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ExECutIVE SuMMAry

With most EDs overcrowded and with no relief in sight, ED managers will take all 
the help they can get. In some areas of the country, the local EMS providers are 
looking to offer some relief   by transporting less urgent patients to alternative 
sites such as urgent care clinics. 
• EDs assist in the development of program protocols and processes. 
• ED nurses are considered for consultation on whether a patient can appropriately 
be seen in a less urgent setting. 
• EMS providers must be trained on the requirements patients must fulfill to be 
transported to an ED
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Pages 73-84 EMS transports patients to clinics — 

seeks to relieve ED crowding 
Potentially unstable patients may be seen more quickly 

In the first phase of a two-phase process, paramedics with Grady 
Emergency Medical Services in Atlanta now have the option of trans-
porting patients with less-urgent ailments to Grady Health System clin-

ics instead of the ED. Emergency leaders believe this strategy will provide 
the most appropriate care for these patients and help alleviate some ED 
crowding. 

“This first phase is designed to shorten the time to definitive medical 
care for stable patients with conditions that are treatable in clinics, and 
help overcrowded EDs by distributing them to the best point of care,” 
says Arthur Yancey, MD, MPH, associate professor of the Department 
of Emergency Medicine at the Emory School of Medicine and the medi-
cal director of the Grady EMS. “We think that in a related result, it will 
shorten the wait time to definitive care for potentially unstable patients 
who are in the hospital ED.” (Not all EMS providers are as enthusiastic 
about transporting patients to alternative sites. See the story on p. 75.)

In this phase, trained paramedics may designate the patient as eligible 
for one the clinic destinations. “As far as criteria for transport, once the 
medic evaluates and confirms stability and matches the complaint on the 
scene with that of the call from dispatch, and if the patient is not having 
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additional emergency complaints, the patient can 
be eligible to go to an ambulatory clinic,” says 
Yancey. 

These patients have to be over age 18, mentally 
stable, with a steady gate, able to sit in a chair, 
and willing to be evaluated and treated at one 
of the three Grady ambulatory health clinics, he 
says. Yancey says typical conditions include boils; 

bumps; a request to cut off rings from fingers; 
earaches; gout; objects lodged in the ear, nose, or 
vagina; sexually transmitted diseases (STDs) and 
penis problems; rashes and skin disorder; sore 
throat; and toothache. 

When Phase II begins, sometime before the end 
of this year, the process will add the ability for the 
EMS call taker to refer the 911 caller to a nurse 
advice service within the Grady system. The nurse 
then will evaluate the calls through a secondary 
triage process using protocols complementary to 
the formal Emergency Medical Dispatch system 
(EMD) and make clinic appointments for these 
patients over the phone. 

The impetus for the program came from the 
Grady CEO, says Leon L. Haley Jr., MD, MHSA, 
chief of emergency medicine and vice chairman of 
clinical affairs for Grady Health System and asso-
ciate professor in the Department of Emergency 
Medicine at Emory University. “He was just trying 
to look at our resources use from an EMS per-
spective,” Harley says. “There may be too many 
people in the ED who could be better served in the 
clinic.”

While the program was designed primarily by 
EMS leadership, “Since Dr. Yancey happens to be 
a faculty member in our Department of Emergency 
Medicine, he shared with me the protocols and 
processes he was working on,” he adds. 

Haley is not quite as sanguine as Yancey about 
the prospects for ED crowding relief. “There will 
certainly be some patients who are able to be taken 
to a clinic, but I doubt whether there will be a 
huge impact on throughput,” he says. Haley adds, 
however, that “if it can truly make an impact and 
create a different setting for patients in a lower 
acuity condition, anything that EDs can do to sup-
port that is great.”

For his part Yancey points to a study conducted 
of a similar approach in Seattle, which showed 
that 44.6% of all EMS patients went to the ED, 
compared with 51.8% without the clinical alterna-
tive.1

Pilot program may add ED nurses

The Houston, TX, EMS had a similar goal of 
relieving ED crowding. However, because of qual-
ity concerns, the two-year-old pilot program is 
considering replacing its nurse call line with ED 
nurses, according to David Persse, MD, physi-
cian director of the Houston EMS and the Public 
Health Authority. 

Currently, the call line is staffed by registered 
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nurses that do not have ED experience. “We need 
the critical thinking of experienced ED nurses par-
ticipating in this program,” Persse says.

Part of Persse’s concern about a “tragic out-
come” and the possible need for ED nurse con-
sults stems for an incident that occurred under the 
current system. It involved a 19-year-old patient 
with many chronic medical problems. “His aunt 
called 911 and described a 19-year-old who was 
awake and alert and having abdominal pain. She 
described a healthy 19-year-old with stomach 
pain,” Persse recalls. The nurse heard the patient 
moaning in the background but did not question 
it. She stuck strictly to the protocol. At end of the 
algorithm the advice line uses, she recommended 
they go to the ED right away and asked if they 
had car. “At that point the Mom got on the phone 
and became angry, an ambulance was sent, and 
the patient died five days later of complications 
from chronic medical problems,” says Persse. “The 
whole call lasted eight minutes, but the media 
attributed the outcome to the length of the phone 
call.”

 The way the system works is this: If the receiver 
of the 911 call determines after a quick screening 
process that this is a low-risk patient, the receiver 
turns the patient’s call over to the nurse, who can 
immediately send the call over to an ambulance 
dispatcher. “They already have the address and 
patient information in a queue,” Persse says. 
“When the dispatch button is sent, it’s all auto-
matic,” Persse explains. “They could be sent to the 
ED immediately, if necessary.” 

If the patient does not necessarily require an 
ambulance, the nurse asks if the patient has trans-
portation. If not, the nurse can provide a cab, since 
the EMS has a contract with a local cab company.

  Like Grady, the Houston EMS involved local 
EDs in the development of the process through the 

Harris County Healthcare Alliance, with whom 
the EMS consulted. [Editor’s note: If you have 
any additional suggestions for alleviating ED 
crowding, we’d love to hear about them. Please 
send your comments to: Steve Lewis, Editor, ED 
Management, at steve@wordmaninc.com.]
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Satellite ED  
‘sells’ the EMS

Apparently not all EMS providers are enthusi-
astic about transporting patients to alternative 

sites, even if that site is a satellite ED. That was 
the case in 2004 when Swedish Health Services of 
Seattle opened the first satellite ED in the state. 

“They said, ‘How can we bring patients here 
if you’re not connected to a hospital?’” recalls 
Nancy J. Auer, MD, FACEP, vice president for 
medical affairs and then-chief medical officer at 
Swedish Health. “Our bias was it was better to 
stabilize patients at a full-fledged ED with state-of-
the-art equipment than transporting them longer 
distances.”

Auer overcame their reluctance by taking them 
on a tour of the facility, which not only had the 
latest in equipment, but even had its own decon-
tamination facility. Then, she says, “We set up 
parameters about the type of patients everyone felt 
comfortable having there.” 

The EMS followed the registry for a period 
of six months to see if the patients had received 
adequate care, and when they saw the results were 
positive, they relaxed their restrictions a bit and 
followed the registry again for another six months. 

“It worked so well, we put up three more 

SOURCES
For more information on alternative patient care destina-
tions, contact: 

• Leon L. Haley Jr., MD, MHSA, Chief of Emergency 
Medicine, Grady Health System, Atlanta. Phone: (404) 616-
6419. E-mail: Leon_Haley@emoryhealthcare.org.
 • David Persse, MD, Physician Director, Houston EMS, 
Houston, TX. Phone: (713) 495-4231. E-mail: david.persse@
cityofhouston.net.
• Arthur yancey, MD, MPH, Medical Director, Grady EMS, 
Atlanta. Phone: (404) 616- 3593. E-mail: iyancey@emory.
edu. 

SOURCE
For more information on satellite EDs and the EMS,  
contact: 

• Nancy J. Auer, MD, FACEP, Vice President for Medical 
Affairs, Swedish Health Services, Seattle. Phone: (206) 232-
4524.



76 	 	 	 	 	 	 ED	ManagEMEnt	/	july	2010

freestanding EDs in the community,” says Auer. 
(For more on freestanding EDs, see “ED becomes 
‘satellite’ when hospital closes,” ED Management, 
July 2009, p. 79.)  n

Creative space use  
slashes wait times
Interdisciplinary team also advised process changes 

Unless your ED is planning an expansion, the 
amount of space you have to work with is 

finite. However, as the leadership team at Jersey 
City (NJ) Medical Center has shown, creative use 
of that space can significantly improve your de-
partment’s capacity and help slash wait times and 
the number of patients who leave without being 
seen. In less than a year, average wait times went 
from 3-4 hours to 30 minutes, and the left without 
being seen (LWBS) rate went from 6% to 1.5%.

 Last year the ED, which was built to accommo-
date 55,000 patients, saw more than 77,000.

“One of the biggest changes we made was to 
take a two-bedded room, remove the stretchers, 
and convert it to a six-patient room by putting 
treatment chairs in that area,” recalls nurse man-
ager Christy Wade, RN, MSN. She explains that 
if there was a patient on a stretcher who was not 
quite as acute as others but too sick to go to fast 
check or express care, they would go to this room. 
This gave the ED six more stretchers to work with.

Michael Bassette, MD, FACEP, the ED medical 
director, says, “It became sort of a pre-discharge 

area.”
Wade says the staff also took some of the 

cubicles, and wherever there were two beds they 
would split them up into three during peak times. 
Extra set of tracks were added for the dividers that 
would be used at such times, she explains. “We 
could clip them on a little hook in the back when 
we were not using them,” Wade notes. 

So, at 11 p.m., when the ED normally experi-
ences a surge, these become “split cubicles.” The 
new set of curtains is pulled forward, and splitters 
are brought in for oxygen and other supplies. “It 
really works well. We get people out of the hall-
way beds,” says Wade. “It’s a bit tight, but the 
doctors are much happier to see the patients have 
more privacy, and the patients are also happier 
with that privacy.” 

Process changes also have contributed to the 
improved flow, Bassette adds. “We shifted to a lot 
more bedside registration and put an emphasis on 
direct bedding,” he says. “Patients go from triage 
directly to the bedside.” In addition to speeding 
flow, it reduces the likelihood of adverse events in 
the waiting area and gets the patients to the main 
treatment area, Bassette says.  (All of these changes 
were recommended by a multi-discipline Six Sigma 
team. See the story below.)

Wade says, “If a space is available in the back, 
the patient will go directly to a bed and be tri-
aged back there.” She notes that there used to be 
a bottleneck up front while patients waited for 
triage and registration. The team set a goal of get-
ting patients in a stretcher within 15 minutes, says 
Wade. “That greatly reduces left without being 
seen rates,” she observes.  n

Six Sigma team  
spurs improvement

A team that included radiology, the laboratory, 
housekeeping, patient access, EMS, and case 

management staff who were Six Sigma black or 
green belts led the way to process improvements 

EXECUTIvE SUMMARY
Lack of space is a common complaint heard in EDs, but 
as the leadership of the ED at Jersey City (NJ) Medical 
Center has shown, there are creative ways to get the 
most out of the space you have to work with, and at the 
same time speed up your patient flow. The ED used the 
following strategies to reduce its average wait times 
from 3-4 hours down to 30 minutes:
• A two-bedded patient room was converted into a pre-
discharge area with treatment chairs that can accom-
modate six patients. 
• Several two-bed cubicles now can be converted into 
three-bed areas with the use of additional curtain divid-
ers. 
• A shift to bedside registration also contributed to mov-
ing patients into treatment more quickly.

SOURCE
For more information on creative use of ED space, con-
tact: 

• Michael Bassette, MD, FACEP, ED Medical Director, and 
Christy Wade, RN, MSN. ED Nurse Manager, Jersey City 
(NJ) Medical Center. Phone: (201) 915-2188. 
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that help slash average wait times from 3-4 hours 
to half an hour in the ED at Jersey City (NJ) 
Medical Center, says nurse manager Christy 
Wade, RN, MSN.

“On the original team, they all were certi-
fied,” Wade says.

Michael Bassette, MD, FACEP, the ED medi-
cal director,  notes that this project was part of 
their green belt certification.

Wade says the staff was included in the whole 
process. “We invited them to a meeting when 
we started to roll the program out, and they 
helped us figure out how to do it,” she says.  

She notes that this effort is all part of the Six 
Sigma “voice-of-the-customer” approach. “We 
interviewed the staff, asked what they needed 
and how it could be done,” Wade says. “That 
increased buy-in.”

‘We were able to pull tons of data’

The process of identifying opportunities for 
improvement was made easier by the EDIMS 
(Emergency Department Information Management 
System, edims.net) computer system in the depart-
ment, she says. “We were able to pull tons of data 
on all points along the visit – and daily, weekly, 
and monthly throughput numbers,” Wade says. 
“We could identify where the bottlenecks were and 
what slowed us down. We could even figure out 
what time of day or day of the day of week they 
occurred.”

 The key to ongoing success was transforming 
the staff into champions of the project, Bassette 
says. “We would evaluate the system weekly with 
them,” he says. “And when we saw standouts, 
we’d recognize them and reward them for that, 
and they became champions of the system itself.”

The rewards were based on a system called 
“wild cards,” which basically were acknowledge-
ment cards that offered credit in the gift shop or 
cafeteria. “I send thank you cards every week to 
the particular standout of the week,” adds Wade. 
“I send a note to their home, usually with a wild 
card tucked in.” In addition, she says, when 
people are mentioned in the department’s Press 
Ganey patient satisfaction survey, they are publicly 
acknowledged in a ceremony each month by the 
CEO. 

 Barrette says, “Now people are starting to 
acknowledge each other. Express care is open 
from 10 to 10, but the staff decided on their own 
to keep it open until midnight last night, and they 
ended up keeping it open until 3 a.m.”  n

Volumes still grow,  
says survey of EDs
Managers see the trend continuing in 2010 

[Editor’s note: This article is the first in an on-
going series reviewing the latest findings of the 
Emergency Department Benchmarking Alliance 
(EDBA) and how ED managers are addressing the 
challenges that members have identified. This first 
article discusses how ED managers are combating 
steadily increasing volume. The EDBA for 2009 
shows increases of 5%-10%. The EDBA findings 
are significant because they represent feedback 
from 376 high performing EDs serving 14.8 mil-
lion patients in the calendar year 2009.]

The steady growth in ED volumes gives no 
indication of slowing down at Gaston Memo-

rial Hospital in Charlotte, NC, according to Jayne 
Kendall, MD, FACEP, the ED’s medical director.

“We were at 96,000 2008 and 104,000 in 
2009,” Kendall reports. “I would have thought it 
was due to H1N1, but it does not seem to be slow-
ing down, and those cases are pretty much gone.” 

Her ED has had several months recently during 
which there were more than 9,000 visits, she says.

 The situation is no different at Eisenhower 
Medical Center in Rancho Mirage, CA, although 
in their case it might be more of a “build it and 
they will come” situation. “We’re up 15%-20%, 
but we built a new ED and opened in July 2009,” 
says Euthym Kontaxis, MD, the ED’s medical 
director. “Before that, we had been seeing 5% 
increases.” 

Some of the growth is due to the ED’s success, 
Kontaxis says. “We have a nice new ED, and we’re 
a preferred place to go,” he says. “Part of the 
reason is that we’ve really improved door-to-doc 
times, which made it more attractive for people 
who may have had minor problems. Also, we’ve 
had a slight increase in population.”

Kendall says she puts a physician in triage 
during the ED’s busiest hours. “Our peak hours 
usually start around 2, and 8 is the time we start 
to see a slowdown, but we keep the physician in 
triage open until 10,” she says. “You can’t control 
having 20 people come all at once, but it does help 
when you make sure those patients get seen instead 
having everyone sitting in the waiting room won-
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EXECUTIvE SUMMARY
A recent survey of ED managers shows that volumes 
continue to increase, and more of the same is expected 
in 2010. However, there are several strategies ED man-
agers can use to help offset the steady flow of new 
patients. They include: 
• Placing a physician in triage during the ED’s busiest 
hours. 
• Use “flex staffing” based on peak hours. Constantly 
measure demand and adjust staffing accordingly. 
• Study local demographics to help you in your long-
range planning process.

dering what’s going on.” (For more information on 
having physicians in triage, see “Doctor in triage 
slices door-to-discharge times,” ED Management, 
May 2006, p. 54.)  

Hospitalists come down to see the patients 
within 30 minutes, says Kendall. “And since our 
nurses are incentivized to get patients upstairs 30 
minutes after the orders are on the chart [they get 
publicly recognized at meetings], we do not really 
have people boarding.” (When your department is 
slammed, says Kendall, it might not be necessary 
to wait for lab results on all patients. See the story 
on p. 79.)

Keeping things flexible

 Kontaxis faces a different sort of challenge. His 
ED is in a resort community with significant sea-
sonal fluctuations.

“We have flex staffing and tell the doctors to 
take their vacations in the summer,” he says. Every 
month, Kontaxis looks at past history to get an 
idea of where he is headed in terms of census and 
then determines how the ED will be staffed for the 
next two months.

 “We have gone to a back-up situation where we 
can call doctors in if need be,” he says. “We have 
shorter shifts during the busy seasons, but we have 
few more of them.” Even that is flexible, Kontaxis 
adds. Seven- or eight-hour shifts can be extended 
an hour or two if need be.

The staff is fine with that arrangement, he says. 
“They’re aware of the situation, and we all try to 
work together,” Kontaxis explains. So, he says, 
shifts build to volume peaks and then come down. 
Shifts and nurses go an hour or two more or less 
depending on how many patients are coming in. 
Doctors sometimes come in at noon, other times 
at 1 p.m., still others at 11 a.m. “In the summer, 

people tend to come in later, so we move [the extra 
hours] to evening,” Kontaxis says.

Like Kendall, Kontaxis will put a doctor in tri-
age if the ED begins to hold patients. He also takes 
a long-range approach to dealing with volume 
growth. “We study demographics,” Kontaxis 
says. “For example, we talk with the Chamber of 
Commerce and other people in the hospital about 
what growth they are anticipating.” (Having a 
surge plan is also essential, says Kontaxis. See the 
story on p. 79.)  n

EDBA database is  
‘independent’

The database maintained by the Emergency 
Department Benchmarking Alliance (EDBA) 

is “an independent, unbiased database of demo-
graphic and performance metrics,” says Charles 
L. Reese IV, MD, FACEP, chair of the Department 
of Emergency Medicine at Christiana Care Health 
System in Newark, DE, and president of EDBA. 
Because it “is created by the membership, for the 
use of the membership, and has no commercial 
interest attached to it,” he says, data such as ED 
volume growth trends are particularly “clean.”

Membership in EDBA requires that participat-
ing members submit performance data on a yearly 
basis, Reese explains. In return, members have 
access to the database. “ED managers across the 
country tend to share similar problems and inter-
ests, and in essence speak a common language 
which is not understood well by those outside the 
specialty,” Reese notes. “One of the best parts of 
EDBA membership is being connected to others 
within this world, and being connected with new 
skill sets and concepts which can help address 
these specific issues.” For more information, 
contact Reese at phone: (302) 733-1840. E-mail: 
creese@christianacare.org. n

SOURCES
For more information on dealing with growing volume, 
contact: 

• Jayne Kendall, MD, FACEP, Medical Director, Gaston 
Memorial Hospital, Charlotte, NC. Phone: (704) 834-4053.
• Euthym Kontaxis, MD, Medical Director, Eisenhower 
Medical Center, Rancho Mirage, CA. Phone: (760) 773-
1221.
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Is waiting for labs  
always necessary?

When your ED is being slammed, waiting for 
lab results might not always be necessary, 

says Jayne Kendall, MD, FACEP, medical director 
of the ED at Gaston Memorial Hospital in Char-
lotte, NC. 

“For me, when you’re really busy, you do not 
have to wait for all labs,” Kendall says. “If you 
have an 80-year-old patient with chest pain, they 
are still going to be admitted, so just call and get 
the orders on the chart. You know what the final 
disposition will be regardless of what the labs are.” 

This approach helps keep things moving when 
your department experiences high volumes, she 
says.  n

 

Having surge plan  
for staff essential 

No matter how much staff you have available 
to deal with high volume, it’s vital to have a 

surge plan in place to provide optimal care.
“EDs are frequently under-planned,” says 

Euthym Kontaxis, MD the medical director of 
the ED at Eisenhower Medical Center in Rancho 
Mirage, CA. “Everyone says ‘We’ll just deal with 
it,’ but if you do not give your staff structure, they 
often can’t do it.” 

Every ED has some A players, who will always 
know what to do, Kontaxis says. “But you will 
have some B and C players, and they need a frame-
work,” he says.  n

CLINICAL TIP

Four steps to reduce  
violence in the ED

[Editor’s note: This is the second in what is now 
scheduled to be a three-part series on reducing 
violence in the ED, due to breaking news. In last 

month’s article, our experts discussed the impor-
tance of a “zero tolerance” policy. In this article, 
we outline key steps recommended for reducing 
violence and discuss the importance of having 
clear procedures when it comes to dealing with 
patients and their families. Next month we will 
examine the Sentinel Event Alert just published by 
The Joint Commission that discusses why the ED 
is particularly susceptible to episodes of violence,  
outlines leading causal factors, and provides addi-
tional guidance for violence prevention.] 

One of the keys to preventing violence in the 
ED is having clear procedures about process-

ing patients, says Jean Henry, PhD, an assistant 
professor of health science at the University of 
Arkansas, Fayetteville, and co-author of a chapter 
titled “Prevention of Workplace violence,” in the 
book Leadership and Nursing Care Management 
(W.B. Saunders, 2010). This approach helps you 
avoid treating patients as a number or as insignifi-
cant, Henry says.

“Make sure during the intake process there is an 
attitude of caring,” she says. 

That doesn’t mean, however, that you assume all 
patients are harmless, warns Phillip Knotts, RN, 
administrative supervisor of nursing at Patient’s 
Hospital in Pasadena, TX. Knotts learned a pain-
ful lesson several years ago when treating a psych 
patient. “He had a psychotic break,” he recalls. 
“He was telling us that we had kidnapped him and 
were holding him on a ship.”

Knotts, who was the charge nurse, talked the 
patient down and thought everything was fine. 
Then he made a critical error. “I turned my back 
on him, and he picked up a telephone and hit me 
in the head and knocked me out cold,” Knotts 
recalls. “My lesson was not to turn your back on a 
disturbed patient, and it’s something I teach all my 
nurses now.”

Agencies give guidance

When trying to reduce violence in the ED, 
consider these recommendations from the 
Occupational Safety and Health Administration 
(OSHA, www.osha.gov/Publications/OSHA3148/
osha3148.html), cited by Jean Henry, PhD, 
an assistant professor of health science at the 
University of Arkansas, Fayetteville, and co-author 
of a chapter titled “Prevention of Workplace 
violence,” in the book Leadership and Nursing 
Care Management (W.B. Saunders, 2010). 

OSHA says that the team or coordinator should 
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periodically inspect the workplace and evaluate 
employee tasks to identify situations that could 
lead to violence. The team or coordinator should: 

• Analyze incidents, including the characteris-
tics of assailants and victims, an account of what 
happened before and during the incident, and the 
relevant details of the situation and its outcome. 
When possible, obtain police reports and recom-
mendations. 

• Identify jobs or locations with the greatest risk 
of violence as well as processes and procedures 
that put employees at risk of assault, including 
how often and when. 

• Note high-risk factors such as types of clients 
or patients (for example, those with psychiat-
ric conditions or who are disoriented by drugs, 
alcohol, or stress); physical risk factors related to 
building layout or design; isolated locations and 
job activities; lighting problems; lack of phones 
and other communication devices; areas of easy, 
unsecured access; and areas with previous security 
problems. 

• Evaluate the effectiveness of existing secu-
rity measures, including engineering controls. 
Determine if risk factors have been reduced or 
eliminated and take appropriate action. 

The National Institute for Occupational Safety 
and Health (NIOSH) also has guidelines for risk 
management that can be downloaded for free on 
its web site. (See resource box, below.)  n

SOURCES & RESOURCES

For more information on preventing violence in the ED, 
contact: 

• Jean Henry, PhD, Assistant Professor of Health Science, 
University of Arkansas, Fayetteville. Phone: (479) 575-
2899. E-mail: ljhenry@uark.edu. 
• Phillip Knotts, RN, Administrative Supervisor of Nursing, 
Patient’s Hospital, Pasadena, TX. Phone: (281) 785-2239. 

• For guidelines on workplace violence from The National 
Institute for Occupational Safety and Health, go to www.
cdc.gov/niosh. Select “Industries and Occupations,” Then 
select “Health Care.” Scroll down to “Violence” and select 
“Violence: Occupational Hazards in Hospitals.”

• For guidelines on workplace violence from the 
Occupational Safety and Health Administration, go to 
www.osha.gov. Search for “workplace violence.” Select 
“Guidelines for Preventing Workplace Violence for Health 
Care & Social Service Workers – OSHA Publication 3148 
(2004).”

ED simulation made 
‘real’ with use of actors
‘Patients’ help staff prepare for move 

As the ED staff at valley Medical Center in 
Renton, WA, was preparing to move into its 

new “digs,” emergency services manager Kayett 
Asuquo, RN, BSN, MBA, CES, recognized that it 
was important that they do more than just take a 
walking tour of the new facilities. They needed to 
see how it would function as an environment for 
treating patients. 

In fact, a simulation involving the treatment of 
several types of “patients” was part of the master 
plan a year before move-in, Asuquo says. This 
simulation, however, had an added element of 
realism: The patients were played by professional 
actors, who the hospital contacted through the 
local playhouse. None of the actors were paid for 
the simulation.

“My goal was that it would really be a valued-
added experience for the staff,” says Asuquo. “We 
had 40 different scenarios, from childbirth to out 
of control ‘psych’ patients.” The scenarios were 
developed by a clinical nurse specialist, an ED 
physician, a staff nurse, and a charge nurse, and 
reviewed by the staff education committee, she 
says. “We wanted the staff to feel very involved 
and invested in the process,” Asuquo explains.

The simulation took place over eight days, 
because 150 staff members were involved. “The 
groups were no larger than 10 to 15 people,” says 
Asuquo. The participants were not on ED duty 
during the simulation, so the remaining staff kept 

EXECUTIvE SUMMARY
The next time you have a drill for your department, 
you might consider enlisting some local talent to play 
the patients. Valley Medical Center in Renton, WA, used 
actors from the community to prepare ED staff for a 
recent move into new facilities, and the ED leaders say it 
made the actual move much smoother. 
• You can find actors from local playhouses, drama clubs, 
or high schools. They usually will work without pay. 
• Create a large number of scenarios so you cover most 
of the situations your staff will face following the move. 
• Meet with your staff ahead of the drill to make sure 
they understand the seriousness and purpose of the 
simulation. 
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the real ED running smoothly.
Prior to the actual simulation the staff par-

ticipants gathered together with leadership and 
went over the ground rules. “We talked about the 
importance of them being invested, and they took 
it seriously,” says Asuquo. 

The simulation ran for about two hours and 
included ambulance patients and walk-ins. It was 
followed by a 30-minute debriefing aimed at dis-
cussing what did and did not work. 

Acting made simulation seem real

Asuquo was amazed at how realistic the 
simulations were. “I was observing to make sure 
everyone felt comfortable in the space, and one 
‘pregnant’ lady came in screaming. I thought she 
was going to drop the baby on the spot,” she 
recalls. “They take pride in their craft, and they 
were very real.”

The actors stayed in character the entire time, 
adds chief nursing officer Scott Alleman, RN, 
MSN. “If you’re an educator for the ED and 
you do role playing, you’re likely to jump out of 
character if the staff member gets stuck,” he notes. 
“The whole idea is to discover things we didn’t 
anticipate or that might be a problem, and you 
won’t do that unless you play the scene out, which 
was ensured by using real actors.”

Asuquo says she helped ensure a smooth simula-
tion by introducing the staff to the new technolo-
gies they’d be using well in advance of the drill. 
This included new Iv pumps, computerized phy-
sician order entry (CPOE), and other computer 
tracking and management systems. (The goal of 
the simulation was to test the new ED environ-
ment, not the clinical skills of the staff. See the 
story, right.)

The reaction of the staff, was very positive, she 
says. “Some even wanted to do it again,” Asuquo 
says. She was so pleased, in fact, that she recom-
mends that ED managers consider using actors for 
other types of simulations, such as disaster drills. 

“I would recommend it because of that level of 
realness,” she says. “You can get local drama clubs 
or high school kids, so it does not have to cost you 
money.”   n

Environment, not skill
subject of simulation 

When Kayett Asuquo, RN, BSN, MBA, CES, 
emergency services manager at valley Medi-

cal Center in Renton, WA, organized a simulation 
complete with acting professionals to help prepare 
for a move to a brand new ED, it was not her staff 
she was looking to put to the test. It was the new 
environment itself. 

“We believe we have excellent clinicians. Our 
RNs are required to have all the major ENA cer-
tifications,” Asuquo says. “Our purpose was not 
to test clinical skills, but to learn the new envi-
ronment and how to integrate the new processes 
and equipment we had been using in the old 
space into the new space.”

Several lessons were learned, she says. For 
example, in the simulation there were six cardiac 
arrests being treated at same time, but the staff 
realized they could have slowed things down a 
bit. “They learned it was not as important to 
worry about how fast they got to the cath lab as 
to know how to get to it,” Asuquo says. 

The simulation also showed members of the 
charge nurse group they couldn’t practice the 
same way they did in the old space. “One of my 
zones today is as big as the old ED,” Asuquo 
says. “In the old days if you had a chest pain 
patient, you could yell [down the hall] for help. 
Now you have to rely more on technology.” 

Chief nursing officer Scott Alleman, RN, 
MSN, says, “Most of the discoveries were rela-
tively minor, but useful. So, for example, we did 
not find out we weren’t prepared for cardiac 
monitoring, but we may have found out the 
location of some supplies was not optimal, or 
the way we thought people would use the pag-
ing system was not as convenient as we antici-
pated.”

All in all, says Asuquo, the move-in has gone 
smoothly, and the simulations “helped tremen-
dously.” “Some people I thought would not  
do well in the new space have done remarkably 
well,” she says. “The staff has been  
amazing.”  n

SOURCES
For more information about using actors for ED simula-
tions, contact: 

• Kayett Asuquo, RN, BSN, MBA, CES, Emergency Services 
Manager, Valley Medical Center, Renton, WA. Phone: (425) 
228-3440. Ext. 8188. 
• Scott Alleman, RN, MSN, Chief Nursing Officer, Valley 
Medical Center. Phone: (425) 656-5517.
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n ED nurses release new 
guidelines for patient 
transfers

n Norovirus spread 
stopped with vigilant 
infection control

n How “ED director of the 
year” runs his department 

n 24-hour emergency 
room pays patients 
$1,000 if they wait 15 
minutes 

COMING IN FUTURE MONTHS

SOURCES
For more information on pharmacists in the ED, contact:

• Nicole M. Acquisto, Pharm D, BCPS, Emergency 
Medicine Clinical Pharmacy Specialist, University of 
Rochester (NY) Medical Center. Phone: (716) 310-0504. 
• rollin J. (terry) Fairbanks, MD, MS, FACEP, Assistant 
Professor of Emergency Medicine, University of Rochester 
Medical Center. Phone: (585) 463-2920. E-mail: Terry.fair-
banks@rochester.edu.

Pharmacist in ED  
yields good results

[Editor’s note: This is the first in a two-part 
series. This month  we examine the performance 
improvements that one hospital achieved after 
placing a pharmacist in the ED. We also discuss 
how a pharmacist’s recommendations to dispense 
a medication orally enabled the ED to save money 
and improve patient safety. In the August issue, 
we’ll look at additional benefits these pharmacists 
offer, from the perspective of ED nurses and phy-
sicians.]

Placing a pharmacist in the ED is not yet com-
mon practice, but the experiences of the Uni-

versity of Rochester (NY) Medical Center which 
began its program in 2000, indicate that more EDs 
should be considering such a strategy.

For example, when the center had an ED phar-
macist involved in antimicrobial stewardship, 
the percentage of patients who received the most 
appropriate therapy increased from about the mid-
80% to 100%.

“We started that program in October 2008,” 
recalls Nicole M. Acquisto, Pharm D, BCPS, the 
emergency medicine clinical pharmacy special-
ist, who is based in the critical care/resuscitation 
section of the ED. “Previously mid-level provid-
ers took care of follow up on any cultures for ED 
patients who were treated and released, but we 
found that because they have to deal with other 
patients coming in, these follow-ups did not get as 
high a priority as they should have.”

So the follow-ups were taken over by the ED 
pharmacist, who would contact the patient or the 

primary care physician when there were positive 
cultures. “We found our median time [for follow-
up] was three days; before, it was as much as 15 
days,” says Acquisto. The only reason the average 
times after giving the process to pharmacists were 
so “long” was that there are no pharmacists in the 
ED on the weekend, so follow-up on weekends still 
was handled by the mid-level providers, she says. 

There was also the aforementioned improve-
ment in prescribing the proper antibiotic for the 
proper organism. “In the past, the lab would call 
the ED with positive blood cultures; they’d call the 
secretary or the provider that ordered the culture,” 
Acquisto explains. However, she notes, the doctor 
in question might no longer be in the ED, or the 
doctor might not be taking phone calls. “So, we 
collaborated with ED leadership and determined 
that the calls would go to this one area where we 
have clinical nurses,” Acquisto explains. “They 
would then call me, and I would follow up.” (The 
ED pharmacists also showed leadership that they 
could save money by using the oral form of an 
antibiotic. See the story on p. 83.)

This area is not the only one where the pharma-
cist in the ED has proved his or her worth, adds 
Rollin J. (Terry) Fairbanks, MD, MS, FACEP, 
assistant professor of emergency medicine and 
of community and preventive medicine at the 
University of Rochester School of Medicine. 
“We’ve done a couple of studies on time to defini-

EXECUTIvE SUMMARY
University of Rochester (NY) Medical Center has had 
a pharmacist in its ED since 2000, and physicians and 
nurses have welcomed the change. Researchers in the 
ED have shown that this strategy has helped reduce 
door-to-balloon time by 11 minutes and improve 
appropriateness of antimicrobial therapy. 
• They are immediately available for trauma cases, 
where there’s an urgent need for timely administration 
of medications. 
• They free up doctors and nurses for other patient care 
activities, while they deal with medication concerns. 
• They might recommend the most appropriate medica-
tion in a difficult case or therapies the physician might 
not have considered.  
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CNE/CME QUESTIONS

CNE/CME INSTRUCTIONS
Physicians and nurses participate in this CNE/ CME 
program by reading the issue, using the references 
for research, and studying the questions. Participants 
should select what they believe to be the correct 
answers, then refer to the answer key to test their 
knowledge. To clarify confusion on any questions 
answered incorrectly, consult the source material. 
After completing the semester’s activity with the 
September issue, you must complete the evaluation 
form provided and return it in the reply envelope to 
receive a certificate of completion. When your evalua-
tion is received, a certificate will be mailed to you. 
For information on the CE/CME program, contact cus-
tomer service at (800) 688-2421 or customerservice@
ahcmedia.com.  n

CNE/CME OBJECTIvES
1.  Apply new information about various 

approaches to ED management. 
2.  Discuss how developments in the regulatory 

arena apply to the ED setting.
3.  Implement managerial procedures suggested by 

your peers in the publication.  n

tive care in heart attack and time to definitive pain 
medications in trauma, and they were faster with 
the pharmacist in the ED,” Fairbanks notes. 

Acquisto says, “When we looked at patients com-
ing in with heart attack or STEMI, we found that 
when the pharmacist was involved, the patient actually 
moved through more quickly and with a decreased 
amount of adverse affects. There was an 11-minute 
decrease in the mean door-to-balloon time.” n

Oral, IV meds can
have equal efficacy

Rollin J. (Terry) Fairbanks, MD, MS, FACEP, 
assistant professor of emergency medicine 

and of community and preventive medicine at 
the University of Rochester School of Medicine 
in Rochester, NY, who works closely with the ED 
pharmacist at University of Rochester Medical 
Center, says the pharmacist showed him how he 
could save a considerable amount of money on 
medications without sacrificing efficacy. 

“When a patient came into our ED with com-
munity acquired pneumonia, it was standard 
practice to give Iv doses of both azithromax and 
ceftrixone,” he recalls. “The pharmacist pointed 
out that the oral form of azithromax has equal effi-
cacy to the Iv form. The Iv form is tremendously 
more expensive, and when you use the Iv there is 
always a slightly increased risk in terms of adverse 
events.”

Fairbanks and his team reviewed the literature, 
and there was equal efficacy. The ED changed its 
practice. “We saved a lot of money and did not 

19.  Arthur Yancey, MD, MPH, associate professor of the 
Emergency Medicine Department at the Emory 
School of Medicine and the medical director of the 
Grady EMS, says several conditions must be met for a 
patient to be considered for transfer to a clinic instead 
of the ED. Which of the following is not one of those 
conditions? 

  A. The patient can sit in a chair.
  B. The patient must have been previously admitted to 

a Grady facility.
  C. The patient is mentally stable.
  D. The patient is at least 18 years of age

20.  According to Christy Wade, RN, MSN, nurse manager 
of the ED at Jersey City Medical Center, by removing 
the stretchers from a two-bedded room and replacing 
them with treatment chairs, she was able to create a 
pre-discharge area for how many patients? 

  A. 10 
  B. Eight 
  C. Six 
  D. Four 

21.  According to Euthym Kontaxis, MD, the medical direc-
tor of the ED at Eisenhower Medical Center, which of 
the following strategies have helped him deal with 
increased volume?

  A. Flexible schedules that allow for more staff during 
peak hours 

  B. Meetings with the local Chamber of Commerce to 
view population projections

CLINICAL TIP

change outcomes at all,” says Fairbanks, noting 
that the department saves about $40 per dose by 
using the oral form of the drug.  n
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  C. Putting a physician in triage when demand is high
  D. All of the above

22.   According to the Occupational Safety and Health 
Administration, which of the following strategies will 
help reduce violence in the ED?

  A. Identifying jobs or locations with the greatest risk 
of violence.

  B. Evaluating the effectiveness of existing security 
measures. 

  C. Analyzing incidents, including the characteristics of 
assailants and victims. 

  D. All of the above. 

23.  A team of providers came up with over 40 scenarios 
for a simulation in the new ED at Valley Medical 
Center. According to emergency services manager 
Kayett Asuquo, RN, BSN, MBA, CES, which kind of 
provider was not part of the team?

  A. A physician’s assistant 
  B. A clinical nurse specialist 
  C. An ED physician 
  D. A charge nurse

24.  According to Rollin J. (Terry) Fairbanks, MD, MS, 
FACEP, assistant professor of emergency medicine 
and of community and preventive medicine at the 
University of Rochester School of Medicine, where is 
the best place for an ED pharmacist to be located? 

  A. Fast track 
  B. Critical care/resuscitation
  C. The observation unit 
  D. Triage


