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ExEcutivE Summary

Some EDs are finding that the unique skill sets offered by physical therapists (PT) 
can be an asset to emergency care while also improving the patient experience  
Experts say PTs are particularly valuable in the management of musculoskeletal 
pain and injuries, but they are also being used for wound care, gait training, and 
balance assessment  

• ED administrators say consistent, daily coverage is essential to making a PT pro-
gram successful; otherwise, ED clinicians will neglect to use their services 

• PTs need to be comfortable with proactively marketing their skills to other ED 
clinicians who may not be used to having access to this resource 

• Experts say PT services in the ED can be reimbursed at a level that is consistent 
with reimbursement in other inpatient and outpatient settings 
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underused asset for musculoskeletal 
injuries, patient education
Benefits can include a boost in patient satisfaction, better resource allocation 

Physical therapists (Pts) are carving a niche for themselves in a small 
but growing number of EDs. they’re doing everything from splinting 
fractures and taking care of wounds to evaluating cases of low back 

pain to helping patients with musculoskeletal injuries learn how to use 
assistive devices. 

While there are few data gathered to document the value or impact 
of adding regular Pt coverage in the emergency setting, the handful of 
EDs reached by ED Management that have such coverage certainly don’t 
want to give it up. For instance, Flagstaff medical center in Flagstaff, 
aZ, started putting Pts in its ED in 2004, and now it offers such cover-
age seven days a week during the unit’s busiest hours, between 11am and 
7:30pm.

“i don’t think we could survive without them anymore,” stresses Lindy 
Turley, rN, BSN, cEN, the director of emergency services at Flagstaff 
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medical center in Flagstaff, aZ. “they are such 
an integral part of our team that it is unfortunate 
that all EDs don’t have them.”

these sentiments are echoed by the ED staff at 
carondelet St. Joseph’s Hospital in tucson, aZ, 
where Pts have been providing care in the ED 
since 1998. Carleen Jogodka, Pt, DPt, a board-
certified orthopedic specialist, has been manning 

the ED at carondelet for the past seven years, but 
when she was recently out for maternity leave, the 
ED physicians were not happy. “it really throws 
them for a loop when we are not there,” says 
Jogodka. “they have become dependent on bring-
ing us in on cases.”

Given the high percentage of ED cases that 
involve musculoskeletal complaints, proponents of 
putting Pts in the ED stress that they can improve 
patient care, boost patient and physician satisfac-
tion, and move to a more efficient use of hospital 
resources, such as imaging, for example. But they 
also emphasize that not all Pts are ideally suited 
to work in the ED, and that effective use of Pt 
resources requires ongoing education and outreach 
to the clinical staff. (See initial steps for starting a 
PT program in the ED, p. 40.) 

Improve the patient experience

Michael Lebec, Pt, PhD, an assistant profes-
sor of physical therapy at Northern arizona 
university in Flagstaff, is working with colleagues 
to assemble data and information about using 
Pts in the ED so that more programs will be 
developed. Lebec, who worked in carondelet’s 
ED before turning his attention to academics, is 
convinced that many EDs could reap significant 
benefits from making use of the specialized exper-
tise that Pts offer.

“usually when patients come in with an ortho-
pedic or musculoskeletal problem … they will 
typically receive meds from the physician and get 
a few x-rays to make sure there is nothing that is 
seriously wrong,” says Lebec. “the Pt can come 
in and give them a more specific diagnosis, tell 
them what they should and should not be doing 
at work, show them exercises they can do to help 
manage their problem independently, and give 
them a whole bunch of education that they don’t 
normally get.”

the result of this more comprehensive approach 
to care is that patients are less likely to need a repeat 
visit, and they are much more satisfied with their 
care, stresses Lebec. “typically in the ED, patient 
satisfaction is abysmal because patients wait a really 
long time and they feel like they don’t get much treat-
ment for what they are there for,” says Lebec. “When 
a Pt is involved, they feel like they are getting more 
for the time they are spending there and, in some 
cases, the Pt can actually improve throughput and 
decrease wait times.” the result, stresses Lebec, is a 
much better experience for the patient, which is what 
all EDs strive for, he says. 
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Further, there is a financial case for putting Pts 
in the ED, adds Lebec. “What we are finding is 
that in most cases Pt services are being reimbursed 
just as well, if not better, in the ED as in all other 
inpatient or outpatient settings,” says Lebec. “So 
you’re getting paid, and you’re making a profit for 
the services provided.”

Consider the benefits of patient education 

methodist Hospital in indianapolis, iN, has 
been using Pts in the ED for eight years, explains 
Lindsay Anderson, mSN, acNP-Bc, who is a 
member of the trauma team at methodist. “We 
use the Pts often to splint fractures when the 
traumas arrive to the trauma bay,” she says. in 
addition, Pts often provide gait training, balance 
assessment, and they also work with patients 
on pain control, adds anderson. “they can do 
electrical stimulation, they can do ice, and they 
can use tape.”

a Pt is on staff in the ED from 9am to 9pm 
every day, says anderson, and she emphasizes 
that there is no pushback to the approach from 
other clinicians; quite the contrary. “We really 
like it. Our patients get a lot of education, and 
they know what to do when they leave the hospi-
tal,” she says. 

the patient education component is an important 
aspect of what Pts bring to the emergency setting, 
adds Lisa TenBarge, Pt, DPt, who is largely respon-
sible for implementing the Pt program in Flagstaff 
medical center’s ED. “the people who come to 
the ED, 25% to 28% of them have musculoskeletal 
injuries, and that is our area of expertise,” stresses 
tenBarge. “We are looking at what are going to be 
the barriers to getting patients back to their normal 
function. that is a little bit different than what you 
normally see in the ED, which is to get them stabi-
lized and send them on their way.”

However, tenBarge points out that most Pts are 
not accustomed to working in emergency settings, 
so finding good candid  ates for an ED program 
can be difficult. “the Pts who work in outpa-
tient clinics are used to seeing patients who can 
walk and talk,” she says. “We are used to seeing 
patients who can’t get up off of a stretcher, so it is 
a different level of acuity than most Pts are used 
to dealing with.”

Establish a designated place for PTs

in addition, the Pts who are most successful in an 
ED setting are those who are able and willing to con-

tinually make sure the other clinicians understand 
what they have to offer, stresses Lori Pearlmutter, 
Pt, mPH, the director of therapy services at 
Flagstaff medical center. “the Pt working in the 
ED needs to do constant marketing, and not a lot 
of people like to do that,” she says. “they also 
need to communicate to patients that physical 
therapy is something they can refuse, but point out 
what benefits it provides as well.”

Such skills are particularly important in teach-
ing hospitals where there is a constant rotation 
of new clinicians in and out of the ED who may 
have no experience in working alongside Pts, says 
tenBarge. However, she emphasizes that once you 
establish relationships with the clinicians on staff, 
they can turn into your most ardent advocates. 
“the clinicians i have been working with for seven 
years know very well how to use me,” she says. 
“the physicians know we are going to spend more 
time with their patient, talking about their prob-
lem and how to manage it, and it allows them to 
really focus on the higher-acuity patients who are 
way outside our realm.”

it helps to have regular visibility in the ED. For 
example, for the past two years, Jogodka has had 
a desk adjacent to where the psychiatric assess-
ment team and case management are stationed. 
“clinicians know where they can find us,” says 
Jogodka.

it is also important to have regular Pt coverage 
throughout the ED’s busiest times, adds turley. 
While it won’t make sense for most EDs to have 
Pts on staff around the clock, consistent, daily 
coverage is nonetheless critical, she says. “if you 
don’t have Pt coverage for a couple of weeks, 
then the clinicians will forget to use them when 
the Pts are there,” says turley. “Have a desig-
nated spot and a designated staff that [clinicians] 
can work with as much as possible.”  n

Editorial note: Lebec, TenBarge, and colleagues 
have been working to assemble a toolkit for those 
interested in starting a PT program in their ED. 
They anticipate that the materials will be made 
available through the American Physical Therapy 
Association website by this spring. The web site 
address is: www.apta.org.   

Michael Lebec, PT, PhD, Assistant Professor of Physical 
Therapy, Northern Arizona University, Flagstaff  E-mail: 
lebec@nau edu  

SOurcE
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Interested in starting a 
PT program in your ED? 
Take these initial steps to improve your 
chances of success
 

analyze the types of patients who typically 
come through your doors. most EDs see a sig-

nificant percentage of patients with musculoskele-
tal issues, which is an area of expertise for Pts, but 
check what the patterns are in your department, 
and determine what hours of the day are optimal 
for Pt coverage.

currently, there are no formal training programs 
to prepare Pts to work in an emergency setting, so 
determine how you intend to equip Pts with the 
knowledge and experience to contribute to emer-
gency care and enhance the patient experience. 

arm yourself with knowledge about the unique 
skill sets that Pts can bring to an ED, and use this 
knowledge to educate administrators and physi-
cians about the potential benefits that Pts can 
offer. constant outreach is essential to making a 
Pt program useful and effective. 

Once you establish a Pt program in the ED, 
make sure the coverage is consistent and reliable. 
Otherwise, clinicians are unlikely to make a habit 
out of calling Pts in on cases in which they can 
contribute to care. 

When considering candidates to serve as Pts in 
the ED, look for flexibility and an ability to make 
quick decisions in a fast-paced setting. most Pts 
are accustomed to predictable schedules, but that 
is not how it works in the ED, where they may see 
as many as 20 patients one day and as few as three 
the next.  n

Michael Lebec, PT, PhD, Assistant Professor of Physical 
Therapy at Northern Arizona University in Flagstaff   
E-mail: lebec@nau edu 

With volume on the increase and a leave-
without-being-seen (LWBS) rate already at 

5%, ED administrators at methodist Hospital of 
Sacramento in Sacramento, ca, knew they needed 
to come up with a way to get patients moved 
through the ED more expeditiously — at least until 
a planned expansion of the ED took place, but in 
early 2008, that was still more than a year away.

“We were in an ED that was seeing close to 
48,000 patients each year, and we were function-
ing out of a nine-bed ED with six [additional] 
fast-track beds at the time, and only one triage 
nurse,” explains Tris Rieland, mD, medical direc-
tor of the ED at methodist Hospital. “When you 
have ten people signing in [to the ED to be treated] 
and there is only one person who they are being 
funneled through, that is going to create a bottle-
neck.”

concluding that more triage capacity was 
needed, administrators decided to take the six fast-
track beds offline and turn them into triage beds, 
says rieland, noting that under this “POD triage” 
approach, patients would be brought to a bed for 
triage soon after they walked in the door. Further, 
while there was no change made to physician 
staffing, there were some adjustments made on the 
nursing side.

“We increased staffing with a triage nurse and 
added a task nurse who managed the flow of the 
triage pod,” explains Cindy Myas, rN, director of 
the ED at methodist Hospital. 

Despite such adjustments, rieland admits he 
was skeptical that turning over six of his 15 beds 
to triage would be helpful, but the approach 
worked remarkably well. 

Boost capacity, slash 
LWBS rate with POD 
triage system 
Approach frees up beds, expedites patient flow

ExEcutivE Summary
With bottlenecks boosting ED wait times as well as the 

LWBS rate, Methodist Hospital of Sacramento decided 
to boost its triage capacity by taking over six beds that 
were being used for fast-track patients, and by taking 
advantage of waiting-room space for patients who don’t 
need to be placed in beds  

• Within a month of implementing the new approach, the 
LWBS rate dropped to less than 2%, and door-to-doc 
time was slashed by 20 minutes  

• Under the POD system, providers have 15 minutes to 
determine whether patients should be discharged, sent 
back to the waiting room while tests are conducted, or 
placed in an ED bed where they can be monitored  

• To implement the approach, no alterations in physician 
staffing were needed, but the hospital added a triage 
nurse and a task nurse to manage patient flow of the tri-
age POD  

SOurcE
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“Within a month it made our waiting room a 
ghost town in the sense that no one was really ever 
waiting to be seen,” says rieland. the LWBS rate 
dropped below 2%, and the door-to-doc time was 
trimmed from 50 minutes to 30 minutes, adds myas. 

Quick decisions keep patients moving

there is more to the “POD triage” model than 
just adding triage beds. the system governing how 
the beds are used keeps patients moving through 
the system, explains rieland. For example, when 
patients are brought back to a triage bed, the clock 
starts ticking down a 15-minute period during 
which one of three decisions must be made by the 
treating providers: they can either discharge the 
patient with a prescription or some other recom-
mended course of treatment; they can order lab 
tests or x-rays and, then, if the patient is stable, 
send him back out to the waiting room while the 
tests are completed; or if a patient is sick and needs 
to be placed on a cardiac monitor or hooked up to 
iv fluids, he can be sent to a bed in the main ED. 

transitioning to such a system requires a “cul-
tural shift in thinking” from both the physicians 
and the nurses, adds rieland. in particular, cli-
nicians have to get used to the idea that not all 
patients have to be in beds when they are assessed 
and treated. “We call it keeping them vertical for 
most of their ED stay,” he says. 

initially, there was some pushback to the idea 
from both physicians and nurses. One of the 
stumbling blocks had to do with the question of 
what should be done with patients who are placed 
on iv fluids. “the group came to the consensus 
that if patients need iv medications, we are not 
going to send them back out to the waiting room,” 
says rieland. “We will give them oral medicines 
and maybe an intramuscular shot to make them 
comfortable, but we will not put an iv in and send 
them back out to the waiting room,” he says.

Encourage input

Such issues can be resolved, but they require 
a collaborative approach that invites input and 
discussion, stresses rieland. “When we designed 
this we had meetings for up to two months prior 
to the time when we first went through the whole 
process,” he says. “We got nurses, mid-levels, and 
physicians involved in the process.”

myas agrees that it is important to get as many 
staff involved in the planning stages as possible, 
but she stresses that you also need to consider your 

geographic layout when designing any new sys-
tem changes. in fact, geography became an issue 
when the hospital opened a new waiting room in 
January of this year as part of a four-phase expan-
sion of the ED. 

“Because of the way the waiting room is cur-
rently situated in the department, we don’t have 
six beds in close enough proximity to walk the 
patients straight back [for triage],” says rieland. 
“it doesn’t quite fit our flow model.”

as result, the ED is temporarily switching back 
to its old triage model until it regains access to six 
nearby beds in about six months. then it will transi-
tion back to the POD triage system, says rieland.  n 

Get staff involved
with decision-making

approaching change in an inclusive way can not 
only create ownership of the new process, it also 

nurtures camaraderie and a team mentality, says Tris 
Rieland, mD, medical director of the ED at method-
ist Hospital of Sacramento in Sacramento, ca. 

this way, when nurses or physicians complain 
about some aspect of the new approach, these 
gripes get dismissed pretty quickly by the rest of 
the staff if the complainants haven’t participated in 
the process, he says. 

“if they’ve got a problem, it is okay, but they 
come to realize that they need to show up at a 
meeting to get it fixed rather than voicing it on the 
floor.”  n

Posted wait times an 
added advantage to 
multi-facility systems?
Impact on load-balancing to be studied by system

Given that patients are keenly interested in 
wait times, an increasing number of EDs 

across the country are taking advantage of new 
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media to make this information more accessible to 
the public. 

For example, many EDs enable consumers to 
access wait times online or via text on their cell 
phones along with a promise that patients will be 
seen quickly. When done well, such a strategy can 
boost volume, as well as patient satisfaction, but 
for health-care systems that operate multiple EDs 
in a given metro area, it also offers the potential 
advantage of directing patients to the least busy 
EDs so that bottlenecks are avoided and patient 
flow is evened out across the system.

 With six adult EDs and one pediatric ED oper-
ating in the same region, memphis, tN-based 
methodist Le Bonheur Healthcare is uniquely 
situated to reap some gains in efficiency from the 
posting of ED wait times, which the health system 
began doing in august of 2010, explains David 
Cummings, rN, cEN, corporate administrator, 
patient care operations, at methodist Le Bonheur 
Healthcare. (See story on question for the future 
in how payers will view low-acuity patients in the 
ED, p. 43.)

“that is why we are looking at our arrivals by zip 
code to see if there is some load balancing of non-
acute patients,” says cummings. “Our EDs are very 
strategically located in different quadrants of the 
city, so one of the things we are looking at is to see 
if there is a shift. People from one zip code might go 
to a different hospital based on wait times. there is 
nothing out there really published on this, so we will 
probably do a case study about our experience. We 
are trying to look at it fairly scientifically.”

in addition to mapping arrival by zip code, 
cummings says the hospital will also be tracking 

market share by payer mix to see if the posted wait 
times are linked to any changes. 

 While the impact on load balancing has yet to 
be determined, one result is already clear: Since the 
hospital began posting ED wait times at all of its 
adult hospitals, volume is up by 6% to 10%, says 
cummings. Despite the increases, the leave-with-
out-being-seen (LWBS) rate ranges from just 1% to 
2.1%. “We have very good processes in place and 
good throughout upstairs, so we have the capac-
ity to see more patients in an efficient way,” adds 
cummings. 

Get your house in order

it is clear that posting ED wait times can be a 
good way to win business, but it is important to have 
your house in order first, emphasizes Marty Carr, 
mD, the medical director for the health system’s 
emergency departments. “a couple of years ago, we 
undertook a project to make all of our EDs more 
efficient, and to get people in and out faster,” he says, 
noting that the initial goal was to get people seen by 
a provider within 30 minutes of arrival. “Everybody 
thought that was pretty insane at first, but we time 
stamp everything [through our Emr], and we can 
follow the process and see where problems are. We 
did that, and times started to come down.”

With such improvements in place, it was a not big 
deal to the clinical staff to post the wait times online. 
“it doesn’t change our wait times. it just makes them 
more available to the public,” stresses carr. “We 
were already good, and this just shows what we do.”

at press time, two of the health system’s EDs 
were offering guarantees that patients would be 
seen by a provider within 30 minutes of arrival, 
and the remaining EDs were expected to offer sim-
ilar guarantees shortly, according to cummings. 
However, he says the health system has no plans 
to post the wait times for its pediatric ED, which is 
part of the health system’s children’s hospital. 

“We chose not to post our children’s ED wait 
times because we didn’t want people to be confused 
and maybe go to another ED when they really 
needed to go to the children’s center, even if the wait 
time is a little bit longer,” says cummings. “We take 
care of kids at all of our EDs, but we really want 
our kids to go to our designated pediatric, level one 
trauma center hospital.”

Fortunately, since the EDs at methodist Le 
Bonheur had already transitioned to an electronic 
medical record (Emr) by the time the posting 
of ED wait times was even discussed, there was 
no need for additional it investments, explains 

ExEcutivE Summary
Methodist Le Bonheur Healthcare in Memphis, TN, is 

investigating whether posting ED wait times via the 
internet can positively impact patient flow in the six EDs 
the health system operates in the Memphis region  The 
health system began posting wait times in August 2010, 
resulting in increases in ED volume ranging from 6% to 
10% 

• The health system is monitoring ED arrivals by zip code 
to assess any impact on load balancing between its 
busy EDs 

• One marketing challenge is that a competitor is posting 
ED wait times as well, but it is posting the time it takes 
for a patient to be placed in a bed as opposed to the 
door-to-provider time that Methodist Le Bonheur is 
posting  

• The approach has the most impact on lower-acuity 
patients, but experts worry that in the future, payers 
may not be reimbursed for ED care for these patients 
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cummings. the health system uses an Emr plat-
form developed by Kansas city, mO-based cerner 
corporation, and cummings had already worked 
with the health system’s it group to put mecha-
nisms in place to regularly retrieve key perfor-
mance measures from the Emr.  

“Within the cerner platform, we created a real-
time dashboard for people on the front line to pro-
actively manage the ED, and that development gave 
us the ability to publish the [ED wait time] data,” 
says cummings. “We had the ability to do this, and 
it happens automatically. the data get [refreshed] 
every two minutes.” 

Differing definitions a marketing challenge

Posting ED wait times makes sense from a 
marketing standpoint, to be sure, but cummings 
stresses that the practice is also in line with the 
health system’s mission and philosophy. 

“Our organization is very big about transpar-
ency in our quality measures and quality metrics. 
We post many of our quality measures online 
already, so to try and continue that transparency 
… we wanted to let the community know what 
they could expect from our EDs,” adds cummings, 
noting that many people assume that when they go 
to the ED, they are going to have to sit and wait. 
“We wanted to help dispel that myth, at least in 
our EDs, where our patients are seen by a provider 
in a room. they’re not just sitting out in a waiting 
room.”

 in fact, one of the marketing challenges that 
methodist Le Bonheur has run into is that now 
one competing health system is posting an ED wait 
time as well, but it is posting the wait time until a 
patient is placed in a bed as opposed to the time 
until a patient is seen by a physician, nurse practi-
tioner, or physician assistant — the standard used 
by methodist Le Bonheur, explains cummings. 
“Patients aren’t [in the ED] to get into a bed. they 
are there to see a provider, but i think [the com-
peting hospital] saw the value of posting ED wait 
times, and they are responding to our campaign for 
a reason,” he says. 

 the concern, says cummings, is that patients 
may not discern the difference in the two standards 
being used to describe wait times. “they are not 
measuring the same thing that we are measuring, 
and the public probably doesn’t know the differ-
ence,” he acknowledges. “What we are publishing 
is the average door-to-provider time over the previ-
ous hour, but there are lots of ways you can play 
with the numbers.”  n

David Cummings, RN, CEN, Corporate Administrator, 
Patient Care Operations, Methodist Le Bonheur 
Healthcare, Memphis, TN  Phone: (901) 516-2357   
E-mail: cummingd@methodisthealth org 

How will payers view
low-acuity ED patients?

While faster throughput makes financial sense 
for EDs today, there is some concern that that 

the type of lower-acuity patient most influenced by 
advertised wait times may not make financial sense 
in the future because payers may not be willing to 
pay for non-emergency care in such an expensive 
setting, explains David Cummings, rN, cEN, 
corporate administrator, patient care operations, at 
methodist Le Bonheur Healthcare in memphis, tN.

“certainly we pride ourselves on a 30-minute 
guarantee to see a doctor, nurse practitioner, or 
physicians assistant, but does that, in effect, further 
clog our ED because we are so efficient that patients 
would rather come here than go to an urgent care 
center?” queries cummings. “that is a struggle we 
are having, or will be having shortly if payers say 
they’re not going to pay for this.”

to get around this dilemma, cummings suspects 
that health systems may need to consider solutions 
like what methodist Le Bonheur has done with the 
ED at its children’s hospital. “We have an urgent care 
center just adjacent to the ED, and it sees about 85 
patients per day,” he says, noting that those patients 
get billed at the urgent care rate, not the ED rate. 
“that is something we will probably have to con-
sider at our adult hospitals. many hospitals are going 
to have to look at alternate forms of care for those 
lower-acuity patients who could just as easily be cared 
for in their PcP’s [primary care physician] office.”  n

New study: Time to  
rethink pre-hospital  
IV fluids in trauma 
IV fluids can delay treatment, cause harm

there is mounting evidence in the literature that the 
routine practice by paramedics of administering 
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iv fluids to severely injured patients before they are 
transported to the hospital is not only unnecessary, 
but may also cause harm. in fact, new data from a 
large, retrospective study, using five years worth of 
information from the american college of Surgeons 
National trauma Data Bank (NtDB), strongly sug-
gest that this widespread practice should be discour-
aged (see reference).

While the issue is of prime concern to the state 
and regional agencies that govern and train emer-
gency medical personnel, experts stress emergency 
department personnel have a strong role to play 
in changing a practice that has been a standard 
of care for decades despite a dearth of scientific 
evidence supporting its use. 

“this is going to take a concerted effort from a lot 
of different groups. it is not going to be something 
that individuals can take on themselves and try to 
change one patient at a time,” stresses Elliott Haut, 
mD, FacS, the lead author of the study and an asso-
ciate professor of surgery and anesthesiology, critical 
care medicine, at Johns Hopkins university School 
of medicine in Baltimore, mD. “i think it needs to 
change at a big level.”

IV fluids delay transport

the study, published in the February 2011 issue 
of the Annals of Surgery, examined the care out-
comes of 776,734 patients, approximately half of 
whom received iv fluids prior to transportation to 
the hospital. researchers found that patients who 
received the iv fluids were 11% more likely to die 
than those who did not, and the impact was par-
ticularly notable among specific groups of patients:

• patients with head injuries were 35% more 
likely to die;

• patients who were shot or stabbed were 25% 
more likely to die; and

• patients who had emergency surgery after 
being hospitalized were 35% more likely to die.

Part of the problem, observes Haut, is that it 
takes time to administer iv fluids, and this delays 
transportation of the patient to the hospital. in 
fact, eliminating this step would actually take 
some complexity out of the process. “there are a 
lot of times when i wish the paramedics would just 
pick the patients up and bring them in, lights and 
sirens, as fast as they can with minimal interven-
tion,” explains Haut, who is a practicing trauma 
surgeon. However, he stresses the study data sug-
gest that it is not just about delayed treatment; the 
iv fluids may actually be causing harm in these 
patients as well.

While iv fluids are administered to raise blood 
pressure (BP), thereby keeping the body’s systems 
working, Haut explains that low BP can temporar-
ily stop bleeding. consequently, when a trauma 
patient’s BP rises rapidly, it can cause the patient to 
start bleeding again before he gets needed care in 
the hospital. 

“We looked at this very large group in aggregate 
and found there is potential harm associated with 
[iv fluids], but i certainly think in some specific 
cases, iv fluids may be beneficial,” says Haut. if 
a patient has to travel a long distance to reach a 
trauma center, for example, it is possible that the 
iv fluids would provide some benefit, he says, 
although he did not study this issue.

ED physicians have a strong role

While emergency medical personnel communi-
cate with ED staff while they are still in the field, 
much of what they do is protocol-driven, Haut 
emphasizes.

“Long gone are the days when they had to call 
in and ask for every intervention or every single 
medication that needs to be given before someone 
arrives,” he says. However, Haut adds that ED phy-
sicians often serve as medical directors of EmS agen-
cies. Furthermore, in some cases, such as maryland, 
for example, Haut points out that emergency medi-
cine physicians actually run the emergency medical 
systems. this puts them in a prime position to influ-
ence the pre-hospital care of trauma patients. 

“i do think they have a key role to play — not 
on an individual paramedic or Emt basis, but on 
a systems-level approach,” adds Haut.

Haut acknowledges that while his study has 
attracted attention, it will take time to change a 

ExEcutivE Summary
New data strongly suggest that the routine practice of 

administering IV fluids in trauma patients before trans-
port to the hospital may do more harm than good  The 
study’s lead author suggests that ED leaders have a 
strong role to play in changing a decades-old protocol 
that was implemented without sufficient scientific evi-
dence  

• The retrospective study of 776,234 trauma patients found 
that patients who received pre-hospital IV fluids were 
11% more likely to die than patients who did not receive 
fluids 

• Administration of IV fluids delays time to treatment and 
may exacerbate bleeding by raising blood pressures 

• There might be specific types of patients who would 
benefit from pre-hospital IV fluids, but the issue requires 
further study 
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practice that is as well-established as the administra-
tion of iv fluids in the field. “i think it is prompt-
ing people to really discuss things and question the 
dogma of what we have been doing for a very long 
time, and why we have been doing it,” he says. “i am 
working with the people who run the EmSs through-
out the state to try and change [the practice] in the 
pre-hospital setting.”

in the meantime, Haut is planning further studies 
to look at the issue in greater detail. For example, 
he is working with colleagues to essentially redo the 
study with data from both the NtDB and a large 
EmS database. in addition, he wants to look into the 
pre-hospital care of urban gunshot wound patients. 
“We are going to collect data from trauma centers 
throughout the country in different cities, and get 
information about that specific patient population,” 
he explains. “We are going to look not just at the 
question of iv fluids, but all the different procedures 
that get done for that patient population.”  n

rEFErENcE

1. Haut E, Kalish B, cotton B, et al. Prehospital intrave-
nous fluid administration is associated with higher mortality 
in trauma patients: a national trauma data bank analysis. 
Annals Surg 2011;253:371-377.

For more information on pre-hospital IV administra-
tion, contact:
Elliott Haut, MD, FACS, Associate Professor of Surgery and 
Anesthesiology,  Critical Care Medicine, Johns Hopkins 
University School of Medicine in Baltimore, MD  E-mail: 
ehaut1@jhmi edu  

Before posting wait 
times, get clinical staff 
on board

if you’re interested in making your ed wait times 
available to the public via the internet or text 

messaging, make sure you take the time to get the 
clinical staff on board with the approach first, 
stresses Marty Carr, mD, the medical director for 
the EDs at methodist Le Bonheur Healthcare in 
memphis, tN. 

“this is not something where you can walk up 
to the doctors and say you’re going to do it,” says 
carr. “Everybody’s got to buy into it.”

carr advises colleagues to do some internal 
measurements first so that you can spot areas in 
need of improvement and make adjustments before 
going live with the wait times. it also gives the staff 
time to adjust to the added stress that comes with 
posting performance metrics publicly. 

David Cummings, rN, cEN, corporate admin-
istrator, patient care operations, at methodist Le 
Bonheur Healthcare, says,“there is a lot of pressure 
on them to make sure we are as efficient as possible. 
all of our providers and staff really feel that pres-
sure to quickly, efficiently, and safely see patients. 
and safety is the most important thing.”   n

Want to admit patient, 
but can’t?  
Lawsuit may result
Ultimate responsibility is yours

This article originally appeared in the March 2011 
issue of ED Legal Letter. It was written by Stacey 
Kusterbeck, edited by Larry Mellick, MD, MS, 
FAAP, FACEP, and reviewed by Kay Ball, RN, 
PhD, CNOR, FAAN. Stacey Kusterbeck, Larry 
Mellick, and Kay Ball report no financial relation-
ships relevant to this field of study. 

it may be in the best interest of your ED patient 
with chest pain, seizures, or transient ischemic 

attack (tia) to be admitted, but this may not oc-
cur due to factors beyond your control. 

Edward Monico, mD, JD, assistant profes-
sor in the section of emergency medicine at yale 
university School of medicine in New Haven, ct, 
says that the main problems EPs encounter when 
admitting a patient to the hospital involve lack of 
institutional resources such as specialty consulta-
tion, and lack of a willing inpatient service provider 
to accept responsibility for the care of the patient.

“Despite these obstacles, the ultimate responsibil-
ity for the disposition of an ED patient rests with 
the emergency physician,” says monico. a patient 
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requiring admission for inpatient monitoring and/or 
treatment should receive inpatient monitoring and/
or treatment, he explains, and the physician best 
situated to make that determination is the EP. 

“Emergency physicians who acquiesce to a 
consultant’s request for office follow-up in lieu 
of necessary inpatient treatment, or succumb to 
the rationale of a hospitalist or private physician 
unwilling to provide required inpatient care, could 
be liable for harm realized if injury arose from 
an inappropriate discharge from the ED,” warns 
monico. 

to reduce legal risks, monico gives these recom-
mendations for EPs facing obstacles during the 
admission process: 

1. Be prepared for this scenario. 
“institutional contingency plans should exist for 

when opinions differ as to whether a patient needs 
admission,” says monico. “admitting patients to 
a default physician until delineation of inpatient 
responsibility can be assigned is one option.”

monico says that another option would be to 
call the administrator on-call to resolve the issue in 
real time.

2. Transfer the patient when appropriate. 
transferring a patient in need of specialty con-

sultation to a “willing and able accepting hospital” 
capable of providing that consultation far out-
weighs discharging a patient from the ED when 
ED consultation is required, says monico. “the 
need for the consultation and the reason for the 
transfer have to be documented and made known 
to the patient,” he adds. 

3. Communicate with the patient. 
“Patients have a right to know of problems that 

impact their health care, such as what underlies the 
need for transfer to another hospital,” says monico. 

4. Document your medical decision-making. 
“although actions speak louder than words, 

documentation of a physician’s thought process 
remains a fundamental risk management strategy 
in cases when other physicians pose obstacles to 
the emergency physician trying to abide by the 
standard of care,” says monico. 

Speak up for patients

EPs should never allow administrators to dictate 
admission criteria, underscores Tom Scaletta, 
mD, FaaEm, chair of the ED at Edward Hospital 
in Naperville, iL. “this is a form of a lay entity 
practicing medicine,” he says. “While they may 
cite utilization criteria, every patient is different in 
terms of their presentation, reliability, and willing-

ness to accept risk.”
EPs should avoid practice settings where they 

feel their job may be in jeopardy as a result of 
speaking up on behalf of their patients, adds 
Scaletta. “the ED medical director needs to advo-
cate for patient care and staff rights,” he says. 

Scaletta acknowledges that an EP who is a clear 
outlier regarding utilization may need to be “reeled 
in” by the director. However, he says, “Working 
under the direction of an unreasonable, reactive 
medical director that puts corporate interests above 
patient care precipitates lawsuits and burnout.”

Scaletta says that patients can be observed in the 
ED when they are not ready for discharge, while 
admission to another area of the hospital is not 
possible. “this is not ideal, since it contributes to 
ED overcrowding and spreads the ED staff thinner 
than it should be,” he notes. 

Patients should be involved in “gray area” 
decisions regarding admission versus discharge, 
says Scaletta. using the example of a tia patient, 
Scaletta notes that in the lower-risk cases with an 
aBcD score less than five, stroke occurring in the 
next 24 hours is unlikely.1 

an informed patient may prefer to go home on 
aspirin, complete further testing as an outpatient, 
and return at the first sign of any worsening, says 
Scaletta. 

“if family members are willing to observe such 
patients at home, there is usually no disadvantage 
as long as they rapidly return to the hospital should 
any neurological signs return,” says Scaletta.

No one to admit them to

John Burton, mD, chair of the Department 
of Emergency medicine at carilion clinic in 
roanoke, va, says that, “tias remain problematic 
for EPs. it is a very challenging issue. the prob-
lem is that they can’t get anyone to admit those 
patients to the hospital.”

n ED protocol slashes 
wait times, boosts  
efficiency
 
n Problems with on-call 
coverage by specialist 
physicians 

n Using urgent care 
centers to decompress 
crowded EDs, lower costs

n EDs need to do more 
to recognize victims of 
human trafficking

cOmiNG iN FuturE mONtHS
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cNE/cmE QuEStiONS

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

although EPs and neurologists in large stroke 
centers will admit all tia patients to the hospital, 
this often is not the case in community hospitals. 

“ED physicians will generally agree with the data 
that says patients are at increased risk for having a 
stroke in the next couple of days,” says Burton. “But 
the neurologist won’t admit them, or even be avail-
able to see the patient. the hospitalists and intensiv-
ists will say there is nothing they can do for them.”

the EP is then put into the difficult position of 
being told by the literature to admit tia patients, 
when there is no one to admit them to. 

“What happens is an event where the tia 
patient is discharged from the ED. Within a week, 
the patient returns with a substantial debilitating 
stroke,” says Burton. the plaintiff then argues 
that failure to admit and properly treat the tia 
visit resulted in the subsequent stroke by neglect.

“What’s generally lost in the details is that there 
is often no clear management strategy or therapy for 
the tia patient during hospitalization that could have 
prevented the stroke,” says Burton. “However, it just 
looks bad. therefore, the compulsion to settle a case, 
or the threat of a case, is rather high.”

if EPs at your hospital are encountering this 
problem, you need to have a plan in advance for 
how you are going to handle it, advises Burton. 
Whether or not the tia patients are going to be 
transferred to a stroke center, he explains, it’s 
important to have a dialogue about the care of 
these patients. 

“medicolegally, that is a good strategy. your plan 
may be, ‘there is nothing we can do, and we just 
have to send those patients home.’ On the other 
hand, once you look at it, sometimes there is a hos-
pital that will take the patients,” says Burton. 

in this scenario, Burton recommends document-
ing in the medical record that you have spoken to 
the doctors on call for admission, and they are not 
agreeable to admitting the patient. also document 
that you have arranged appropriate follow-up for 
the patient in the next few days, adds Burton, and 
told them when to return immediately to the ED. 

“this isn’t meant to be inflammatory. you 
shouldn’t throw everybody else under the bus 
because they won’t admit the patient,” says Burton. 
“But be clear in your rationale, and realize there is 
some risk there, if there is a bad outcome.”  n

rEFErENcE

1. chandratheva a, mehta Z, Geraghty Oc, et al. Population-
based study of risk and predictors of stroke in the first few 
hours after a tia. Neurology 2009;72(22):1941-1947.

1  According to Lisa TenBarge, PT, DPT, a physical therapist 
at Flagstaff Medical Center’s ED, one of the reasons it can 
be difficult to find suitable PT candidates to work in the ED 
is:
A  the pay scale is not adequate 
B  there is a shortage of PTs 
C  there is often conflict between PTs and other clinicians 
D  PTs are not accustomed to the level of acuity involved 
with many ED cases 

2  Lori Pearlmutter, PT, MPH, the director of therapy 
services at Flagstaff Medical Center, indicates that the PTs 
who are most successful in the ED setting have what type 
of skills?
A  Good organizational skills
B  Good marketing skills
C  Technical proficiency
D  Clinical expertise

3  One of the primary benefits of the POD triage system 
used at Methodist Hospital of Sacramento is to:
A  give providers more time to treat patients 
B  free up nurses to monitor ED patients 
C  boost triage capacity 
D  improve quality care 

4  Posted ED wait times have the most influence on what 
type of patients?
A  Stroke and heart-attack patients
B  Low-acuity patients
C  Indigent patients
D  Pediatric patients

5  A new study, authored by Elliott Haut, MD, FACS, associate 
professor of surgery and anesthesiology, critical care medi-
cine at Johns Hopkins University School of Medicine, sug-
gests that the routine practice of administering pre-hospital 
IV fluids in trauma patients is actually harmful to patients  
What are the contributing factors, according to Haut?
A  The time it takes to administer IV fluids delays transport 
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cNE/cmE iNStructiONS
1  Read and study the activity, using the provided refer-

ences for further research 
2  Log on to www.cmecity.com to take a post-test; tests 

can be taken after each issue or collectively at the end of 
the semester  First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mailing 
label, invoice, or renewal notice. 

3  Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%  

4  After successfully completing the last test of the 
semester, your browser will be automatically directed to the 
activity evaluation form, which you will submit online  

5  Once the evaluation is received, a credit letter will be 
sent to you   n

to the hospital 
B  The IV fluids raise blood pressure, which can contribute 
to bleeding 
C  Patients in shock can have an adverse reaction to IV 
fluids 
D  Answers A & B

6  IV fluid administration prior to transportation to the 
hospital mostly impacted patients:
A  with head injuries 
B  who were shot or stabbed 
C  who had emergency surgery before being hospitalized 
D  All of the above 


