
New Joint Commission report warns:
Sentinel events most likely in the ED
Implement strategies to reduce risks, prepare for survey

If you’re like most emergency department (ED) managers, improving patient
flow is one of the biggest challenges you face every day. Now there is a new
compelling reason for you to take immediate action to address this problem.

A Sentinel Event Alert from the Oakbrook Terrace, IL-based Joint Commission
on Accreditation of Healthcare Organizations says that more than half of the sen-
tinel events involving death or permanent injury over a seven-year period begin-
ning in 1995 occurred in the ED; and treatment delays were identified as a
significant factor. Of 55 reported sentinel events that resulted from treatment
delays, 29 were ED-related.

ED will come under focus for surveys

The ED will become a major area of focus for surveyors, says Marilyn Bromley,
RN, director of the emergency medicine practice department for the Dallas-based
American College of Emergency Physicians (ACEP). “We have every indication that
the ED will remain a focus of intense scrutiny, especially anything you are doing to
increase patient safety and prevent medication errors,” she says. (For more informa-
tion on this topic, see “Reports spotlight medication errors: Make changes
before tragedy strikes,” ED Management, June 2000, p. 61.) 

There is a dizzying array of reasons why the ED is at high risk for sentinel
events, according to Susan Nedza, MD, FACEP, clinical faculty for the division of
emergency medicine at Northwestern Memorial Hospital in Chicago and former
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chair of the ACEP Patient Safety Task Force.
She points to unlimited flow of patients, a high vari-

ability of conditions treated and diagnosed, and vul-
nerable populations including elderly patients with
complex medical problems, non-English speaking
patients, and patients with substance abuse problems. 

“A large percentage of the ED population falls into
one of three categories: high-risk, high-volume, and

problem-prone,” says Cindy Bruns, RN, BSN, CEN,
quality management coordinator for the Emergency
Center at Tallahassee (FL) Memorial Hospital.

Other problems putting EDs at risk include over-
crowding, understaffing, admitted patients being held,
and unavailability of on-call specialists, Bromley says.
“One patient suffering a medical mishap is one too
many,” she says. “However, with the above issues, a
sentinel event occurring in the ED is certainly possible.”

Here are ways to avoid sentinel events in your ED:
• Improve the way providers communicate. The

Joint Commission report identified communication as an
underlying cause of sentinel events, and recommended
the following interventions:

— Implement processes and procedures to improve
the timeliness, completeness, and accuracy of staff-to-
staff communication, including communication with
and between resident and attending physicians.

— Implement face-to-face interdisciplinary change-
of-shift debriefings.

— Take steps to reduce reliance on verbal orders,
and require a procedure of “read back” or verification
when verbal orders are necessary.

• Maintain a high index of suspicion for meningi-
tis. The most frequently missed diagnosis causing a
sentinel event was meningitis. The Joint Commission
report specifically recommends that EDs implement
strategies for this disease. 

Surveyors will ask about policies related to diagno-
sis and treatment of this high-risk group, Nedza says.
“All children under the age of two months with com-
plaint of irritability or fever should be seen as soon as
possible,” she stresses. 

Adequate follow-up for children presenting with
fever is mandatory, Nedza adds. “A discharge instruc-
tion to ‘call your doctor or the peds clinic’ is insuffi-
cient,” she says. Stress the need to return for changes
in symptoms and to call the child’s pediatrician
directly to discuss the case, she advises.

• Identify specific high-risk areas. Bruns advises
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According to new data from the Joint Commission on
Accreditation of Healthcare Organizations, most sentinel
events resulting in death or permanent injury occur in the
emergency department (ED).
• The most frequently missed diagnosis was meningitis,

so surveyors will want to see policies for diagnosis,
treatment, and adequate follow-up.

• Identify and monitor high-risk groups, including
patients who leave without being seen. 

• An effective system is needed to address abnormal
findings that surface after the patient has left the ED. 

Executive Summary



you to collect data to spot trends for high-risk popula-
tions, such as patients with chest pain, female abdomi-
nal pain, and headaches. 

“If you identify a systems problem or a problem with
a specific individual, make the needed changes,” she
says. “Then continue to collect data and trend until you
are satisfied with the results.”

Nedza recommends tracking statistics for patients
who left without being seen. “This is a high-risk group,
and a sudden jump in these numbers indicates the need
for vigorous interventions,” she explains. 

These may include increasing the number of triage
personnel, or putting in place an expedited triage process
to shorten waits during busy times, Nedza says. (For
more information on this topic, see “Reduce risks 
of patients who leave too soon,” ED Management,
November 2001, p. 125.) 

It’s also important to create a system to ensure that
waiting patients are re-assessed at regular intervals, she
says. She recommends re-checking patients according
to these intervals: 15 minutes for emergent complaints,
30 minutes for urgent, and one hour for less urgent.
“All patients should also be instructed to talk to a des-
ignated individual if their symptoms worsen or they
are contemplating leaving,” she says.

• Implement an effective system to manage

abnormal findings. Have a system to deal with call-
backs for all abnormal labs and X-rays, and vigorously
monitor this system, Nedza advises. 

“Your system should not be the triage nurse doing
this in his or her spare time. This needs to be given
resources and made a priority,” she stresses. The data
should be collected and analyzed monthly, Nedza says,
and action plans to improve the handling of these
cases should be put in place and then reevaluated.

• Use clearly defined protocols for high-risk situ-
ations. Surveyors will want to see clearly defined pro-
tocols for your high-risk patients and situations, says
Pam Moore, RN, CPHQ, performance improvement
coordinator at Shawnee Mission (KS) Medical Center.
“Then, you need to make sure a system is in place to
allow the protocols to be followed,” she says. 

For example, Moore says if your protocol calls for
reassessment of patients at certain time frames based
on acuity, then you must have the appropriate staffing
level to allow this to happen. 

Create triage protocols stipulating that high-risk
cases such as infants with high fever, elderly individu-
als with abdominal and back pain, and patients with
chest pain symptoms be brought back immediately,
Nedza recommends. 

“The fact that you have six patients with chest pain
in the ED should not impact the decision regarding the
47-year-old with chest pain in triage,” she warns.

• Ensure appropriate follow-up for abnormal
findings. One high-risk area that receives little attention
involves abnormal findings that appear after the patient
leaves to be discharged or admitted, Nedza says. “This
might be a second set of troponins or cardiac enzymes
on a patient who was admitted to telemetry but now
rules in for a myocardial infarction or cardiac ischemia,”
she says. You need specific policies for dealing with
these laboratory results, especially when the treating
physician is now off-duty, the patient was transferred, or
the ED record is closed out, Nedza advises. 

• Take steps to reduce treatment delays. Because
treatment delays are a major cause of sentinel events,
these should be monitored closely, Bruns says. 

“One of our major patient complaints is waiting time
to be seen by a physician. Delays are primarily caused
by lack of ED beds.” Bruns reports that her facility is
building a new ED with double the current space. In the
interim, plans are being made to open new monitored
inpatient beds so fewer patients are held in the ED, she
says.

Delays often are caused by inpatients not getting
discharged on a timely basis, so the patient is tying up
the ED bed, Moore notes. “Looking at the entire sys-
tem of patient flow may be necessary to reduce treat-
ment delays,” she says.  ■
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For more information on sentinel events, contact: 
• Marilyn Bromley, RN, Director, Emergency Medicine

Practice Department, American College of Emergency
Physicians, 1125 Executive Circle, Irving, TX 75038-
2522. Telephone: (972) 550-0911. Fax: (972) 580-
2816. E-mail: mbromley@acep.org.

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

• Pam Moore, RN, CPHQ, Performance Improvement
Coordinator, Shawnee Mission Medical Center, 9100 W.
74th St, Shawnee Mission, KS 66201. Telephone: (913)
676-2681. Fax: (913) 789-3184. E-mail: pmoore@
smmc.saint-lukes.org.

• Susan Nedza, MD, FACEP, American College of
Emergency Physicians, PO Box 619911, Dallas, TX
75261-991. Telephone: (800) 798-1822. E-mail:
snedza2001@kellogg.northwestern.edu.

The Joint Commission’s Sentinel Event Alert on Delays 
in Treatment can be accessed at the Joint Commission
web site (www.jcaho.org). Under “Newsletters,” click on
“Sentinel Event Alert,” “See Past Issues of Sentinel Event
Alert,” and “Issue 26 — June 17, 2002.”

Sources/Resource



The new survey process
will surprise you

Are you spending hundreds of hours, hiring
expensive consultants, and holding countless

meetings preparing staff for every survey from the
Joint Commission on Accreditation of Healthcare
Organizations? 

April Dukes, RN, head nurse for the ED at Tift
Regional Medical Center in Tifton, GA, echoes the
sentiments of most ED managers when she says that
getting ready for Joint Commission surveys often is
viewed as “a total nightmare.”

That soon may change as a result of dramatic
changes in the way the organization will conduct sur-
veys as of 2004, with self-assessments to be dis-
tributed beginning in mid-2003. (For a timeline for
the new survey process, see box, below.) According
to the Joint Commission, there will be more of a focus
on safety and quality patient care, and less frantic
“ramping up” before surveys. 

Dukes recently got an advance look at the new sur-
vey process when her ED participated in a pilot test of
the new process with the Joint Commission. Surveyors
were more focused on overall patient care instead of
individual standards, which resulted in fewer last-
minute preparations, she reports. “As a manager, if I
stay compliant with the big issues and can enforce that
every day, surveys are not as overwhelming,” she says. 

ED managers interviewed think that this new pro-
cess is a positive change. “This will guarantee that
patients are receiving high standards of care 100% of

the time, not only during survey time,” says Karen
Clements, RN, BSN, ED nurse manager at Eastern
Maine Medical Center in Bangor.

“The focus has definitely changed,” says Kathryn
Perlman, MS, RN, CEN, clinical specialist for the ED
at Presbyterian Hospital of Dallas. “What we are being
told is that the surveyors [now] come with two guns;
one loaded with patient safety and the other loaded
with error reporting,” she says. 

Clements says she plans to begin informing staff
about the new survey process shortly. “The new require-
ments will be passed on to my charge nurses and to my
staff educators to reach their core group that fall under
them,” she says. “This helps disseminate information,
especially on off-shifts.”

Perlman attended an all-day workshop for her facil-
ity’s educators and managers on the new survey pro-
cess, and ED staff soon will be inserviced with learning
modules and handouts. 

Here are key areas that surveys will focus on:
• Quality patient care. Clements says that her ED

has been working on a daily survey mentality for some
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The Joint Commission on Accreditation of Healthcare
Organizations will change its accreditation process as of
2004, and emergency department (ED) managers expect
positive changes.
• Surveyors will focus on patient safety and error

reporting.
• ED staff should be inserviced about what changes to

expect. 
• There will be a new emphasis on continuity of care. 

Executive Summary

Here is a timeline for how the Joint Commission
on Accreditation of Healthcare Organizations will

implement its new survey process:
• Organizations at the midpoint in their accredita-

tion cycle as of January 2004 and beyond (due
for survey in or after July 2005) will receive a
self-assessment tool in July 2003. Facilities will
have three to six months to complete the assess-
ment and to plan corrective actions for any defi-
ciencies. Although organizations scheduled for
survey before July 2005 won’t be required to
submit the self-assessment, they will receive the
self-assessment tool to help them prepare and
become familiar with the revised standards. 

• An accredited organization will complete the
self-assessment at the 18-month point in its
three-year accreditation cycle, and it will rate its

level of compliance with all standards applicable
to that organization. There will be no on-site sur-
veyor visit at the 18-month point. 

• In the self-assessment, if an organization finds
itself not compliant in any standards area, it must
detail the corrective actions that it has taken or
will take to comply. 

• A Joint Commission staff member will follow 
up with the organization to review its findings,
approve the corrective actions, and provide
advice or assistance on those actions. 

• At the 36-month point, surveyors will go on site to
verify that the organization has implemented the
corrective actions as laid out in its self-assess-
ment. The survey also will include a validation of
the self-assessment based on review of specific
critical areas.  ■

Here’s the timeline for new Joint Commission survey process



time. “I sincerely believe that supporting behaviors on
a daily basis that support excellent standards of care is
more efficient than ramping up for Joint Commission,
and also better for the patients and their families,” she
says. If expectations for quality care are always there,
things only need tweaking before surveys, she explains. 

To demonstrate continuous quality improvement,
Clements says her ED is developing “dashboard” data
so staff can track what’s going on with the overall
department. “We are already using computers for
patient tracking, and we would like to incorporate real-
time data on length of stay and delays,” she says. 

• Continuity of care. Dukes reports that surveyors
were interested in how a patient progressed through
the system, not just the care they received in the ED.
“They were looking at the whole puzzle instead of just
one piece,” she says. Before the survey, Dukes asked
the hospital’s infection control director and safety offi-
cer to do “walk-throughs” in the ED. “They helped me
to identify things that I might have missed,” she says. 

Dukes included the staff so they could see what
“Joint Commission rule breakers” were. Here are some
problem areas identified during the walk-through:

— Emergency anesthesia and thrombolytics box

were not locked, and they now are accessed from an
automated medication dispenser.

— Supply rooms had shelving too close to a sprin-
kler head, so that shelving was removed.

— Carts in the linen room needed solid bottom
shelves, which were installed. 

Dukes reports that surveyors “worked up a patient
from the inside out.” “They selected a patient who was
admitted through the ED, looked at the inpatient chart,
then the ED chart,” she says. “Then they asked about
getting a report from EMS, and the floor getting a
report from us.” Surveyors asked how the sheriff’s
department was inserviced on emergency codes at the
hospital, Dukes says. “They are looking at the whole
picture and everyone involved, including outside enti-
ties coming into the ED,” she says.

• Elimination of redundant documentation. Sur-
veyors wanted to see documentation for procedures done
in the ED by other departments, such as respiratory ther-
apy or electrocardiograms, Dukes says. “They wanted to
know if it was on a separate form, and we explained
that it’s documented on the same ED chart,” she says. 

This reflects another key concern of surveyors:
Elimination of redundant documentation. Dukes gives
the example of one ED physician’s request that nurses
write a patient’s vital signs and allergies on a separate
sheet, although they’re already recorded at triage. “It
takes only a minute for them to do, but it’s not effi-
cient,” she says.  ■

Are you ready to carry out
smallpox vaccine plans? 

Have you been putting off planning for smallpox
vaccination because your key concerns have not

been addressed? If so, new recommendations will pro-
vide some answers. 

The Centers for Disease Control and Prevention’s
Advisory Committee on Immunization Practices has
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For more about the new survey process, contact:
• Karen Clements, RN, BSN, Emergency Department,

Eastern Maine Medical Center, 489 State St., Bangor,
ME 04401. Telephone: (207) 973-8010. Fax: (207)
973-7985. E-mail: kfclements@emh.org. 

• April Dukes, RN, Emergency Department, Tift Regional
Medical Center, 901 E. 18th St., Tifton, GA 31794.
Telephone: (229) 382-7120. E-mail: adukes@tift
regional.com.

• Kathryn Perlman, MS, RN, CEN, Emergency Depart-
ment, Presbyterian Hospital of Dallas, 8200 Walnut Hill
Lane, Dallas, TX 75231-4496. Telephone: (214) 345-
6301. Fax: (214) 345-6486. E-mail: KathrynPerlman@
texashealth.org. 

The October 2002 issue of Perspectives includes an in-
depth look at the new accreditation process for 2004. 
The special issue is available free at Joint Commission
Resources’ web site at www.jcrinc.com/perspectives.
Click on “Past Issues,” “2002 Archive,” “October 2002,
Vol. 22, No. 10 — Free Special Issue on Shared Vision
— New Pathways.” Printed copies are available for $25
including shipping. To order a paper copy, contact:
• Joint Commission on Accreditation of Healthcare

Organizations, 75 Remittance Drive, Suite 1057,
Chicago, IL 60675-1057. Telephone: (800) 346-0085,
ext. 558. Fax: (218) 723-9437.E-mail: rherling@jcrinc.
com. Questions about the new survey process can be 
e-mailed to sharedvisions@jcaho.org. 

Sources/Resource

New recommendations for smallpox vaccination have
addressed key concerns of emergency department (ED)
managers.
• The program would be voluntary.
• Vaccinated staff would not be quarantined.
• Fifteen or more ED staff members at each hospital would

receive the vaccine as part of a total team of 40 or more,
with the exact number varying according to individual
needs. 

Executive Summary



recommended that each hospital identify a smallpox
health care team, comprised of staff from the ED,
intensive care unit, infectious disease specialists, and
respiratory therapists. Each team of 40 or more people
would include 15 or more ED nurses and physicians,
with the exact figures determined by individual hospi-
tal needs and staffing levels. Some hospitals will vac-
cinate 100 or more staff members.

The panel’s recommendations must be acted upon
at the state and federal level before they become offi-
cial, notes Karen G. Ketchie, RN, EMT-P, disaster
preparedness manager at Shands Jacksonville (FL)
Medical Center. Ketchie has a “wait and see” attitude
about the new recommendations. “Our facility is han-
dling this information judiciously,” she says. “I am not
putting much weight into the recommendations just
yet, as I believe that major components will change.”

Hospital administrators have held several meetings
to discuss plans for the vaccine, but Ketchie reports
that thus far, the issue has not been addressed with
staff. She says that won’t change until the federal gov-
ernment officially requests that ED staff be vaccinated.

However, there is a lot you can do now, based on the
new recommendations, says Robert Suter, DO, FACEP,
senior consultant for Dallas-based Texas Emergency
Physicians and director of physician practice develop-
ment for Greater Houston Emergency Physicians, both
ED physician practice groups. Identify volunteers to
receive the vaccine, notify staff about implications of the
proposed policy, and prepare draft policies for discus-
sion, Suter says. “When recommendations are finally
approved, you can expect that there will be tremendous
pressure to implement them quickly,” he advises. 

“Attempting to simultaneously educate and imple-
ment these policies will probably create apprehension,
fear, and resistance from staff.” Give staff ample time to
consider the information so that they can make logical,
informed choices when it becomes necessary to do so,
Suter adds. Bring up the topic at the next regularly
scheduled meetings with staff and administration, and
provide draft recommendations for discussion, he says.

Although some important issues such as liability
remain unanswered, many concerns have now been
addressed. Here are the panel’s key recommendations:
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The Atlanta-based Centers for Disease Control
and Prevention’s (CDC) Advisory Committee on

Immunization Practices (ACIP) recently approved a
plan that calls for smallpox immunization of 510,000
health care workers. 

The plan suggests that all hospitals should desig-
nate a "smallpox care team" that should be immu-
nized prior to any release of the virus. The committee
recommends that the team include a minimum of 40
health care workers per hospital, with some hospitals
vaccinating 100 or more, including emergency depart-
ment physicians and nurses, infection control profes-
sionals, intensive care unit nurses, infectious disease
consultants, radiology technicians, respiratory thera-
pists, engineers, security, and housekeeping staff. 

To help you prepare for sweeping procedural
changes, American Health Consultants offers
Imminent Smallpox Vaccinations in Hospitals:
Consequences for You and Your Facility, a 90-
minute audio conference Wednesday, Dec. 11, from
2-3:30 p.m., EST. This session is designed to help
you and your staff answer serious questions and
prepare your facility for the inevitable. How will being
vaccinated affect you? How do you protect yourself,
patients, and family? What are the logistics of imple-
menting a smallpox care team? How do you deal
with vulnerable populations? How do you minimize
side effects? 

This panel discussion will be led by William
Schaffner, MD, chairman of the department of 
preventive medicine at Vanderbilt University Medical

Center in Nashville, TN. A veteran, award-winning
epidemiologist who has seen actual cases of smallpox
and currently oversees a volunteer smallpox vaccine
study at Vanderbilt, Schaffner began his distinguished
medical career as a medical detective in the CDC’s
Epidemic Intelligence Service. He also is a liaison
member of ACIP. Schaffner and an expert panel of
emergency and infection control professionals will
help you prepare for this critical task.

The second speaker, Jane Siegel, MD, is a profes-
sor of pediatrics at the University of Texas Southwest-
ern Medical Center in Dallas. The author of several
books on infection control issues, Siegel has emerged
in recent years as a key CDC advisor. As a member 
of the CDC Healthcare Infection Control Practices
Advisory Committee, she is on a bioterrorism working
group that reviewed the critical issues regarding small-
pox vaccine. Showing a clear knowledge of the pros
and cons of the various options, Siegel presented the
working group’s research to ACIP. 

The cost of the program is $299, which includes
1.5 hours of free CE, CME, and Critical Care credits.
ACEP Category I credit approval for the conference
is pending. You can educate your entire facility for
one low fee. The facility fee also includes handout
material, additional reading and references, as well
as a compact disc recording of the program for con-
tinued reference and staff education. For more infor-
mation, or to register, call customer service at (800)
688-2421. When ordering, please refer to the effort
code: 65341.  ■

Smallpox vaccinations are imminent for hospitals and their staff



• Vaccinated staff would not be quarantined. The
necessity to furlough or quarantine vaccinated staff
was clearly a barrier to participation, according to
Suter. “This was particularly true due to the national
staffing crisis we are experiencing for ED staff, in par-
ticular with nurses,” he says. Implementing a program
involving quarantines would have been a tremendous
financial burden on hospitals, Suter says.

• Individuals will be screened before receiving
the vaccine. ED physicians and nurses live by the
axiom that “all women of childbearing age are preg-
nant until proven otherwise,” yet the panel does not
recommend routine pregnancy testing, Suter notes. 

“If testing is not done, there definitely will be fetal
exposures,” he says. Similarly, he says that HIV-posi-
tive staff may be unaware of their immunocompro-
mised status and be harmed from the vaccine as a
result, since the panel did not require confirmation of
recent testing. “It would be prudent to exceed the
panel’s recommendations in these areas, particularly
since we are immunizing against a threat that may or
may not be real,” he advises. 

• Vaccinated staff would use bandages to protect
others. Secure dressings and long sleeves should pro-
tect patients and other staff from recently vaccinated
individuals, he says. “This certainly can be effective
with appropriate discipline on the part of those vacci-
nated,” Suter says. 

• The vaccination program would be voluntary.
There was great concern about a mandatory program,
particularly due to the rare but potentially severe side
effects of vaccination, says Suter. “We saw that even
high-risk military personnel objected to anthrax vac-
cines on the basis of perceptions about the side effect
profile,” he notes. 

• Fifteen or more staff members from each ED
would receive the vaccine. The program will be
phased in at each site. “I think that this is an intelligent
approach to attempt to minimize the dangers of the
program overall,” Suter says. The panel recommends a
combined team of 40 or more individuals, comprised

of ED, ICU, and other health care workers, he notes.
“Working together, this team should be able to take
care of a small outbreak if team members are flexible
about their job duties and locations.” However, Suter
notes that if a community smallpox epidemic is not
identified early, the numbers of patients generated eas-
ily would overwhelm one of these teams. “For a hospi-
tal to manage that type of scenario would require full
staff participation or outside assistance,” he says.  ■

Are you losing $250,000 
of revenue each year?

Would it surprise you to know that your emer-
gency department (ED) may be missing out on

$250,000 a year of legitimate payments? 
Due to high patient volumes in EDs, minor billing

errors can result in significant revenue loss, says
Jeffrey Bettinger, MD, FACEP, founder of Bettinger,
Stimler, & Associates, a Pinecrest, FL-based organiza-
tion specializing in health care reimbursement.

Bettinger estimates that many EDs are losing $10 
of net revenue per encounter. “For EDs with an annual
volume of 25,000 patients, that equates to $250,000 of
lost revenue per year,” he says. 

Here are three ways to improve your revenue:
1. Don’t undervalue the ED level of service.

Selecting the level of service is a surprisingly subjec-
tive process in most EDs, according to Marty Karpiel,
MPA, ambulatory care consultant for the Karpiel
Consulting Group in Long Beach, CA, which special-
izes in operational and financial process improvement
for EDs. “Oftentimes, nursing staff are expected to not
only care for the patient, but also to determine the
appropriate level of service,” he adds. 

As a rule, clinicians tend to undervalue services,
Karpiel says, adding that you need a methodology that
accurately assigns the level of service. He notes that the
physician level of service may differ from the facility’s.
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Common reasons for missed reimbursement include
undervaluing the level of service, lost billing, exceeding
time limits, and underpayments. 
• A point-based system is recommended for documen-

tation of nursing care. 
• The facility level of service may be higher than the

physician level of service. 
• Don’t miss payments for additional procedures per-

formed in the emergency department. 

Executive Summary

For more on the smallpox vaccine plans, contact:
• Karen G. Ketchie, RN, EMT-P, Disaster Preparedness

Manager, Shands Jacksonville Medical Center, 655 W.
Eighth St., Jacksonville, FL 32209. Telephone: (904)
244-2598. Fax: (904) 244-4285. E-mail: Karen.Ketchie
@jax.ufl.edu.

• Robert E. Suter, DO, FACEP, Senior Consultant, Texas
Emergency Physicians, 5926 Saint Marks Circle,
Dallas, TX 75230-4048. Telephone: (214) 739-2776.
Fax: (214) 739-0658. E-mail: TexEPs@aol.com.

Sources



For example, with conscious sedation, the physician
provides the orthopedic or laceration repair care, and a
nurse subsequently has to monitor the patient for an
hour. “Clearly in that situation, the resource intensity is
significantly greater for the facility than the physician,”
Karpiel says. However, he says that some facilities will
use the physician level of service regardless. “I often
find an incredible variance between the services pro-
vided and the way hospital charges for them,” he says. 

Karpiel recommends using a point-based system 
to allocate a certain amount of points to each nursing
activity, with the sum of those points determining the
level of service. 

2. Make sure there are no missing procedures.
Poorly documented records are a major source of rev-
enue loss, says Bettinger. “Each provider should be
trained on the most effective ways to accurately
describe the patient encounter,” he says. 

Nurses usually chart medications consistently
because they have to draw and administer these, but
they don’t always document procedures that are more
physician-involved, such as laceration repairs or frac-
ture reductions and splint applications, he says.

An individual who understands what goes on in the
ED should review all your charts, such as a former
nurse or paramedic or ED tech, Karpiel says. “If ser-
vices are missed or not documented, that feedback
should be provided to nursing staff on an individual
basis,” he advises. 

3. Avoid lost billing for patients. Often, not every
patient seen by the ED physician has a bill generated,
Bettinger says. “Records can disappear prior to being
sent to the billing agent,” he says. “This typically hap-
pens on admitted and transferred patients, or those that
have transcribed medical records.”

Use the ED log as a control document, and have a

process in place to account for 100% of all ED visits,
Bettinger recommends. He suggests performing a 100%
reconciliation with the ED log and the number of records
sent to the billing agent. However, since a complete set
of records often is not available until several days after
the date of service, Bettinger notes that someone needs
to perform the laborious, detailed job of tracking down
the medical records for every name on the ED log. “If
this job is not performed in a diligent manner, many
medical records will not be sent to the billing agent,
leading to significant loss of revenue,” he warns.

4. Don’t exceed time limits for billing. Exceeding
time limits for billing often is a problem when EDs
have a high turnover rate of physicians, since many
payers, especially Medicare and Medicaid, require all
invoices to include the provider identification number
(PIN), Bettinger says. 

“Often, the PIN takes months to be obtained,” he
says. “If there is not tight control of the process, many
invoices will become too old to allow them to be sub-
mitted to the payers.”

Typical problems are provider delays in filling out
the forms, lost paperwork, and inaccurate submission
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2 ways to catch underpayments

Even with appropriate, timely documentation, it’s all
too common for EDs to receive an inaccurate,

lower payment from the payer, according to Jeffrey
Bettinger, MD, FACEP, founder of Bettinger, Stimler,
& Associates, a Pinecrest, FL-based organization
specializing in health care reimbursement. “There
needs to be a detailed system in place to catch these
underpayments and to effectively attempt to collect
the balance owed,” he says.

Here are two solutions for this:
1. Using a billing software system programmed

to display the expected payments for each
charge. 
This is a time-consuming process that needs to be

performed every year, Bettinger says. For all payers,

the contracted amounts, per individual charge code,
need to be loaded into the system, he says. Then,
when a payment is being posted on the billing system,
the payment poster has instantaneous capability to
assess whether the remitted payment is correct, he
adds. “Some billing agents have even gone so far as
blocking the posting of any payment that does not
meet the preset expected payment amount for the
individual charge code,” he says.
2. Creating a spreadsheet that lists the expected

payment amounts for all contracted payers.
This method can be used if your software system

doesn’t have the capability to display expected pay-
ments, suggests Bettinger. “Unfortunately, if the pay-
ment poster does not have access to the expected
payments, underpayments often will be accepted as
correct, with corresponding inaccurate adjustments
to the invoice,” he notes.  ■

For more information about reimbursement, contact:
• Jeffrey Bettinger, MD, FACEP, Bettinger, Stimler, &

Associates, P.O. Box 565940, Pinecrest, FL 33256.
Telephone: (888) 568-4993 or (904) 247-4993. Fax:
(904) 247-4878. E-mail: jbetting@bsanda.com. 

• Marty Karpiel, MPA, Ambulatory Care Consultant,
Karpiel Consulting Group, 6475 Pacific Coast Highway,
Suite 402, Long Beach, CA. Telephone: (562) 597-
1108. Fax: (562) 597-7448. E-mail: martykarpiel@
karpiel.net.

Sources



of information, Bettinger says.  “Someone needs to
take ultimate responsibility for walking the application
completely through the process,” he says. “It’s really a
matter of using simple tracking mechanisms to make
sure that no one is dropping the ball.” ■

Growing ED liability crisis
is spotlighted in survey

The liability insurance crisis may impact more than
just individual physicians — it could force some

hospitals to limit or shut down emergency services,
says Michael Carius, MD, FACEP, current president
of the Dallas-based American College of Emergency
Physicians (ACEP) and chairman of the department of
emergency medicine at Norwalk (CT) Hospital.

A new ACEP survey says that ED physicians in 20
out of 30 states surveyed report that liability insurance
has become unaffordable or unobtainable in their states. 

Carius points to the HEALTH Act (HR-4600) that
recently was passed in the U.S. House of Representa-
tives as a possible solution. The bill would reduce 
medical liability costs by putting a $250,000 cap on
noneconomic damages; ensuring that each party to a
lawsuit is liable only for its share of damages; allowing
periodic payments; and limiting contingency fees. (For
updated information on the legislation, go to http://
thomas.loc.gov and search for “HR4600.”)

As federal legislation, the law would affect only
cases in the federal court system, but Carius adds that
it would establish the standard for states. “Anything
that sets limits for liability will have the long-term
effect of lowering rates for liability insurance, as the
awards would be likely to decrease,” he says. 

If this becomes the standard adopted by states,
physicians will be encouraged to see increased num-
bers of patients and more high-risk patients, Carius
says. “So ultimately, they will be less likely to end up
in the ED,” he explains. Another positive outcome
would be more affordable liability insurance for ED
physicians, he adds. 

Here are the current implications of the liability cri-
sis for ED managers:

• There will be more patients in EDs. “As more pri-
mary care and specialty care physicians limit their prac-
tices, more and more patients will be disenfranchised,
meaning that they will end up on our doorsteps,” Carius
explains. He recommends planning for more patients
and more overcrowding. “Ensure adequacy of nursing
and ancillary staffs to assist in any ED physician staffing
shortfall,” he advises. 

• ED physicians may practice more “defensive”
medicine. “This is as a result of either going ‘bare’
with no insurance or fear of being sued,” Carius says. 

He predicts that as a result, administrators will be
paying closer attention to risk-management issues. 

There will be increased costs to payers and patients
as a result, says Larry Vickman, MD, MHA, FACEP,
FACPE, president of the Tampa, FL-based Vickman
Group, a health care consulting group specializing in
risk-reduction and well-being issues. He refers to order-
ing additional studies that might otherwise be put off
until later, as a result of the practice of “defensive”
medicine. Vickman expects there will be more complex
work-ups for patients, which increases the time and cost
of the ED visit. He says this will result in increasing
complexity of the medical record, with more time
required to complete it. “In addition to memorializing
what went on between the physician and patient, the
record will have to become a document that is a defense
tool in the event of litigation,” he explains. 

Vickman recommends the following to reduce risks:
— Education for the staff and physicians. “There

are many factors that increase risk, and some that
decrease risk,” Vickman says. “These must be taught 
and monitored.” (For more on this topic, see “Hot 
risk management tips: What you need to know,” ED
Management, September 1999, p. 106.) Give staff con-
flict resolution training, he recommends. “This will 
further add to the arsenal of tools that are of value in
keeping the risk of litigation to a minimum,” he says. 

— Good communication to patients who are wait-
ing. “Ample use of well-trained and mature volunteers
can be a blessing in this regard,” Vickman says. 

• The shortage of on-call physicians will become
worse. Carius points to existing shortages of on-call
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For more information about the liability crisis, contact:
• Michael Carius, MD, FACEP, Chairman, Department of

Emergency Medicine, Norwalk Hospital, 34 Maple St.,
Norwalk, CT 06856. Telephone: (203) 852-2281. Fax:
(203) 855-3705. E-mail: michael.carius@norwalk
health.org.

• Larry Vickman, MD, MHA, FACEP, FACPE, President,
The Vickman Group, 310 Inner Harbour Circle, Tampa,
FL 33602. Telephone: (813) 221-8488. Fax: (813) 221-
8490. E-mail: LVickman@Worldnet.att.net.

A resource list of companies that write medical malpractice
insurance (MMI) policies for emergency physicians is avail-
able on the American College of Emergency Physicians 
web site (www.acep.org). Click on “Practice Resources,”
“Professional Medical Liability Insurers (By State).”

Sources/Resource



specialists in EDs nationwide, and he warns that the
physician liability insurance crisis will reduce further
the limited pool of specialists across the country.

• ED physicians may stop practicing. Vickman
says that fewer physicians will stay in practice, as the
costs of liability insurance continue to increase. 

“In the case of an organization that contracts with a
group of physicians, some of that cost might be borne
by the contracting agency,” he suggests.

• There will be increased stress for physicians
and staff. Stress over liability insurance is in addition
to the pressures ED physicians already are facing from
increased volumes and decreased resources, Vickman
says. “This will lead to diminished levels of satisfac-
tion, earlier burnout, personal distress, and fewer
physicians who are willing to practice under such cir-
cumstances,” he says. 

• ED physicians may relocate. The liability crisis is
driving ED physicians to move to states with lower pre-
miums, which may result in a lowering of the caliber 
of physicians working in certain states and locations,
Carius says. “This is not a pretty picture.” He advises
offering assistance, both professional and personal, for
those ED physicians who remain. “Understand that this
is not a temporary situation,” he warns. “This will not
be remedied in the short term. So get prepared.” ■

Are you worried about 
new staffing ratio laws?

At first glance, state-mandated nursing ratios might
sound like a godsend: Administrators would have

no choice but to increase nursing staff to safe levels.
However, many emergency department (ED) managers
argue that these controversial laws are ineffectual and
even dangerous. 

California was the first state to pass legislation
requiring minimum nurse-to-patient ratios in hospitals.
Florida, Iowa, Kentucky, Missouri, New Jersey, and
Rhode Island are considering similar laws. 

However, most ED managers hardly consider this

good news. Charlene Fullam, director of patient care
for the ED at Southside Hospital in Bay Shore, NY,
points to the California ratios. “How anyone can deem
them a victory is beyond me, because they do not take
into account the variable needs of patients,” she says. 

Other states easily can follow suit, warns Fullam.
“California is known to be the trendsetter,” she notes.
“That’s a fearful issue for ED managers.” Enforcement
of that state’s staffing ratios has been postponed to
July 2003. 

“The delays are related to issues of recruitment 
and finance,” Fullam says. “It’s great to set ratios, but
how will they get the nurses and the monies for those
ratios?”

Working with raw numbers can lead only to ineffi-
ciency, by overstaffing and understaffing, Fullam
argues. “Your goal should be to meet patient needs,
satisfy nurses, and leave your hospital financially
viable,” she says. 

For an ED, variability of patients is a key factor in
nursing satisfaction and patient care, she emphasizes.
“If the ratio is 4:1, would you rather care for four bro-
ken wrists or four traumatic arrests?” she asks. 

If EDs were proactive in implementing acuity-based
staffing, Fullam says that ineffective ratio mandates
could be avoided. (For more information on this
topic, see “Don’t rely on staffing ratios alone: Here
are cutting-edge strategies to use,” ED Management,
November 2002, p. 121.) 

“Otherwise, legislation will force ineffective solu-
tions to something managers should be doing all
along,” she says.  ■

[Editor’s Note: This column is part of an ongoing
series that will address reader questions about the
Emergency Medical Treatment and Labor Act
(EMTALA).]

Question: If picking up a patient from home who
requests transport to a hospital other than ours, is it
necessary to have the transfer forms completed by
medical control and faxed to the receiving facility, or
is it acceptable for the forms to be hand delivered to
the facility along with the patient?

Answer: Ambulances going out to patients’ homes
are not subject to EMTALA unless owned by the hos-
pital, notes Jonathan D. Lawrence, MD, JD, FACEP,
an ED physician and medical staff risk management
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For more information on legislation mandating
nurse/patient staffing ratios, contact:
• Charlene Fullam, Director, Patient Care, Emergency

Department, Southside Hospital, 103 E. Main St., Bay
Shore, NY 11706. Telephone: (631) 968-6230. Fax:
(631) 968-7389. E-mail: naxos1@optonline.net.

Source



liaison at St. Mary Medical Center in Long Beach,
CA.

Assuming the question refers to a hospital-owned
ambulance that is operating independent of a communi-
tywide emergency medical services system, the only
federal requirement is that the ambulance activities
comply with EMTALA regulations, according to John
D. Lipson, MD, MBA, principal of Columbus, IN-
based Medical Staff Support Services, which assists
medical staff leaders and administrators with EMTALA
compliance. “It does not matter how the transfer forms
are delivered to the receiving hospital, as long as they
are delivered in a timely manner,” he says.  ■

Gupta M, Tabas JA, Kohn MA. Presenting com-
plaint among patients with myocardial infarction
who present to an urban, public hospital emergency
department. Ann Emerg Med 2002; 40:180-186. 

This study reports that almost 50% of patients with
acute myocardial infarction (AMI) present to the
emergency department (ED) without a chief complaint
of chest pain.

Researchers from the University of California,
Berkeley; University of California, San Francisco; and
San Francisco General Hospital did a retrospective
review of ED patients who were diagnosed with an
AMI over a five-year period. Here are key findings:

• Of 721 patients with diagnosed AMI, 53% pre-
sented with chest pain.

• Other complaints were shortness of breath (17%);
cardiac arrest (7%); dizziness/weakness/syncope (4%);
abdominal pain (2%); and other (17%).

• Older patients and women were more likely to
present without chest pain.

• Patients older than 84 years old were at highest
risk to present without chest pain.

“This report sheds important light on our under-
standing of the spectrum and frequencies of com-
plaints other than chest pain in patients with AMI,” the
researchers conclude.

They note the following implications:
• Having a heightened awareness of atypical presen-

tations may prevent the mistaken discharge of AMI
patients.

• Patients who present without chest pain have signif-
icantly longer door-to-treatment times for thrombolytic
agents and primary angioplasty, so an awareness of
atypical presentations could result in quicker treatment.

Atypical symptoms should be included in triage crite-
ria to decrease time to thrombolysis for AMI patients.  ■
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■ How to implement new 
five-level triage system

■ Novel strategies 
for waiting rooms

■ Reduce liability risks 
for end-of-life care

■ Update on ambulatory
payment classifications 

COMING IN FUTURE MONTHS

For more information about the Emergency Medical
Treatment and Labor Act, contact:
• Jonathan D. Lawrence, MD, JD, FACEP, Emergency

Department, St. Mary Medical Center, 1050 Linden
Ave., Long Beach, CA 30813. Telephone: (562) 491-
9090. E-mail: jdl28@cornell.edu.

• John D. Lipson, MD, MBA, Medical Staff Support
Services, 6043 Chinkapin Drive, Columbus, IN 47201.
Telephone: (812) 342-2658. E-mail: lipsonj@medstaff.
net. Web: www.medstaff.net.

Sources

CE/CME objectives
Save your monthly issues with the CE/CME ques-
tions to take the two semester tests in March 
and September issues. A Scantron sheet will be
inserted in those issues, but the questions will not
be repeated.

1. Name the most frequently missed diagnosis
causing sentinel events. (See “New Joint Commis-
sion report warns: Sentinel events most likely to
happen in the ED,” in this issue.)

2. Identify one change in the new Joint Commis-
sion survey process (See “The new survey proces
will surprise you.”)

3. Name one way to improve reimbursement in
the ED. (See “Are you losing $250,000 of revenue
each year?”)

4. Identify one problem resulting from the liability
insurance crisis. (See “Growing ED liability crisis is
spotlighted in survey.”)

5. Cite one way to comply with EMTALA when
patients are transported by hospital-owned ambu-
lances. (See “EMTALA Q&A.”)

6. Identify one finding of a study on patients
with acute myocardial infarction. (See “Journal
Review.”) ■
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CE/CME questions
13. Which is the most frequently missed diagnosis

causing a sentinel event, according to a report
from the Joint Commission?
A. myocardial infarction
B. meningitis
C. ectopic pregnancy
D. stroke

14. Which is accurate regarding the new accreditation
process by the Joint Commission?
A. There will be more focus on individual standards.
B. Additional documentation will be required.
C. There will be more focus on overall patient care.
D. More documentation will be required for proce-

dures performed in the ED by other departments.

15. Which is an effective way to improve reimburse-
ment in the ED, according to Marty Karpiel, MPA,
ambulatory care consultant?
A. Ask nurses to determine the appropriate level

of service.
B. Always use the same level of service for the

physician and facility.
C. Have staff with ED experience review charts.
D. Bill either for procedures or visit levels, not both.

16. Which is an outcome of the current liability crisis,
according to Michael Carius, MD, FACEP?
A. The liability crisis has not yet affected ED

physicians.
B. The shortage of on-call physicians is expected

to improve.
C. The caliber of ED physicians has increased.
D. There is increased need for adequate nursing

and ancillary staff.

17. Which is required by EMTALA if a patient trans-
ported from home by a hospital-owned ambulance
requests transfer to another facility, according to
John D. Lipson, MD, MBA?
A. Transfer forms must be faxed to the receiving

facility.
B. Transfer forms must be hand delivered to facility.
C. No transfer forms are needed because the

patient is being transported from home.
D. The transfer forms must be delivered in a

timely manner.

18. According to a study in Annals of Emergency
Medicine, which is true for patients with AMI?
A. Nearly half presented without chest pain.
B. Men were more likely to present without chest

pain.
C. Elderly patients rarely presented without chest

pain.
D. Patients with chest pain received more delays

in treatment.
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Chest Pain, MAY:Sup
Guidelines for ED Observation of

Congestive Heart Failure,
MAY:Sup

Child Abuse
Checklist for Suspected Child

Abuse, MAR:Sup

Clinical Research
Clinical trials harmed by lack of

informed consent, SEP:106

Delays
ED Dashboard, MAR:29

ED Management
2002 Index

When looking for information on a specific topic, back issues of ED Management may be useful. To obtain 2002 back
issues, go on-line to www.ahcpub.com. Click on “E-solutions” and “AHC Online.” Under “Please Select an Archive,”
select “ED Management.” Or contact customer service at American Health Consultants, P.O. Box 740060, Atlanta, GA
30374. Telephone: (800) 688-2421 or (404) 262-7436. Fax: (800) 284-3291 or (404) 262-7837. E-mail: customerservice@ahc
pub.com. 



Goal: Patient upstairs in fewer
than 60 minutes, MAR:27

Here is what balanced score card
measures, OCT:116

Here’s what ED staff can see at a
glance, MAR:28

Use score card to boost quality,
OCT:114

Decontamination (Also see
Bioterrorism, Disaster Planning,
and Nuclear Preparedness) 
Florida ED revamps its decontam-

ination plan, OCT:112
Here are sample decontamination

drills, OCT:113
Mass Decontamination Unit

Procedures, OCT:Sup
Radiation Exposure/

Decontamination plan,
SEP:Supplement

Triage, decontamination after
chemical exposures, FEB:Sup

Disaster Planning (Also see
Bioterrorism, Decontamination,
and Nuclear Preparedness)
APIC: Smallpox plan uses out-

dated infection control,
JUN:Sup

Be ready to answer these ques-
tions, FEB:16

Comply with new standard for
disaster volunteers, NOV:128

Does EMTALA apply during a
disaster? JAN:7

ED’s disaster plan uses incident
command system, MAR:31

Incident command system for dis-
aster management, MAR:33

Joint Commission zeroes in on
disaster plans: Is yours up to
par? FEB:13

New group targets disaster plan-
ning, JAN:15

Q&A: How has your ED changed
since 9/11? SEP:100

Report gives injury statistics from
9/11, MAY:57

Diversion
ED diversion rates high through-

out the calendar, FEB:20

Journal Review: Effect of an emer-
gency department managed
acute care unit on ED over-
crowding and emergency medi-
cal services diversion, FEB:22

Reports say diversion on the rise:
Use technology to overhaul
patient flow, MAR:25

Documentation
Does your documentation satisfy

irate colleagues? JUN:68
ED managers: Don’t stop using

template charting! JUL:78
Emergency and Express Care

Services Record, JUL:Sup
It’s time to give up costly template

charts, JUL:79
Restraint/Seclusion Flowsheet,

OCT:Sup
Trauma Triage Worksheet,

SEP:Sup

Education
Audio conference tackles HIPAA

concerns, NOV:121 
Bioterrorism site uses screen saver

to educate, SEP:102

Emergency Contraception
Do sex assault victims receive ade-

quate care? If not, you risk
fines, violations, JUN:61

Emergency Contraception:
Important Information for
Survivors of Sexual Assault,
JUN:Sup

Journal Review: Emergency con-
traception provision: A survey
of emergency department prac-
titioners, MAY:58

Emergency Medical Services (EMS)
Don’t stop restocking of ambu-

lance supplies, JAN:10
Journal Review: Effect of an emer-

gency department managed
acute care unit on ED over-
crowding and emergency medi-
cal services diversion, FEB:22

EMTALA
Does EMTALA apply during a

disaster? JAN:7
EMTALA regs: You may be sur-

prised at proposed changes to
requirements, JUL:73

EMTALA Q&A: 250-yard rule,
APR:45

EMTALA Q&A: Accepting physi-
cians, AUG:93

EMTALA Q&A: Ambulance trans-
port, DEC:142

EMTALA Q&A: Direct admit
patients, MAR:34

EMTALA Q&A: Discharge to spe-
cialist’s office for suturing,
JAN:8

EMTALA Q&A: Nonemergent
patients, APR:45

EMTALA Q&A: Orthopedic con-
sults, AUG:93

EMTALA Q&A: Orthopedic
injuries, APR:45

EMTALA Q&A: Physician’s assis-
tants, FEB:22

EMTALA Q&A: Routine blood
pressure checks for the commu-
nity, NOV:129

EMTALA Q&A: Satellite EDs and
medical screening examina-
tions, JAN:9

EMTALA Q&A: Sexual assault
victims, FEB:21

EMTALA Q&A: Transport by
helicopter, OCT:118

EMTALA Q&A: Transfers from
extended care facilities, JUL:82

EMTALA Q&A: Transfers from
rural hospitals, JUN:69

EMTALA Q&A: Transfers of ICU
patients, JUN:69

EMTALA Q&A: Transfers for
diagnostic tests, SEP:104

EMTALA Q&A: Transfers from
rural hospitals, FEB:21

EMTALA Q&A: Vital signs,
SEP:103

EMTALA Q&A: Warning: New
regs expand your liability,
JUL:76

EMTALA Q&A: Written orders
from pediatrician’s offices,
AUG:93

Here are new EMTALA defini-
tions, JUL:75

Family-Centered Care
Journal Review: Assessment of

family-centered care policies
and practices for pediatric
patients in nine U.S. emergency
departments, MAR:34

HIPAA 
Audio conference tackles HIPAA

concerns, NOV:121
ED protocol for patient pagers,

AUG:87
Ready for HIPAA? Take steps to

protect patient privacy before
it’s too late, AUG:85
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Use this checklist and ensure
patient’s privacy, AUG:86

Interviewing
10 steps to follow for panel inter-

viewing, APR:44
Ask staff to help choose the right

nurse manager, APR:43

Joint Commission
Be ready to answer these ques-

tions, FEB:16
Comply with new standard for

disaster volunteers, NOV:128
Here are the questions surveyors

will ask, APR:39
Joint Commission zeroes in on

disaster plans: Is yours up to
par? FEB:13

New JCAHO staffing standards:
You may be surprised at what
you need to do, APR:37

New Joint Commission report
warns: Sentinel events most
likely in the ED, DEC:133

The new survey process will sur-
prise you, DEC:136

Legislation (Also see HIPAA)
Are you worried about new

staffing ratio laws? DEC:141
Comply with regs for needlestick

prevention, MAY:54
Learn how bioterrorism bill will

affect your ED, AUG:92

Liability Crisis
Growing ED liability crisis is spot-

lighted in survey, DEC:140

Medication errors
Cut medication errors in half with

ED pharmacist, AUG:88
Emergency department pharma-

cist activities, AUG:Sup
Journal Review: Adverse drug

events in emergency depart-
ment patients, JUL:82

Myocardial infarction
Journal Review: Presenting com-

plaint among patients with
myocardial infarction who 
present to an urban, public hos-
pital emergency department,
DEC:143

Needlestick injuries
Comply with regs for needlestick

prevention, MAY:54
Needlestick Prevention Device

Assessment Form, MAY:Sup
Safety IV Catheter Evaluation

Form, MAY:Sup

Nuclear preparedness
‘Dirty bomb’ threat puts spotlight

on unprepared EDs: Do you
have a plan? SEP:97

Radiation Exposure/
Decontamination Plan, SEP:Sup

Observation
Acute Coronary Syndrome Billing

Guidelines, MAY:Sup
CMS says you’ll get paid for

observation, FEB:19
Finally, an APC code for observa-

tion: Now find out the rules for
getting paid, MAY:49

Guidelines for ED Observation of
Asthma, MAY:Sup

Guidelines for ED Observation of
Chest Pain, MAY:Sup

Guidelines for ED Observation of
Congestive Heart Failure,
MAY:Sup

Observation Unit Operational
Guidelines, MAY:Sup

Share this good news with your
administrator, MAY:51

On-call physicians
Here are new regs for on-call

physicians, SEP:105

Overcrowding (Also see Diversion)
Report: ED visits are on the rise,

JUL:80
You may be surprised at these

statistics, JUL:81

Patient flow (Also see Diversion
and Overcrowding)

Adjusted Outpatient Census
Formula, NOV:Sup

Assessing trauma patients boosts
efficiency, SEP:102

Goal: Patient upstairs in fewer
than 60 minutes, MAR:27

Here is what balanced score card
measures, OCT:116

Here’s what ED staff can see at a
glance, MAR:28

How a common problem is solved
with Toyota system, NOV:126

Journal Review: Satisfied patients
exiting the emergency depart-
ment (SPEED) study, JUN:70

Toyota’s tips drive dramatic ED
improvements, NOV:125

Patient safety
Cut medication errors in half with

ED pharmacist, AUG:88
Emergency Department

Pharmacist Activities, AUG:Sup
Journal Review: Adverse drug

events in emergency depart-
ment patients, JUL:82

Patient satisfaction
Here is what balanced score card

measures, OCT:116
Journal Review: Rapid process

redesign in a university-based
emergency department:
Decreasing waiting time inter-
vals and improving patient sat-
isfaction, SEP:105

Journal Review: Satisfied patients
exiting the emergency depart-
ment (SPEED) study, JUN:70

Toyota’s tips drive dramatic ED
improvements, NOV:125

Use score card to boost quality,
OCT:114

Pediatrics
Improve care of kids with pedi-

atric coordinator, MAR:28
Journal Review: Assessment of

family-centered care policies
and practices for pediatric
patients in nine U.S. emergency
departments, MAR:34

Pediatric liaison nurse job descrip-
tion, MAR:30

Point-of-care testing
Consider pros and cons of point-

of-care testing, APR:41
Here’s how to make point-of-care

testing a success, APR:40
Use coordinator to ensure quality

of tests, APR:42

Psychiatric Patients
ED patient’s suicide is wake-up

call: Are you putting psychiatric
patients at risk? OCT:109

Restraint/Seclusion Flowsheet,
OCT:Sup

Safe Initial Management of
Psychiatric Patients, OCT:Sup
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Use this checklist to revamp your
policy, OCT:111

Reimbursement (Also see
Ambulatory Payment
Classifications [APCs] and
Observation) 

2 ways to catch underpayments,
DEC:139

Acute Coronary Syndrome Billing
Guidelines, MAY:Sup

Are you losing $250,000 of rev-
enue each year? DEC:139

Can you really collect copays?
Experts say yes, JUN:65

Collect copays on the ‘back end’ of
the visit, JUL:76

Restraint and Seclusion
Restraint/Seclusion Flowsheet,

OCT:Sup

Salaries
Are you meeting the needs of

your staff? Here are cutting-
edge strategies to use, NOV:Sup

Salary Survey, JUL:Sup

Sexual Assault (Also see Emergency
Contraception)

Do sex assault victims receive ade-
quate care? If not, you risk
fines, violations, JUN:61

Journal Review: Measuring the
quality of medical care for
women who experience sexual
assault with data from the
National Hospital Ambulatory
Medical Care Survey, AUG:94

SANE programs have benefits you
can’t ignore, JUN:64

Staffing
10 steps to follow for panel inter-

viewing, APR:44
Adjusted Outpatient Census

Formula, NOV:Supplement

Are you meeting the needs of
your staff? Here are cutting-
edge strategies to use, NOV:Sup

Are you worried about new
staffing ratio laws? DEC:141

Ask staff to help choose the right
nurse manager, APR:43

Assessing trauma patients boosts
efficiency, SEP:102

Don’t rely on ratios alone, warn
staffing experts: Here are cut-
ting-edge strategies to use,
NOV:121 

Here are staffing needs for trauma
patients, SEP:Supplement

Here are the questions surveyors
will ask, APR:39

New JCAHO staffing standards:
You may be surprised at what
you need to do, APR:37

Trauma Triage Worksheet,
SEP:Sup

Try these novel ways to use ancil-
lary staff, NOV:126

Technology (Also see Point-of-Care
Testing and Ultrasound)

ED protocol for patient pagers,
AUG:87

Here is what balanced score card
measures, OCT:116

Here’s what ED staff can see at a
glance, MAR:28

Nine ways to use handheld com-
puters, FEB:17

Reports say diversion on the rise:
Use technology to overhaul
patient flow, MAR:25

Use score card to boost quality,
OCT:114

Trauma Patients
Adult Pelvic Fractures, JUL:Sup
Air medical transport: When tak-

ing flight with trauma patients
makes sense, MAR:Sup

Assessing trauma patients boosts
efficiency, SEP:102

Here are Staffing Needs for
Trauma Patients, SEP:Sup

Initial Phase of Trauma
Management and Fluid
Resuscitation, MAY:Sup

Journal Review: Characteristics of
the trauma recidivist: An
exploratory descriptive study,
JAN:9

One year later: Emergency depart-
ment response to biological ter-
rorism/Part I: Anthrax and
pneumonic plague, SEP:Sup

One year later: Emergency depart-
ment response to biological ter-
rorism/Part II: Smallpox, viral
hemorrhagic fevers, tularemia,
and botulinum toxins, NOV:
Sup

Trauma in Older Patients,
JAN:Sup

Trauma Triage Worksheet,
SEP:Sup

Ultrasound
Act now to improve your ultra-

sound program, JUN:66
Does your documentation satisfy

irate colleagues? JUN:68
Emergency Medicine Ultrasound

Course Curriculum, JAN:Sup
Gallbladder Ultrasonography,

JAN:Sup
Here’s what new ED ultrasound

guidelines say, JAN:5
Journal review: Bedside echocar-

diography by emergency physi-
cians, MAY:58

Letter to Radiology Department,
JAN:Sup

OB/GYN Ultrasonography,
JAN:Sup

Scope of Practice, JAN:Sup
Suggested Optimal Guidelines for

Implementation of an
Introductory Emergency
Ultrasound Course for
Emergency Physicians
(Excerpt), JAN:6

Ultrasound Examination List
Template: JUN:Sup 
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