
Ultrasound in the ED can mean dramatic
improvement in care, research shows
Warning: You'll confront resistance to this diagnostic tool

When an elderly man came to the ED at Doctor’s Hospital in
Columbus, OH, screaming in pain, an abdominal aortic aneurysm
(AAA) was suspected immediately, recalls Robert Jones, DO,

FACEP, emergency ultrasound coordinator. However, the vascular surgeon
remained unconvinced, says Jones. 

“He stood at the bedside and asked the staff to call him only after a CT scan
was done,” Jones says. “But when we put the probe on the patient, the surgeon
was able to visualize the AAA. He began barking out orders himself to get
things moving.”

On another occasion, Jones felt strongly that a woman had a ruptured ectopic
pregnancy, but the obstetrician attending felt otherwise — until she saw the
ultrasound results.  

These two scenarios illustrate the dramatic impact ultrasound can have on the
care patients receive in the ED, argues Jones. “You can tell specialists until you
are blue in the face that you think a patient is really sick, although the vitals

aren’t unstable at that point,”
he says. “A picture is worth a
thousand words.”

Ultrasound results also can
affect care the patient receives
by ED staff, Jones acknowl-
edges. “A trauma patient may
not look too bad, so while the
team is moving at a quick
pace, they don’t appreciate
what is going on internally,” he
says. “When they see evidence
of internal bleeding, suddenly
everyone is moving at a double
pace and hovering around the
bedside.”

The practice of ultrasound in
the ED is a quickly growing
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The practice of ultrasound in the ED is a
quickly growing trend, and experts predict
it will soon become the standard of care in
the ED.
• Ultrasound results can provide evidence

to specialists that a patient has a life-
threatening emergency, such as an
abdominal aortic aneurysm. 

• Studies show that ED use of ultrasound
can decrease morbidity and mortality,
and reduce length of stay.  

• Document gaps in ultrasound service
provided by radiology that the ED can
fill. 

Executive Summary



trend, Jones reports. “The number of cen-
ters doing this is going up exponentially.
This is going to become standard of care
in the ED in the very near future,” he pre-
dicts. (See story on training ED physi-
cians in ultrasound use, p. 27.)

Determine exactly which ultrasound
applications will be performed in your
ED and under what circumstances,
emphasizes Michael Blaivas, MD,
RDMS, director of emergency ultra-
sound at North Shore University
Hospital in Manhasset, NY. 

“In general, ultrasound should be used
to help treat, diagnose, or triage patients
with potentially emergent conditions,” Blaivas says. 

The particular applications will vary among set-
tings, he says. “They will depend on what void is left
by radiology and what pathology commonly presents
at one’s doorstep,” he adds.

Here are items to consider when implementing
ultrasound use in the ED:

• Use ultrasound to answer specific questions. 
The modern ultrasound machine is really an exten-

sion of the emergency physician’s stethoscope, says
Blaivas. “The ultrasound probe should be used to
answer the questions an ED physician has, after the
physical examination,” he explains. 

Blaivas offers the following examples:
— If there is pain in the right upper quadrant,

then the physician can visualize the gallbladder 
immediately.  

—  If the heart sounds appear muffled and the
patient has low blood pressure, then a pericardial effu-
sion can be ruled out right away.  

— If the patient has unilateral leg swelling and risk
factors for deep venous thrombosis (DVT), the ED
physician can quickly diagnose or rule out DVT.

• Consider use for lower-extremity DVT. 
Blaivas notes that many departments are now

exploring the use of bedside ultrasound for rapid diag-
nosis of lower-extremity DVT in the ED. “Many EDs
do not have vascular laboratory coverage after busi-
ness hours and on weekends, and are forced to empiri-
cally treat and possibly admit patients with suspected
DVT,” he explains. 

• Explain how ultrasound will be used.
Radiologists might feel as if you’re
intruding on their “turf,” warns Jones. 

“Explain that if we work together as
departments and follow guidelines, we
can institute this and benefit patient
care,” he advises. “Tell them that you are
doing it as a limited study to answer sim-
ple yes/no questions about life-threaten-
ing emergencies.”

Examples of this include intra-abdom-
inal or intrathoracic traumas, abdominal
aortic aneurysm, and suspected ectopic
pregnancies, says Jones. 
“These are all life-threatening conditions

when you need an answer, even at 2 in the morning,”
says Jones. “The problem is, most hospitals do not
have the resources to bring an ultrasonographer in
within a 10-minute time frame. So the onus falls on us
to make these diagnoses rapidly.”

• Decide how ultrasound will be used based on
evidence that it benefits patient care.  

Using ultrasound in the ED is potentially life-saving,
stresses Jones. “If a patient has a leaking AAA, you
don’t want to spend 40 minutes getting a CT scan. The
patient may deteriorate in that amount of time,” he says.
“If you rule out an AAA, you can pursue other diag-
noses. If you find it, you can mobilize the resources that
you need.”

As more literature emerges on the topic, it is
becoming clear that ED physicians are able to consid-
erably decrease the length of stay for patients receiv-
ing bedside emergency ultrasonography in the ED,
says Blaivas. In addition, use of ultrasound in the ED
has been shown to decrease morbidity and mortality,
says Blaivas. 

Using ultrasound also improves some simple tasks
such as the placement of peripheral or central lines in
patients who have poor vascular access, or locating
subcutaneous foreign bodies, says Blaivas. 

There is increased interaction with the patients and
satisfaction with the visit tends to improve, Blaivas
adds. “This improved satisfaction comes from a sense
of a more complete ability to diagnose and treat one’s
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How should you train 
staff in ultrasound?

There aren’t established guidelines for how you
should train physicians in ultrasound, according to

Robert Jones, DO, FACEP, emergency ultrasound
coordinator for the emergency medicine residency pro-
gram at Doctor’s Hospital in Columbus, OH. 

You’ll need to devise your own internal guidelines
for this, he says. “Otherwise another department will
impose theirs on the ED,” he warns. “This is similar to
what happened a decade ago, when we were trying to
use paralytics for intubation, and anesthesia depart-
ments tried to impose their own criteria on the ED.”

To successfully implement an ultrasound program,
invest in adequate equipment and training, says
Michael Blaivas, MD, RDMS, director of emergency
ultrasound at North Shore University Hospital in
Manhasset, NY. However, opinions differ sharply as to
how to handle education of physicians, he adds. 

There are two opposing views regarding the issue of
training, says Blaivas. “One view is that ED physicians
should be well trained and as competent at performing
their studies as the radiologists,” he says. “On the other
side is the reality that such in-depth training is not nec-
essary for many of the applications we perform.”

There is pressure on some authorities in ED ultra-
sound to make ultrasound education an easy “package
deal,” says Blaivas. “You go for your weekend course,
perform a few ultrasound scans when you get back
home, and you are ready to ultrasound the world,” he
says. 

The truth lies somewhere in the middle, argues
Blaivas. “Training for focused ultrasound applications
obviously does not have to be as extensive as going
through a radiology residency,” he notes. “But a high
enough standard needs to be drawn so that people are
not dangerous when using this new technology.”

To date there is no agreement on such a standard,
Blaivas reports. “A painful reality for some is that just
performing a certain number of ultrasound studies is
not enough to make them competent,” he says. “Not all
individuals seem to pick up ultrasound skills at the
same rate, and some not at all.”

The most important step is to monitor all ED ultra-
sound studies, to make sure everyone is accurate
enough, Jones says. 

As the first step, Blaivas recommends a comprehen-
sive course that covers the physics of ultrasound and
the applications that one plans on doing in his or her

department . “The course should then be followed by
lots of practice on an ultrasound machine, which
should be available in the ED,” he says. 

The next step is formal review of ultrasound exami-
nations performed after the course by someone with
considerable experience in ultrasound, Blaivas says.
“That individual may be a radiologist or an ED physi-
cian,” he notes. 

Formal studies may be substituted for this, says
Blaivas. “The results of formal testing are used by the
ED physician as quality assurance,” he explains. “In
this manner, the newly trained ED physician accumu-
lates experience and makes ‘safe’ mistakes.”

The results of formal testing can be used by the
physician as a good standard to check his or her own
findings, Blaivas explains. “This is not as desirable as
having an experienced individual help with the scans
and over-read them, but is the reality in many settings,”
he says. 

Blaivas recommends keeping a careful log with still
images of the examination, along with the results of the
follow-up study, and preferably video clips. 

The physician is making “safe” mistakes because his
or her own studies are non-diagnostic and no decisions
are made from them without having the formal study,
he explains. “The true clinical decision is made based
on the formal study result,” Blaivas says. “In essence,
the mistake is never truly made or at least acted upon.”

Further reading and continuing medical education
course work is critical to improve knowledge and tech-
nique until a steady state of competence is reached and
good accuracy with the chosen applications is ensured,
says Blaivas. 

This is what you’ll pay

Consider the cost of training personnel, says
Blaivas. “This can be done by bringing in an education
group to teach a one- or two-day course for all the ED
physicians in the group at one time, or several people
can be sent to a course at once,” he notes.

Blaivas estimates that a course where the teachers
come to you will run from $400 to $700 per head,
depending on which group you choose and where you
are located. Another alternative is hiring someone with
good experience to teach the rest of the group, Blaivas
suggests. “A premium will have to be paid for this per-
son’s skill,” he adds.

He notes that the expected stipend above the normal
salary for this individual may range from $30,000 to
$50,000. “Well-trained people are in extremely short
supply at this time,” he adds.  ■



own patients,” he says. “Further, there is the sense of
increased competence and mastery as one can rapidly
make diagnosis, which were once only in the hands of
a radiologist.”

• Assess the gaps in ultrasound availability, and
fill them.   

Determine specific needs when lobbying for ultra-
sound capability in the ED, Jones recommends. “Tell
them that in the past three months, you’ve had X num-
ber of cases in the off hours that required ultrasound,
and you were unable to get it,” he says. 

If you document a clear unmet need for ultrasound,
other departments might have to concede the ED
should provide the service, says Jones. “They have to
throw up their hands and say, ‘Since we’re not able to
meet the demand, we reluctantly have to agree,’” he
says. (See story on how to obtain buy-in for an ED
ultrasound program, p. 29.)

Do your homework and determine the current
weaknesses in the services provided by radiology,
advises Blaivas. “Perhaps the ED receives many car-
diac arrests. Can radiology be available to perform a
basic ultrasound to evaluate the heart and aorta in a
coding patient on 30-second notice?” he asks. “It is
very unlikely they could.”

He recommends asking the following questions:
— Are patients with first-trimester pregnancy com-

plications waiting for hours to be scanned when 70%
of them could be quickly diagnosed with a live
intrauterine pregnancy by the ED physician and sent
home?  

— Is any group of patients waiting for hours to get
an ultrasound study?  

— Is vascular surgery happy that patients with
potential deep venous thrombosis are not being
scanned after hours or on weekends?

Once areas of potentially improved service 
with bedside ED ultrasound are identified, the next
step is to seek support from other departments,

Blaivas suggests. 
“For instance, if OB/GYN would like their patients

scanned right away and not wait, they may help 
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For more information about ultrasound use in the ED,
contact: 
• Michael Blaivas, MD, RDMS, Department of

Emergency Medicine, North Shore University Hospital,
300 Community Drive, Manhasset, NY 11030.
Telephone: (516) 562-2927. Fax: (516) 562-2828. 
E-mail: blaivas@pyro.net.

• Robert Jones, DO, FACEP, Emergency Medicine
Residency Program, Doctor’s Hospital, 1087
Dennison Ave., Columbus, OH 43201. Telephone:
(614) 297-4008. Fax: (614) 297-4329. E-mail:
Jones8673@aol.com.

Sources

Gulfcoast Ultrasound Institute offers continuing educa-
tion ultrasound programs. A course on emergency ultra-
sound will be held March 21-23 and Sept. 12-14. The
cost is $850. A three-part videotape series titled
Emergency Medicine Ultrasound is available for $299.
For more information, contact: 
• Gulfcoast Ultrasound Institute, P.O. Box 66708, St.

Pete Beach, FL 33736. Telephone: (800) 619-1900 or
(727) 363-4500. Fax: (727) 363-0811. E-mail:
learn@gcus.com.

The American College of Emergency Physicians (ACEP)
has a two-day skills course, Module I: Introduction to
Emergency Medicine Ultrasound. The course includes lab
sessions with live models for abdominal, obstetrical, and
echocardiology; case studies; and an Ultrasound Clinical
Skills Assessment Lab. The course will be held March
17-18 in San Diego, and May 3-4 in Chicago. For more
information, contact:
• American College of Emergency Physicians, 1125

Executive Circle, Irving, TX 75038-2522. Telephone:
(800) 798-1822 ext. 6 or (972) 550-0911. Fax: (972)
580-2816. E-mail: customerservice@acep.org. Web:
www.acep.org.

ACEP has a Section on Emergency Ultrasound that
meets twice a year at the ACEP Scientific Assembly and
the Society for Academic Emergency Medicine annual
meeting and publishes a regular newsletter. The section
aims to help EDs establish ultrasound capacity by com-
piling information about how EDs have implemented
ultrasound, providing key liaisons, and encouraging edu-
cational efforts. For more information, call (800) 798-
1822, Ext. 3242. 

The South Carolina College of Emergency Physicians
offers The Emergency Ultrasound Course. The course
includes training in ultrasound physics, abdominal vas-
culature, gynecology and obstetrics, biliary ultrasound,
trauma ultrasound, emergency cardiac ultrasound, 
program development, and training labs. Upcoming
courses will be held May 19-20 in Philadelphia; Sept.
15-16 in Columbia, SC; and Nov. 10-11 in Charlotte,
NC. For more information, e-mail registration@
emergencyultrasound. com. 

The Web site www.Emedhome.com (click on
“Ultrasound”) features an introduction to ED ultrasound,
sample video cases, policy statements, information on
courses, and links to sites that address ultrasound use. 

Resources



convince the hospital executive board to allow the pur-
chase of such equipment,” he suggests. “Now add in
the available literature regarding decreased length of
stay, decreased morbidity or mortality, and increased
satisfaction, and the argument is set,” he says.  ■

Here’s how to get
buy-in for ultrasound 

You might be convinced that ultrasound use will
benefit ED patients, but be prepared for opposition,

warns Robert Jones, DO, FACEP, emergency ultra-
sound coordinator for the emergency medicine resi-
dency program at Doctor’s Hospital in Columbus, OH.

“The ED use of ultrasound remains controversial,”
he says. “It is an extremely political issue. Most radi-
ologists are opposed to us doing it.”

Here are ways to obtain buy-in from administrators
and other departments:

• Produce evidence to support ED ultrasound
programs.  

Demonstrate the acceptance of ED ultrasound use
in the medical community to administrators, suggests
Jones. He points to policy statements supporting this
practice that have been developed by several national
organizations within the last two years. “These posi-
tion statements are in clear support of EDs doing this,”
he says. (See American College of Emergency
Physicians and American Medical Association pol-
icy statements, p. 30, and Society for Academic
Emergency Medicine position statement, at right.)

There is also growing evidence in the literature that
ED patients will benefit from ultrasound, argues Jones.
Show these studies to administrators and resistant indi-
viduals in other departments, he recommends. (See
reading list on ED ultrasound use, p. 31.)

• Obtain buy-in from other departments. 
If you want to start an ultrasound program, don’t

fight this battle alone, advises Jones. “There are
always going to be people who want to shoot this
down,” he says. “Radiologists are usually the ones that
feel threatened. Their attitude is usually ‘I did a four-
year residency in this, I’m the expert.’”

The ED is frequently put “under the microscope” by
other departments, Jones says. “So if we take this on
by ourselves, it’s very unlikely that it’s going to be
successful,” he says. “Your most important allies will
be either surgery or obstetrics.”

• Start an ultrasound program on a small scale.
Jones recommends implementing ultrasound in a

“baby step” fashion. “You may want to initiate a
trauma ultrasound program first,” he says. 

If your facility doesn’t see a lot of trauma cases,
obstetrics is another area that has been very supportive
of ultrasound, Jones suggests. “The team has been
very supportive of us doing this, because it reduces
their workload. At 2 a.m., if you can’t do a scan in the
ED, you’ll need to get an obstetrician consult.”

• Document negative outcomes as a result of inad-
equate ultrasound service from its typical providers. 

This might seem harsh, but it’s simply a quality assur-
ance reality, says Michael Blaivas, MD, RDMS, direc-
tor of emergency ultrasound at North Shore University
Hospital in Manhasset, NY. “For instance, did a patient
die from an abdominal aortic aneurysm because his/her
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Ultrasound Position Statement
Since the use of diagnostic ultrasound has

proven to be of value in the diagnosis and manage-
ment of a variety of emergency conditions, the
Society for Academic Emergency Medicine (SAEM)
endorses the following principles:

SAEM endorses the position statement on ultra-
sound of the American College of Emergency
Physicians (ACEP), which states: 

• Ultrasound examination, interpretation, and
clinical correlation should be immediately available
24 hours a day for emergency patients. 

• Physicians providing emergency ultrasound
services should possess training, experience, 
and appropriate credentialing in emergency 
ultrasonography.

• ACEP encourages research and clinical stud-
ies to define the optimal use of ultrasound in emer-
gency medicine.

In addition, SAEM endorses the following: 
• Research should be encouraged that delin-

eates the uses of diagnostic ultrasound in the
emergency department and in determining the opti-
mal amount and types of training required to per-
form such evaluations. 

• Specific training in the performance and inter-
pretation of emergency ultrasound should be avail-
able to emergency physicians during residency
training, and curriculum of study should be estab-
lished as to the minimum hours of training and
type(s) of instruction and supervision leading to 
the ability of an emergency physician to perform
and interpret emergency diagnostic ultrasound
examinations.

The position statement was developed by the
Technology Committee and was approved by the
Board of Directors.

Source: Society for Academic Emergency Medicine, Lansing, MI.



diagnosis was delayed as they waited for a CT scan from
radiology?” he asks. “The suspicious ED physician
could have diagnosed them in one minute of the AAA
being put on the differential diagnosis.”

Use cases with bad outcomes as benchmark cases,
Jones advises. “For example, point out that you didn’t
realize a patient was bleeding internally from a car acci-
dent and that patient later crashed over in CT,” he says.  

• Emphasize cost savings and reimbursement. 
A good quality ultrasound machine can now be

obtained for under $30,000, says Blaivas. “Even 
lower cost can be achieved with some minor 
cutbacks,” he notes. 

For example, you can cut back by not buying as
many probes, suggests Blaivas. “On some machines you
can get a cheaper monitor or recording device,” he says.
“You can also obtain used equipment from a number of
different companies, which can be much cheaper.”

Point out to administrators how much of the cost can
be recouped, advises Blaivas. “A number of emergency
medicine groups are billing for the ultrasound services
they provide,” he says. “The billing codes are already
available, and the reimbursement would, in most cases,
more than pay for any investment into equipment.”

Factor in costs of occasional upkeep, says Blaivas.
“You can either pay for it each time something needs

to be fixed or adjusted, or you will have
to buy a service plan,” he says. 

Blaivas says that a service plan is
best for the ED setting, where the
machines occasionally can be handled
roughly and damage is to be expected
from time to time. “Make sure to nego-
tiate the best price for the plan that you
can,” he advises. 

• Explain that ultrasound will give
the hospital a competitive edge. 
Ultrasound is an excellent marketing
tool, stresses Jones. “You can tell the
community that your hospital has this
capability to better serve you, in the
event that you experience a traumatic
injury,” he says. 

When a local hospital started an
ultrasound program in the ED, it 
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Use of Ultrasound Imaging by Emergency Physicians
Ultrasound imaging enhances the physician’s ability to evaluate, diagnose, and treat emergency patients. As

these are often time-dependent studies in acutely ill or injured patients, the emergency physician is in an ideal
position to use this technology. Focused ultrasound examinations provide immediate information and can answer
specific questions about the patient’s physical condition. Such bedside ultrasound imaging is within the scope of
practice of emergency physicians.

Therefore the American College of Emergency Physicians (ACEP) endorses the following principles.
• Ultrasound examination, interpretation, and clinical correlation should be available in a timely manner 24 hours

a day for emergency department patients.
• Emergency physicians providing emergency ultrasound services should possess appropriate training and

hands-on experience to perform and interpret limited bedside ultrasound imaging.
• ACEP specifically supports the use of ultrasound imaging by emergency physicians for at least the following

clinical indications: traumatic hemoperitoneum, abdominal aortic aneurysm, pericardial fluid, ectopic pregnancy,
and evaluation of renal and biliary tract disease.

• ACEP encourages continued research in the area of ultrasound imaging and any other known or evolving bed-
side imaging techniques and modalities.

• Training in performing and interpreting ultrasound imaging studies should be included in emergency medicine
residency curricula.

Source: American College of Emergency Physicians, Dallas.

Privileging for Ultrasound Imaging
(1) The American Medical Association (AMA) affirms that ultrasound

imaging is within the scope of practice of appropriately trained physicians.
(2) AMA policy on ultrasound acknowledges that broad and diverse use

and application of ultrasound imaging technologies exist in medical practice.
(3) AMA policy on ultrasound imaging affirms that privileging of the

physician to perform ultrasound imaging procedures in a hospital setting
should be a function of hospital medical staffs and should be specifically
delineated on the Department’s Delineation of Privileges form.

(4) AMA policy on ultrasound imaging states that each hospital medi-
cal staff should review and approve criteria for granting ultrasound privi-
leges based upon background and training for the use of ultrasound
technology and strongly recommends that these criteria are in accor-
dance with recommended training and education standards developed by
each physician’s respective specialty. 

Source: American Medical Association, Chicago.



advertised with billboards depicting an ED physician
and trauma surgeon standing together, with the ultra-
sound machine between them, notes Jones. 

“Once we started doing it, Ohio Health System
picked up on it right away as a marketing tool,”
he reports. “I did a 6 o’clock news spot about our 
24-hour ultrasound capability in the ED and talked
about a patient with a AAA who was rapidly 
diagnosed.” ■

Improve communication
with portable phones

Do you want to reach the triage nurse immediately,
but can’t remember who is assigned to that role

today? Do you wish you could ask a patient’s doctor a
specific question, but are left on hold? Many EDs
point to portable phones as the solution to these and
other communication problems. 

Here are some of the benefits of portable phones:
• You can reach ED staff directly. 
At Tallahassee (FL) Memorial Hospital, ED nurses

give the number of their personal phone if they need a
return call, instead of the nurses’ station number, so
they can be called directly, says Cindy Bruns, RN,
BSN, CEN, quality management coordinator for the
emergency center.

“This decreases the frustration and time spent of
being put on hold,” she reports.
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Portable phones can improve communication with staff
and colleagues, patient satisfaction, and the care patients
receive.  
• Phones allow you to always reach a designated role,

such as a triage nurse, at the same number every day. 
• The ED physician can consult with the primary care

physician during the patient’s exam. 
• There is less noise in the ED because of fewer over-

head pages. 

Executive Summary

Here is a partial listing of studies on ED ultrasound
use:

• Kuhn M, Bonnin RL, Davey MJ, et al. Emergency
department ultrasound scanning for abdominal
aortic aneurysm: Accessible, accurate, and advan-
tageous. Ann Emerg Med 2000; 36:219-223. 

• Shuman WP, Hastrup W, Kohler TR, et al.
Suspected leaking abdominal aortic aneurysm:
Use of sonography in the emergency room.
Radiology 1988; 168:117.

• Plummer D, Clinton J, Matthew B. Emergency
Department ultrasound improves time to diagnosis
and survival in ruptured abdominal aortic
aneurysm. Abstract in Acad Emerg Med 1998; 5:417.

• Lanoix R, Leak LV. A preliminary evaluation of
emergency ultrasound in the setting of an emer-
gency medicine training program. Am J Emerg Med
2000; 18:41. 

• Jehle D, Davis E, Evans T, et al. Emergency
department sonography by emergency physicians.
Am J Emerg Med 1989; 7:605. 

• Boulanger BR, Rozycki GS, Rodriguez A.
Sonographic assessment of traumatic injury:
Future developments. Surg Clin North Am 1999;
79:1297-1314.

• McKenney MG, Martin L, Lentz K, et al. 1,000
consecutive ultrasounds for blunt abdominal
trauma. J Trauma 1996; 40:607-612.

• Rozycki GS, Ochsner MG, Feliciano DV, et al.
Early detection of hemoperitoneum by ultrasound
of the right upper quadrant: A multicenter study. J
Trauma 1998: 45:878-883.

• Healey MA, Simons RK, Winchell RJ, et al. A
prospective evaluation of abdominal ultrasound in
blunt trauma: Is it useful? J Trauma 1996; 40:875-
883.

• Scalea TM, Rodriguez A, Chiu WC, et al. Focused
assessment with sonography for trauma (FAST):
Results from an international consensus confer-
ence. J Trauma 1999; 46:466-472.

• Jehle D, Guarino J, Karamanoukian H.
Emergency department ultrasound in the evalua-
tion of blunt abdominal trauma. Am J Emerg Med
1993; 34:516-527.

• Ma OJ, Mateer JR, Ogata M, et al. Prospective
analysis of a rapid trauma ultrasound examination
performed by emergency physicians. J Trauma
1995; 38:879-885. 

• Shuman WP, Hastrup W Jr, Kohler TR, et al.
Suspected leaking abdominal aortic aneurysm: use
of sonography in the emergency room. Radiology
1988; 168:117-119.

• Miller J, Grimes P. Case report of an intraperi-
toneal ruptured abdominal aortic aneurysm diag-
nosed with bedside ultrasonography. Acad Emerg
Med 1999; 6:661-664.

Reading List for ED Ultrasound Use



• You can reach someone with a particular job
title around the clock. 

Portable phones allow you to always reach a desig-
nated person, such as the triage nurse, at the same
number every day, regardless of who is working that
day or where they happen to be — for example, at the
triage desk or assisting a patient to a bed, says
Christine Clare, RN, MS, CEN, CNA, director of
critical care at Kaiser Permanente Harbor City (CA)
and former nurse manager for express care at Loma
Linda (CA) University Medical Center, where portable
phones were used. 

“As we don’t assign the same nurse to the same
assignment every day, someone may assume that
Nurse Judy is performing triage because she did so
yesterday,” says Clare.

When that individual contacts the department, they
might ask for the person by name, instead of the triage
nurse, Clare adds. “This will cause delays, as the
wrong person will receive the phone call. That results
in either a hang up and re-call, or waiting while the
proper individual is connected,” she says. 

• The ED physician can consult the patient’s pri-
mary care physician during the exam. 

A patient might have chest pain with an abnormal
electrocardiogram (ECG), but with no previous ECG
at the ED, says Glenn Birnbaum, MD, FACEP, an ED
physician with Emergency Medical Associates, an ED
physician group based in Livingston, NJ. 

“By immediately talking to their primary care
physician, I can determine if this an old [problem] or
a new change that needs immediate treatment,” he
says. 

For instance, a patient with a new left bundle
branch block and chest pain is a candidate for 
emergent angioplasty or thrombolysis, notes
Birnbaum. “Knowing what the old ECG showed
enables me to make that decision right at the 
bedside,” he says. 

It is also reassuring to patients to hear you speaking
to their primary physician early on, says Birnbaum. “I
can then tell them, ‘Your doctor agrees with our
plans.’”

• Communication with other departments is
facilitated. 

At Tallahassee Memorial’s ED, nurses use the
phone to call other departments, to give reports, obtain
results, or contact physicians. If they need a call back,
they provide their individual phone number rather than
their ED number, says Bruns. 

For example, a floor nurse can call an ED nurse
directly if a report about the patient can be taken, and
the floor nurse avoids being put on hold, she explains.
On weekends, a phone is also given to the X-ray 

coordinator so the charge nurse can be in direct con-
tact at all times, she notes. 

• Fewer calls go through the secretary. 
Phone calls go directly to the appropriate person

rather than the secretary, says Clare. She estimates that
the number of calls going through the secretary
decreased by at least 25%.

At Tallahassee Memorial, all calls previously were
channeled through the nurse’s station, says Bruns. The
person calling often was left waiting on hold until the
individual was located via the ED intercom, she
explains. Although generic calls such as physician
orders still come through the main ED number, Bruns
estimates that the number of incoming calls has
decreased by 50%. 

• Overhead paging is decreased. 
Direct-call phones can significantly decrease the

number of overhead pages in the department, says
Clare. “The ED has lot of inherent noise with ambu-
lances arriving, ill children who are crying, etc.,” she
notes. “Anything that can be done to decrease the
noise in the department is greatly needed.”

In addition, direct calling results in immediate
answering of the call or need, says Clare. “This further
decreases noise as multiple calls and/or pages are
avoided, due to missed pages or extensive delays in
answering,” she notes. 

• Patients also can use the phones. 
Although patients in treatment rooms use the wall

phones that are part of the regular ED phone system,
the portable phones might come in handy, says Bruns. 
“Patients in a hall bed are given one of the radio
phones if they need to make a call, for example, to
obtain a ride home,” she says.  ■
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For more information about use of portable phones to
improve communication, contact: 
• Glenn Birnbaum, MD, FACEP, Emergency Medical

Associates, 651 W. Mount  Pleasant Ave., Livingston,
NJ 07039. Telephone: (973) 740-0607. Fax: (973)
740-9895. E-mail: glennbirn@yahoo.com. 

• Cindy Bruns, RN, BSN, CEN, Emergency Center,
Tallahassee Memorial Hospital, 1300 Miccosukee
Road, Tallahassee, FL 32308. Telephone: (850) 431-
5079. Fax: (850) 431-6537. E-mail: BRUNS-
C@mail.tmh.org. 

• Christine Clare, RN, MN, Kaiser Permanente Harbor
City, 25825 S. Vermont Ave., Harbor City, CA 90710-
3599. Telephone: (310) 517-4370. Fax: (310) 517-
4374. E-mail: Christine.X.Clare@kp.org.
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[Editor’s note: This column is an ongoing series that
will address reader questions about the Emergency
Medical Treatment and Active Labor Act. If you have a
question you’d like answered, contact Staci Bonner
Kusterbeck, Editor, ED Management, 280 Nassau Road,
Huntington, NY 11743. Telephone: (631) 425-9760. Fax:
(631) 271-1603. E-mail: StaciBonner@aol.com.]  

Q: An orthopedic surgeon has patients who wish
to see him in his office come to the ED on days that
he is here doing surgery. These patients may spend a
significant time in the ED waiting to be seen and are
being charged an ED discharge acuity rate to cover
nursing time and procedures, even though they tech-
nically are not ED patients being cared for by the ED
physician. Should these patients be medically
screened for stability?

A: The question is whether there a request for
examination and treatment, says Gloria Frank, JD,
owner of EMTALA Solutions, an Ellicott City, MD-
based consulting firm, and former lead enforcement
official on EMTALA for the Baltimore, MD-based
Health Care Financing Administration (HCFA).  

“Although one could make the argument that there
is no request [because the patient is simply waiting to
see the surgeon], I would screen,” she advises. 

There is the danger of patient being in worse shape
than everyone thinks, says Frank. “They are waiting a
long time in between surgeries,” she adds. “HCFA is
very draconian about these kinds of questions.”

Q: Can a private physician have his physician’s
assistant (PA) come to the ED, evaluate the patient,
and make disposition without the physician seeing
the patient? 

A: Yes, as long as the emergency physician does not
explicitly request the attending to see the patient in the
ED, according to Robert A. Bitterman, MD, JD,
FACEP, director of risk management and managed
care for the department of emergency medicine at
Carolinas Medical Center. 

Bitterman gives the example of a routine admission
for pneumonia: The PA can come to the ED, evaluate
the patient, and arrange the admission without the
attending seeing the patient that night — as long as the
ED physician is comfortable with this arrangement, he
explains. “However, if the emergency physician asks
the attending to come to the ED, then the attending
must come,” Bitterman stresses. 

Q: Are there any conditions under which a PA can
do a medical screening in the ED under EMTALA? 

A: Yes, and they routinely do so in most EDs in this
country, “as long as they are acting within the scope of
their state license under the direct supervision of  the
emergency physician,” Bitterman cautions. 

PAs generally must act under the license of a physi-
cian and can’t act independently, says Bitterman. He
notes that PAs can do medical screenings under any
reasonable protocols within the scope of their licen-
sure. Bitterman adds that all protocols should be
reviewed by the PAs and the ED physicians to be sure
they are comfortable for both parties and that they are
carefully written to limit EMTALA or ordinary mal-
practice liability.

Q: If the medical screening in a facility is done
primarily by the ED physician and a private PA who
is a member of a specialty group, does that constitute
a different level of care?

A: No, says Bitterman. “It falls to the emergency
physician to decide if and when the attending special-
ist must appear in the ED,” he notes. 

Q: When the ED physician needs a specialty doctor
for stabilization, can the private doctor send her PA?

A: Again, if the ED physician decides the attending
specialist must appear in the ED, the specialist must
come into the ED, says Bitterman. “If not, then the PA
may come to arrange an admission or further inpatient
care,” he adds. 

In general, however, PAs won’t be much help in stabi-
lizing patients with true emergency medical conditions,
and the attending will need to appear, says Bitterman. 

“What is clear, though, is that it is the judgment call
of the emergency physician that determines if and at
what time the attending on-call physicians must
respond to the ED,” he stresses. 

Q: What is the 250-yard rule, and what is the
source of the definition?

A: HCFA published the 250-yard rule as part of the
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For more information about EMTALA, contact: 
• Robert A. Bitterman, MD, JD, FACEP,

Department of Emergency Medicine, Carolinas
Medical Center, P.O. Box 32861, Charlotte, NC
28232-2861. Telephone: (704) 355-5291. Fax:
(704) 355-8356. E-mail: rbitterman@carolinas.
org.

• Gloria Frank, JD, EMTALA Solutions, P.O. Box
1340, Ellicott City, MD 21041. Telephone: (800)
972-7916. Fax: (410) 480-9116. E-mail: emtala
@home.com. Web: www.gloriafrank.com.
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hospital outpatient PPS rule on April 7, 2000 (65 Fed
Reg 18434, 18538), and it is codified in the definition
of “campus” at 42 CFR 413.65(a)(2), says Frank. The
new EMTALA rules became effective after the first
day of a hospital cost reporting period beginning on or
after Jan. 10, 2001, she notes. 

Frank adds that “comes to the ED” means all outpa-
tient departments and anywhere on the hospital cam-
pus (250-yard rule), according to HCFA. “The courts
look at it differently,” she says. “Some courts require
actual presentment to the ED; other courts will apply
the stabilization requirement only if the patient pre-
sents somewhere in the hospital other than the ED,
such as the labor and delivery department.” ■

Graff L, Palmer AC, LaMonica P, et al. Triage of
patients for a rapid (5-minute) electrocardiogram:
A rule based on presenting chief complaints. Ann
Emerg Med 2000; 36:554-560. 

Using a rule based on the patient’s chief complaint
can identify patients with myocardial infarction (MI)
for immediate electrocardiogram (ECG), according to
this study from New Britain (CT) General Hospital
and the University of Connecticut Medical School in
Farmington. 

The study determined five chief complaints to be
the most likely to identify patients with acute MI:

• older than 50 years with chest pain;
• older than 50 years with syncope;
• weakness;
• rapid heartbeat;
• difficulty breathing or shortness of breath. 
Using the rule, ECGs are performed on appropriate

patients immediately after their arrival in the ED.
“This bypasses the usual delay during the nursing
triage assessment and the queuing that occurs for
patients waiting to see the triage nurse,” write the
researchers. “The goal is to meet the national standard
of overall less than 30 minutes of delay in the adminis-
tration of thrombolytic agents.”

Of 193 patients who had one of these chief com-
plaints, 142 had the final diagnosis of MI. Going by the
rule based on five chief complaints was more effective
than chest pain in identifying patients for a “stat” ECG.
Over the four-year study period, the following outcomes
improved after the rule was implemented:

• Delays in performing ECGs in patients with MI
who were administered thrombolytic agents decreased
from 10.0 to 6.3 minutes.

• Delays in administering thrombolytic agents
decreased from 36.9 to 26.1 minutes. 

Implementation of a rule for ordering immediate
ECGs makes it easier to create a clinical path for rapid
treatment of patients with acute MI with thrombolytic
agents, the researchers argue. “It goes beyond the tra-
ditional assessment process and defines an imperative
for treatment without delay,” they write.  ▼

Cole FL, Ramirez E. Activities and procedures
performed by nurse practitioners in emergency
care settings. J Emerg Nurs 2000; 26:455-463. 

Although half of the nurse practitioners in EDs per-
formed 35 out of 71 activities and procedures, they
believed that a larger skill set is needed for practice,
says this study from the University of Texas Health
Science Center in Houston. 

The study surveyed 72 nurse practitioners who
worked in EDs, asking them to rate 71 activities and
procedures according to how often they performed
them. Here are key findings:

• Half of the nurse practitioners had performed 35
of the 71 activities and procedures.

• Almost every nurse practitioner had used fluores-
cein staining. 

• Only three procedures had never been performed:
culdocentesis, venous cutdown, and insertion of pins
for skeletal traction. 

• Most of the nurse practitioners learned to perform
each of the activities and procedures through on-the-
job training and continuing education courses. 

• More than half of the nurse practitioners identified
56 activities and procedures as important for nurse
practitioners to perform in the ED. 

The study was the first to determine what activities
and procedures are being done by nurse practitioners
in multiple emergency care settings. The study’s find-
ings should be used in the following ways, recommend
the researchers:

• to develop nurse practitioner programs that pro-
vide instruction in the activities and procedures most
frequently performed;

• to provide guidance to individuals interested in
becoming nurse practitioners in the ED;

• to educate physicians about the procedures per-
formed by nurse practitioners;

• to incorporate the list of procedures into the
Emergency Nurses Association’s Scope of Practice of
Nurse Practitioners of Emergency Care.  ▼
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Nguyen HB, Rivers EP, Havstad S, et al. Critical
care in the emergency department: A physiologic
assessment and outcome evaluation. Acad Emerg
Med 2000; 7:1354-1361. 

Although the period of care provided in the ED for
critically ill patients is brief, it significantly impacts
morbidity and mortality, according to this study from
Henry Ford Hospital and Case Western Reserve
University in Detroit. 

Physiologic determinants of outcome may be estab-
lished before the patient is admitted to the ICU, which
underscores the importance of ED intervention, the
researchers assert. 

There was a significant reversal of physiologic
derangement during ED intervention, the study found.
Admission to the ICU was avoided for 11.1% of the
patients after ED therapy, who were instead admitted
to the general ward. This finding suggests that ED
therapy can play a role in preventing disease progres-
sion and ICU resource utilization, say the researchers.  

The researchers argue that unique physiologic
assessment methodologies should be developed to
assess the quality of patient care and measure the
impact of clinical interventions and pathways in the
ED. These models should include the following, the
researchers recommend:

• variables that reflect out-of-hospital severity of ill-
ness assessment and therapy;

• use of practical time-indexed variables that reflect
response to treatment delivered in the resuscitations
that frequently occur in the ED, such as central venous
oxygen saturation and shock index;

• the creation of an independent multicenter database
to establish adequate sample size and power.  ■

Using the Web to 
diagnose patients

When a colleague asked Ashraf Nashed, MD,
FACEP, about a strange rash on a child, a Web

site helped the two physicians to diagnose the patient. 
“He thought it might be staph scalded skin syn-

drome,” says Nashed, CEO of MDChoice.com. “We
did a search on MDchoice for ‘scalded skin’ and
selected ‘photos’ from the drop-down list. We then

returned several relevant images from around the Web
that helped us better evaluate the patient.”

At MDchoice.com, you can access information that
may impact the way you treat a patient, test your
knowledge with interactive cases, and even create your
own Web site. 

Here are some of the features on the site:
• Physician-reviewed “point of care” informa-

tion. The site’s content is reviewed by an editorial
board of physician experts. A physician-reviewed
“Ultra Search” medical search engine allows you to
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search for medical information on hundreds of sites.
You can limit searches to peer-reviewed content,
images, CME, or in-depth reviews.  

“Our search engine and Medline services give
physicians instant access to millions of top-quality
medical articles,” says Nashed. “This provides them
with information at the point of care.”

• Journal Report. This feature allows you to select
any number of medical journals and receive automatic
e-mails listing the table of contents. “There are links to
article abstracts directly in the e-mail,” says Nashed,
also an attending physician in the department of emer-
gency medicine at Morristown (NJ) Memorial Hospital.
“With over 6,000 journals to choose from, it’s a great
way to keep up to date with the medical literature.”

• Interactive cases. The site’s “Photo Rounds,”
“Cyber Patient Simulator,” “Radiology Rounds,”
“Pediatric Radiology” and “ECG Rounds” are very
popular, he notes. “These interactive cases are a fun
way to test your knowledge on a regular basis,” says
Nashed.

You can even create your own Web site using the
“Website builder.” “This is an automatic, easy way 
to get an ED or medical group on-line in less than a
half hour,” Nashed says. He explains that users must
register and fill in various forms to create the Web
pages, which can be previewed throughout the process. 

You can provide background information and even
upload electronic photos of the entire medical staff for
posting on the Web site, he notes. 

The service is completely free, says Nashed. “We
hope to subsidize the cost through pharmaceutical
company sponsorship,” he adds.  ■
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CE objectives

After reading this issue of ED Management,
the continuing education participant should

be able to:
1. Discuss and apply new information about vari-

ous approaches to ED management. (See
Should you buy an ultrasound machine? It dra-
matically improves care, research shows and
Here’s how to get buy-in for ultrasound, in this
issue.)

2. Explain developments in the regulatory arena
and how they apply to the ED setting. (See
EMTALA Q&A and Journal Reviews.)

3. Share acquired knowledge of these develop-
ments and advances with employees.          

4. Implement managerial procedures suggested
by your peers in the publication. ■

For more information about MDchoice.com, contact: 
• Ashraf Nashed, MD, FACEP, President and CEO,

MDchoice.com, 68 E. Main St., Somerville, NJ 08876.
Telephone: (908) 203-5200, Ext. 14. Fax: (908) 534-
5469. E-mail: ashrafn@aol.com.
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