepsis, heart 

attack — with any disease that’s 
acute, essentially. For every disease 
that’s dangerous to the patient, when 
you miss it the danger level tends to 
be highest at the time it’s initially 
presenting, and then declines back to 
a more stable risk level over time.

We can use the tail of that curve 
to estimate the baseline rate of 
heart attacks in that exact patient 
population. When we subtract that 
long-term base rate from the short-
term rate — say, the first 30 days 
after the initial ED discharge — we 
get a measure of patients harmed 
by diagnostic error occurring at 
the initial ED visit. Note that in 
principle, we don’t have to use 
hospitalizations, we could use deaths, 
disability, excess use of healthcare 
resources, or anything else. It just has 
to be consistently captured, and it 
so happens that hospitalizations are 
almost always captured.

There are a certain number of 
patients who get misdiagnosed; we 
don’t know which ones, necessarily. 
But a measurable number of them 
get unlucky and something bad 
happens that causes them to be 
hospitalized a day later or a week 
later. We call these adverse events “the 
misdiagnosis-related harm rate,” and 
we can monitor that over time. If we 
have a stroke misdiagnosis reduction 
program, we can see whether the rate 
of short-term stroke events (after 
being told you didn’t have a stroke) is 
declining or if it’s staying unchanged 
in response to our intervention. It 
becomes the “needle” that we’re trying 
to move. 

With missed sepsis, we thought it 
might be in patients who had fevers, 
who were being diagnosed with a 
viral syndrome and being sent home, 
because we knew from a prior study 
that’s what happens in kids.3

Using the SPADE method, we 
looked back at sepsis hospitalizations 
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for what symptoms were being treated 
and released that turned out later to 
be sepsis. It turned out that change 
in mental status (confusion or altered 
thinking) was the dominant thing 
in adults that was the harbinger of 
missed sepsis. Those patients were 
being sent home and were then 
hospitalized with sepsis in the next 
three to five days.

With SPADE, you get to explore 
what is the thing you are missing, 
how often you are missing it, and 
whether your intervention is making 
a difference. If you don’t have those 
three things, then you don’t know 
what to fix ... and you don’t know 
whether you’ve fixed it when you try 
to fix it. That’s why the measurement 
piece of this is so critical. With 
SPADE, you can actually measure the 
valid rates of harm after misdiagnosis 
in an ongoing fashion, with a focused 
lens on what needs to be fixed.

EDM: Can EDs reduce risks of 
litigation with SPADE?

Newman-Toker: Our goal in 
doing this is to try to improve care for 

patients and to prevent the harms that 
are happening to patients, regardless 
of whether those patients sue 
clinicians or hospitals. But, for sure, 
risk insurers, hospitals, and clinicians 
would all be happy if claims could 
be reduced. More than one in five 
malpractice lawsuits are for diagnostic 
errors. They also account for nearly 
30% of all risk insurer payouts, 
which is more than any other type 
of medical error. That’s plenty big, 
but, among the serious-harm claims, 
where the patient suffered permanent 
disability or death from the error, 
more than one in three claims 
are diagnostic errors.4 One of the 
downstream benefits of all this work 
to improve diagnosis for patients, 
although it’s not really the motivation 
for it, is a reduction in malpractice 
claims.  n
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For Some Patients with Valid DNRs,  
Confusion Results in Unwanted CPR
By Stacey Kusterbeck

A chart review of cardiac arrest  
 patients revealed some ED 

patients at North Shore University 
Hospital in Manhasset, NY, had 
undergone CPR despite presenting 
with valid do not resuscitate (DNR) 
orders.1

Some charts included complaints 
from family members, stating 
providers disregarded the patients’ 
wishes. “In most cases, the EPs 
resolved those misunderstandings by 
explaining that, legally, CPR must 
be administered until a physical 
copy of the DNR form is presented,” 

says Ghania Haddad-Essaihi, 
MD, the study’s lead author and a 
research assistant at the North Shore 
University Hospital department of 
emergency medicine. 

Some relatives presented living 
wills at the time of cardiac arrest, 
mistakenly thinking it was the same 
as a DNR order. “Clearly, in our 
study, patients with living wills were 
misinformed, as were their relatives, 
of the living will’s validity as a DNR 
order,” Haddad-Essaihi observes.

Of 419 cardiac arrest patients, 
only 15.51% had a DNR order. 

“This could be explained by the lack 
of discussions on end-of-life care 
goals between patients and their 
physicians,” Haddad-Essaihi suggests.

Of the 65 patients with DNR 
orders, 38 were resuscitated any-
way. Some DNR orders were not 
documented anywhere in the medi-
cal record. ED staff sometimes failed 
to recognize DNR orders that were 
documented. Other patients had 
advance directives, but no valid DNR 
order.

“The current system is occasionally 
failing some patients. I believe 
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we have a duty to try to fix it,” 
says Daniel Mark Rolston, MD, 
MSHPM, another of the study’s 
authors and director of the critical 
care division in the department of 
emergency medicine at North Shore 
University Hospital. 

It was not only family members 
who were confused about the 
differences between living wills and 
DNR orders. “Many physicians did 
not understand what constitutes a 
legal DNR in the prehospital setting,” 
Rolston reports.

Fourteen patients had a valid 
DNR, but received CPR specifically 
because the paperwork was not 
readily available to EMS. “Clearly, we 
need a better way to identify DNR 
patients during this stressful, time-
dependent event for families, rather 
than a form that is likely sitting in a 
filing cabinet somewhere,” Rolston 
offers.

For providers, it is important to 
understand the laws surrounding 

valid DNR orders in their state, 
including who can legally rescind 
them. “As ED physicians, we have 
an opportunity to initiate goals of 
care conversations, especially for 
patients with chronic illnesses who 
are frequently visiting our EDs, as 
well as our frail or geriatric patients,” 
Rolston says.

Many DNR orders do not account 
for every situation a patient may face, 
and EPs have little time to interpret 
the nuances, says Danielle M. 
Trostorff, Esq., a health law specialist 
at Degan, Blanchard & Nash in 
New Orleans. ED patients are not 
always coherent, and not all have 
family members who can produce 
documents. While nursing homes 
routinely provide DNR orders to 
EMS personnel, many patients come 
to EDs from home or elsewhere, 
without any documentation. Without 
a valid, documented DNR order, 
“when an ER physician has to choose 
between saving a patient or doing 

nothing, the physician will choose to 
save the patient and perform CPR,” 
Trostorff observes.

If CPR is performed against 
the patient’s wishes, and the family 
sues for wrongful prolongation of 
life, there is evidence that can help 
the defense, including lack of clear 
information on the patient’s wishes, 
the time constraints under which the 
EP was working, the fact hospital 
protocols were followed, and anything 
that conflicted with the patient’s 
DNR status. 

“If the patient is having trouble 
breathing and is asking for help, 
the ER physician can rely on this as 
evidence of the patient’s wishes to be 
resuscitated,” Trostorff says.  n
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Police Transport More Patients with Mental 
Health Needs to ED
By Stacey Kusterbeck

Annual rates of adults transported 
to EDs by law enforcement 

increased by almost 50% from 2009 
to 2016, according to the authors of 
a recent study.1 “We were drawn to 
the idea that law enforcement may 
be saddled with responsibilities that 
are outside of their primary training. 
We were struck by the fact that 
these transports had not been well-
characterized before,” says David 
L. Rosen, MD, PHD, MSPH, the 
study’s lead author and associate 
professor of medicine in the division 
of infectious diseases at University of 
North Carolina School of Medicine 
in Chapel Hill. 

Of the 136,240 patients brought 
to EDs by law enforcement during 
the study period, 43.1% had a mental 
health diagnosis; 22% of all visits 
were for involuntary commitments. 
“In EDs, those transported for 
involuntary commitments tend 
to have very long waiting times,” 
Rosen notes. “There is certainly 
risk for patients who are in need of 
psychiatric care, but whose care is 
delayed.”

ED providers and law enforcement 
may have conflicting priorities around 
the use of restraints or the collection 
of evidence. Another concern is 
those in need of medical attention 

experiencing a bad outcome on 
the way to the ED. “While EMS 
can provide patient care during a 
transport, law enforcement is unable. 
There is an inherent risk in not 
transporting by EMS,” Rosen says.

Sometimes, EDs are asked to 
“medically clear” patients brought in 
by law enforcement, which carries 
significant legal implications. “What 
we are seeing more and more is 
anything and everything that could 
possibly be an injury, or something 
that the patient has, is being brought 
to the ED,” says Christopher B. 
Colwell, MD, chief of emergency 
medicine at Zuckerberg San Francisco 
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General Hospital and Trauma Center. 
“Medical clearance is a terrible term 
that imposes a lot of liability on 
emergency physicians. Nobody is 
really sure what it means. Now, it’s 
being distorted to cover any potential 
complaint.”

From the perspective of law 
enforcement, medical clearance 
seems to suggest they are offloading 
their own liability exposure. Some 
officers tell providers they have been 
instructed to not bring in anyone 
without medical clearance. The term 
does not indicate what the EP has 
to evaluate, nor does it specify the 
time frame. “In the ED, we know 
how limited our evaluation can be,” 
Colwell says. “Is that person cleared 
for 12 hours, a day, a week? It opens 
up a whole can of worms for liability.”

Medical clearance implies all 
medical issues have been ruled out. 
This could mean law enforcement 
feels free to disregard new concerning 
symptoms (e.g., altered mental status) 
since the EP already “cleared” the 
patient. “Law enforcement may say, 
‘We are covered, we don’t have to pay 
attention to this anymore,’” Colwell 
offers.

Previously, law enforcement 
brought people to the ED only if 
there was a specific medical concern. 
Police wanted to know if a motor 
vehicle accident victim sustained a 
fracture, or if someone with altered 
mental status had a head injury. Now, 
law enforcement brings in a steady 
stream of patients with no particular 
question for the EP. 

Instead, law enforcement gives 
vague concerns such as “He’s been 
acting a little odd, and might have 
been drinking. We kind of found him 
acting strangely, and nobody really 
knows what happened. We just want 
him cleared.”

“This is only becoming more 
common. It happens on every shift, 

virtually,” Colwell reports. “Even very 
low suspicion issues are brought to 
the ED.” 

On a recent shift, four patients 
were brought to the ED for causing 
a disturbance, likely related to 
behavioral health problems, at a local 
business. The business called the 
police, the police called EMS, and 
EMS brought the individuals to the 
ED. Sometimes, the patient is on a 
legal hold, and sometimes not. “The 
easiest thing is to take them to the 
ED and let us deal with it,” Colwell 
says.

To further complicate matters, 
most patients brought in by law 
enforcement have no real chief 
complaint and no desire to be seen 
by a clinician. Some are unwilling 
to participate in the evaluation. In 
such cases, the provider is asked to 
do something not for the patient, but 
for law enforcement, according to 
Colwell. “They are asking us to relieve 
them of their perceived responsibility. 
It’s a really frustrating situation,” 
Colwell says. 

Law enforcement wants assurance 
that there are no medical concerns 
whatsoever, which is not possible 
for the ED. “You can’t do enormous 
workups on every one of them. We’ve 
got to pick and choose based on 
limited information,” Colwell says. 

A more preferable term for these 
cases is medical stabilization. “That’s 
really what we do in the ED. We 
evaluate a patient in a particular point 
in time,” Colwell says.

ED providers can tell law 
enforcement there is no apparent 
need for acute medical intervention 
at the time. Colwell directly 
addresses the issue by informing law 
enforcement this way: “We cannot 
provide medical clearance. We can 
provide answers to specific questions. 
Is there an intracranial hemorrhage? 
Does the laceration need to be 

repaired? Is there a fracture of the 
neck? But we can’t give a generalized 
clearance for patients.” 

By engaging in this proactive 
conversation with law enforcement, 
the capabilities of the ED are made 
clear. “Some people have this idea 
that the ED can do anything medical 
anytime. That is really not what EDs 
were designed for,” Colwell says. “We 
end up getting a lot of patients from 
law enforcement that are filling up 
EDs, and we are not able to focus on 
other patients who need emergency 
care.”

Providers can explain to law 
enforcement what reasonable actions 
staff can take that could help. “We try 
to manage expectations. Just because 
someone has been seen in the ED 
does not mean they are cleared. If 
other issues come up, you certainly 
need to seek medical attention,” 
Colwell explains.

Patients in police custody still 
have a right to privacy under patient 
privacy regulations. “But there are 
some specific exceptions for patients 
brought in by law enforcement,” says 
Jordan Barnette, JD, an attorney 
in the Johnson City, TN, office of 
Hancock, Daniel & Johnson. 

ED providers may disclose 
protected health information of 
a suspect in police custody if the 
officer asserts it is necessary for 
safety and law enforcement purposes 
or the continuing treatment of 
the individual. “If the victim is 
incapacitated, the ED provider may 
make disclosures that it believes are 
in the best interest of the victim only 
when necessary for immediate law 
enforcement activity, provided that 
the requesting officer represents that 
the information is not intended to 
be used against the victim,” Barnette 
explains.

Patients may be in need of mental 
health treatment. “Mental health 
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screening is important for these 
patients, who may have experienced 
recent psychological trauma or 
present in an acute mental health 
crisis,” Barnette notes.

The civil commitment process 
allows for institutions to take 
temporary custody of mentally ill 
patients before they can be moved 
to a more appropriate level of care. 
“Do not rely on law enforcement to 
monitor or control a patient after 
they have been transferred to facility 

custody,” Barnette advises. Noting 
an injury’s presentation is “consistent 
with” someone’s version of events 
could lead to the ED provider serving 
as an expert witness. Comments 
such as “Wounds appear defensive, 
consistent with patient’s story” can 
quickly become a focus of attention 
for trial attorneys. “It is not medical 
staff’s job to build a case for a patient 
or state prosecutors,” Barnette says.

It is OK for ED providers to omit 
narrative details that are not pertinent 

to treatment, such as where someone 
was traveling to or from, or who they 
say they were with when the injury 
occurred. 

“Sometimes, those details will be 
pertinent to treatment. Often, they 
won’t be,” Barnette says.  n
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Notify Patient if Initial Radiology Read  
Is Incorrect
By Stacey Kusterbeck

O f diagnostic-related ED claims, 
EPs are the primary responsible 

service (63% of cases), followed by 
radiology (11% of cases).1 In some 
cases, radiology misreads the results 
of a test. “A savvy plaintiff’s attorney 
will leave the emergency provider 
out of the lawsuit in the hope that 
the emergency provider will provide 
helpful, factual causation testimony,” 
says Tracie M. Dorfman, JD, a 
partner with Hancock, Daniel & 
Johnson.

It strengthens the plaintiff’s case 
to ask the non-defendant EP to 
testify about what the EP would 
have done if the film had been read 
correctly. For example, if the claim 
alleges the radiologist missed a 
bowel obstruction on the CT scan, 
the plaintiff must prove that if the 
EP was told about a possible bowel 
obstruction, the EP would have 
consulted a general surgeon and sent 
the patient to surgery in time to 
salvage the bowel. “While the plaintiff 
could hire an EP expert to opine 
about the timing of these actions, it 
is even more compelling to have the 

actual EP provider testify about what 
he or she would have done,” Dorfman 
says. 

In some EDs, a general 
radiologist conducts a “wet read” 
of a neuroradiology study. Later, a 
neuroradiologist overreads the film 
and compiles a final report. “If there 
is a critical result that the generalist 
missed, it is incumbent upon the 
emergency provider to reach out to 
the patient to notify them about 
the change in interpretation if it 
would affect medical management 
decisions,” Dorfman cautions.

Ideally, the provider calls the 
patient, and the discussion is noted 
in the chart. “Failure to notify the 
patient about a new result can come 
back on the ED provider if it can be 
shown that earlier notification could 
have changed the patient’s outcome,” 
Dorfman warns. For example, if the 
overread shows a blockage, and the 
patient later has a stroke, the ED 
provider could be sued for failure 
to prevent complications from the 
stroke. “Timing of notification 
can be important in stroke cases. 

The window to provide life-saving 
treatment like tPA is very small,” 
Dorfman notes.

Another test that often returns 
post-discharge is an after-hours head 
CT angiography ordered stat. In one 
malpractice case, the preliminary read 
returned timely (within 30 minutes). 
The preliminary read was reported 
by a general diagnostic radiologist 
as negative, but noted that the 
interventional radiology report would 
be forthcoming. “The final read did 
not occur until 20 hours after the 
study was performed, and reported a 
cerebral obstruction,” says Alexandra 
Dare Essig, JD, an attorney at 
Goodman Allen Donnelly in Glen 
Allen, VA. 

In that situation, EPs should 
document that the patient is 
discharged with only a preliminary 
read report; a final read remains 
outstanding. Also, document the plan 
for what to do if the final read shows 
a different result than the preliminary 
read. For example, the EP might 
document: “In the event the final 
read differs from the preliminary read 
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and the patient has been discharged, 
the ED physician on shift at the time 
the final read is returned will contact 
the patient.”

Finally, document that the EP 
who received the abnormal result 
contacted the patient, if discharged. If 
the patient was transferred to another 
facility, then note the EP contacted 
the transfer facility with the results.

The EP who receives the abnormal 
results is responsible for acting on 
those abnormal results, even if a 
different EP ordered the test in the 
first place. “The ED physician must 
track down the patient and relay the 
abnormal results, or must contact 
the next facility with the abnormal 
results, in the event the patient is now 
at another location,” Essig says.

Douglas K. Williams, JD, an 
attorney at Baton Rouge, LA-based 
Breazeale, Sachse & Wilson, says the 
reading of images most often arises 
in ED malpractice claims when 
evaluating potential strokes, spinal 
cord injuries, and significant traumas. 
“The standard of care regarding 
imaging of the head, when looking 
for signs of a stroke, generally relates 
to the use of CT scans,” Williams 
says.

Plaintiff attorneys commonly 
argue the EP should have ordered an 
MRI. “However, the standard of care 
appears to provide for the use of CT 
scans,” Williams says.

The defense can point out that 
ischemic stroke may not reveal itself 
on an MRI within the first 12 to 
24 hours, whereas CT angiography 
can readily identify an ischemic 
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stroke. In some malpractice claims 
alleging misread tests, radiologists 
and EPs were held liable. “That is true 
particularly in cases where there is an 
obvious fracture on imaging or an 
obvious intracranial bleed,” Williams 
says.

EPs are not likely to be successfully 
sued because the radiologist missed a 
subtle finding. EPs are more likely to 
face allegations of failing to respond 
appropriately to the radiologist’s clear 
findings. “It is incumbent upon the 
emergency physician to act upon 
those findings where appropriate,” 
Williams stresses.

Some lawsuits hinge on whether 
the EP was informed of findings. 
Williams recommends EPs document 
any verbal communications with 
radiology. Multiple cases involved 
radiologists who claimed the findings 
were verbally relayed to the EP, but 
there was no evidence to support it. 

In one case, a young child fell 
and appeared to strike his head, but 
there was no bleeding and no sign 
of a penetrating injury. Because of 
stroke-like symptoms, the ED doctor 
ordered a CT scan, which the report 
indicated was normal. It turned out 
the child had sustained a penetrating 
wound deep in his mouth. There 
was injury to the left middle cerebral 
artery that led to an infarction. The 
CT showed signs of air, suggesting a 
possible penetrating wound, which  
was not on the report. 

The radiologist claimed subtle 
findings were verbally reported. The 
EP denied it. In this case, the lack 
of documentation was problematic 

for the radiologist. “However, 
there are scenarios where lack of 
documentation could be problematic 
for the ED physician,” Williams 
notes.

Contemporaneous documentation 
by the EP makes it difficult for a 
radiologist to claim the EP was 
notified of findings that are not 
otherwise noted on the report. This 
can be as simple as charting “Spoke 
with radiologist, who indicated there 
were no abnormal findings.”

The radiologist is the expert who 
is consulted to assist the EP. The EP 
has a right to rely on the expertise 
of the radiologist, particularly where 
there are subtle findings. “However, 
an emergency physician should never 
expect that merely relying on the 
radiologist’s findings is a get out of 
jail free card,” Williams says.

Williams recommends EPs 
conduct their own read when 
they are qualified to do so. “Don’t 
avoid obvious findings, even if the 
radiologist does not report that 
finding,” Williams offers.

“There is a moral, ethical, and 
quality of care obligation to exhaust 
reasonable efforts to inform a patient 
of abnormal results,” says Chadd K. 
Kraus, DO, DrPH, FACEP, director 
of emergency medicine research at 
Geisinger Emergency Medicine in 
Danville, PA.

He suggests documenting the pa-
tient was notified that certain results 
are preliminary or pending, along 
with the expected time frame and 
anticipated method for communicat-
ing the results. For example, the EP 
might document, “I discussed with 
the patient and her husband at bed-
side that the results of the urine cul-
ture collected in the ED today are not 
available at the time of discharge from 
the ED. However, these results should 
be available within the next 24-48 
hours. She will be able to view them 
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CME/CE QUESTIONS

1.  In a study of the association 

between surges of patients with 

COVID-19 and survival in 558 

U.S. hospitals from March to 

August 2020, how many deaths 

were attributed to the fact 

hospitals were strained by their 

surging caseloads?

a . One in 20

b . One in 15

c . One in 10

d . One in four

2. What resource should hospitals 

leverage to smooth out surging 

caseloads so not all patients 

who are awaiting a bed on the 

upper floors are boarded and 

cared for in the ED?

a . Prehospital providers

b . Nursing homes

c . Full capacity protocol

d . State regulators

3. Researchers recently studied 

the performance of the 

Epic Sepsis Model. When 

used in accordance with 

an intervention, what were 

investigators intent on 

leveraging in their sepsis 

response?

a . Artificial intelligence

b . Nurse practitioners

c . Internal medicine physicians

d . Pharmacist expertise

4. Which did the authors of a 

recent study find regarding 

cardiac arrest patients 

presenting to the ED?

a . No patients with a valid DNR 

order underwent CPR .

b . ED clinicians failed to 

recognize that living wills are as 

valid as DNR orders .

c . Most patients presented with a 

valid DNR order that was properly 

documented but requested CPR 

anyway . 

d . Some patients presented 

with valid DNR orders but 

underwent CPR against their 

wishes specifically because 

the paperwork was not readily 

available to EMS .

5. Which is true regarding sepsis 

criteria?

a . Most ED patients who met 

sepsis criteria were not diagnosed 

with sepsis at discharge .

b . Early presentation makes 

it easier for ED providers to 

differentiate sepsis from other 

emergency conditions . 

c . Overly specific sepsis criteria 

for ED patients are the root cause 

of most sepsis misdiagnosis 

cases .

d . There are no criteria in this 

area .

6. Which is true regarding EPs and 

radiology test results?

a . Only the EP who ordered the 

test is legally responsible for 

acting on abnormal results that 

return after discharge .

b . The legal standard of care 

requires EPs to order MRIs if 

early onset ischemic stroke is 

suspected .

c . EPs are most often sued 

because radiologists missed a 

subtle finding .

d . Contemporaneous 

documentation by the EP makes 

it more difficult for a radiologist 

to claim the EP was notified of 

findings that are not otherwise 

noted on the radiology report .

by logging into her patient portal. I 
have sent a secure message. She will 
not automatically receive a phone call 
from the emergency department with 
the test results. If she has additional 
questions, she may call the emergency 
department to discuss.”

Additionally, ensure the ED turns 
to an alternative process if the patient 
cannot be contacted. That might 
mean sending a certified letter to the 
patient with suggested next steps, 
such as calling the hospital to discuss 
the results or following up with a 
primary care physician in seven to 10 
days.

In extreme cases, when a patient 
might be in imminent danger, as with 
a finding of a brain hemorrhage on 
a CT scan, the EP might request law 
enforcement or other officials conduct 
a welfare check. “In some jurisdic-
tions, legislation has been passed into 
law that codifies the responsibility to 
communicate results, although the 
application to EDs is variable,” Kraus 
says. 

For example, Pennsylvania law 
requires abnormal diagnostic imag-
ing test results be communicated to 
ordering entities and patients within 
20 calendar days.2 Still, there is an ex-
emption for EDs in this law. “While 
the legal requirements are often not 
clear, what is clear is that as emer-
gency physicians, we must always 
have the best interest of the patient 
in mind when we order a test,” Kraus 
says. “That includes communicating 
the result to the patient.”  n
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