
Smallpox vaccine is here: Avoid 3
‘worst-case scenarios’ in your ED
Careful planning can avoid a logistical nightmare

It’s the moment of truth. The controversial vaccination of health care workers for
smallpox is here, with emergency department (ED) staff among the first to be
inoculated. For the ED manager, your nightmares may include staff who are

unable or unwilling to have the vaccine, staff who become ill after having the vaccine,
and a situation worse than an unannounced accreditation survey: a smallpox outbreak.

“It would be the biggest flu outbreak you could possibly imagine, and then
some,” says Robert Suter, DO, FACEP, senior consultant for Dallas-based Texas
Emergency Physicians and director of physician practice development for Greater
Houston Emergency Physicians, both ED physician practice groups. Everything in
contact or near each patient would be highly infectious and would require exten-
sive cleaning, he says. “Doing things right would be very staff-intensive, especially
for housekeeping and laundering,” he says. “It would truly be a nightmare.”

Although the plan doesn’t differ greatly from previous announcements, EDs are
now receiving detailed instructions and definite timeframes, so managers have the
go-ahead to prepare in earnest for staff to receive the vaccine shortly. Experts in
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Smallpox vaccination handbook available now

Call today for your copy of Hospital Handbook on Smallpox Vaccination, a
facilitywide resource containing all the information you need about small-

pox vaccination in most health care facilities and environments. Learn about
possible side effects and adverse reactions and how to protect your staff,
patients, and family members against this most controversial vaccine. Read
about the challenges of implementing a smallpox care team plus critical staffing
and screening issues that will affect your entire facility as well as crucial ques-
tions about liability and other legal concerns. 

This newly released handbook confronts the implications that departments
face throughout the hospital, including infection control, the ED, critical care,
employee health, and risk management. Order your copy today of this compre-
hensive resource guaranteed to provide you with the knowledge you need to
manage this unprecedented response to a bioterrorism threat. The cost is just
$99 for subscribers who will receive a discount off the original price of $149. To
order, call customer service at (800) 688-2421. When ordering, please refer to
the effort code: 76991.  ■



emergency planning and ED management agree: To
avoid a logistical nightmare during the smallpox vacci-
nation program, you have no choice but to plan care-
fully in advance. “The goal when giving the vaccines
is not to disrupt ED operations,” says Katherine
Haddix-Hill, RN, MSN, director of emergency ser-
vices at Brandon (FL) Regional Hospital. 

Here are the three “worst-case” scenarios you must
plan for:

• Most of your staff could become ill from the
vaccine.
Side effects are a major worry for all ED managers,

says Val Gokenbach, RN, MBA, CAN, director 
of emergency services and observation at William
Beaumont Hospital in Royal Oak, MI. “We are all
concerned about our staff,” she says. “However, we
would like enough people vaccinated so our staff will
be protected.”

Virtually all staff members will have swelling and
pain in the vaccinated arm that will limit their ability
to use it for days or weeks, Suter says. “Beyond that,
the CDC [Centers for Disease Control and Prevention]
reports that in the past, about 1,000 people for every 
1 million people vaccinated for the first time experi-
enced reactions that, while not life-threatening, were
serious,” he says. 

These reactions include the following:
— a toxic or allergic reaction at the site of the

vaccination;
— spread of the vaccinia virus to other parts of the

body and to other individuals;
— spread of the vaccinia virus to other parts of the

body through the blood. 
Those reactions would prevent staff from working

and may require medical attention, Suter says. “Also,
according to the CDC, between 14 and 52 people out
of every million people vaccinated for the first time
experienced potentially life-threatening reactions to
the vaccine,” he says.1 Based on past experience, it is
estimated that one or two in a million who receive the
vaccine may die as a result, Suter adds. “This would
probably increase if careful screening of potential vac-
cine recipients is not done to ensure that those at
increased risk do not receive the vaccine,” he says.
• Major staffing problems could continue 

indefinitely. 
There is no question that the vaccine program will

shake up the way you staff your ED for a long time. 
“If you make an institutional commitment to 

participate, it will impact scheduling until the threat
is certified as gone,” says Suter. 
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Your staffing and patient care will be affected dramatically
by the smallpox vaccination program, so you’ll need to edu-
cate the entire ED staff and plan for scheduling changes.
• Vaccinate staff in small groups to avoid major staffing

problems.
• You’ll always need to schedule a vaccinated nurse at

triage.
• Most of your staff could become ill with side effects

from the vaccine. 

Executive Summary



Staff members may need time off if they become ill
with adverse reactions or even basic side effects, says
Ann Stangby, RN, CEM, emergency response planner
at San Francisco General Hospital. “Staffing assign-
ments may need to be altered,” she says. 

You always need to schedule a vaccinated person 
at triage and have one or two others on duty to ensure
that vaccinated personnel are available to care for a
suspected smallpox patient if needed, Suter says. 

“You also would need to always have a vaccinated
ED physician on duty or have a smallpox doctor on
call to come in and evaluate a possible case, so this
would affect scheduling indefinitely,” he says.

If possible, staff should be selected from all shifts 
to ensure availability of the response team around the
clock, Haddix-Hill says. “The skill mix should ensure
appropriate care for the smallpox patient and still allow
the ED to function optimally,” she says. 

Since there is a possibility that most vaccinated staff
will become ill, Gokenbach advises against vaccinat-
ing the whole ED staff at once.  “That way, you have
limited exposure,” she says. “Fever and flulike symp-
toms may prevent people from working for a couple of
days. You don’t want half of your staff being sick.”
• Staff may be unwilling or unable to receive the

vaccine. 
A key concern for ED managers is how many staff

members actually will volunteer to be vaccinated,
Haddix-Hill says. In addition, the ED may not receive
enough doses to vaccinate the entire staff. “Also, not
all staff will be eligible to receive the vaccine,” she
notes. (See contraindications, at right.)

Although you should consider whether staff are
vaccinated when scheduling, your planning can’t be
foolproof, Haddix-Hill says. While having a vacci-
nated team member always available in the ED is
ideal, there is no way to ensure this staffing situation
100% of the time, she says. “It is something we will
take into consideration when doing the schedule, but
there are always the last-minute schedule changes
when the unexpected occurs,” Haddix-Hill says. 

The entire ED staff will not be vaccinated initially,
she explains. “If a smallpox patient should present to
the ED, then the rest of the staff would receive the vac-
cine,” says Haddix-Hill, pointing to CDC guidelines
stating that vaccinations within three days of exposure
“will completely or significantly modify smallpox in
the vast majority of persons.”1

Haddix-Hill doesn’t know how many doses of vac-
cine her facility will receive, but the expected range 
is 100-200. The number of doses will determine how
many of the 150 ED staff members are offered the vac-
cine, she says. 

Develop a policy on whether to allow vaccinated

staff to work while potentially infectious and, if so, in
what roles, Suter advises. “If not, will the hospital
administration fund the time off?” he asks. Agency
nurse use is at historic highs, and many ED physicians
are independent contractors, he notes. “Both groups
don’t have sick days or hospital-sponsored benefits,”
he says. “Who will compensate them for lost work?”

In the same way that specific nurses manage pedi-
atric, trauma, and cardiac cases, predesignated nurses
would care for a suspected smallpox case, Gokenbach
says. “That’s why we wanted as large a cadre as possi-
ble, so individuals could be pulled in when needed,”
she says.

Stangby’s facility is surveying the entire ED about
willingness to be vaccinated. (See survey, enclosed in
this issue.) “This will give us an estimate of how many
people not only would be eligible, but willing to be
vaccinated,” she says.
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CDC’s Contraindications 
for Smallpox Vaccine

According to the Centers for Disease Control
and Prevention in Atlanta, individuals who

have any of the following conditions, or live with
someone who does, should NOT get the smallpox
vaccine unless they have been exposed to the
smallpox virus:
• Eczema or atopic dermatitis. (This is true even

if the condition is not currently active, is mild, or
was experienced as a child.) 

• Skin conditions such as burns, chickenpox,
shingles, impetigo, herpes, severe acne, or
psoriasis. (People with any of these conditions
should not get the vaccine until they have com-
pletely healed.) 

• Weakened immune system. (Cancer treatment,
an organ transplant, HIV, or medications to
treat autoimmune disorders and other illnesses
can weaken the immune system.) 

• Pregnancy or plans to become pregnant within
one month of vaccination.

Individuals also should not get the smallpox vac-
cine if they:
• are allergic to the vaccine or its ingredients; 
• are younger than 12 months of age. However,

the Advisory Committee on Immunization
Practices advises against nonemergency use
of smallpox vaccine in children younger than
18 years of age; 

• have a moderate or severe short-term illness
(these people should wait until they are com-
pletely recovered to get the vaccine); 

• are currently breast-feeding.



Reference

1. Centers for Disease Control and Prevention. Smallpox
Response Plan and Guidelines, Draft 3.0. Nov. 26, 2002. Web:
www.bt.cdc.gov/agent/smallpox/response-plan.  ■

Dramatic changes needed
to address vaccine plan 

With the smallpox vaccination program, your
emergency department’s (ED) operations will be

affected dramatically. ED managers are scrambling to
be sure that staff are fully informed, while figuring out
how to avoid scheduling nightmares. 

Here are important steps to take now:
• Make sure the entire ED staff understands the

risks of the vaccine. 
Take steps to help staff learn more about the vac-

cine, including adverse effects and contraindications,
advises Ann Stangby, RN, CEM, emergency response
planner at San Francisco (CA) General Hospital. 

“When the decision has to be made about whether
or not to be vaccinated, health care workers will need
all the facts so they can make a truly informed con-
sent,” Stangby says. 

Hold inservices using downloadable materials and
video presentations from the Atlanta-based Centers
for Disease Control and Prevention web site, she

suggests. (See resource box with list of available
materials, p. 17.) 
• Address risks of inadvertent transmission. 

There is a concern about the virus being transmitted
from a vaccinated individual to a patient, so consider
carefully whether vaccinated staff should care for
immunocompromised patients. 

“This is the big question from a liability standpoint,”
says Robert Suter, DO, FACEP, senior consultant 
for Dallas-based Texas Emergency Physicians, an ED
physician practice group.

It’s safest to give vaccinated staff paid leave until
they are no longer infectious, Suter argues. “Otherwise,
they should steer clear of known immunocompromised
patients,” he says.

The vaccine is contraindicated for individuals with
weakened immune systems or those living with some-
one with a weakened immune system, says Katherine
Haddix-Hill, RN, MSN, director of emergency ser-
vices at Brandon (FL) Regional Hospital. “We would
not place an immunocompromised patient under the
care of a nurse who [recently] received the vaccine,”
she says. 

However, since this status is not known when
patients walk in the door, vaccinated staff should 
not work triage while potentially infectious, Suter
says. “The data say that the barrier bandage system
works, but remember that most of our experience with
this is from when the population as a whole was vacci-
nated,” he says. 

If staff must work, the safest strategy is to keep
newly vaccinated staff out of triage and prohibit them
from caring for any patient until a screen for immuno-
compromising conditions is completed in a confiden-
tial environment, Suter says.

The government must provide liability protection if
the vaccine program is to be a success, Suter argues.
“If anyone gets vaccina, I’m sure the trial lawyers will
come knocking,” he says. 
• Determine, to the best of your ability, who will

be vaccinated.
At Suter’s facility, the plan is to have 10-20 vacci-

nated ED staff members divided among shifts. 
The program is voluntary, so you will not be able to

pick exactly who you want to be vaccinated, and you
may not be able to choose at all unless you have too
many volunteers, he emphasizes. “In this event, dis-
tribute them among shifts, and try to vaccinate person-
nel that you usually like to have at triage,” he advises. 

Begin working with your local health department and
employee health and infection control officers to iden-
tify appropriate numbers of staff, says Haddix-Hill. 

“Hospitals will receive a limited amount of vaccine
based on the size of their hospital,” she says. 
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For more information about the smallpox vaccination
program, contact: 
• Val Gokenbach, RN, MBA, Director of Emergency

Services and Observation, William Beaumont Hospital,
3601 W. 13 Mile Road, Royal Oak, MI 48073. Tele-
phone: (248) 551-1995. Fax: (248) 551-2017. E-mail:
vgokenbach@smtpgw.beaumont.edu.

• Katherine Haddix-Hill, RN, MSN, Director of Emer-
gency Services, Brandon Regional Hospital, 119
Oakfield Drive, Brandon, FL 33511. Telephone: (813)
571-5156. Fax: (813) 681-4986. E-mail: Katherine.
HaddixHill@hcahealthcare.com.

• Ann Stangby, RN, CEM, Emergency Response
Planner, San Francisco General Hospital, 1001
Potrero Ave., San Francisco, CA 94110. Telephone:
(415) 206-3397. Fax: (415) 206-4411. E-mail: ann_
stangby@sfgh.org.

• 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



At William Beaumont Hospital in Royal Oak, MI, a
decision has been made to offer the vaccine to every
ED staff member, says Val Gokenbach, RN, MBA,
director of emergency services and observation. 

“We realized that it would be a logistic nightmare if
we didn’t have enough people vaccinated because of
the scheduling issues,” she says. “So we have identi-
fied all the staff in the ED as candidates to be offered
the vaccination.” The physicians, security staff, critical
care nurses, and floor nurses also will be offered the
vaccine, Gokenbach says. “We have tried to broaden
the net and identify as many people as possible who
would be willing to do this,” she says. 

All of the ED’s 300 staff members are being asked
to sign a consent form stating whether they decline or
accept the vaccine, says Gokenbach. “That doesn’t
mean that they can’t change their mind, but this gives
us at least somewhat of an idea who we will be start-
ing with,” she says. 
• Collaborate with the local health department. 

Know who is leading the planning in your commu-
nity, Stangby advises. In San Francisco, every hospital
has been asked to designate a smallpox liaison to the
local health department, she says. But if your ED
doesn’t have a solid rapport with this important com-
munity resource, now is the perfect time to start, she
says. “The link is most likely already there; it just may
need to be cultivated,” Stangby says. “Make the con-
tact, pick up the phone, and find out what is already
being planned.”

[Editor’s note: For updated information on liability
protection for injury or death arising from administra-
tion of the smallpox vaccine, go to the American Hospi-
tal Association’s web site (www.aha.org). Click on
“Advocacy Resources,” “Resources,” and “Guidance
for the Healthcare Community Concerning Section 304
of the Homeland Security Act.” Also, click on “Disaster
Readiness,” “Advocacy and Representation”; and under
“Government Reports & Policy Materials,” click on
“Disaster Readiness — HHS Agrees with AHA on
Smallpox Liability.”]  ■

Keep your nurses from
choosing another ED

In addition to fielding questions from prospective
emergency department (ED) nurses about schedules

and benefits, you soon may be asked “Is your facility
recognized by the Magnet Nursing Recognition
Program?”

“Many ED nurses are now asking if we have this,”
says Katherine Scipione, RN, MS, director of emer-
gency services at Robert Wood Johnson University
Hospital in New Brunswick, NJ, which is a magnet
hospital. 

The Magnet Recognition Program is administered
by the Washington, DC-based American Nurses
Credentialing Center, and it identifies facilities that
have met specific criteria demonstrating excellence in
nursing care, and growth and development of nursing
staff. More than 60 hospitals are recognized as magnet
facilities. (For more information, see resource box,
p. 18.)

Magnet status can definitely make or break the
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Here is a partial listing of educational resources available at
no charge from the Atlanta-based Centers for Disease
Control and Prevention web site (www.cdc.gov/smallpox.): 
• Under “Frequently Requested,” click on “Smallpox

Vaccine Administration Video” to review common
reactions following vaccination, screening for con-
traindications, administering the vaccine, and caring
for the vaccination site. 

• Under “Frequently Requested,” click on “Vaccination
& Adverse Events Training Module” for information on
the smallpox vaccine, method of vaccination, and vac-
cination reactions. 

• Under “Frequently Requested,” click on “Response
Plan & Guidelines (including updated forms)” for
guidance for responding to a smallpox emergency.

• For preparedness information from recent webcasts,
under “Featured Links,” click on “Webcasts, Videos
and Other Training.” Click on “Smallpox Preparedness:
Considerations for Response Team Volunteers” or
“CDC Bioterrorism Update: Smallpox Preparedness
(webcast and slides).”

Resources

Emergency department (ED) nurses are increasingly
choosing to work at hospitals certified by the Magnet
Nursing Recognition Program of the American Nurses
Credentialing Center, and more than 60 hospitals have
this certification. To avoid losing nurses, adopt some of
their ideas. 
• Use committees with ED nursing representation to

develop policies.
• Offer nursing grand rounds to give nurses the oppor-

tunity to present on a variety of topics. 
• If nurses don’t want to complete a degree, offer incen-

tives, such as reimbursement for health club member-
ships, for completed projects.

Executive Summary



decision for a nurse to choose your ED, explains
Sandy Fox, RN, ED nurse manager at Avera
McKennan Hospital in Sioux Falls, SD, which
became a magnet hospital in June 2001. 

“A new nurse hired from outside of the facility
commented on the positive environment that we main-
tain, and how it made the decision an easy one when
comparing us to a competing hospital,” she says. 

Fox predicts that this trend will continue, fueled in
part by the ongoing nursing shortage. 

“It will be even more important in the future if the
money incentives go away, such as sign-on bonuses,”
she says. “Emergency nurses will pay more attention
to what the facility has to offer regarding professional
development, and the amount of voice nurses have.”

Here is what magnet hospital EDs are reporting:
• The department and hospital have lower

turnover rates.
Victoria Ritter, RN, MBA, manager of the ED at

University of California at Davis, reports that her ED
has a turnover rate of only 5%, which she attributes 
to the magnet program. According to a report from 
the American Organization of Nurse Executives, the
national average turnover rate for acute-care hospitals
was 21.3% in 2000.1 All the other EDs in her area are
using traveler nurses, Ritter reports. “Several are
almost exclusively staffed with travelers,” she says. 
• Nurses are asking for magnet status.

ED managers are using magnet status as a powerful
selling point for their departments. “This is something
nurses are very aware of, as evidenced by the inter-
views I’ve had since we became a magnet hospital,”
Ritter says. 

Several new recruits have stated that they were
looking for a magnet hospital for their next career
move, she says. “These individuals are typically from
out of state and are willing to relocate to work here,”
she says. 

An important trend is that many nursing students
are aware of the program’s benefits, Fox says. “They
state that their instructors have told them to look for
magnet hospitals because of the opportunities for pro-
fessional development and educational opportunities,”
she says. 
• Professional growth is a major concern for

nurses. 
Fox’s ED supports the professional growth of nurses

in two key ways: scheduling around educational com-
mitments, and financially through employee benefits
and college scholarships.

This focus on professional growth is probably the
single most important criteria of the magnet program
in the eyes of ED nurses, she says. 

“Many of our nurses are associate degree or diploma

nurses and are working on a four-year degree in nurs-
ing or a related field,” she says. 

Many want to become midlevel practitioners and
are specifically looking for a facility that offers educa-
tional benefits, Fox points out. 

“We have recently had six ED nurses complete their
nursing degrees, and one now works here as a nurse
practitioner PRN,” she says.

For nurses who don’t want to complete a degree,
the ED offers a program in which nurses can complete
projects to earn reimbursement for health club mem-
berships, uniforms, and educational conferences.
• Nurses increasingly want to be involved.

At Scipione’s facility, multidisciplinary committees
involving ED staff are an important component of the
magnet criteria. 

Similarly, Fox says that her ED’s “shared gover-
nance” philosophy for nursing is a major selling point
for prospective nurses. “It gives nurses a major role in
the direction of nursing for the ED,” she says.

There is a committee with representatives from every
position in the ED, including Fox, two ED nurses, one
flight nurse, one dispatcher/unit secretary, and one
patient care technician. They meet bimonthly to work
on issues such as patient flow, review policies, and plan
education.

The group has written policies on floating nurses to
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For more information on magnet status and recruitment,
contact: 
• Sandy Fox, RN, Nurse Manager, Emergency Depart-

ment, Avera McKennan Hospital, 800 E. 21st St., P.O.
Box 5045, Sioux Falls, SD 57117-5045. Telephone:
(605) 322-2077. Fax: (605) 322-2030. E-mail: Sandy.
Fox@mckennan.org.

• Victoria Ritter, RN, MBA, Manager, Emergency
Department, University of California — Davis Health
System, 2515 Stockton Blvd., Sacramento, CA 95817.
Telephone: (916) 734-2363. E-mail: victoria.ritter@
ucdmc.ucdavis.edu.

• Katherine Scipione, RN, MS, Director, Emergency
Services, Robert Wood Johnson University Hospital,
One Robert Wood Johnson Place, New Brunswick, NJ
08901. Telephone: (732) 828-3000, ext. 8790. Fax:
(732) 418-8299. E-mail: Kathy.Scipione@rwjuh.edu.

For more information on the Magnet Recognition
Program, go to:
• www.nursingworld.org/ancc. Click on “Magnet.” Or,

contact the American Nurses Credentialing Center,
600 Maryland Ave. S.W., Suite 100 West, Washing-
ton, DC 20024-2571. Telephone: (202) 651-7262. 
E-mail: ANCC@ana.org. 

Sources/Resource



other units, identified ways to reward nurses for senior-
ity, created a resource nurse role, and developed ways
to help nurses advance professionally. Nursing grand
rounds have started, with nurses presenting on a variety
of topics, many involving case studies, Fox reports. An
ED nurse on the facility’s shared governance commit-
tee travels to job fairs to discuss the self-governing phi-
losophy, she says. 

Reference

1. American Organization of Nurse Executives. Acute Care
Hospital Survey of RN Vacancy and Turnover Rates in 2000.
Washington, DC; 2002.  ■

Warning: Conflicts may
result in more vacancies

If you were asked to list a reason why nurses choose
to leave their workplace, benefits, salary, or work

schedule probably would come to mind. However, a
recent study reveals another reason that you might not
initially suspect: conflict with physicians.

VHA West Coast, a network of community-owned
health care systems, surveyed 1,200 nurses, physi-
cians, and administrators, and found that 92% had wit-
nessed disruptive behavior by a physician, while 30%
knew a nurse who had left the facility as a result.1

Continual conflict between nurses and physicians
can have a terrible impact on morale, stresses Tracy
Sanson, MD, FACEP, assistant medical director for
the department of emergency medicine at Brandon
(FL) Regional Medical Center.

“This leads to absenteeism, frequent staff turnover,
and low recruitment,” she says. “In turn, this impacts
both patient safety and our bottom line.”

There are many factors that make conflict more
likely in the emergency department (ED), Sanson
says, pointing to high volume, sicker patients, ED
holds, poor support from other departments, frequent
staff turnover, substitute nurses who fill in shifts, lack
of staff, lack of breaks or meals due to staffing needs,

and mandatory overtime schedules.
Here are recommendations to avoid conflicts

between nurses and physicians:
• Instruct staff to be clear about their needs. 

An “expectation mismatch” occurs when one per-
son expects something to be done and the other does
not do it, says Louise Andrew, MD, JD, FACEP, asso-
ciate director for the Durham, NC-based Center for
Professional Well-Being. The best way to avoid this is
to be explicit in what you expect, Andrews says. 

“This is not easy for doctors, who don’t like to ask
for things, although we certainly do like having it all
done for us” she says. 

It’s also not easy for nurses, who often don’t expect
their needs to be valued or met and have limited recourse
when they are not, adds Andrew. 

“This is true even of ED nurses, although they are
among the most assertive of all nurses,” she says. 
• Don’t delay a confrontation.

It may be tempting to postpone addressing a disrup-
tive colleague in the hopes that the problem will resolve
itself, but this is a mistake, says Sanson. Instead, take
immediate action so that anger and resentment will not
continue to build, she recommends.

“The resolution of the conflict should take prece-
dence over considerations of staffing, finances, and
other personal or professional obligations,” Sanson
underscores. 
• When you confront behavior, provide an out. 

According to Andrew, the best way to stop disrup-
tive behavior is to name the behavior, while providing
an out for the individual, Andrew says. 

She gives the following example: “Bob, the nurses
have complained that you are being curt with them. I
know you understand that doesn’t help our efforts in
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A new study underscores the risk of losing nurses to
other facilities because of conflict with physicians.
• Instruct staff to be clear about their needs.
• If you have to confront a disruptive staff member, do

so without delay.
• Ask both parties to brainstorm for solutions. 

Executive Summary

For more information on management of conflicts, contact:
• Louise Andrew, MD, JD, FACEP, Associate Director,

Center for Professional Well-Being, 21 W. Colony
Place, Suite 150, Durham, NC 27705. Telephone:
(919) 489-9167. Fax: (919) 419-0011. E-mail: lb
andrew@cpwb.org.

• Linda Laskowski Jones, RN, MS, CS, CCRN, CEN,
Director, Trauma, Emergency and Aeromedical Ser-
vices, Christiana Care Health Services, 4755 Ogletown-
Stanton Road, Newark, DE 19718. Telephone: (302)
733-1835. E-mail: LJones@Christianacare.org. 

• Tracy Sanson, MD, FACEP, Assistant Medical Director,
Department of Emergency Medicine, Brandon Regional
Medical Center, 119 Oakfield Drive, Brandon, FL 33511.
Telephone: (813) 571-5150. Fax: (813) 948-8477. 
E-mail: oaks61596@aol.com.

Sources



the areas of teamwork or good patient care. Is there
something going on right now that is stressing you
more than usual? Can I do anything to help you be
more available to our staff?”
• Staff should be given inservices. 

Provide training for staff on effective communica-
tion, with the goal of nipping problems in the bud as
soon as they begin, Andrew recommends. “If the ED
manager has to intervene, it has gone on too long
unchecked,” she says. (See story on strategies to
encourage staff to effectively problem-solve, below.)
• Have an “adopt-a-doc” program.

At Christiana Care Health Services in Newark, DE,
the ED nurses decided to hold an “appreciation party”
for the ED physicians at a local restaurant.

“The ED nurses not only paid for it individually,
they came up with the idea themselves,” says Linda

Laskowski Jones, RN, MS, CS, CCRN, CEN, director
of the trauma, emergency, and aeromedical services.

ED nurses “adopted” a physician to pay for the
individual’s cost of attending the party until all were
spoken for, she explains. Since the party did not cost
as much as expected, there were extra funds left when
all of the bills were paid, and this money will be used
for future events, Jones says. 
• Make it easy for nurses to report problems.

Almost half of the study’s respondents reported barri-
ers to reporting physician’s disruptive behavior. Nurses
legitimately fear retribution from physicians to whom
they report, Andrews notes. “Some hospitals have a 
tradition of firing nurses who are whistle-blowers on
physician behavior,” she says. 

Having an open door policy is key, Sanson says. Use
voice mail or a concern form that can be submitted
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Use these five tips to 
help staff handle conflicts

As an emergency department (ED) leader, you
should do the following to improve your staff’s

ability to avoid conflicts with each other and patients
and to manage those effectively if they occur, says
Tracy Sanson, MD, FACEP, assistant medical
director for the department of emergency medicine
at Brandon (FL) Regional Medical Center. 

1. Establish departmental expectations of behav-
ior. A group should develop specific expectations
for behavior between staff members and between
staff and patients, Sanson says. The group should
include the medical director, ED manager, and
representatives of registration, nursing, techni-
cians, and clerks, she says. “We may believe that
we all know what is expected behavior, but when it
is developed by the group, then the team ‘owns’
the normative guidelines.” Sanson gives the fol-
lowing examples of expectations: no yelling, no
off-color remarks or jokes, and no negative com-
ments about a patient or family member. “Jokes or
remarks about a patient’s size, smell, or worth to
society are not appropriate,” she says.

2. Develop role-playing educational opportunities.
Just as resuscitations and codes are practiced, so
should unpleasant or tense ED situations, Sanson
says. “Such mental rehearsal improves the reten-
tion of new skills and enhances performance.” This
can be a routine part of staff meetings or can occur
at the beginning of shifts, she says. For example,
there often was a conflict between a physician’s
request to have infants catheterized and parents’
reluctance to allow the procedure, with ED nurses
caught in the middle. The nurse manager and 

pediatric nurses rehearsed describing benefits of
the procedure by presenting it in an upbeat, matter-
of-fact style to the parents, she says. “We saw a
dramatic decrease in the refusal of parents to allow
this invasive but necessary procedure for their chil-
dren.” This type of practice is very important when
trying to learn a better way of doing something, 
she explains. “It takes commitment and constant
reminders to stay focused on undoing old habits.”

3. Provide informal and formal feedback on
behavior with staff and patients. Sanson gives
this example of informal feedback: “I heard you
handled an angry patient very well during your
last shift. Could you present this at the next meet-
ing, and model for us how you handled it and
help us discuss what you learned?” 

4. Create opportunities to review lessons
learned from specific episodes. Staff meetings
are an opportune time to discuss a recent or
mock scenario, Sanson says. “Explore how the
group feels it should be handled, in keeping with
the norms the ED has established,” she advises. 

5. Ask the involved parties for solutions. Take
these steps when addressing a conflict among
physicians and staff: Conduct a thorough inves-
tigation, arrange a private meeting to discuss
the behavior, and set specific goals to change
the behavior, Sanson advises. 

Involve both parties and ask what they think
should be done, advises Louise Andrew, MD,
JD, FACEP, associate director for the Durham,
NC-based Center for Professional Well-Being.
She gives this example: If a physician reports
frustration because written orders are not being
taken off the chart promptly, a solution might be a
system of colored flags to signal orders that are
critical, moderate urgency, or routine. ■



anonymously, as ways for staff to voice concerns about
an incident, interaction, or pattern of behavior, she rec-
ommends. (See Regional Emergency Center Concern
Management Record, inserted in this issue.) “It is
important to remove any hint of potential retribution,”
she says. 

Although forms can be submitted anonymously, it is
preferable to be signed so there can be a better exchange
of information, Sanson says. 

“A form is helpful when schedules do not overlap, or
when waiting to make personal contact might prevent
an action being taken or allow a situation to continue,”
she says.  ■

Novel strategies to handle
nonemergent ED visits 

Most patients who visit emergency departments
(EDs) aren’t there for emergencies, according to

a new report by the Evanston, IL-based health care
information company Solucient. 

The study examined more than a million commercial
and Medicare ED claims nationwide. (To access the
report, go to Solucient.com. Click on “News & Press,”
and scroll down for the report title “Hospitals Should
Target Consumer Education to Relieve Emergency
Department Overcrowding.”) 

Here are key findings:
• Of the 106 million annual visits to EDs, 58% (about

62 million cases), are by patients who could have
been treated in less-acute care settings. 

• About 75% of all pediatric ED patients could have
been seen in a less-acute setting such as fast-track
units or urgent care facilities. 

• Single females younger than 55 are the greatest
users of nonemergent ED services. Based on these
findings, the organization recommends targeting

consumer education programs to single women,
such as direct mailings and newspaper advertise-
ments that educate patients on appropriate use of the
ED, in an effort to reduce ED overcrowding. 
However, some ED managers reject this conclusion.

“We should accept the fact that we provide acute
episodic unscheduled care,” argues Larry B. Mellick,
MS, MD, FAAP, FACEP, chair and professor of the
department of emergency medicine at Medical College
of Georgia in Augusta. 

Some patients presenting to the ED will have emer-
gencies, and some will not, explains Mellick. “Many
of these patients will not have a clue as to actual sever-
ity of their illness,” he says. “Consequently, any cam-
paign to prevent patients with minor illnesses from
coming to the ED may have an attached morbidity and
mortality.”

All EDs should be set up to handle less acutely ill
patients, such as with urgent care centers or fast tracks,
he adds. “The ED should see itself as being there for
more than just patients with critical health conditions,”
he says. “We should reject this rigid construct that oth-
ers are trying to impose on us and simply look at ways
to provide better service.”

Findings may be flawed

ED overcrowding is caused by a variety of health
policy and financial issues, and it can’t be solved sim-
ply by educating patients about proper use of the ED,
according to Robert Schafermeyer, MD, FACEP,
immediate past president of the Dallas-based American
College of Emergency Physicians and associate chair
for the department of emergency medicine at Carolinas
Medical Center in Charlotte, NC. 

Schafermeyer points to increased boarding of inpa-
tients due to a decreased capacity of available hospital
beds. “Also, the nursing shortage leaves even fewer
staffed beds to take care of a population that is grow-
ing older, has more chronic diseases, and is of a multi-
cultural background,” he says.

EDs must be the “court of last resort” for the
insured when they can’t get timely access to their
physicians, Schafermeyer stresses. “Crowding is not
caused by the quick treatment that can be given to the
less ill or minimally injured patients,” he says. 

The methodology of the study is suspect, explains
Schafermeyer. “I do not trust any study that is not done
with more than a review of discharge diagnoses,” he
says. “Yes, a laceration can be sewn in several clinical
settings, but any one of us would want the wound evalu-
ated and closed before infection or further injury occur.”

Schafermeyer points to recent research that contra-
dicts the study.1 “The researchers showed that critical
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Although a study reports that most emergency depart-
ment (ED) visits are not emergencies, experts in ED man-
agement counter that caring for nonemergent patients is
part of the ED’s role.
• Patients will continue to rely on the ED for unsched-

uled care. 
• Implement urgent care centers or fast tracks to handle

less-acute patients.
• Physician triage allows patients to be rapidly discharged. 

Executive Summary



and urgent visits have gone up significantly since 1990
and that there was an 8% decline in nonurgent visits,”
he says.

The study reported that intensive care units were
full, with many critically ill patients waiting in the ED
beds, Schafermeyer adds. “This was what I have seen
at many EDs over the past three years,” he says. “The
boarding of inpatients and the lack of reserve or surge
capacity is the culprit.”

Mellick gives the following suggestions to provide
better service in the ED:
• Add a fast track or urgent care center to your ED.

These prevent patients with different acuities from
competing for the attention of the ED physicians,
Mellick says. Using the same physical location as the
ED minimizes duplication of resources, he says.

Less expensive, midlevel providers can be success-
fully used in these settings, he adds. “Paramedics or
technicians or LPNs can adequately provide the
desired nursing support,” he says.
• Consider using physicians to triage patients.

If a physician’s assistant, resident, or attending
physician briefly screens patients and starts the initial
orders, when the patient actually is placed in a room,
the test results are already completed and can be
immediately reviewed, explains Mellick. 

“This allows the patient to be rapidly discharged,
which significantly improves patient flow and patient
satisfaction,” he says. “Time traditionally lost while
waiting for a room is filled with patient care activities.”
• Combine physician triage with urgent care.

There may be even greater benefit if physician
triage is combined with urgent care activities, Mellick
adds. “Often, patients seen in a physician triage setting
are minor complaints that can be managed during the
triage process, and the patient can be immediately dis-
charged,” he says.

This would need to occur in a location close to the

main triage station, Mellick notes, and he adds that his
ED will add three rooms for this purpose. “Additionally,
[we] added a resident eight-hour shift during the busiest
part of the day that is focused on physician triage,
urgent care, or the observation unit,” Mellick says. 

Reference

1. Lambe S, Washington DL, Fink A, et al. Trends in the use
and capacity of California’s emergency departments, 1990-1999.
Ann Emerg Med 2002; 39:389-396.  ■

[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). If you have a question you’d like
answered, contact Staci Kusterbeck, Editor, ED
Management, 280 Nassau Road, Huntington, NY
11743. Telephone: (631) 425-9760. Fax: (631) 271-
1603. E-mail: StaciKusterbeck@aol.com.]

Question: For our psychiatric transfers, the receiv-
ing facility generally accepts the patients via an autho-
rizing staff person. Does a physician at our facility have
to speak with a physician at the receiving facility? 

Answer: Not necessarily, according to Jonathan 
D. Lawrence, MD, JD, FACEP, an ED physician and
medical staff risk management liaison at St. Mary
Medical Center in Long Beach, CA. The reason is that
the receiving staff person has spoken with a physician
or is operating under protocols approved by the hospi-
tal staff. EMTALA applies if the ED is providing care,
period, he says. “Either way, it meets the requirement
that the receiving facility be contacted and approve the
transfer,” Lawrence says. 

Each hospital has the right to designate a person, or
class of people, capable of accepting patients in trans-
fer, he adds. “One is not likely to see an investigation
by the inspector general of a facility that accepts a
patient but violates its own bylaws in the process,” he
says. “There would be no one to bring such an incident
to the inspector general’s attention.”

Physician-to-physician contact should be made
when possible as patient care is best served when this
is done, Lawrence adds. “But, as I have noted, this is
not a requirement,” he says.  ■
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For more information on nonemergent use of emergency
departments, contact:
• Larry B. Mellick, MS, MD, FAAP, FACEP, Chair and

Professor, Department of Emergency Medicine,
Section Chief, Pediatric Emergency Medicine, 1120
15th St., AF 2036, Medical College of Georgia,
Augusta, GA 30912-2800. Telephone: (706) 721-
7144. Fax: (706) 721-7718. E-mail: LMELLICK@
mail.mcg.edu.

• Robert Schafermeyer, MD, FACEP, Department of
Emergency Medicine, Carolinas Medical Center, 1000
Blythe Blvd., Charlotte, NC 28203. E-mail: Robert.
Schafermeyer@carolinashealthcare.org.
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■ What technology do you
need to prevent drug errors?

■ Effective ways to educate
staff about forensic evidence

■ How to effectively implement
physician triage

■ Tips on developing a policy
for emergency contraception

COMING IN FUTURE MONTHS

CE/CME questions
Effective with this semester, ED Management is chang-
ing its testing procedure. You won’t need to return a
Scantron answer sheet after you receive the March 2003
issue to earn credit for the activity. Review the issue,
answer these questions, check your answers against the
key, and then review the issue regarding any questions
answered incorrectly. To receive credit for this activity,
you must return the CE/CME evaluation in an envelope
that will be enclosed in the March 2003 issue. For more
information, see instructions box at right. This procedure
has proven to be an effective learning tool for adults. If
you have any questions about the new testing method,
please contact customer service at (800) 688-2421 or 
by e-mail at customerservice@ahcpub.com.

25. Which is recommended to avoid staffing problems
during the smallpox vaccination process, accord-
ing to Robert Suter, DO, FACEP?
A. Offer vaccine to entire ED staff simultaneously.
B. Do not consider whether staff are vaccinated

when scheduling.
C. Ensure that vaccinated staff always are avail-

able to care for a suspected smallpox patient.
D. Vaccinate all staff from a single shift.

26. Which is recommended to prepare for the smallpox
vaccination program, according to Ann Stangby,
RN, CEM, emergency response planner?
A. Inform staff about adverse effects only if they

choose to accept the vaccine.
B. Use educational materials from a variety of

sources.
C. Plan for newly vaccinated staff to work triage.
D. Contact your local health department to deter-

mine current plans.

27. Which is the most important criteria for ED nurses
when selecting a facility to work at, according to
Sandy Fox, RN, ED nurse manager?
A. mandatory overtime
B. professional growth
C. benefits
D. patient satisfaction

28. What is an effective way to manage conflicts
between nursing and physician staff, according 
to Louise Andrew, MD, JD, FACEP? 
A. Meet with parties individually.
B. Instruct staff to resolve conflicts themselves.
C. Give people an out when confronting behavior.
D. Require nurses to address conflicts at staff

meetings.

CE/CME instructions
Physicians and nurses participate in this CE/CME
program by reading the issue, using the references
for research, and studying the questions. Partici-
pants should select what they believe to be the cor-
rect answers, then refer to the answers given to test
their knowledge. To clarify confusion on any ques-
tions answered incorrectly, consult the source mate-
rial. After completing this semester’s activity with the
March 2003 issue, you must complete the evaluation
form provided and return it in the reply envelope pro-
vided to receive a certificate of completion. When
your evaluation is received, a certificate will be
mailed to you.  ■

CE/CME objectives
1. Identify one way to avoid staffing problems
related to smallpox vaccination. (See “Smallpox
vaccine is here: Avoid 3 ‘worst-case scenarios’ in
your ED,” in this issue.)
2. Name one recommendation to prepare for small-
pox vaccination of ED staff. (See “Dramatic changes
needed to address vaccine plan.”)
3. Identify the most important factor influencing the
decision of emergency nurses to work at a facility.
(See “Keep your nurses from choosing another ED.”)
4. Name an effective way to manage conflicts
between ED staff. (See “Warning: Conflicts may
result in more vacancies.”)
5. Identify an effective way to manage nonemer-
gent ED visits. (See “Novel strategies to handle
nonemergent ED visits.”)
6. Cite 1 way to comply with EMTALA when a patient
is being transferred. (See “EMTALA Q&A.”)  ■

29. Which is recommended to manage ED visits,
according to Robert Schafermeyer, MD, FACEP?
A. Transfer pediatric patients to specialized EDs
B. Target single women for education about appro-

priate ED use
C. Advise patients to seek care at clinics
D. Address underlying cause of boarding inpatients

30. Which is correct regarding compliance with EMTALA
when transferring a patient to a receiving facility?
A. Only physicians can accept transferred patients.
B. The receiving facility doesn’t have to be contacted.
C. Facilities may designate individuals to accept

transferred patients.
D. Transfer acceptance must be in writing.

Answer Key: 25. C; 26. D; 27. B; 28. C; 29. D; 30. C
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Meningitis is the most frequently missed diag-
nosis among sentinel events arising from

delays in treatment in the emergency department
(ED), according to a 2002 report from the Joint
Commission on Accreditation of Healthcare
Organizations, and ED managers can expect sur-
veyors to ask about strategies for handling the
potentially fatal disease. 

As a result of the findings, published in Sentinel
Event Alert in June 2002, the Joint Commission
issued a pointed recommendation that EDs imple-
ment strategies and policies for dealing with
meningitis. (See Sources and Resources, p. 2, 
for information on accessing the Sentinel Event
Alert report.)

While Joint Commission surveyors did not
select a meningitis policy as a criterion for evalu-
ation, EDs are strongly encouraged to formulate
such policies and can expect the disease to come
up when surveyors make site visits, says Richard
J. Croteau, MD, the Joint Commission executive
director for strategic initiatives.

“As a consultative thing, it may come up for
discussion,” Croteau says. 

When the Joint Commission reviewed data on
sentinel events, it found a significant number of
meningitis cases listed. Among reported sentinel
events, 55 involved delays in treatment, and of

those, 29 were ED-related. Twenty-three cases
involved misdiagnoses, and meningitis was the
most frequently missed (seven missed cases).
(See “Joint Commission Recommendations on
Delays in Treatment,” below.)

Croteau says because most involved delay in
diagnosis or treatment, “it would appear that it’s

Covering Compliance with Joint Commission Standards

Joint Commission urges protocols for meningitis
Most frequently missed diagnosis among delay-related ED sentinel events

Because organizations experiencing delays in treat-
ment often cite problems with communication, the
Joint Commission recommends that organizations: 

• implement processes and procedures designed
to improve the timeliness, completeness, and
accuracy of staff-to-staff communication, includ-
ing 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 verifi-
cation when verbal orders are necessary; 

• develop strategies in hospital EDs to maintain a
high index of suspicion for meningitis.

New supplement to answer your accreditation questions
In response to reader interest, ED Management is pleased to offer this new, periodic supplement that will

give you greater coverage of topics pertaining to the Joint Commission and its impact on the emergency
department. This value-added supplement makes your subscription to ED Management even more essential.

Reader feedback is welcome, and questions for the Q & A on the Joint Commission may be sent to Joy
Daughtery Dickinson, Senior Managing Editor. E-mail: joy.dickinson@ahcpub.com.

Joint Commission Recommendations 
on Delays in Treatment

February 2003 / Supplement to ED MANAGEMENT ® 1



just a matter of not thinking about the diagnosis
when there’s not a classical presentation.”

What should raise the level of suspicion for the
ED physician or nurse? Croteau acknowledges
that conventional wisdom — “Don’t do a lumbar
puncture on every child who presents with a
fever” — works against ED practitioners.

“There needs to be some criteria that would
raise the possibility of that diagnosis, based on
the clinical findings, signs, and symptoms,” he
states. “And then, we need staff orientation and
education in relation to those criteria, since we
don’t see those kinds of cases all the time.” 

Strategy not difficult to develop

Developing a strategy doesn’t necessarily
require reinventing the wheel, says Cindy Bruns,
RN, BSN, CEN, quality management coordinator
for the Emergency Center at Tallahassee (FL)
Memorial Hospital. Bruns recently developed 
a discharge instruction sheet for the “worried

well” person exposed to meningococcal meningi-
tis, listing symptoms and incubation information
about meningitis. And information on meningitis
(e.g., incubation, symptoms, treatment, etc.) has
been added to Tallahassee Memorial Hospital’s
disaster/bioterrorism policy. “I finished the
instruction sheet using, almost verbatim, infor-
mation from the [Centers for Disease Control
and Prevention] web site,” Bruns says. (See
“Sources and Resource box,” below left.)

Adverse outcomes of meningitis commonly
lead to lawsuits against ED physicians, often
based upon allegations of physician negligence
and delay in treatment. Developing a strategy for
reducing the chance of missing a meningitis case
involves taking some precautionary steps, accord-
ing to Gregory P. Moore, MD, JD, adjunct associ-
ate professor at Indiana University School of
Medicine and attending physician at Methodist
Hospital in Indianapolis. Specifically, 

Moore recommends specific risk management
steps when dealing with a possible meningitis
case:

• When a child with nonspecific symptoms
and fever with no source is examined, document
a thorough history and exam.

• Have a low threshold for lumbar puncture in
children with fever and no source, particularly if
the child is ill-appearing, lethargic, or irritable.

• When discharging febrile children from the
emergency department, give caregivers clear
instructions to have the child reevaluated if his
or her condition worsens in any way.

EDs are sure to be asked about their policies
for dealing with suspected meningitis cases now
that the Joint Commission has published its rec-
ommendations in Sentinel Event Alert. Surveyors
assess, for educational purposes only, accredited
organizations’ familiarity with and use of infor-
mation and suggestions that appear in Sentinel
Event Alert. Since January 2003, when on-site sur-
veyors began assessing organizations’ compli-
ance with the Joint Commission’s National
Patient Safety Goals, recommendations published
in Sentinel Event Alert are discussed as sugges-
tions for improvement.

The National Patient Safety Goals for 2003,
upon which accredited organizations will be
evaluated for compliance, focus on improved
patient identification; effective communication
among caregivers; safe use of high-alert medica-
tions (e.g., potassium phosphate and sodium
chloride in greater concentrations than 0.9%);
elimination of wrong-site, wrong-patient, and

For more information on sentinel events and menin-
gitis, contact:
• Richard J. Croteau, MD, Executive Director 

for Strategic Initiatives, Joint Commission on
Accreditation of Healthcare Organizations, One
Renaissance Blvd., Oakbrook Terrace, IL 60181.
Telephone: (630) 792-5000. Fax: (630) 792-
5005. E-mail: rcroteau@JCAHO.org.

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

• Information on meningitis may be found at the
Centers for Disease Control and Prevention web
site: www.cdc.gov; click on “Health Topics A-to-
Z,” click on “M,” click on “meningitis.”

• Joint Commission findings on meningitis and
delays in treatment may be accessed at the
Sentinel Event Alert web site: www.jcaho.org;
scroll down to “Latest Newsletters” and click on
“Sentinel Event Alert”; scroll to “Index of Past
Issues,” and click on “Issue 26 — June 17, 2002.”

• For a detailed explanation of the Joint Com-
mission’s 2003 National Patient Safety
Goals, access the web site: www.jcaho.org;
scroll to “Top Spots,” click on “National Patient
Safety Goals.”

Sources and Resources
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wrong-procedure surgeries; safer use of infusion
pumps; and improved effectiveness of clinical
alarm systems. (See Sources and Resources, p. 2,
for information on learning more about the 2003
National Patient Safety Goals.) ■

Surprise! Are you ready
for a random survey?
Process allows ‘chosen few’ to fine-tune

Your hospital successfully earned accreditation a
year ago. But how ready would you be today if

a team from the Joint Commission on Accreditation
of Healthcare Organizations walked into your
emergency department (ED) as part of a random,
unannounced survey?

Though brief and unannounced, the random
surveys can carry a big punch: The survey results
could lead to new Type I recommendations and
could cause a change in your organization’s
accreditation status.

“Everybody thinks about it, because from your
ninth to your 30th month [following a triennial
survey], you’re at risk for a random survey,” says
Paula Swain, RN, MSN, CPHQ, director of clini-
cal and regulatory review for Presbyterian Health
Care in Charlotte, NC. Swain has consulted with
organizations that have been through random
surveys, and none have received new Type I rec-
ommendations as a result.

Once you have your survey, you don’t go on
vacation, Swain emphasizes. “You have to clear
your Type I [recommendations] and your sup-
plemental [recommendations that must be
addressed by the organization], and then you
have to continuously work to keep your stan-
dards in place on a day-to-day basis,” she says.

The Joint Commission has conducted one-day,
random surveys of accredited organizations since
1993 as a means of determining whether an orga-
nization observes compliance with standards 
on a routine, day-to-day basis. Each year, 5% of
accredited organizations are selected from across
all categories. There is no advance notice.

The fixed topics that surveyors look at during
these random surveys change every year. Because
the ED often is the first area of a hospital that a
patient comes to, and where the most critical care
may be administered, certain aspects of the fixed
topics may be especially pertinent to the ED. For

this year, the fixed topics for hospitals are surveil-
lance, prevention, and control of infection; initial
patient assessment; leadership’s role in improv-
ing performance; medication use; and human
resource planning.

“The infection control standards and medica-
tion use standards are probably the biggest two
areas for the ED,” according to Robert Katzfey,
associate director and surveyor of management
and development for the Joint Commission.

Here are some ways each of the five fixed top-
ics may apply to the ED of a hospital selected for
a random survey:

• Infection control. Surveyors will want to
look at equipment used and reused in the course
of a busy day, how that equipment is cleaned,
and what infection control procedures are fol-
lowed, Katzfey says. Also, what potentially
harmful supplies are used that could pass infec-
tion between patients? What are the hospital’s
procedures for hand washing and use of gloves
and gowns, and do ED staff members comply
with those procedures?

“We’ll want to look at the hospital’s infection
control surveillance activity and how that activ-
ity is utilized in the ED,” Katzfey says.

• Patient assessment. Surveyors will look at
how initial assessments are done on patients pre-
senting to the ED; who staffs triage; who man-
ages triage; what information is obtained and
how quickly it is obtained; and how quickly the
appropriate treatment course is determined. 

For more information on random, unannounced sur-
veys, contact:
• Robert Katzfey, Associate Director, Surveyor of

Management and Development, Joint Commission
on Accreditation of Healthcare Organizations,
One Renaissance Blvd., Oakbrook Terrace, IL
60181. Telephone: (630) 792-5021. Fax: (630)
792-5005. E-mail: rkatzfey@JCAHO.org.

• Paula Swain, RN, MSN, CPHQ, Director of
Clinical and Regulatory Review, Presbyterian
Health Care, 200 Hawthorne Lane, Charlotte, 
NC 28204. Telephone: (704) 384-2273. E-mail:
psswain@novant.org. 

• Jodi L. Eisenberg, CPHQ, CMSC, Coordinator,
Accreditation and Licensure, Quality Strategies,
Northwestern Memorial Hospital, 676 St. Claire,
Suite 700, Room 7-005, Chicago, IL 60611.
Telephone: (312) 926-5705. E-mail: jeisenbe@
nmh.org.

Sources and Resource
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“Certainly, if a patient is going anywhere else
[in the hospital] from the emergency department,
a thorough evaluation of the patient’s needs at
the time of presentation is critical,” Katzfey notes.

• Medication use. Katzfey says that important
areas for the ED are: access to medications during
hours when the hospital pharmacy is not open;
the competency of individuals who obtain and
administer medications; steps taken to ensure the
proper identification of patients before medica-
tion is administered; and security of medications
that are kept in the ED.

• Leadership’s role in improving performance.
This area of assessment looks at how hospital
leadership sets priorities and plans for action in
areas identified as in need of improvement. 

• Human resource planning. Surveyors will
want to examine the effectiveness of staffing,
which, due to the fluctuations in patient volume
in EDs, can be challenging.

“We’re not only looking at whether the three
RNs and two aides who were scheduled to work
the 11-to-7 shift on Tuesday were actually there,
but whether that’s the appropriate level of staffing
for that shift, and what criteria are used to deter-
mine staffing levels,” Katzfey says.

Another aspect of that topic involves use 
of staff from outside agencies. According to
Katzfey, hospitals need to be sure that ED staff
members from outside agencies are just as com-
petent as regular hospital staff. 

Depending upon an ED’s use of outside agen-
cies for staffing —how many contract agents are
used and how often they work — the perfor-
mance of those employees must be evaluated,
Swain says. “You have to be sure that outside
people know what they’re doing and that they
do it as well as your regular staff,” according to
Swain. “You can either get an evaluation from
the agency, or the ED managers can do it them-
selves; if [staff from agencies] are working that
much, though, the [ED] managers should do it
themselves.”

According to Jodi L. Eisenberg, CPHQ, CMSC,
coordinator of accreditation and licensure, qual-
ity strategies, at Northwestern Memorial Hospital
in Chicago, the random, unannounced survey is
an inevitable fact of health care today. 

“Health care organizations are randomly visited

not only by the Joint Commission, but by . . . a
variety of other regulatory agencies,” Eisenberg
says. “They are unexpected company — not on 
the calendar for the day. “

However, Eisenberg says she may be in the
minority who feel that random, unannounced
surveys have merit. “They force organizations 
to realize that compliance with basic standards 
is an everyday responsibility, and not just a trien-
nial activity,” she says.  ■

Accreditation carries with it questions, some 
specific to individual organizations, but many that
apply universally. In this section, ED Accreditation
Update will provide experts’ answers to your accred-
itation questions, as well as tips from organizations
fared exceptionally well during their survey process.
Submit questions or suggestions for this section to 
Joy Daughtery Dickinson, Senior Managing Editor.
E-mail: joy.dickinson@ahcpub.com.

Q: What standard is most frequently cited for
improvement during hospital surveys?

A: According to the Joint Commission, during
the period from January through June of last
year, 26.6% of accredited hospitals received rec-
ommendations for improvement in “Assessing
each staff member’s ability to meet the perfor-
mance expectations stated in his or her job
description (HR. 5).” 

Paula Swain, RN, MSN, CPHQ, Director of
Clinical and Regulatory Review for Presby-
terian Health Care in Charlotte, NC, says that
particular standard poses problems for every
hospital department. 

“The ED manager has to understand what
the [hospital’s] policy is on performance evalu-
ation completion, and if there’s a grace period,’’
says Swain. “The Joint Commission doesn’t
determine how often the evaluations must
take place, but feels that staff have the right to
be evaluated according to [the hospital’s] pol-
icy, and if the process doesn’t work the way
it’s supposed to work, that puts you in line for
a Type I recommendation.” ■

Accreditation Q & A

The Joint Commission accredits more than 17,000 health care organizations in the United States and inter-
nationally. These organizations include hospitals, assisted living facilities, critical access hospitals, clinical labora-
tories, home care organizations, long-term care facilities, office-based surgery practices, behavioral health care
facilities, and health care networks.

4 Supplement to ED MANAGEMENT ® / February 2003

QQuuiicckk  
FFaacctt



SFDPH Smallpox Vaccination Survey

Instructions:

1. Carefully read through the enclosed materials on smallpox and smallpox vaccine. Please discuss the potential
risks and benefits of vaccination with your family and colleagues.

2. Brown bags sessions will be held to answer questions about the smallpox vaccine at the following times and loca-
tions: Wednesday, 12/11 at LHH (location to be decided); Thursday, 12/12 and Wednesday 12/18 at noon at Carr
Auditorium; and Friday, 12/13 and Tuesday, 12/17 at noon in Room 300 at 101 Grove St.

3. Fill out the attached survey and return to your supervisor by Thursday, Dec. 19 at noon. Even if you do not want to
be vaccinated or have contraindications to the vaccine, please complete this survey. It is very important that we
assess the interest and eligibility of DPH staff for vaccination.

4. Additional information can be found at the Centers for Disease Control and Prevention’s web site on smallpox at
http://www.bt.cdc.gov/agent/smallpox/index.asp or by contacting Dr. Susan Fernyak at susan.fernyak@sfdph.org
or 554-2845.

Please note:

1. This survey is designed to help us prepare for both pre-event and post-event smallpox activities.
2. We have been assured by the federal government that the threat of a smallpox event has not changed in the last

several months.
3. At this time, we do not know the actual risk of a smallpox event, although we believe it is small.
4. The smallpox vaccine is effective in preventing disease if given within four days of exposure to a case of

smallpox.
5. At this time, federal guidelines do not recommend work furlough for any health care providers after they have

been vaccinated. However, we feel that newly vaccinated employees should not have contact with patients, until
their vaccination scab falls off and they are no longer infectious (approximately three weeks). For this reason,
Phase 1 vaccinations will be offered only to individuals who meet one of the following occupational criteria: 

• do not provide direct patient care services; 
• provide limited direct patient care services, but could rearrange their schedule for the time their vaccination site

is infectious; 
• provide direct patient care, but could arrange a job swap with someone who does not.

6. Your willingness to be vaccinated against smallpox at this time is not binding. You may decide at any time to
refuse vaccination.

7. If you, a household member, or frequent close contact have a contraindication to the vaccine, please DO NOT
indicate any specific condition(s). This is confidential medical information that you do not have to share.

8. Pre-event vaccination refers to vaccination done in preparation for a possible smallpox release or outbreak in the
future. Post-event vaccination refers to vaccination efforts AFTER the release of smallpox as a terrorist act with
resulting cases of smallpox. This could occur within or outside of the United States. Depending on the situation,
recommendations for widespread vaccination of health care workers and the population could vary.

9. This information will be kept CONFIDENTIAL and will only be used for bioterrorism planning purposes.

Please provide:

Name: ___________________________ Job Classification: _______________________________

Job Title: ___________________________ Department/Section/Unit: _________________________

Work Address: ________________________________________________________________________

License Type and Number (if applicable): ___________________________ Phone: ___________

Fax: ___________ Mobile Phone: __________ Pager: ___________  

Supervisor’s Name: ___________________________

I do not want to complete this survey.  ■■
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If there is a release of smallpox and we need to immunize all San Francisco residents in a few days, we will need
bilingual staff to help monolingual residents. We are asking for information on your language skills to strengthen our
post-event smallpox planning.

1a. Have you passed the DPH language proficiency test? Yes  ■■ No  ■■

1b. If yes, which language(s)?  __________________________

2. Do you receive bilingual pay? Yes  ■■ No  ■■

3a. Do you speak, read, and/or write a language(s) in addition  to English? Yes  ■■ No  ■■

3b. If yes, please check the appropriate boxes below.

Language Speak Read Write Speak Read Write

Spanish ■■ ■■ ■■ Vietnamese ■■ ■■ ■■

Mandarin ■■ ■■ ■■ Tagalog ■■ ■■ ■■

Cantonese ■■ ■■ ■■ Other: _________________ ■■ ■■ ■■

4. In your current job, do you perform:

4a. Clinical work? Yes  ■■ No  ■■

• Direct patient care? Yes  ■■ No  ■■

• Laboratory? Yes  ■■ No  ■■

• Mental Health Counseling? Yes  ■■ No  ■■

• Other? ______________________________ Yes  ■■ No  ■■

4b. Administration? Yes  ■■ No  ■■

4c. Management? Yes  ■■ No  ■■

4d. Research? Yes  ■■ No  ■■

4e. Inspections? Yes  ■■ No  ■■

5. In previous jobs, have you performed:

5a. Clinical work? Yes  ■■ No  ■■

• Direct patient care? Yes  ■■ No  ■■

• Laboratory? Yes  ■■ No  ■■

• Mental Health Counseling? Yes  ■■ No  ■■

• Other? ______________________________ Yes  ■■ No  ■■

5b. Administration? Yes  ■■ No  ■■

5c. Management? Yes  ■■ No  ■■

5d. Research? Yes  ■■ No  ■■

5e. Inspections? Yes  ■■ No  ■■

Information acknowledgement:

6. I acknowledge that I have read and understood the enclosed informational 
materials on smallpox. Yes  ■■ No  ■■



Personal history of smallpox vaccination:

Smallpox vaccination ended in the United States in 1972, although members of the armed forces (until 1990), travel-
ers, and individuals living outside the United States may have been vaccinated after 1972. Some people who were
vaccinated against smallpox have a distinctive scar on their upper left or right arm. Childhood and travel immunization
records also may indicate previous vaccination. We are asking the following questions to help determine which DPH
staff may have been previously vaccinated.

7. What is your year of birth? ______________________

8. In what country were you born? ______________________

9a. Did you receive the smallpox vaccine? Yes  ■■ No  ■■ Don’t Know  ■■

9b. If yes, what was/were the date(s)? ______________________

Pre-event vaccination:

“Pre-event” vaccination refers to vaccination in preparation for a possible release or outbreak of smallpox.

We are interested in quantifying the potential demand for smallpox vaccination pre-event.

10a. Assuming you did not have a contraindication to receiving the smallpox vaccination, would you be interested in

being vaccinated pre-event? Yes  ■■ No  ■■ Maybe  ■■

10b. If yes and you are licensed to administer vaccines, would you be interested in vaccinating  others?  

Yes  ■■ No  ■■ Maybe  ■■

11. Whether vaccinated or not, would you be willing to train others about smallpox and smallpox vaccine?

Yes  ■■ No  ■■ Maybe  ■■

Post-event vaccination:

“Post-event” vaccination refers to vaccination after there has been a known release of smallpox, assuming you were
not a contact to a known or suspected case of smallpox. Vaccine would be recommended for anyone exposed to a
case of smallpox.

We are interested in quantifying the potential demand for smallpox vaccination post-event.

12a. Assuming you did not have a contraindication to receiving the smallpox vaccination and you have not 

been exposed to a case of smallpox, would you be interested in being vaccinated post-event?

Yes  ■■ No  ■■ Maybe  ■■

12b. If yes and you are licensed to administer vaccines, would you be interested in vaccinating others?

Yes  ■■ No  ■■ Maybe  ■■

13. Whether vaccinated or not, would you be willing to train others about smallpox and smallpox vaccine?

Yes  ■■ No  ■■ Maybe  ■■

Contraindications:

If you, a household member, or other frequent close contact can answer “yes” to ANY of the following eight questions,
you have a contraindication to the smallpox vaccine. Remember, you do not have to disclose the answers to the fol-
lowing eight questions.
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1. Have you ever been diagnosed with eczema or atopic dermatitis? Even if you have not had this condition for
decades, a previous diagnosis is a contraindication to the vaccine.

2. Eczema/atopic dermatitis usually is an itchy red, scaly rash that lasts more than two weeks and often comes
and goes. Have you ever had a rash like this?

3. Do you have HIV or AIDS? If you are infected with the HIV virus, regardless of your immune status, you are not
eligible for the vaccine.

4. Do you have cancer?
5. Have you received a transplanted organ?
6. Are you on chemotherapy, radiation therapy, chronic high-dose steroids, or other

immunosuppressive/immunomodulating agents?
7. Are you pregnant or do you plan on becoming pregnant in the next four months?
8. Do you have a household member or other frequent, close contact 1 year of age or younger?

14. Do you, a household member, or other frequent  close contact (nonoccupational) have any of the above listed 

contraindications to smallpox vaccine? Yes  ■■ No  ■■ Don’t Know  ■■
Elect Not to Answer  ■■

Occupational setting: 

The risk of transmission of vaccinia virus in occupational settings is extremely low.

In your occupation, do you have close and  continuous contact with any of the following patients or co-workers?

• Children younger than 1 year in age Yes  ■■ No  ■■ Don’t Know  ■■

• Pregnant women Yes  ■■ No  ■■ Don’t Know  ■■

• HIV+ people Yes  ■■ No  ■■ Don’t Know  ■■

• Individuals with cancer Yes  ■■ No  ■■ Don’t Know  ■■

• Individuals receiving chemotherapy Yes  ■■ No  ■■ Don’t Know  ■■

• Radiation therapy Yes  ■■ No  ■■ Don’t Know  ■■

• Other immunosuppressive treatments? Yes  ■■ No  ■■ Don’t Know  ■■

Direct patient care and vaccination:

If you provide direct patient care and are interested and eligible (i.e., neither you nor a household or close contact
have contraindications to the vaccine) for smallpox vaccine:

16. Could you rearrange your clinical schedule so you would not have direct patient care for the time your vaccination

site is still infectious (approximately three weeks)? Yes  ■■ No  ■■ Not Applicable  ■■

17. Could you arrange a job swap with someone who has nonclinical functions for approximately three weeks?

Yes  ■■ No  ■■ Not Applicable  ■■

Smallpox working group participation:

Smallpox working groups currently exist or will be set up in the following areas: mass clinic sites, logistics, and per-
sonnel; health care provider curriculum development and training; outreach and education of the public; media rela-
tions; and surveillance and epidemiologic response.

18. Would you be interested in participating in a smallpox-working group? Yes  ■■ No  ■■ Maybe  ■■

19. Possible areas of interest ____________________________________________________________________

Please complete and return this survey to your supervisor by: _______________________

Source: San Francisco Department of Public Health.

4 Supplement to ED MANAGEMENT ® / February 2003



Regional Emergency Center 
Concern Management Record

Date of Concern: ____________ Complainant: ______________________________

Relationship to Patient:_______________________

Patient Name: ______________________________ Telephone No.: _____________________________

Date of Visit: _______________ Person Contacted: __________________________

Nature of Concern. (Briefly describe concern including location and personnel involved, attach any 
supporting documentation.)

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Action Taken:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Logged _________ Log As:________________________________

Dates Contacted: ____________ ____________ ___________

Send Letter:__________ Letter Sent __________ Date ______________

Source: St. Vincent Hospital, Green Bay, WI.
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