
It’s not business as usual: You can fight
patient surges with an aggressive plan 
Find triggers right for your ED, have a contingency plan you can activate

It’s been such a slow morning in your emergency department that you’ve actu-
ally been able to catch up on paperwork. Then three new patients arrive within
minutes of each other. Then another six patients come in, one right after the

other. Before you can finish triaging them, three more trudge in the door.
In a flash, your ED is swamped and you’re far, far behind. Do you just proceed

with business as usual and accept that some patients will wait a long time for treat-
ment, or do you activate the plans you put in place for this situation? You do have a
plan — don’t you? 

At the Medical College of Georgia (MCG) in Augusta, that kind of morning
would trigger the ED’s “surge protection” plan, says Larry Mellick, MS, MD,
FAAP, FACEP, vice chairman for academic development and research in the
department of emergency medicine. Just slogging through without changing 
your game plan is a big mistake, he says. 

“When patient surges occur, it is very important to have the capacity to think
outside the lines,” Mellick says. “For example, one needs the ability to juggle
patients in and out of rooms and the creation of novel temporary patient care
space.”

Michael Shafé, MD, FACEP, FAAEM, director of emergency services at
MCG, says the plan is designed for sudden increases in the volume of routine
patients, unlike a mass casualty plan involving multiple victims from the same
incident. The exact time and nature of the surges can’t be predicted, but Shafé
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Surges in patient volume are inevitable but, nevertheless, merit an aggressive response.
A well-designed plan can clear your waiting room quickly and ensure high-quality care
despite high volume.
• Make sure your ED is adequately staffed for known high-volume periods.
• Use physician triage when patients back up in the waiting area.
• Utilize on-call physicians and nurses when necessary, even though that decision can

be difficult.
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says he can count on them happening regularly. 
“This is a daily issue for us, and we have this plan

in place every day,” he says.
A full-blown unanticipated surge occurs about one

out of every three days, Shafé says. “We can handle a
surge of about 15 patients routinely with these mecha-
nisms in place,” he says. “Without it, we’d get way
behind, and it could take us all day to recover from
that.”

The MCG plan, in place for one year, involves
increased communication among ED staff and with
other departments, plus pulling in nurses from other
areas to help with triage and assessment. On-call
physicians may be called in from home, and other
physicians may have to stay after their shifts are over.
The intent is to boost the ED’s resources quickly and
to make moving ED patients through the system a top
priority until the surge is over, Shafé says. 

As the nurses in triage are overwhelmed, they pull
in nurses from the back to help, and they let physicians
know, he says. “The physicians know they have to
move faster and open some beds,” he adds.

MCG recently had 15 patients arrive in 10 minutes.
“We had the float nurse come out to help,” Shafé says.
“You have to make sure you provide the charge nurse
the authority to redistribute the ED’s resources, and
make sure that’s a high priority.”

MCG started by first analyzing the ED’s volume.
Managers plotted out the average number of patients
arriving every hour of the day for several years. The
data helped the ED determine its usual busy times and
ensure that the department was staffed adequately for
those times.

MCG identified that between 10 a.m. and 1 p.m.,
they saw a huge rise in the volume of patients entering
the ED. “So we adjusted our staffing to make sure that
we were adequately staffed for those times that we
knew we would have a large volume,” Shafé says. 

Most EDs are not dealing with this issue, he says.
“If a surge hits you in your busy time, and you don’t
already have enough staff, that really puts you behind
the eight ball,” Shafé says. “You’re already in a bad
situation before the surge happens.”

The costs of the surge protection plan were hiring
extra physicians to meet expected and known volume
growth, expanding double attending coverage to 24
hours, and going to triple attending staffing during the
busiest eight hours of the day, Mellick says.

From there, the hospital developed policies and pro-
cedures that come into play when certain triggers occur
in the ED. (For more on how the ED’s surge protec-
tion system works, see related article, p. 123.) If
there are more than four patients waiting to be triaged,
the float nurse is moved to a triage position out front. If
there are five patients waiting three hours in the waiting
room or a total of 10 patients in the waiting room with
all ED beds full, the ED declares a “red flag” condition
and may call in its on-call physicians and nurses to
help.

That’s not an easy decision, Mellick says. It can be
costly to call in that help, and they may not be happy
when they show up. It must be an option for serious
surges in volume, but summoning those on call can be
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kept to a minimum if you staff the ED correctly in the
first place, he says. 

Shafé notes that the triggers for such a plan will vary
from one ED to the next. ED managers must study their
own patient volume and resources to determine what
wait times are acceptable and what should trigger a
response, he says.

Another mechanism is triggered when all the ED

rooms are filled and there are 15 patients waiting. One
of the physicians is sent to the waiting area to do physi-
cian triage and assess whether lab or radiographic stud-
ies need to be initiated.

Shafé notes that it is important to send a nurse,
phlebotomist, or tech with the triage physician so that
blood and urine samples can be obtained and X-ray
requests can be sent. Based on that assessment, the
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‘Red flag’ conditions prompt
response to surge in volume

These are excerpts from the policy on how the
emergency department at the Medical College 

of Georgia Medical Center in Augusta responds to
surges in patient volume:
• Charge nurse role.

Charge nurses will demonstrate a greater degree
of ED leadership. This means charge nurses will
take an active role in communicating with the physi-
cians regarding patient flow. 

They will serve in a “flight controller” capacity. To
accomplish this charge nurses will make rounds every
three hours with the senior resident and attending. The
format of the rounds will be at the discretion of the par-
ties involved.
• Patient flow.

Charge nurses will track patient times in the ED.
They will maintain a list of all patients who have been
in the ED for more than three hours. They will dis-
cuss these patients with the responsible physicians
and attempt to maximize attention to these patients.
• Benchmarks.

Time benchmarks of five minutes will be estab-
lished for triage and registration. To accomplish this,
the triage nurse will notify the charge nurse if the ED
is more than five patients behind. The charge nurse
will take any necessary steps to fix the backlog of
patients.

The triage nurse will order X-rays and will be
encouraged to call attending/residents with questions
concerning X-rays.
• Staff nurse role.

Staff nurses should make every effort to take own-
ership of their patients. The staff nurse will push the
patients through while the physicians should be
pulling. Staff nurses should communicate frequently
with residents and attendings. They also should think
ahead and set up trays (pelvic, suture, etc.) before
the physician gets in the room.
• On call-activation and “red flag” conditions.

Red flag conditions exist when there are five
patients who have been waiting more than three
hours to be seen or when there are 10 or more

patients in the waiting area and all beds are full in
the ED.

In collaboration with ED attendings, the charge
nurse will make the decision on whether to call the
on-call physician. The charge nurse will notify the
attending physicians present that the ED’s status
requires initiation of the on-call process.

The initial call to the attending physician and resi-
dent will be made for the purposes of notifying them
(a heads-up) that their services may be needed and
that a second call will occur in 30 minutes. During
that time, the on-call attending physician and resi-
dent will prepare to come in if needed. If conditions
do not improve during those 30 minutes, the charge
nurse/attending will call back the on-call physicians
and tell them they are needed. It will also be the on-
call physician’s responsibility to call back in 30 min-
utes to the ED for a status report. This will allow a
period of 30 minutes for driving to the ED.

At times, a more acceptable option will be to
request that an attending arrive to a shift early or
have the attending stay over to continue picking up
new patients. 

If the attending stays to take patients (not to fin-
ish up charts) or if the on-call physician is called in,
then it is considered an “on-call activation.” If an on-
call activation is made, then the resident on call will
be called in or residents currently working the ED
will be asked to remain on duty to see more
patients.
• On-call practice.

When the on-call attending and resident arrive,
they will immediately begin physician triage. The
physician will not write on or sign the triage sheet.
Instead, a staff note will be used for the limited his-
tory and physical, and a separate order sheet will be
used to get orders started.
• Admissions.

The clerk will call all directives. The attendings
and residents should be filling out information sheets
and allowing the clerks to make the call. The attend-
ing will be responsible for a timely decision to admit.
However, the resident most often will carry out the
actual process. 

Just as with hotel room reservations, admissions
can be called ahead. If a change in plan occurs, the
admission always can be canceled.  ■



triage physician may redirect some patients to the
ED’s express care service or elevate their care levels
for faster treatment in the ED.

Mellick says physician triage can have a tremen-
dous effect in clearing the waiting room. It also can
result in some dramatic saves. “In our setting, this pro-
cess has allowed early discovery of a patient inappro-
priately triaged to the waiting room with atypical
sounding chest pain and later found to have EKG
changes consistent with an inferior myocardial infarc-
tion,” he says.

The result has been a dramatic reduction in patients
who left without being seen (LWBS), Shafé says. 

To demonstrate, consider that between January and
March 2003, when the physician triage system was in
place, the average monthly number of LWBS patients
was 69. Between April and July 2003, when the physi-
cian triage system wasn’t in place due to physician ill-
nesses, the average monthly number of LWBS patients
was 144. 

“That’s a better measure of satisfaction [than sur-
veys]: if they don’t leave,” Shafé says.

During a surge, staff also have to work harder to turn
over beds fast. Thus, the physicians do what they call
“quick disposition rounds.” They look at all patients in
the department and decide who can wait in the waiting
room for results and who cannot.

“If the patient is taking up room that we need to
make assessment of a patient in a gown, just waiting
on result of urine analysis, we move [him or her] out
to the waiting room to wait on that lab test or we move
[the patient] out into the hall so we can use that exam
room,” he says. “It’s almost like we’re creating a sec-
ondary waiting area for those patients to use the rooms
more efficiently.”

In addition, staff satisfaction has increased, Mellick
says. “When I work 11-7, many times people will say,
‘you’ve emptied the waiting room three times, and
despite the fact that we’ve had a huge volume of
patients, it’s still fairly effortless.’”

When patients come back to the exam rooms, they
already have their lab test results ready, he points out.
“You almost just have to walk in the room and dis-
charge them,” he says.

The physicians also try to move patients out of the
ED faster during a surge. For patients they expect to
admit, the physicians will start calling the doctors they
will admit to and let them know the ED is in a rush sit-
uation. The patient will be sent up early, before the lab
results come back, so the other physician is reminded
to check on those results after the transfer.

Mellick cautions that such a surge plan will work
only if you coordinate it with other departments and
win their cooperation. Otherwise, you can be hit with

delays that thwart all your other efforts.
If your laboratory or X-ray departments are slow, all

your best-laid plans may unravel, he says. 
“Patients begin to stack up as necessary laboratory

tests for patient disposition slowly trickle back down
to the emergency department,” Mellick says. 

“Point-of-care testing may have a valuable role and
put laboratory testing in the hands of those who feel
the pain and pressure of overwhelming patient vol-
umes,” he adds.

The ED staff generally welcomed the surge plan,
but Shafé says they didn’t fully get on board until they
saw how well it worked and how much it improved the
ED’s reputation in the hospital. 

“ED staff are not usually willing to work harder just
for the sake of working harder; but when you explain the
political currency it brings from administration, the rev-
enue it generates for the department, and how it makes
the department successful, they buy into it,” he says. 

ED managers convinced the administration to give
them all the things they needed such as stat lab reports,
bedside registration, laptops, and a quick turnaround
time from the laboratory and radiology department,
Shafé says. “The staff see that and realize that the
work is worthwhile,” he says.

Although MCG is a large facility that handles
75,000-80,000 patients a year in its ED, a surge pro-
tection plan could be implemented at a smaller facility,
Mellick maintains. “They could call in the on-call
physician, and he or she could manage physician
triage,” he says. “Or they could simply have the NP or
PA, who doesn’t cost as much, do ‘physician’ triage
and help manage surges.”

The results of a well-executed surge plan can be
impressive to witness, Mellick says. He compares it to
watching an outnumbered army rally to victory.

“It is very tempting to lose heart and listen to those
who point out the hopelessness of catching up or ever
getting ahead when you encounter a surge in volume,”
he says “But it is possible to plan ahead for and man-
age the challenge of patient surges in real time.”
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[Editor’s note: ED Management readers always are
on the lookout for solutions to overcrowding in the
ED. Do you have a strategy that worked for you? If so,
contact Greg Freeman, editor of EDM, by e-mail at
Free6060@bellsouth.net or by phone at (770) 998-
8455.]  ■

Kid-friendly waiting areas
in ED boost satisfaction
Video games, bright colors make ED visits easier

Making your ED’s waiting area more child-friendly
can have a tremendous impact on patient satisfac-

tion, make your department more of a draw for children
and their parents, and even ease staff’s stress when car-
ing for the youngest patients, according to ED man-
agers who have remodeled with children in mind.

The best part of the idea is that you can do it for
very little expense, even no additional costs if you
were planning to remodel your waiting area anyway.

And the results can be dramatic. At WakeMed, a hos-
pital in Raleigh, NC, the children’s ED consistently
scores higher than 90% on patient satisfaction surveys,
and the kid-friendly design is a major reason, says.
Janice Frohman, MS, RN, administrative director for
emergency services. 

Though WakeMed’s project was a large endeavor —
opening an entirely new children’s ED — many of the
successful strategies could be employed by ED man-
agers who want to make their waiting areas and treat-
ment rooms more kid-friendly, she says. (For ideas on
making your ED welcoming for children, see box,
below.)

WakeMed administrators already had decided to
open an ED specifically for children when Frohman
realized the plans could be more kid-friendly. The ED
was intended to serve the specific clinical needs of
children, but its original design was typical of any
adult ED. “We went back and redesigned it for chil-
dren. I met with the architect and said I wanted it to
look like a children’s hotel in the lobby,” she adds.
“Coming to the hospital can be scary for kids, and this
helps when it’s an environment that makes them feel
welcome and comfortable.”
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TVs and video games critical 
to keep kids happy, distracted

Consider making your ED more kid-friendly with
these tips from Janice Frohman, MS, RN,

administrative director for emergency services at
WakeMed in Raleigh, NC, and Betty Jo Torres, RN,
clinical director of the ED at Verdugo Hills Hospital in
Glendale, CA:
✔✔ Pick the furniture with kids in mind.

WakeMed opted to go with curved modular seat-
ing in the waiting area instead of chairs. When shop-
ping for furniture, Frohman took a car seat with her
to see if parents could easily and safely set the seat
down. With chairs, she looked “to see if those little
fat toddler legs could get caught down in them.”

Child-sized seating is a good idea in waiting areas
intended specifically for kids.
✔✔ Provide more than one video game if possible.

The video games will be very popular with chil-
dren, so you can avoid squabbles by providing more
than one. WakeMed has three video games in the
waiting area. Expect to replace or reupholster the
furniture in front of the video games more often than
the rest of the waiting area. 
✔✔ Use signage that kids can understand.

In WakeMed’s children’s ED, the signage says
“Nurse’s Place” instead of “Triage.” 

Restrooms have pictograms of little boys and girls

instead of adult-oriented signs.
✔✔ You can’t have too many TVs and video players.

They’re invaluable if you’re trying to calm children
or distract them during treatment, Frohman says.
WakeMed has TVs and video players in all the treat-
ment rooms, and there is a “Breathing Room” where
children can go to receive medical gasses. That
room has a widescreen TV.

“I’ve stitched up kids while they were watching TV
who otherwise would have been screaming,” Frohman
says. “Video games in the rooms are OK, but some-
times it’s hard to take it away from them when you
need to treat them. Movies are better in the treatment
areas.”
✔✔ Designate a couple of examination rooms for

children if you can.
Most hospitals can’t devote an entire ED to chil-

dren, but a couple of child-friendly exam rooms can
make a big difference, Torres says. The rooms are
still free for adult use, of course, but children will
react better to a room that is painted brightly and has
toys or videos. If possible, build the room so that
much of the medical equipment is concealed in walls
and cabinetry so that it doesn’t intimidate the child.
✔✔ Look for the small things that can make a

room more friendly to kids.
At WakeMed, the children’s area has sinks and

toilets very low to the floor. Some light switches,
such as those in bathrooms, are very low so kids 
can reach them.  ■



That comfort factor means creating an ED that looks
more like an elementary school or a day-care center
than a slick clinical facility. The whole area is designed
with bright colors and cheery artwork, and there is a
waiting area that includes kid-sized furniture (readily
available from many manufacturers) and video games.

The new design is paying off for WakeMed, says
Frohman. Before opening the children’s ED, the hospi-
tal was seeing about 19,000 children per year in the
ED. Now that number is up to 44,000 per year.

“I think it’s mostly because we have dedicated chil-
dren’s services and an ED that kids don’t mind coming
to,” she says. Parents want to bring their children to an
ED that makes the experience as pleasant as it possibly
can be, she says. “We have kids who come and don’t
want to leave,” Frohman says.

You shouldn’t have to spend any more money on
the effort than you would spend on a routine remodel-
ing project, she says. When the waiting area furniture
starts looking ratty and you have to buy some new
sofas, use some of that money to buy child-sized furni-
ture instead. Add a wall unit with built-in toys and
maybe a video game or two, and you’ve created a
child’s waiting area. 

Video games and television sets can be bought for
as little as $500 total, she says, and they hold up well
to constant use if the main units of the games are
locked into a cabinet and only the control devices are
handled by the children.

Frohman even saved money on the extensive art-
work found throughout the ED by inviting children
from local schools to paint murals, clay tiles, and other
decorations, with supplies provided by the hospital.
Not only was the work done for free, but more impor-
tantly, the overall effect is very child-friendly.

“EDs don’t have to look like EDs,” she says. “All
the work is in trying to think like a child, coming up
with a good design. Cost is not really an issue.”

The same philosophy was used by Verdugo Hills
Hospital in Glendale, CA, when it recently redesigned
and expanded its ED. Since the entire area was being
remodeled, there was no additional expense in creating

a specific waiting area for children, says Betty Jo
Torres, RN, clinical director of the ED. 

The hospital spent about $5,000 on the children’s
waiting area, but that money would have been spent on
adult furniture for the waiting area otherwise, so there
was no net cost.

Much of the children’s area is made up of a corner
unit that’s about 5 feet tall, painted in bright colors to
suggest a seascape. The unit has games built into the
walls of the structure, and there is a television for
showing children’s videos. The children’s corner also
has child-sized furniture.

“We’re not sure about providing toys because of the
infectious disease issue, so we probably will issue dis-
posable crayons and coloring books,” Torres says. “The
whole area is in plain view of the rest of the waiting
area, so the adults can keep an eye on their kids.”

Though Verdugo Hills is a pediatric-designated ED
and sees a lot of children, Torres notes that the chil-
dren’s waiting area benefits adult patients who must
bring their children with them. The staff benefits as
well, because the children are occupied and in better
moods when it comes time to treat them.

“We felt if we could provide a more comfortable
environment for kids, the parents would be more
comfortable as well,” she says. “Everyone is more at
ease, the kids have something to do, and the parents
are not screaming at the kids. It makes a big differ-
ence,” Torres adds.  ■

Heart care methods put ED
in top 5%, can help others
Work with cardiologists to implement therapies

The same strategies that landed the emergency
department at Albany (NY) Medical Center in the

top 5% for overall acute care of patients with acute
coronary syndromes (ACS) in a national study can be
used successfully in any ED, says an Albany ED
physician. But be forewarned: Some interdepartmental
diplomacy is key.

The Albany ED was ranked one of the nation’s lead-
ers in the treatment of acute heart conditions when it
scored in the top 5% for overall acute care and the top
15% for the administration of drug therapies in the
national CRUSADE study. CRUSADE (Can Rapid Risk
Stratification of Unstable Angina Patients Suppress
Adverse Outcomes with Early Implementation of the
ACC/AHA Guidelines) is a research effort established
to examine adherence to treatment guidelines published
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jointly by the American College of Cardiology (ACC)
in Bethesda, MD, and the American Heart Association
(AHA) in Dallas. (The guidelines are free on the web at
www.acc.org/clinical/guidelines/unstable/unstable.pdf.)

The Albany ED scored among the best of the 391
hospitals participating in the CRUSADE study, but
the bigger message is what the hospital learned about
how best to implement the heart care strategies, says
John Broderick, MD, an emergency physician at the
hospital. The guidelines are available to any ED, but
the key to getting such good results is how well you
work with other departments and cardiology groups,
he says.

“This is a microcosm of how patient care should be
throughout the hospital,” Broderick says. “You have
to work with other departments on outcomes-based
measures, then make a joint effort to implement best
practices. The goal is to decrease the anecdotal finger
pointing that we’ve all been familiar with in the past.”

Simply following the clinical guidelines without
that cooperation between colleagues is not likely to
succeed, he explains. 

The Albany ED was so successful with the 
CRUSADE guidelines because ED leaders worked
closely with cardiology groups, he says. The two
teams met regularly to discuss implementation of the
ACC/AHA guidelines and especially to go over data
showing how well particular parts of the plan were
and weren’t being carried out.

A primary goal was to replace the anecdotal infor-
mation with hard data, while looking for areas of
weakness and then addressing them jointly, he says. 

The areas of weakness always involved patients not
getting the specified drugs within the windows out-
lined in the guidelines. By communicating frequently
with each other, the ED and cardiology groups could
work out any disagreements or address mistaken
assumptions about who was responsible for adminis-
tering certain medications, Broderick says. “That is
key, because otherwise you just have one side saying
the other needs to do a better job.”

“When we sat down together to study the data, we
could figure out where we came up short and work out

how to improve,” he points out.
The ACC/AHA guidelines state that drug therapies

such as aspirin, beta-blockers, angiotensin converting
enzyme (ACE) inhibitors, and heparin, when adminis-
tered within 24 hours of condition onset, significantly
can reduce adverse outcomes. In addition to ranking
No. 1 in administering aspirin, Albany Medical Center
ranked 34th in administering acute beta-blockers, 44th
in administering GP IIb-III inhibitors, and 27th in
administering heparin. 

Those results are all the more remarkable when
compared to how the typical hospital treats patients
with heart conditions. Research from Duke University
Medical Center in Durham, NC, shows that only one
out of four patients with acute coronary syndromes
receives the drugs at issue in the CRUSADE project,
says Duke cardiologist Matthew Roe, MD, co-princi-
pal investigator of CRUSADE.1

“Despite the fact that these drugs have been proven
effective in preventing death and heart attacks, they are
being markedly underutilized,” he says.

Roe says the ACC/AHA guidelines have shown that
such evidence-based therapies as aspirin, beta-block-
ers, and heparin, when given early enough, can reduce
the risks of recurrent heart attacks and death. 

To ensure that proven therapies are given to patients
in a timely fashion, the key is quickly identifying
patients in the ED and evaluating their risk for future
heart attacks, he adds. 

The data show that 89% of patients in CRUSADE
were seen first in the ED, he says. 

One of the unique aspects of CRUSADE is the
close and equal participation of cardiologists with ED
physicians to improve the quality of care, Roe says. 

“If patients sit in an emergency room for a long
time before admission, it is possible that they may not
get the appropriate treatments until a cardiologist sees
them. By then it may be too late to get the maximum
benefit from proven therapies,” he says. 

CRUSADE provides a platform for cardiologists
and emergency medicine physicians to work together
to reduce treatment delays and improve the use of ben-
eficial therapies, Roe adds. 

The CRUSADE study began enrolling patients in
June 2002 and will continue through June 2004. As of
January 2003, more than 30,000 patients from the 391
hospitals have been enrolled.

Reference

1. Roe MT, Ohman EM, Pollack CV, et al. Changing the model
of care for patients with acute coronary syndromes — implement-
ing practice guidelines and altering physician behavior. Am Heart
J 2003; 146:605-612.  ■
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For more information, contact:
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12208. Telephone: (518) 262-3131. 

• Matthew Roe, MD, Department of Cardiology, Box
3850, Duke University Medical Center, Durham, NC
27710. Telephone: (919) 668-8959.
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Research shows ED case
management saves dollars
Update of pivotal study shows cost savings

ED Management has learned that researchers are
about to release new data confirming the benefits

of a case management strategy heralded three years
ago as a way to decrease the cost of treating repeat
patients in the ED. The program first piloted in a
California hospital has been used at several others in
the interim, and the researchers say the results are
encouraging.

The study gained widespread attention in 2000
because it suggested that a system of intensive case
management could reduce the financial burden associ-
ated with the indigent patients who show up in the ED
over and over again. Though many ED managers liked
the idea, there was some skepticism about whether the
strategy was practical. 

Those questions were justified, but the latest data are
showing that the plan works, says Alicia Boccellari,
PhD, director of the division of psychosocial medicine
at San Francisco General Hospital and the University
of California, San Francisco School of Medicine. 

Boccellari was the lead researcher in 2000 and plans
to update the study at the November meeting of the
American Public Health Association in San Francisco. 

A randomized treatment trial of 300 people has
been completed, with two-thirds receiving intervention
and one-third receiving usual care. The preliminary
results look very strong, she says. 

“Our first report was a pilot study, and you always
wonder if that will hold up under a randomized trial,”
she says. “It does appear that the results in the ran-
domized trial are very similar to those in the pilot.
Those patients randomized to clinical case manage-
ment did show the same results: decreased emergency
department visits, hospitalization, and homelessness.”

The original study examined the impact of case
management on hospital service use, hospital costs,
homelessness, substance abuse, and psychosocial
problems in frequent users of a public urban ED.1 The
subjects were 53 patients who used the ED five times
or more in 12 months. 

Utilization, cost, and psychosocial variables were
compared 12 months before and after the intervention.
The median number of ED visits decreased from 15 

to nine, median ED costs decreased from $4,124 to
$2,195, and median medical inpatient costs decreased
from $8,330 to $2,786. Homelessness decreased by
57%, alcohol use by 22%, and drug use by 26%.

Through the case management services, 54% of
medically indigent subjects obtained Medicaid. There
was a net cost savings, with each dollar invested in the
program yielding a $1.44 reduction in hospital costs. 

“Case management appears to be a cost-effective
means of decreasing acute hospital service use and
psychosocial problems among frequent ED users,” the
researchers conclude.

Since the pilot study, the case management strategy
has been adopted at about 10 hospitals across the coun-
try, Boccellari says, and two foundations in California
recently announced plans to fund more of the programs
in that state. 

The California Endowment in Woodland Hills and the
California HealthCare Foundation in Oakland, two pri-
vate, statewide health foundations, recently announced
the launch of the Frequent Users of Health Services
Initiative, a five-year, $10 million program aimed at cre-
ating a cost-effective health care delivery system for
uninsured Californians.

Melissa Welch, MD, project director for the initia-
tive in Oakland, has had firsthand experience addressing
the needs of frequent-user patients as the former chief
medical officer for the Community Health Network 
in San Francisco, which serves the indigent. She says
Boccellari’s strategy can be cost-effective. 

The Initiative endorses the method as a way for hos-
pitals to save money while improving care for the unin-
sured, but Welch says it isn’t a project to undertake
without a serious commitment. The approach requires 
a high degree of collaboration between case managers
and the ED.

Though the latest data suggest the savings are real,
they may not be what all ED managers are looking for,
Boccellari points out. There are downsides to consider
before jumping in, she says. 

Welch notes that because some ED savings are not
“extractable,” meaning ED visits have decreased but it
doesn’t affect the fixed costs of the hospital, it can be
difficult to apply those savings to the expense of case
management. 
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For more information, contact: 
• Alicia Boccellari, PhD, Director of the Division of

Psychosocial Medicine, Department of Psychiatry,
San Francisco General Hospital, 1001 Potrero, San
Francisco, CA 94110. Telephone: (415) 206-5070. 
E-mail: alicia_boccellari@sfdph.org.
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Boccellari agrees, saying there is some concern that
even if you have a cost offset, it may not appear on the
bottom line. “You’re likely to reduce utilization, but
it’s not like the hospital is all of a sudden making a
profit,” she says. Also, this program is very labor inten-
sive, Boccellari says. “You need incredibly tenacious
case managers who are willing to work with some of
the most difficult patients,” she explains.

It may take six months to see results from the pro-
gram, but Boccellari says it can help improve morale
among ED staff who feel frustrated with seeing the
same difficult patients repeatedly. There also is the
possibility of direct revenue generation, she says.

“Through this program, we were able to get many of
these patients on entitlements so the hospital could bill
Medi-Cal and get reimbursed for the care,” she adds.

Previously, they had no benefits, and the county had
to pick up the bill for all of their care, Boccellari says.
“So there can be a revenue enhancement, not just a
cost offset,” she says.

Reference
1. Okin RL, Boccellari A, Azocar F, et al. The effects of clini-

cal case management on hospital service use among ED frequent
users. Am J Emerg Med 2000; 18:603-608.  ■

[Editor’s note: This column addresses reader ques-
tions about the Emergency Medical Treatment and
Labor Act (EMTALA). If you have a question you’d
like answered, contact Greg Freeman, Editor, ED
Management. Telephone: (770) 998-8455. E-mail:
Free6060@bellsouth.net.]

Question: What can we say to an ambulance crew
who bring a patient to our hospital when we think 
the patient would be better cared for at another facil-
ity? If we have a good reason, can we tell them to take
the patient elsewhere without risking an EMTALA
violation? 

Answer: Not really. This situation can be a real
dilemma for EDs, says Mark Kadzielski, JD, head 
of the West Coast health practice in the Los Angeles
office of the law firm of Fulbright & Jaworksi.

In most situations, the conservative approach is to
always bring the patient in for a proper screening exam-
ination once ambulance personnel have contacted your
ED, he says. That’s true even if you think you have a
perfectly legitimate, clinical reason for suggesting that

the patient would receive better care at St. Elsewhere.
“It’s always, always a risk to say, ‘Don’t bring that
patient here,’” Kadzielski says.

The final EMTALA rule released recently strength-
ens this interpretation, says Robert A. Bitterman,
MD, JD, FACEP, director of risk management and
managed care in the department of emergency
medicine at Carolinas Medical Center in Charlotte,
NC. (For more on the final EMTALA rule, see
EDM, October 2003, p. 109.)

EDs have faced this dilemma since 2001, when the
Ninth Circuit Court of Appeals issued a ruling that
said a hospital may not divert an ambulance that has
contacted the ED while en route to the hospital unless
the hospital is officially on diversion status. (Arrington
v. Wong, 237 F.3d 1066.) Now the final EMTALA rule
codifies that court decision into the actual law.

“It used to be only in the interpretive guidelines.
Now they’ve taken it out of the guidelines and put it
right into the regulation,” Bitterman says. 

Though the final EMTALA rule clarified that hospi-
tal-owned ambulances can take patients to other hospi-
tals based on the patient’s needs and the hospital’s
proximity, Kadzielski says there is still a risk of an
EMTALA violation if any ambulance is already en
route to your hospital and then you send it elsewhere.

In the Arrington case, a man experienced shortness
of breath. Co-workers called an ambulance, which
began transporting him to the nearest hospital. The
ambulance crew contacted that hospital en route and
mentioned that the patient had been treated previously
at a different hospital that was farther away. The ED
physician responded by radio that it was “OK” to take
the patient to the other hospital to see his doctor there.
The ambulance took him to the other hospital, where
he died. The family sued and claimed that the longer
trip to the second hospital contributed to his death.

“Arrington v. Wong drove us all crazy,” Kadzielski
says. “You’re on the hook once the ambulance calls
you and talks to you about the patient. The court
says that talking to the ambulance crew about the
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patient triggers EMTALA.”
Also, note that you should be very careful in how

you phrase your comments to the ambulance crew. In
the Arrington case, the physician claimed that he did
not intend to direct the ambulance elsewhere but
thought he was only acquiescing to a suggestion by the
ambulance crew or patient. The ambulance crew testi-
fied that they thought the physician had ordered them
to the other hospital.

So what do you do when you think there is a legiti-
mate reason to send the patient elsewhere? You might
have to weigh what’s best for the patient vs. your risk
of an EMTALA violation. Unfortunately, the advantage
always is to the patient if there is an allegation that
your decision violated EMTALA and resulted in harm.

“The conservative approach is to bring the patient
on in,” Kadzielski says. “You do risk some clinical
dilemmas with that, but you’re damned if you do and
damned if you don’t. The better part of valor is to take
that patient and do a preliminary exam, and then deter-
mine what would be appropriate for the patient.” ■

Hupert N, Bearman G, Muslin AI, et al. Accuracy
of screening for inhalational anthrax after a bioter-
rorist attack. Ann Intern Med 2003; 139:337-345.

The researchers identified key symptoms that may
help distinguish inhaled anthrax from the flu and other
common respiratory conditions in the event of a bioter-
rorist attack. Results of the study are being used to create
the first evidence-based pre-hospital screening protocol
designed for response to future anthrax attacks.

The protocol is intended to preserve scarce hospital
capacity while ensuring that patients receive appropri-
ate advanced medical care. 

By helping emergency management and public health
authorities rapidly and accurately identify potential cases
and likely noncases, the protocol should help make the
best use of scarce resources, they said.

The researchers at Weill Medical College of Cornell
University in Ithaca, NY, combined data from the 11
inhaled anthrax cases from the 2001 attacks with histor-
ical case reports of 17 additional patients to compare the

features of anthrax-related illness with more than 4,000
cases of common viral respiratory tract infections such
as the flu. Symptoms such as fever and cough did not
reliably discriminate between anthrax and flu or flulike
illnesses, but others did prove useful in differentiating.

Neurologic problems such as dizziness and confusion
were among the most useful symptoms. Serious gas-
trointestinal symptoms such as nausea, vomiting, and
shortness of breath also were much more common in
patients with inhaled anthrax. Sore throat and runny 
nose were present in some cases of anthrax infection,
but those flulike symptoms never occurred in an anthrax
patient without at least one of these other symptoms. The
researchers suggested the study highlights the impor-
tance of considering the complete clinical presentation
of inhaled anthrax, as opposed to its component signs
and symptoms, in formulating accurate screening proto-
cols. Four of the 11 patients who developed anthrax in
2001 originally were sent home with diagnoses of a viral
syndrome, bronchitis, or gastroenteritis.  ▼

Shinoda-Tagawa T, Clark DE. Trends in hospital-
ization after injury: Older women are displacing
young men. Injury Prevention 2003; 9:214-219.

Older women have now replaced young men as the
leading group requiring hospital admission after injury
in the United States, according to this study. “Trauma
can no longer be considered a young person’s disease,”
the authors concluded.

The researchers from the Harvard Injury Control
Research Center in Boston examined national hospital
discharge data from 1979 to 2000 and categorized the
information for each year by age, sex, injury severity,
length of hospital stay, and destination after discharge. 

The data analysis showed that the percentage of
patients admitted to hospital after serious injury almost
halved among boys and men younger than 40.

In 1979-83, they accounted for 41%. By 1996-2000,
they accounted for 26%. By contrast, the proportion of
patients age 75 and older more than doubled over the
same time frame. Only a fraction of this difference is
attributable to the changing demographics, the authors
said.

Hip fractures accounted for half of all hospital
admissions for injury among women age 75 and older
and about 40% of those among men the same age.  ■
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■ Strategies for reducing ‘left-
without-being-seen' patients

■ Head CT for high-risk
headache?

■ How to cross-train staff 
on a budget

■ EMTALA rule on consulting
personal physician

COMING IN FUTURE MONTHS
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CE/CME questions

7. In the Medical College of Georgia’s plan for
responding to surges in patient volume, how many
patients waiting to be triaged will cause the float
nurse to move to a triage position?
A. Two
B. Four
C. Eight
D. 12

8. When the Medical College of Georgia emergency
physicians use “quick disposition rounds” during a
surge in patient volume, what is the goal?
A. Determine what patients don’t need to be seen

in the ED
B. Determine what patients only are waiting for

doctor’s approval to go home
C. Determine who can wait for test results in the

waiting room or hallway instead of occupying a
room

D. Determine what staff are not adequately
responding to the volume surge

9. When Verdugo Hills Hospital renovated its ED
waiting area, how much of the budget was spent
on the children’s area? 
A. $5,000
B. $10,000
C. $15,000
D. $20,000

10. In research by Alicia Boccellari, PhD, director of
the division of psychosocial medicine at San
Francisco General Hospital, how much did the
median number of ED visits decrease?
A. From 12 to two
B. From 15 to nine
C. From 23 to 14
D. From 34 to 20

CE/CME instructions

Physicians and nurses participate in this CE/
CME program by reading the issue, using the

references for research, and studying the ques-
tions. Participants should select what they believe
to be the correct answers, then refer to the answer
key to test their knowledge. To clarify confusion on
any questions answered incorrectly, consult the
source material. After completing this semester’s
activity with the March 2004 issue, you must com-
plete the evaluation form provided and return it in
the reply envelope to receive a certificate of com-
pletion. When your evaluation is received, a certifi-
cate will be mailed to you.  ■
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CE/CME objectives
• Discuss and apply new information about vari-

ous approaches to ED management. (See “It’s
not business as usual: You can fight patient
surges with an aggressive plan” and “‘Red
flag’ conditions prompt response to surge in
volume” in this issue.) 

• Explain developments in the regulatory arena
and how they apply to the ED setting. (See
“EMTALA Q&A.”)

• Share acquired knowledge of these develop-
ments and advances with employees. (See
“Heart care methods put ED in top 5%, can
help others” and “Research shows ED case
management saves dollars.”)

• Implement managerial procedures suggested
by your peers in the publication (See “Kid-
friendly waiting areas boost satisfaction” and
“TVs and video games critical to keep kids
happy, distracted.”) ■

11. In the Boccellari research, what percentage of
medically indigent subjects obtained Medicaid?
A. 26%
B. 32%
C. 54%
D. 73%

12. According to John Broderick, MD, an emergency
physician at Albany (NY) Medical Center, what 
is the key to the hospital’s success with the 
CRUSADE heart care guidelines?
A. Restricting the data to only top hospital leaders
B. Recruiting community business leaders to fund

the work
C. Establishing rewards for staff following the

guidelines
D. Working closely and collaboratively with 

cardiology groups and other departments

Answer Key: 7. B; 8. C; 9. A; 10. B; 11. C; 12. D



One component of the new accreditation pro-
cess the Joint Commission on Accreditation

of Healthcare Organizations will launch next year
has some ED managers wondering about poten-
tial legal exposure.

In fact, the possible repercussions of disclosing
negative information in the periodic performance
review (PPR) process “have the potential to undo
every thread of progress that’s been made in
encouraging facilities to expose areas of failure or
near failure,” says ED manager Camilla L. Jones,
RN, director of emergency services for Lewis-Gale
Medical Center in Salem, VA.

The new accreditation process will require
organizations to conduct a PPR, a midcycle self-
assessment in which an organization, 18 months
prior to its triennial on-site survey, does a self-test
against applicable Joint Commission standards.
Areas of noncompliance will be targeted with
plans of action, and the organization is expected
to share this information with the Joint Commis-
sion, which will assist the organization in coming
into compliance.

However, the requirement that a hospital air its
dirty laundry with the Joint Commission, by
reporting problem areas it has identified, has
prompted some legal experts to voice concerns
that doing so could cause the information to
become discoverable. Discoverable information is
that which attorneys on either side of a lawsuit
may legally request and be granted access to dur-
ing the pre-trial investigations that are conducted
prior to a lawsuit going to court or being settled. 

An example of a problem area that an ED
might report during a midcycle evaluation — 

but probably would not want made available in a
lawsuit — is the monitoring of patients who are
waiting on inpatient beds.

“The Joint Commission expects them to be
monitored like inpatients, but occasionally
they’re moved into waiting areas or maybe into
hallways, and they’re not monitored,” says James
Hubler, MD, JD, EMS medical director at Central
Illinois Center for Emergency Medicine at OSF
Saint Francis Hospital in Peoria. “That’s a biggie,
because if it happens and there’s a bad outcome,
that could be discoverable.”

While the Joint Commission maintains that
such risk is relatively low, it has responded to the
concerns about disclosing too much to the wrong
parties by offering two options to the regular PPR
process:

• Option 1. The organization performs the
midcycle self-assessment, develops a plan of
action, and attests that it has completed these
activities but has good reason not to submit the
information to the Joint Commission.

• Option 2. No midcycle self-assessment is
conducted. Instead, an abbreviated on-site survey
is conducted at the midcycle point, after which
the organization will submit a plan of action to
address any areas of noncompliance found dur-
ing the visit. The organization would be responsi-
ble for paying a fee to cover the costs associated
with this midcycle survey. 

As yet, the Joint Commission hasn’t determined
how much the second option would cost a hospi-
tal that decided to ask for an on-site midcycle sur-
vey, says Mark Forstneger, a spokesman for the
Joint Commission. According to Forstneger, that
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Disclosure concerns and fears of potential litigation
prompt options to midcycle self-assessment reporting
Unwanted disclosures could ‘undo every thread of progress’ by making information available to plaintiffs



information is expected to be available this
month.

“The PPR initiative is sound in its intent,” Jones
says. However, she adds, there currently is not
enough information available to provide organiza-
tions assurance that the risk in disclosure in mini-
mized from a legal standpoint.

“The risk possibilities appear to be substantial,
even in the event of near misses,” she says. 

Joint Commission accreditation reports histori-
cally have been protected from disclosure in legal
proceedings, and the Joint Commission has vigor-
ously defended the confidentiality of reports gener-
ated during the accreditation process, says Patrice
Spath, RHIT, a health care quality consultant with
Brown-Spath Associates, a Forest Grove, OR-based
firm that provides performance improvement
training for health care organizations. 

“However, having said this, it is important that
senior leaders, in consultation with their legal
counsel, determine the best option, either to partici-
pate in full PPR, or Option 1 or Option 2,” she says.

Issues to consider include the level of disclo-
sure protection afforded to accreditation records
and similar quality documents in the hospital’s
state, the risk and benefits of each PPR participa-
tion option, and the extent to which senior hospi-
tal leaders are desirous of and comfortable with
public knowledge of the organization, Spath says.

If a facility’s personnel perceived that reporting
problem areas exposed them to unchecked risk, it
could have a chilling effect on the organization’s
motivation to report problems or errors, Jones says. 

“This is not the culture that we’ve been trying to
cultivate” with the accreditation process, she points
out. “That being said, if the Joint Commission can
provide a mechanism to ensure disclosures are not
coupled with self-imposed risk, Option 1 is not that
far off from what my hospital does now to achieve
continuous quality improvement.”

The options were developed to assist organiza-
tions whose PPR might raise concerns, but the Joint
Commission expects most organizations to use the
regular PPR process, Forstneger says.   ■

Spell it out: Avoid easily
misread abbreviations 
Be clear and consistent in charts, written orders

It was a tragic story that received national media
attention: A 9-month-old died of a morphine

overdose administered in a hospital, and the
error was traced back to an unseen decimal point
in a physician’s order. A prescription for 0.5 mg
IV morphine was written “.5 mg,” with no zero
preceding the decimal point, and was transcribed
by a unit secretary as 5 mg, a 10-fold overdose. 

This case is a worst-case example of what can
happen when abbreviations are not standardized,
according to the Joint Commission on Accredit-
ation of Healthcare Organizations. In its National
Patient Safety Goals, the Joint Commission specifi-
cally calls upon accredited organizations to stan-
dardize the abbreviations, acronyms, and symbols
used throughout the organization and to include
in its policies a list of such shorthand symbols that
should not be used.

Tift Regional Medical Center in Tifton, GA, put
just such a “do-not-use” list in place about eight
months ago. The list slowly is showing signs of
making a difference, according to April Dukes,
RN, head nurse for Tift Regional’s ED.

“When we adopted the list, we posted it, lami-
nated it, made it really colorful,” she reports. “We
put it in everyone’s hands. We posted it at every
nurses’ station in the hospital. We stressed how
important it is.”

Eliminating misleading or easily misinter-
preted abbreviations and dosing instructions is
important in terms of patient safety, but also is an
important point in a Joint Commission survey.
The Joint Commission’s objective for an accred-
ited organization is 100% compliance in clinical

2 Supplement to ED MANAGEMENT® / November 2003

For more information, contact:
• Camilla L. Jones, RN, Director of Emergency and

Transfer Services, Lewis-Gale Medical Center,
1900 Electric Road, Salem, VA 24153. Telephone:
(540) 770-4850. E-mail: cami.jones@hcahealth
care.com.

• Patrice L. Spath, RHIT, Brown-Spath & Associ-
ates, Forest Grove, OR. Telephone: (503) 357-
9185. E-mail: Patrice@brownspath.com.

• James Hubler, MD, JD, EMS Medical Director,
Central Illinois Center for Emergency Medicine,
OSF Saint Francis Hospital, Peoria, IL 61571.
Telephone: (309) 655-2113. E-mail: ksgorman@
aol.com.

• Joint Commission on Accreditation of
Healthcare Organizations accepts questions
about periodic performance review via e-mail,
sharedvisions@jcaho.org, or phone, (630) 792-
5900.

Sources and Resource



documentation, which includes a list of unaccept-
able acronyms and abbreviations. Through 2004,
surveyors will give a finding of compliance if
they find fewer than 10% of surveyed charts to
include prohibited abbreviations or symbols. An
organization must, however, have a plan in place
to reach 100% compliance by the end of 2004.

While the Joint Commission presently doesn’t
require a set minimum of items to be on the do-
not-use list, a list that hospitals frequently look to
when drafting their own lists of prohibited abbre-
viations and shorthand symbols is the one cre-
ated by the Huntington Valley, PA-based Institute
for Safe Medication Practices. (See table, p. 4.)
Also, the Joint Commission is drafting a mini-
mum requirement list, and it is expected to be in
place by early 2004.

Some hospitals, such as the University of Ken-
tucky Hospital in Louisville, have standing orders
that prescriptions that include certain abbreviations
or dose expressions will not be accepted by the
hospital pharmacy and must be rewritten before
they are executed. Verbal clarification of the abbre-
viation or dosage is not acceptable.

Richard Croteau, MD, executive director for
strategic initiatives for the Joint Commission,
says misinterpretation of written orders, or mis-
use of acronyms and abbreviations, “are particu-
larly dangerous and have resulted in actual
patient harm.”

According to Dukes, physicians and nurse

practitioners slowly are getting used to Tift
Regional’s prohibitions on certain shorthand.

“I think they perceive it as time-consuming,”
Dukes explains. “But the price of a medical
error makes it very much worth the time.”  ■
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Q: “Are there substantial changes to the per-
formance standard dealing with information pri-
vacy and confidentiality (Standard IM 2.10) that
my ED should be aware of? What are some com-
mon practices that should be avoided?” 

A: There are not substantial changes in the
standards dealing with information privacy and
confidentiality if your facility is already comply-
ing with the Health Insurance Portability and
Accountability Act (HIPAA) rules previously
required, says Paula Swain, RN, MSN, CPHQ,
director of clinical and regulatory review for
Presbyterian Health Care in Charlotte, NC. 

“Issues such as name of patient exposed, list-
ing of patients in triage in a common place, call-
ing and leaving lab or X-ray findings on an
answering machine, and cold calling patient
phones and discussing follow-up issues with
anyone who answers are obvious no-nos,” she
says. 

The Joint Commission created this version of
the standards to comply with the intent of the
HIPAA regulations, Swain says.

“There likely will be a few questions for the
staff to be able to demonstrate that they are in
the thick of privacy and confidentiality protec-
tion,” she explains. “An answer like, ‘We partic-
ipate in trash can audits,’ would be a sign to 
the surveyor that they are aware of what needs
protection and a monitoring method to ensure
the practice is carried out correctly.”

An example of items to look for in a trash
can audit would be anything with a patient’s
name on it, Swain says, including reports,
notes, or computer printouts.

(Editor’s note: Submit questions or suggestions 
for this section to Joy Daughtery Dickinson, Senior
Managing Editor. E-mail: joy.dickinson@ahcpub.
com.) ■

Accreditation Q & A
For more information on safe use of abbreviations
and acronyms, 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: (401) 295-7147. Fax: (401) 294-
8403. E-mail: rcroteau@jcaho.org.

• April Dukes, RN, Emergency Department, Tift
Regional Medical Center, 901 E. 18th St., Tifton,
GA 31974. Telephone: (229) 382-7120. E-mail:
adukes@tiftregional.com.

• The Institute for Safe Medication Practices
has numerous archived articles and tables on
abbreviations, acronyms, symbols, and “sound-
alike” medications. Web: www.ismp.org.

Sources and Resource

The Joint Commission is accepting applications for the eighth annual Ernest A. Codman Award, recognizing
excellence in the use of outcomes measurement by organizations and individuals to achieve improvements in the
quality and safety of health care. The deadline for applications is April 5, 2004. For applications and information on
the award, call the Joint Commission’s Customer Service Center, (630) 792-5800, or e-mail tjohnson@jcaho.org.

QQuuiicckk  
FFaacctt



4 Supplement to ED MANAGEMENT® / November 2003

A
B

B
R

E
V
IA

T
IO

N
IN

T
E

N
D

E
D

 M
E

A
N

IN
G

M
IS

IN
T
E

R
P

R
E

T
A

T
IO

N
C

O
R

R
E

C
T
IO

N

A
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.
m
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isread as "m

L").
A

U
aurio uterque (each ear)

M
istaken for O

U
 (oculo uterque-each eye).

D
on't use this abbreviation.

D
/C

discharge, discontinue
D

ischarge m
istaken for discontinue, vice versa

U
se "discharge" and "discontinue."

D
ru

g
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es
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°A
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°C
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P
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C
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hlorprom
azine

D
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T
D
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horazine
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H
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P
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q.d. or Q

D
every day

M
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U
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Times still are tough for both physicians and
nurses in emergency medicine when it comes

to income and career opportunities, but there
could be reason for optimism if the national econo-
my continues its upswing. 

In the meantime, the experts advise you to
maintain the same strategies that have kept you
afloat this long, and increase attention to some
details that could make the difference between
merely surviving and flourishing.

Michael Bishop, MD, an emergency physician
with the Unity Physician Group in Bloomington,
IN, who works with the American College of

Emergency Physicians (ACEP) in Washington,
DC, says the past year has brought little change
in the economic situation faced by his fellow
physicians.

“A lot of volumes are relatively flat, and payers
are tightening up even tighter than they have been
in the past, so revenues are down for a lot of prac-
tices,” he says. 

“Expenses are up, especially malpractice insur-
ance, and revenues are flat or going down. So
most of the groups I know are either flat or not
doing as well as they have in the past,” Bishop
explains.

While economic picture still lukewarm, there are 
some improvements for nurses, good job security
Documentation, other details key to improving physician income

2003 SALARY SURVEY RESULTS
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For nurses in the ED, things are looking a little
brighter. Any time you have a nursing shortage,
that tends to be good news for nursing incomes,
says Donna Mason, RN, MSN, CEN, nursing
manager for adult emergency services at
Vanderbilt University Medical Center in
Nashville, TN. 

Mason also is on the board of directors of the
Emergency Nursing Association in Des Plaines,
IL. But that higher salary might come at a cost.

“Our facility just had a big salary increase
about this time last year, and that always helps
us get nurses. We have eight hospitals in our city,
so there is a lot of competition for emergency
nurses,” she says. 

“Of course, any time the salary goes up, that
money has to come from somewhere else. We
might have fewer capital dollars to spend, or you
may find that you’re paying more for your health
care benefit and your deductible.”

The ED Management 2003 Salary Survey was
mailed in July to 1,258 subscribers. There were 89
responses, for a response rate of 7%. 

Here are career and salary trends for ED man-
agers, based on the survey results:

More employees, still long hours in the ED

ED Management readers report a median
income of $75,000, though 12% reported incomes
of $130,000 or more. That is a reflection of the fact
that most readers have a nursing background,
with 52% reporting that an RN or BSN is their
highest degree, and 9% are physicians. 

Those incomes also reflect considerable experi-
ence in the field, as 38% of respondents report
working in health care for 25 years or more.
Another 15% have worked in health care for 22
to 24 years.

The largest portion of respondents, 43%, report-
ed a salary increase of 1% to 3% over the past
year, with 28% reporting an increase of 4% to 6%
and a fortunate 9% reporting an increase of 7% to
10%. Another 10% reported no change in their
income over the past year, and 3% reported a
decrease.
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While staffing continues to be a problem
nationwide, it seems that EDs may be finding
more bodies to fill the open positions. 

Sixty-seven percent of respondents reported
that the number of employees in their depart-
ments had increased over the past year, and 21%
reported no change.

ED staff still are spending long hours at work,
with 42% reporting that they work 46 to 50 hours
a week, and another 19% reporting 51 to 55 hours
a week. 

Malpractice premiums hurting ED docs

Bishop says the situation is a worsening of the
trends seen in the past few years. The continuing
rise in malpractice insurance premiums is the
biggest factor, he says, but the bleak picture also 
is affected by a trend toward higher copays. 

“It’s harder to collect now, from just about all
sources,” he says. “And the economy still hasn’t
really turned around yet, so physician practices
are facing a tough battle on all fronts.”

There is reason to think the economy is on the
upswing, however, and Bishop says that could
lead to a reversal of some of these trends if it gains
momentum over the next year. In the meantime,
he says emergency physicians must pay attention
to the tried-and-true methods for getting the most
out of their careers.

“It all comes through better reimbursement,
and that’s why documentation of medical records
is so important. We have to keep encouraging that
because a lot of times services get provided but
they don’t get documented well enough to code
for those services,” he says. 

“I think it’s safe to say that nearly all emer-
gency medicine groups are losing revenue they’re
rightly entitled to because things could have been

documented and coded better,” Bishop points out.
The economic situation for emergency physi-

cians seems to be pretty much the same across the
country. Small practices, however, are having a
harder time than they might have a few years ago,
he says.

“Hospitals are wanting to cut back on subsi-
dies, not wanting to give subsidies to those prac-
tices that need it, either because of lack of volume
or an adverse payer mix,” Bishop says. 

“Many of the hospitals are stressed economical-
ly as well. It’s a lot harder to negotiate for subsi-
dies or director’s fees than it might have been in
the past in some places,” he adds.

Bishop also says emergency physician practices
should pay more attention to the “soft” factors
such as patient satisfaction and throughput times,
because those can have an effect on your prac-
tice’s payer mix. 

Keep your patients happy, he says, and you
might have a better mix of patients who pay.

“With [more than] 100 million visits in the
country every year, patient satisfaction and appro-
priate documentation of those people who are
going to pay or have someone paying on their
behalf is just essential,” he says. 

“So many people who are unwilling or unable
to pay that those who are paying become crucial
to the economic viability of a physician practice. 
If you don’t pay attention to those patients, then
you’ve got real problems,” Bishop adds.

More nurses, but fewer support staff?

Mason notes that though the survey results
show an increase in staff numbers, that probably
reflects more nurses being hired by EDs but not
necessarily other staff. 

In fact, the extra cost of bringing in more nurses
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and the higher salaries they can command during
a shortage might mean that your ED has to put up
with fewer housekeepers, technicians, and other
staff, she says. 

“You have to do more with less,” she says.
“That puts the onus back on the nurses to take on
that responsibility. Ten years ago, we wouldn’t
have thought of doing our own breathing treat-
ments, and now it’s routine.”

Mason says it is generally a good time to be
employed in emergency nursing. Job security, for
instance, is rock solid right now because of the
nursing shortage, she says. 

“Hospitals are always cutting back, and nurses
can be let go at any time, but it’s usually manage-
ment, not the nursing at the bedside,” she says. “If
you want to work in nursing and actually be with
the patient at the bedside, you’ve got lots of job
security. You’re safe.”

For nurses who want to improve their econom-
ic lot and future job prospects, Mason advises pur-
suing the nurse practitioner path. 

Years ago, nurse practitioners were not highly
desired, she says, and now her hospital holds job
fairs to try to recruit them.

“They’re assisting the physicians, and that’s
important at a time when physicians are not going
into the field because they’re not compensated
well,” she says. 

“It’s a wide open field. If I were young again
and times were like they are now, that’s the direc-
tion I would go,” Mason points out.

EDs still facing financial challenges

EDs are facing the same sort of economic chal-
lenges they have seen in past years, with short-
ages of staff and funding at the same time they are
seeing increasing demands for service, Mason
says. 

Until the national economy’s turnaround gains
momentum, EDs are likely to be strained even
more, she says. 

“When people are losing their jobs, you see
more uninsured visiting your ED. And we’re see-
ing more people from other countries, poor, and
uninsured,” she says. 

“Of course, we are the safety net for everyone.
And more and more clinics are shutting their
doors to people who don’t have insurance or can’t
pay up front, so that puts the pressure on EDs,”
Mason explains. “Urgent care centers are closing
everywhere. You can’t find one open after 5 p.m.
now, so all of those patients come to us for help.”

That also makes case management a growing
career opportunity in the ED, she says. More EDs
are hiring full-time case managers to help deal
with a growing number of repeat, uninsured
patients who use a lot of ED resources if not man-
aged well, according to Mason. 

Pursuing a path that will ensure you are valued
in the field long after the current nursing shortage
ends may be the best advice for emergency nurs-
es, she says. 

For physicians, Bishop says the best advice is to
pursue reimbursement through optimal docu-
mentation. “Things are going to be tough no mat-
ter what, so you need to make sure you’re at least
getting paid for everything you’re rightly owed,”
he says. “I think things are probably going to get 
a little tougher before the end.”  ■
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For more information, contact:
• Donna Mason, RN, MSN, CEN, Nursing Manager for

Adult Emergency Services, Vanderbilt University
Medical Center, 1211 22nd Ave., Nashville, TN 37232.
Telephone: (615) 322-0160.

• Michael Bishop, MD, Unity Physician Group, 1155 W.
Third St., Bloomington, IN 47404. Telephone: (812)
333-2731.
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