
Are you ready for Y2K? Here’s what
you need to know
ED managers must be involved in hospital Y2K preparation and have
contingency plans for failed equipment, reduced staff, shelter,
and community violence

When it comes to Y2K, ED managers must be prepared for anything
ranging from minor glitches to a full-fledged catastrophe, stresses
Dallas Peak, MD, FACEP, clinical assistant professor at Indiana

University School of Medicine. “There is no way to be sure of the potential
impact of the Y2K problem on any hospital ED. There are simply too many
variables,” he explains. 

Y2K problems will occur when the computer incorrectly subtracts 100 years
from an entered, calculated, or displayed date. The computer interprets the date
as somewhere around the year 1900 instead of 2000. “In billing, a typical prob-
lem might be rejecting a patient’s insurance because the computer thinks the
insurance expired in 1901 (instead of 2001),” says Jonathan Teich, MD,
FACEP, corporate director of clinical systems R&D at Partners Healthcare
System in Chestnut Hill, MA. 

Clinical problems may occur when a departmental computer rejects medica-
tions in the pharmacy or laboratories, thinking that they are almost a century
past their expiration dates. “Follow-up appointment scheduling, management
reports, and even patient discharges can fail if the computer thinks the date is
well in the past,” notes Teich. 

Problems can also externally arise, such as important supplies being held up
if the external supplier experiences Y2K problems, Teich says. “Finally, the
psychological fear of Y2K problems, which is sometimes overblown by media
coverage, can itself lead to problems if institutions hoard supplies in anticipa-
tion,” he adds. 

Knowing the time frame of the potential problems is a major advantage,
Peak stresses. “Unlike other potential crises, with Y2K we have a definite time
frame for the events to take place,” he says. “Any ED manager would be wise
to take the full measure of planning and consideration for these concerns.”

There is a fine line between being smart and overpreparing, notes Brian
Duggan, RN, MSN, clinical operations manager for information services at
Carolinas Health Care System in Charlotte, NC. “We have all heard the
examples of people building fortresses in the wilderness and stockpiling
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food,” he says. “There are extreme reactions to be
sure, but don’t go to the other extreme and be caught
unprepared. All this is guesswork, because we really
have no idea what will happen.”

Here are some things to consider when preparing
for Y2K:

Assess your liabilities. “You need to assess exactly
where your risks lie. For example, you should know
what hardware and software is at risk,” advises
Duggan. “Your internal risks include utilities, electric-
ity, water, and medical supplies, such as medications,
linens, and equipment. You also need to consider third-
party risks.” (See Y2K readiness checklist on page 39.)

Every ED should prepare to operate without
restocking for at least one month, Duggan recom-
mends. “Water and backup electrical sources are
essential to the ongoing operations of an ED, so those
need to be considered first.”

Address personnel issues. “If there is a major dis-
aster and people don’t have access to gasoline because
of fuel rationing, how will you keep your ED staffed?
Have a contingency plan, such as working with a
reduced staff,” says Duggan. “Realize that it’s not just
the ED that needs to prepare. Your staff also need to
take care of their own needs so that they’ll be there
when you need them.”

Address personal preparation, advises Duggan.
“Employers are hesitant to intrude into people’s per-
sonal lives,” he says. “But since the potential for the
individual’s personal life intruding on the ability to
work is so great, I think ED managers are obligated to
step into that role. At least warn staff about things to
be prepared for.”

Make sure all ED personnel understand the atten-
dance policy. “Ours is fairly hard nosed, and clearly
states that even if there is inclement weather, you have
to be at work, or it’s an unexcused absence. People
should know what is expected of them in the event of
Y2K problems,” says Duggan. 

Consider how to provide shelter to the commu-
nity. Remember that Y2K happens in the middle of
winter. If there are power outages, people may come to
the ED,” says Duggan. “In the event that the floors are
full upstairs and people are basically going to the ED
for shelter, you will need to feed a large number of
people.”

Plan for triage criteria. “If you have limited
resources in terms of supplies and personnel, your
triage criteria will have to change. You have to be pre-
pared to handle that,” says Duggan. 

Prepare for security risks. “Consider what could
happen, and prepare to handle that. Violence in the ED
could increase, because it’s a natural outcome in the
event of shortages of food and water,” says Duggan.

Make sure disaster plans are strong. You need to
have an effective disaster plan in place. “However, this
is nothing different from what you should have now,”
Duggan says. “This is not a wasted investment if
everything is okay with Y2K. But you do need to
involve the whole community, including all EMS fire
and police.”

Disaster plans must be reviewed and revised to plan
for shortages of water, electricity, and supplies, notes
Duggan. Many things need to be considered. 

Understand the domino effect. “While many of
the critical information technology systems are
already being corrected, they rely on various sources
for information that may not be corrected in time,”
says Todd B. Taylor, MD, FACEP, an emergency
physician at Good Samaritan Regional Medical
Center and Phoenix Children’s Hospital in Phoenix,
AZ, and past president of the Arizona chapter of
ACEP. “This ‘domino effect’ may cause even care-
fully redesigned systems to fail, from a lack of input
from other systems that fail.”

Equipment are important pieces of the system: ele-
vators, helicopters, IV pumps, ventilators, monitors,
radio equipment, and paging devices may be interde-
pendent. “It may not just be a matter of your individ-
ual pager working correctly. If the the satellite in the
sky decides not to work any more, you’ve just lost all
connection,” says Duggan. 

Plan for other key dates. Y2K problems affect
dates other than midnight on January 31, 1999.
“Experts expect only about 8% of systems problems to
occur at this precise moment,” says Peak. “Many will
occur before, and many for weeks to months after that
date. A listing of the critical dates leading up to this
time is available from many sources.” (See list of help-
ful Web sites on page 43.) 

Know impact on hospital systems. “Hospital main
frame systems are notorious for being antiquated, and
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most are hardwired to the two digit date format. They
will have to be completely replaced or seriously
‘patched’”, says Taylor. “One healthcare organization
recently reported that of its $80 million budgeted capi-
tal expenditures for the next two years, more than half
will be spent on becoming Y2K compliant.”

Know which systems are likely to have problems.
“Any system that relies on the date for routine mainte-
nance scheduling may fail and refuse to work,” says
Taylor. “Such speculation has caused some to predict
that equipment with built-in maintenance monitoring,
such as cardiac defibrillators, phone systems, power
generators, and several others, will refuse to work or
will have to be ‘tricked’ into working by setting an
inaccurate date.”

At a minimum, healthcare information systems that
aren’t corrected will produce inaccurate dates for any
computer generated information, Taylor says. “For
instance, many hospital systems calculate age using
the current date and the date of birth. After Y2K,
almost everyone will have a ‘negative’ age, and even
someone born in 1899 would be calculated as 1 year
old,” he explains. “Will your hospital system simply
ignore the ‘negative’ age and go on, or will it simply
refuse to work? Only time will tell.”

Systems that perform “time and date” stamping
will, at a minimum, be inaccurate (e.g., 00:01-January
1, 1900) and may stop working altogether if the infor-
mation is used in any calculation, notes Taylor. “And
don’t forget the hardware that runs these systems,” he
adds. “Even if the software has been updated, the
hardware infrastructure may not be able to handle
Y2K.”

Consider all other systems. “Don’t forget about
postal meters, fax machines, digital clocks and
watches, automobile emission control systems, phone
systems, and security systems,” says Taylor. “The list
goes on and on.”

Address billing issues. First, determine if your
billing company is updated, says Taylor. “Even if they
are, are the carriers they deal with, including HCFA
and Medicaid carriers, updated?” he asks. “HCFA
recently asked its claims processors to sign contract
amendments to include a Y2K guarantee. To date, no
carrier has signed it.” (See sidebar on HCFA’s action
plan for Y2K on page 42.)

This may cause significant billing problems, warns
Taylor. “How many of us can wait an additional sev-
eral weeks for payment of claims while these carriers
work out their Y2K problems? Will insurance policies
suddenly ‘expire’? Will bank deposits go astray and
checks bounce?” he asks. 

Some billing problems can be internally resolved,
notes Duggan. “Some EDs use stickers on cards to

charge patients, while others key it into a system. If
you depend on that system for billing, you should find
an alternative,” he says. 

Find alternatives to electronic patient care
equipment. This is something people may not have
thought of, but we are very dependent on IV pumps
and electronic thermometers,” Duggan notes. “There
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Not Y2K
Item Y2K ready ready
Answering machines ❏ ❏
Bank debit/credit 

card expiration dates ❏ ❏
Banking interface ❏ ❏
Building access cards ❏ ❏
Claim forms ❏ ❏
Clocks ❏ ❏
Computer hardware

(list) ❏ ❏
Computer software

(list) ❏ ❏
Custom applications

(list) ❏ ❏
Diagnostic equipment

(list) ❏ ❏
Elevators ❏ ❏
Fire alarm ❏ ❏
Indoor lighting ❏ ❏
Insurance/pharmacy 

coverage dates ❏ ❏
Membership cards ❏ ❏
Monitoring equipment

(list) ❏ ❏
Order forms ❏ ❏
Outdoor lighting ❏ ❏
Physician referral forms ❏ ❏
Smoke alarms ❏ ❏
Telephone system ❏ ❏
Televisions ❏ ❏
VCR equipment ❏ ❏
Sprinkler system ❏ ❏
Spreadsheets ❏ ❏
Treatment equipment

(list) ❏ ❏
Safety vaults ❏ ❏

Note: This checklist is intended as a supplemental 
guide to help you determine your Y2K readiness.
This information is not intended to be all inclusive.
Consider using this with other diagnostic and refer-
ence tools you have obtained for this venture. The
Health Care Financing Administration will not
assume any responsibility for your Y2K compliance.
Source: Health Care Financing Administration

Sample provider Y2K 
readiness checklist



is no way you’re going to be able to pace somebody
on a pacemaker [if there are Y2K problems], but
you can use a glass thermometer or a manual drip
IV.”

Ventilators are a major concern, says Duggan. “If
these go down, you’ll have an immediate patient care
problem,” he says. “The less fancy ones that don’t
track dates are probably less likely to go down than the
ones that do everything except change the patient’s
gown,” he adds. 

Plan for alternatives to cleaning instruments. “We
didn’t always have autoclaves to do clean instru-
ments,” Duggan notes. “Make sure you have chemical
cleaning supplies to take care of your needs. If you
aren’t able to use a floor waxer, you may have to
switch to an old fashioned mop.”

Be aware of personal PCs. “If you use databases
for tracking patients, that is more likely to be on the
PC level,” says Duggan. “If there are reports you are
dependent on, make sure administrators realize what
you use the reports for and why you need them.”

The ED needs to take responsibility for its own
PCs, Duggan advises. “This varies widely depending
on your facility. In some hospitals there might only
be three or four PCs in the whole facility, while there
is a monitor every few feet,” he notes. “Whatever
your situation, you do need to check those out for
compliance.”

The vendors of those packages are often the best
source of help. “Very often there is a download
from the Internet site to update the software,”
Duggan says. “From a hospital standpoint, the
biggest liability is in the software that does the
billing and manages orders and results. If it’s out-
dated, it will fail unless it’s been remediated within
the last year or so. If it was purchased more than
two years ago, it’s a pretty safe bet that there’s
something non-complaint.”

Be aware of your hospital’s plan to address
Y2K issues. ED planning should be part of institu-
tional planning, says Jonathan Teich, MD, FACEP,
corporate director of clinical systems R&D at
Partners Healthcare System in Chestnut Hill, MA.
(See related story on getting the ED involved on page
43.) “The institution should have a unified plan for
Y2K remediation, [which is] typically centered in the
information systems or operations management
department,” he adds. “Y2K remediation involves
verifying both locally developed and commercially
supplied computer software to make sure that it is
protected against these errors.”

The process is not difficult but it can be time-con-
suming, and planning should have started by this
time, says Teich. “There is a cottage industry of soft-
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Software vs. embedded
systems

“Software may just need to be recoded, whereas
embedded systems have chips that can’t be

recoded,” explains Brian Duggan, RN, MSN, clinical
operations manager for information services at Carolinas
Health Care System in Charlotte, NC. “That’s really
where the problem lies. So you need to know which sys-
tems have these chips.” These may include elevators,
defibrillators, IV pumps, and EKG machines, he notes. 

Some machines and devices have chips embedded in
them that manage dates, which are not reprogrammable
and not easily tested. “Some chips that track mainte-
nance schedules will shut down if the maintenance
extends beyond the set parameter, while others may just
print fictitious dates,” says Duggan. 

An example is a ventilator with a maintenance pro-
gram in it that is designed to notify users when mainte-
nance is needed. “It subtracts the current year minus the
previous year, such as 99 minus 98. But 00 minus 99 is
negative 99, and the machine will automatically shut
down since it will appear that it’s been 100 years since
it was maintained.”

An example of a more benign problem is an EKG
machine. “When you put in the patient’s date of birth
and it says they’re 150 years old, you can still read the
squiggly lines. But other problems will shut equipment
down,” notes Duggan. 

It’s beyond the expertise of ED managers to know
which equipment has embedded chips, notes Duggan.
“You need a strong IS department to assist you, or to
talk to vendors directly. Many health care providers are
asking for letters that guarantee the equipment will work
properly in the year 2000. But a lot of vendors are refus-
ing to provide these letters, or they put in legalese to
protect themselves from liability.”

All current versions of computer software should be
Y2K compliant, says Taylor. “But even Microsoft was
forced to admit recently that some of its best selling
products still have Y2K problems,” he notes. “Worse
yet, many people still use legacy software that is sure to
be non-Y2K compliant. Upgrading before Y2K would
be prudent.”

If you are unsure about an individual PC, Norton
2000 software will assess hardware and software for
Y2K compliance, suggests Duggan. “However, in the
big picture, software and hardware on a PC level is
really minor. You may lose documents but it’s not the
end of the world.” ■



ware test sites and Y2K-specific consultants that can
assist in this process,” he adds.   ■

Three-level plan for Y2K
helps break problem down
into ‘critical subsystems’

“Plan for Y2K on the following three levels,” rec-
ommends Dallas Peak, MD, FACEP, clinical

assistant professor at Indiana University School of
Medicine:

Your ED and all of its critical subsystems. “Look
at all of the devices in your department that are crucial
to delivery of patient care,” advises Peak. “This may
include monitors, defibrillators, medication storage
devices, computerized ADT [admissions/discharge/
transfer] and tracking systems. Use whatever means
available to test and assure that these functions are
Y2K compliant.”

However, if a system is critical to your departmental
function, you must assure that an adequate back-up
system is in place in case of unforeseen failures, says
Peak. “The reason for this is simple. No-one will be
able to ‘guarantee’ full Y2K compliance until January
1, 2000 rolls around,” he notes. 

There are too many imbedded chips and systems are
too interdependent, he explains. “One non-compliant
device going down may take many others down with it.
I would recommend planning for failure and devising a
work-around ahead of time,” says Peak. “In many cases,
this will mean a paper-based or greaseboard solution.”

Test this backup system in the same way you would
conduct a disaster drill, Peak recommends. “Focus on
the most important things first: for example, can you
get medications out of the Pyxis machine if it goes
down? Is the machine plugged into a circuit with back-
up power in case of a failure of the electrical grid?” he
says. “If you are unsure, have pharmacy prepare a spe-
cial package of meds to have available on an emer-
gency basis (many departments do this as part of
general disaster preparedness).”
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What can a health care
provider do to avoid 
potential Y2K pitfalls?

There are key steps you can take to become Y2K
ready and many excellent sources of information are

available to help you. Here are a few steps to consider:
Step 1. Inventory both your hardware and software

programs. Identify and prioritize your mission critical
items. Anything dependent on a microchip or date entry
could be affected. Also, do not forget to identify those
businesses you depend on or who depend upon you
(Refer to Sample Provider Y2K Readiness Checklist.)

Step 2. Assess the readiness of everything on your
list. You can do this by contacting your hardware or soft-
ware vendor or accessing key information from various
Web sites. Also, do not forget your maintenance and ser-
vice contractors. They can help you decide about readi-
ness, as well as advise on system upgrades and
replacement options. In addition, there are many organi-
zations offering services to assess business readiness.

If your particular software program or form is not
Y2K ready, you will need to decide whether you should
invest in an upgrade or replacement. In making this
decision, keep in mind the potential challenges you may
face if changes/upgrades are not made, particularly to
programs that support your key business processes.

Step 3: Update or replace systems and software programs
you decide are important for your business community.

Step 4: Test your existing and newly purchased sys-
tems and software. During this process, keep track of
your test plans and output in case a problem surfaces
later. If you would like to test your interfaces with
Medicare, Medicaid, or a managed care organization,
call them so that testing can be considered and arranged.

Step 5: Develop business contingency (continuity)
plans in the event something may go wrong. Focus on
the items that may be a concern for you and your
patients. Examples:
• Claims cannot be sent in the appropriate format to an

insurer;
• Equipment required by your patients does not func-

tion properly;
• Laboratory or diagnostic facilities where you refer

patients cannot identify and accurately report to an
insurer the dates you submit on your order forms;

• Output from monitoring and reporting equipment are
not accurate or complete;

• Electronic remittances from Medicare or Medicaid
are not retrievable;

• Accounts receivable systems does not work properly.
• Checks cannot be deposited in your bank or accu-

rately credited; and/or
• Payroll system does not function appropriately.   ■

Source: Health Care Financing Administration



Have plenty of photocopiers available, advises
Peak. “If your registration computer system goes
down, make copies of driver’s licenses, insurance
cards, and paper forms,” he says. “Keep one set
with the chart and another set stored in a separate
place.

The subsystems relied on by the hospital. “This
includes power, lights, ventilation, phones, water,
suction, oxygen, and the like,” says Peak. “Ensure
that the proper testing has been done on these sys-
tems. If not, a back-up plan would be critically
important.”

Communication systems are key, Peak stresses. “I
remember the disruption caused by the failure of the
Galaxy 4 satellite last year,” he says. “We were unable
to contact consultants for hours. Patients started back-
ing up in the ED waiting on consultations and admis-
sion. I am very skeptical that the communications
industry as a whole is prepared.”

Have a secondary means of contacting the on-call
surgeon, cardiologist, neurosurgeon, orthopedic sur-
geon, and internist, recommends Peak. “Preferably,
have them in-house where overhead paging will be
available,” he says. “Do not rely on pagers or cell
phones. Time after time, it has been shown in disaster

situations, cell phones are overloaded in a matter of
minutes.”

It is quite possible that some digital phone (PBX)
systems within hospitals will fail, Peak predicts.
“These are very complicated systems and it is difficult
to foresee all potential problems,” he says. “Plan to
have radio communications available for talking to lab,
x-ray, OR, and bed control.”

It is also important to have “runners” available to
move specimens, reports, medications, and patients
back and forth, Peak advises. “A hospital without
electrical power is a scary thought. Most would turn
into darkened tombs,” he says. “It would be impossi-
ble to provide patient care in a semi-dark environment
where elevators, ORs, ventilators, and monitors were
lifeless.”

The key to ensuring readiness for Y2K in your
hospital should be the internal “grid,” says Peak. “If
the community’s electrical grid goes down, your hos-
pital should have adequate back-up generators imme-
diately on-line,” he recommends. “According to
JCAHO, these generators should undergo at least a
monthly test under ‘load.’ If not tested under an
actual load, many generators will fail when placed
into actual use.”
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HCFA’s Action Plan for Y2K

The Health Care Financing Administration’s
(HCFA’s) response to Y2K will have a major effect

on providers, since its computer systems and those of
its business partners are critical to processing claims for
70 million Medicare and Medicaid beneficiaries, says
Nancy Deparle, a HCFA administrator. 

“Medicare is the most automated health payer in the
country,” she explains. “We annually process nearly one
billion claims, most electronically. In fact, 97% of inpa-
tient hospital and other Medicare Part A claims and
81% of physician and other Medicare Part B claims are
electronically submitted to the Medicare claims pro-
cessing contractors. All claims undergo substantial elec-
tronic processing at the contractors, and many claims
are processed to payment with no manual intervention
whatsoever. 

This reliance on automated systems has presented a
major challenge, says Deparle. “Critical dates in com-
puterized claims processing include the date a benefi-
ciary became eligible, the date a patient was admitted or
discharged from a hospital, the date a wheelchair rental
began, or the date an enrollee entered a managed care
plan,” she says. 

“We readily acknowledge that we got a late start with

our Year 2000 problem, and that this has caused consid-
erable concern and criticism,” says Deparle. “For the
remainder of 1999, we will continue to renovate, test,
and retest our systems. We are ahead of schedule on our
internal mission-critical systems, and we are well on
our way to meeting the Federal government’s deadline
for our external systems.”

It is not enough for HCFA alone to be ready for the
year 2000, stresses Deparle. “Health care provider
computers and systems must be Year 2000 compliant in
order for providers to be able to generate and submit
bills to us,” she says. “State computers and systems
also must be Year 2000 compliant for Medicaid and
CHIP (Children’s Health Insurance Program) to con-
tinue uninterrupted payment for beneficiary service.”

Many states and providers will meet the Year 2000
challenge on time, but others will not, she says.
“Monitoring by us and the General Accounting Office
indicates that some states and providers could well
fail,” she adds. “This matter is of urgent concern and
it literally grows in importance with each passing
day.”

Our provider outreach campaign features a special
Year 2000 Internet site (address: http://www.hcfa.
gov/Y2K) which includes some of the basic steps that
can be taken by a Medicare provider or supplier, says
Deparle. (See HCFA checklist on page 39.) ■



Fuel stores should be available to carry the facility
at least 72 hours, Peak advises. “Ensure that your criti-
cal devices are plugged into circuits that will receive
power from the back-up generators,” he says. 

Your community and the relationship to your
ED and hospital. One of the last steps in preparation
is to look at your relationship with the community,
Peak emphasizes. “If you are an EMS control hospi-
tal, don’t rely on the newer, ‘trunked’ radio systems
many large communities have in place,” he says.
“Dust off your old VHF radio and make sure that it
works properly!”

If you are an inner-city hospital, plan for contingen-
cies with your local law enforcement, Peak advises.
“Aside from Y2K concerns, everyone else is going to
be planning for the ‘party of the century.’ There is a
possibility that things will get out of control,” he says.
“Many communities have already canceled all vaca-

tion requests for fire, EMS, and law enforcement dur-
ing the holiday weekend.

This could be a very high volume time for many
urban EDs, Peak predicts. “Consider extra physician
and nurse coverage, or, at least, have personnel ‘on
call’ from home or within the hospital,” he says. 

One additional threat is the increased risk of terror-
ism during this time period which has been speculated
on by FEMA and other government agencies, Peak
reports. “If your community is at risk, consider your
plans for dealing with NBC [nuclear/biological/chemi-
cal] casualties,” he says. 

Finally, make sure that your family and the families
of your staff are safe, Peak says. “Encourage them to
follow the recommendations made by state and local
agencies with regard to Y2K preparation,” he suggests.
“For instance, the State of Florida recommends citi-
zens to prepare food, water, and supplies as if a storm-
related loss of services were to occur.” ■

Make sure your ED is
appraised of hospital-wide
year 2000 concerns

It’s imperative that ED managers work closely with
their hospital’s Y2K teams, urges Dallas Peak,

MD, FACEP, clinical assistant professor at Indiana
University School of Medicine. “However, don’t
limit yourself to only information systems (IS) con-
cerns,” he says. “Be wary of other critical subsystems
such as power, communication, facilities, and materi-
als management. Many hospitals have created com-
mittees to deal with this issue in a wider scope. Make
sure that you are personally involved or appraised of
these matters.”

Too often, the ED is excluded from system plan-
ning, stresses Brian Duggan, RN, MSN, clinical
operations manager for information services at
Carolinas Health Care System in Charlotte, NC. “You
need to be assertive and get on whatever Y2K com-
mittees are appropriate,” he says. “Ask your IS depart-
ment how they are managing the Y2K bug, and offer
to help them assess the equipment in your ED.”

Y2K committees should involve the ED, Duggan
says. “The IS department needs input from the ED and
other areas, because this problem needs to be tackled
globally,” he explains. “Maintenance needs to be a
major part of this, because of the issue with electricity
and water. And there needs to be a very clearly written
disaster plan for the ED, should there be a shortage of
water and electricity.”
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Useful, Web-based,
paper-based
resources for Y2K 

“There are a tremendous amount of resources
for Y2K, but there are also a lot of sensation-

alized Web sites for the terminally paranoid,” says
Brian Duggan. “Like anything else on the Internet,
stick to reputable sites. These will have links to other
reputable sites.”

Try these Internet sites:
• http://www.microsoft.com/year2000 
• http://www.rx2000.org
• http://www.righttime.com
• http://www.sbhs.com/y2k/index.htm
• http://www.rigel.co.nz
• http://www.mitre.org/research/y2k
• http://www.itaa.org
• http://www.year2000.com
• http://www.or-computers.com/support/

appnotes/bios/year2000.html

Here is a partial list of recommended resources.
Suggested Reading:

• PC Magazine: Sept 23, 1997; pages 229-231.
• PC World: Jan 1998; pages 78-80.
• PC Today: July 1998; pages 76-78.
• American Medical News: July 6, 1998; pg 25
• The Year 2000 Health Care Survival Guide by 

Audie Lewis and Victoria Weingart



Make sure administrators are taking the ED
seiorusly, Duggan advises. “The ED is the point of
entry for most admissions. Also, if people are looking
for shelter, the ED is going to be a big vulnerability
in terms of taking care of the community and itself,”
he adds. “Make sure that senior administrators are
aware of the need for systemwide disaster planning,
because the ED will be one of the key points to be
affected.”

If consultants are used by the hospital, make sure
you are involved. “Consultants are expensive but they
can bring in a fresh point of view and expertise. If the
hospital can afford it, they’re well worth it,” says
Duggan. “If a consultant group is brought in, make
sure the ED is part of what they’re looking at.” ■

Use protocols to improve
communication with
patients

When Louisville, KY-based Hardin Memorial
Hospital’s ED sought to improve its patient sat-

isfaction scores, a communication protocol was cre-
ated. “Including this in protocols ensures that the
patient is getting a higher level of service. Teaching
these concepts is one thing, but you also have to for-
malize it with the protocol,” says Jackie Gerard, the
ED’s CQI coach. 

The protocol includes specific instructions for
patient communication. “It’s a flow chart of what com-
munication needs to happen from the time a patient
comes into the ED until he or she is discharged,”
Gerard explains. “Also, we have a column for family
member communication. This explains exactly what
the patient and their family members need to know at
what point. It also addresses which staff member gives
information to the family member.”

At Emory University’s ED, some staff members
were uncomfortable making comfort measures part of
ED protocols, notes Doug Lowery, MD, FACEP,
medical director of the ED. “There was an initial resis-
tance to providing non-medical therapy, because it was
viewed as something you do at a hotel. So we had to
change that part of the culture,” he says. “We had to
get staff to realize these are basic support functions.”

Using protocols to increase comfort is a way to
improve satisfaction without additional resources,
notes Lowery. “It doesn’t require an attending physi-
cian level interaction. This can be generated at triage
and have a tangible effect on patients satisfaction,”
says Lowery. 

Since the communication protocol has been imple-
mented, patient satisfaction scores have increased
significantly, notes Gerard. “Our last monthly score
for Press Gainey was in the 93rd percentile, and
when we started out we were in the lower quarter,”
she reports. 

The following practices are included in the ED
patient satisfaction protocols:

Informing patients about the status of their
pain management. When staff at Emory’s ED
sought to improve pain management, communication
issues were also addressed. “We knew our patients
weren’t happy with the attention given to their pain,”
says Lowery. “When we were developing the proto-
col, we realized there were many other ways to
impact a patient’s perception of pain, other than a pill
or shot. So our pain pathway evolved into a comfort
pathway.”

Just talking about a patient’s pain can help relieve
it, notes Lowery. “If a patient has abdominal pain and
we don’t give them relief, the patient is afraid they will
never get out of discomfort. Now we talk about how
much pain they are having, and when they can expect
relief,” he says. “It just sets patients at ease knowing
that they will be treated as soon as it’s safe. Instead of
magnifying the pain with unnecessary worry, we are
taking away that anxiety.”

Previously, patients did not understand why they
couldn’t instantly receive pain medication, which
added to their discomfort. “Now if we can’t immedi-
ately give pain medication because we’re watching
their abdominal pain, we explain when they can get it,”
says Lowery. “We don’t leave them in limbo. The goal
is to make sure they realize as soon as it’s safe, we will
give them something.”

Patients are more satisfied with pain management
now, reports Lowery. “They feel more strongly now
that we’re doing everything we can to control their
pain,” says Lowery. “One of the questions on our
patient survey cards says, ‘did the staff do everything
they could to control pain?’ Scores have been gradu-
ally rising since we implemented this.”

Helping patients to quantify pain. Part of the pro-
tocol involves teaching patients how to quantify their
pain. “We quantify the amount of pain the patient has
at the moment they come in. Some people are very
open and others very stoic, so we’ve worked with staff
to teach patients to tell patients how to quantify pain,”
says Lowery. 

Providing general comfort measures. “Patients
are offered warm blankets, food and beverages, and
staff make sure they’re not too warm or cold. Also
staff reposition patients who have a hard time moving
themselves,” says Lowery. “Also, a phone line was put
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at every bedside.” On the nurse’s initial assessment
form, a checklist includes asking patients about food
and drink, making phone calls, and to address pain
medication with physicians. 

Escorting patients to registration. Harden
Memorials’ protocol states that after the triage nurse
introduces him or herself, he or she brings the patient
over to registration. “It’s very different from just say-
ing, ‘go over there and someone will take care of you.’
This is a way of elevating the expectation of the qual-
ity of care we deliver,” says Gerard. 

Using a brochure to explain the stages of an ED
visit. The protocol includes the use of a patient
brochure with a detailed map of care, to facilitate com-
munication. “This helps prepare the patient for expec-
tation of delays, and ensures they understand the
process they’re going through,” says Gerard. (See the
ED brochure inserted in this issue.)

The protocol instructs the triage nurse, ED nurse,
physician, patient care assistant, and registration clerk
to sign their names on the brochure. “The brochure is
taken through the system by the patient, and each care-
giver signs his name and explains what the next step
is,” says Gerard. 

The practice helps patients to feel connected with
the health care team, says Gerard. “Using our names
makes a commitment to the patient in a personal way.
We also say, ‘if there is anything else I can do, please
contact me.’ It functions almost like a business card,”
she explains. “Also, because we are signing our
names it makes the staff members personally
accountable.’

Use of patient’s name at every exchange. The pro-
tocol instructs the triage nurse, patient care representa-
tive, nurse, and physician to introduce themselves, and
then use the patient’s name in the first or second
exchange. 

Explaining delays. The protocol lists the stages of
the patient’s visit, and instructs caregivers to explain
delays at each stage. “The registrant gives the patient
delay time expectation,” says Gerard. If the patient’s
wait exceeds 10 minutes over the estimated time, the
registrant locates the patient in the waiting room and
gives updated information. 

If there is a wait longer than an hour, caregivers
offer specific services instead of general comments.
“For example, they may tell the patient, ‘I brought you
these magazines,’” says Gerard. 

Explaining procedures. The protocol stipulates
that every stage of the patient’s visit must be clearly
explained. “For example, the physicians will explain
that the patient needs more tests to make a diagnosis,
and also explains why the test is needed,” says Gerard.
“The physicians also communicate with the patient

about discharge, and let them know that the nurse will
be in shortly to give them final instructions.”

Introducing the patient to other caregivers.
“When the patient is brought to the back, he or she is
introduced to other caregivers by name,” says Gerard.
“It sounds so simple, but it just doesn’t happen in most
EDs.”

Being treated by several people can be confusing
to patients, says Gerard. “We tried to build bridges
between caregivers, because, from the patient’s point
of view, people were sort of popping in and out of the
room,” she explains. “If the lab test will be going to
lab for analysis, when doctor orders the test, he or
she explains that the nurse will be in a few minutes.
This way, unfamiliar faces aren’t just jumping in and
out.”

That soothes the patient’s anxiety, says Gerard.
“Although so much teamwork is going on outside, the
patient is not aware of that. They just see people are
coming in and out who may seem unconnected to their
care,” she adds. “Now the patient can understand the
coordination of care.”

Electing a family communicator. “We ask the
family to elect a communicator, which is part of the
protocol,” says Gerard. “At times, there may be 12
people waiting for a patient. This way, the family
chooses a spokesperson and it’s up to that person to
convey information to others.” ■

A unified organizational
structure: ED nurses,
physicians working under
the same roof
Bob Kepshire, RN, MS, CEN
Director of Clinical Operations, Emergency and
Express Care Services, Medical College of
Georgia

You are probably asking yourself ‘well of course
ED nurses and physicians work under the same

roof, where is this article headed?’ The purpose of
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this article is to describe a unique environment in
which I have placed myself. In March 1998, I started
a new position as director of clinical operations,
emergency and express care service at the Medical
College of Georgia Hospital and Clinics (MCG). It
would appear that there would not be anything
unique about the position. However, the structure
that the position is part of is very unique. Unlike the
traditional administrative split between nursing and
medicine, the Emergency and Express Care Services
program has been designed as a unified team. The
structure consists of an organizational chart that sets
up an interdependent relationship between nursing
and physicians. Under the leadership of the chair-
man, the organizational structure is such that a uni-
fied team carries out the administration of the
department.

The structure supports an equal sharing of ideas
and opinions. Likewise, no one discipline is given
more weight on decisionmaking. The old school of
nursing vs. physicians has virtually been elimi-
nated. Operation of the department is truly a col-
laborative approach and functions from peer to
peer. I have worked under the customary design
where the emergency department nursing staff
reports to the hospital’s Division of Nursing or
Patient Care Services. And though this model does
work, I have found the structure at MCG to be one
that facilitates quick decisions and promotes a
greater exchange of ideas. The unified structure
keeps the entire department on track and moving as
a whole to the desired goal.

The ability to remain connected with my nursing
colleagues exists through regular interaction with
fellow nursing administrators. The lines of commu-
nication are always open and I am treated as a mem-
ber of their team, even though the direct reporting
relationship does not exist. In addition, emergency
nurses participate in the nursing shared governance
program at MCG. This allows their continued con-
nection to what is happening within Patient Care
Services.

The unified organizational structure really for-
malizes the relationship that probably occurs with
most nursing and physician leaders of EDs. The
combination of the two disciplines under one, uni-
fied team promotes a true spirit of working
together. It places the nurses and physicians on a
level playing field that says ‘what’s good for you is
good for me.”’

As we all struggle for ways to poise ourselves for
the future, I must give a testimonial that our depart-
ment is truly structured to take on the challenges to
make us a model ED of the future.

Larry B. Mellick, MD, MS, FAAP, FACEP
Chair and professor, Department of Emergency
Medicine, Medical College of Georgia

Even though the model of physicians and nurses
organized as members of the same functional unit is
not new, it is not commonly applied. In 1972-1973,
John Hopkins University created a decentralized man-
agement structure that resulted in multiple functional
units. Each functional unit was and is headed by a
physician chief who also serves as the academic
chairperson in the school of medicine. An administra-
tor and a nursing director directly report to the chief.
Together, these three individuals function as a man-
agement team. The functional units such as anesthesi-
ology and critical care medicine, gynecology and
obstetrics, medicine, neurology, laboratory medicine,
and others have other important operational character-
istics. The units are responsible for all direct costs
associated with the operation of the unit. These
include services acquired from other departments
such as laboratory medicine and radiology.
Institutional operational costs such as dietary, house-
keeping, security, billing, insurance, etc. are allocated
to the functional unit. Outside purchase options are
available if outside services of equal quality can be
purchased at a lower price.1

At the Medical College of Georgia, the leadership
team in the department of emergency medicine hovers
over both the facility and professional budgets. In
fact, our department was created in 1996 around a
business plan and modified with subsequent business
programs. While the leadership team is somewhat
larger (because of multiple service lines provided)
than the model created at John Hopkins, we all
actively participate in managing the business of emer-
gency medicine.

Our leadership team consists of the department
chairman, the director of clinical operations, director
of business operations, director of emergency services,
director of pediatric emergency services, the residency
program director, and the directors of the adult and
pediatric express care services (urgent care). This team
meets each Monday morning for a three-hour session
dedicated to operational planning and global strategy
development. In response to specific and more focused
issues, various permutations of team members meet
with the chair.

Why is this format so valuable? First, it has impor-
tant functional elements of a CQI team which allows
all who “touch a problem” to find the best solutions.
Second, turf and administrative power issues are dra-
matically minimized. This is one of the best formats
for attaining a greater degree of true interdependence.
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The common administrative structure, with two dis-
tinct chains of command for the nurses and physicians,
significantly increases the odds that a degree of diver-
sion will exist.

Stephen R. Covey in his book, The Seven Habits of
Highly Effective People, discusses the “maturity con-
tinuum.”2 This continuum spans from dependence to
independence and ultimately interdependence.
Interdependence in relationships occurs once indepen-
dence is attained and there exists a reasonable degree
of security allowing one to take the risks associated
with functioning interedependently. Unfortunately, for
all of us, the independence stage is much more com-
fortable and less risky. However, all of us feel to some
extent that we have “come a long way, baby” and fear
making the adjustments necessary to move from inde-
pendence to interdependence. In his book Covey
states, “Life is, by nature, highly interdependent. To
try to achieve maximum effectiveness through inde-
pendence is like trying to play tennis with a golf
club—the tool is not suited to the reality.”2

Unfortunately, the healthcare marketplaces are
becoming increasingly more cold and unfriendly. We
must continually remind ourselves that divided we
remain vulnerable and united we have a much better

chance of meeting the challenges of today’s healthcare
market. In summary, it is our opinion that operational
interdependence can best be attained in an organiza-
tion by creating a structure that truly brings everyone
together as part of the same team.   ■
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Correction:
The Web site for HCFA third-party compliance

billing listed in “ED compliance: Billing Processes
receive more attention” in the February 1999 issue of
ED Management was incorrect. The correct address is
http://www.dhhs.gov/progorg/oig/modcomp/third-
party.htm. We apologize for any inconvenience this
may have caused.   ■
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