
Want to drastically cut LWBS numbers?
Try ice packs and adding a fast track
Comfort and quick care can reduce risk of EMTALA violations

Somewhere deep in an ED manager’s mind, maybe when you’re feeling cyni-
cal at 3 a.m., the patients who left without being seen (LWBS) might seem
like a blessing. After all, your ED is too busy, and they probably didn’t need

emergency care in the first place.
Then you snap to your senses and realize that high LWBS numbers are a reflec-

tion on the overall quality of care in your ED and, at the very least, reflect poorly on
customer service and satisfaction. But is there anything you can do, or are LWBS
patients just inevitable in today’s overcrowded, understaffed EDs?

There always will be some LWBS patients, but you can keep that number to a
minimum with strategies aimed at the specific reasons patients get up and walk out
the door. Uncertainty about the waiting time and lack of comfort items, such as ice
packs, are major contributors,1 says Annie T. Sadosty, MD, an attending physician
in the department of emergency medicine at Mayo Clinic in Rochester, MN, and
assistant professor at Mayo Medical School. Sadosty recently studied the reasons
patients leave the ED. 

The first step in addressing LWBS patients is to acknowledge that it’s an impor-
tant issue, she says. ED managers should care how many people walk out for sev-
eral reasons, Sadosty explains. 

With growing populations being turned away from office doors and other EDs
closing, the EDs that exist become the safety net for people who can’t find access
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Your ED’s left-without-being-seen (LWBS) rate is a direct reflection of quality of care and
customer service, plus a high rate can put you at risk of charges that you are violating
the Emergency Medical Treatment and Labor Act. Some simple strategies can help, but
faster throughput is the ultimate solution.
• Handing out ice packs and other comfort items will help people wait longer.
• Announcing waiting times might help, but it can backfire.
• A dedicated minor emergency unit can reduce LWBS rates dramatically. One facility

cut the rate from 14% to 2%.

Executive Summary



to primary care,” she points out. 
“If we aren’t able to see these people who have

nowhere else to turn, it’s an unraveling of the safety
net,” she says. 

LWBS rates are a quality marker in many ways,
Sadosty states. “Cynics would say that people who
leave aren’t sick, but there are very good data to the
contrary,” she says.2

The notion that they will self-triage, and if they’re

sick enough, they will wait, does not hold true, Sadosty
continues. “They have other pressing concerns, such as
family who depend on them, that force them to leave
anyway,” she says.

LWBS patients also represent potential lost revenue,
since many of them may be paying patients. And there
is the potential for a poor public image. People who
leave are going to talk to a lot of friends and family
about their experiences.

There also is the risk of an Emergency Medical
Treatment and Labor Act (EMTALA) violation, says
Matthew Rice, MD, JD, senior vice president and chief
medical officer for Northwest Emergency Physicians in
Seattle. He also is chair of the medical/legal committee
for the American College of Emergency Physicians
(ACEP) in Irving, TX. The federal Centers for Medicare
& Medicaid Services (CMS) in Washington, DC, has
investigated and cited some hospitals for using long ED
delays as a way to discourage some patients from seek-
ing care.

Although not common, such cases make ED man-
agers concerned that they could be cited, Rice says. “If
a patient leaves and has a bad outcome, there is a poten-
tial for an EMTALA violation,” he says. “There is a
risk, even if it’s not a huge risk. CMS does not seem to
find it acceptable that we’re getting busier and busier
and there may be times when people have to wait.”

It is most likely that CMS would require some evi-
dence that the ED was purposefully using long waiting
times to discourage undesirable patients, but Rice also
says that it might not be hard to prove an EMTALA
violation in an individual case. If the patient waited for
hours, finally gave up and left, then died on the side-
walk a few blocks away, it would not be hard to argue
that the ED staff mismanaged his triage and should
have seen him earlier, Rice says.

“And of course, medical malpractice attorneys
would be interested in picking up on a case where a
person waited three hours and left and suggest that
better care could have been provided, that it was, in
fact, negligent,” he says. 

Research on the LWBS problem has identified some
strategies that work and some that should work even
though they haven’t been extensively studied yet, adds
Sadosty. Most of them boil down to identifying what
would keep patients just a little bit more comfortable
and satisfied during a long wait in the ED — the small
difference between them staying in their seats or walk-
ing out in a huff.

Here are some of the strategies you can employ to
lower your LWBS rate:

• Hand out analgesia and comfort items.
Sadosty’s study revealed that patients would be more

likely to wait if they were given temporary analgesia
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such as Tylenol and comfort items such as ice packs
and temporary bandages for lacerations. Since Sadosty
published her results, the Mayo ED staff have made a
stronger effort to use this technique.

The triage nurses now are very attentive to the per-
son’s needs and obtain ice packs on a regular basis,
she says. “They’re also on the lookout more for the
patient whose needs aren’t so obvious, like the person
with a migraine who might need analgesia and a quiet
place to wait,” she says. “It’s always a fair question to
ask how practical that is in a busy ED, but it doesn’t
take much time to get someone an ice pack.”

As in any ED, their practices change with the vol-
ume. “Some of the things we can do when we’re not
so busy we can’t always do during a rush of patients,”
Sadosty says.

• Announce waiting times.
This strategy has been recommended by some ED

experts as a way to keep patients better informed and
willing to wait. However, the Mayo ED doesn’t
announce waiting times because it can backfire, she
says. 

“If you tell them it’s going to be 20 minutes and then
a bus crashes and you’re deluged with a rollover acci-
dent, your 20-minute estimate becomes six hours,” she
says. “It’s hard to really and truly provide an accurate
estimate, and there is tremendous possibility for dissat-
isfaction if your estimate turns out to be way off.”

• Entertainment for children.

A long wait can be unbearable for a parent with
fussy children, so anything that keeps the kids enter-
tained will delay that moment when Mom or Dad just
can’t take it anymore and storms out. Showing chil-
dren’s movies on one of the televisions is a good idea,
as are toys such as coloring books and reading mate-
rial, she says.

• Fast track patients to improve flow through.
The LWBS population is intimately related to ED

waiting times, Sadosty says. If you can increase your
throughput, your LWBS rates presumably are going to
be less. “So much of the research related to increasing
throughput time can be extrapolated to LWBS rates as
well,” she says. “Address one problem, and you’re
bound to improve the other also.”

Fast tracking certain patients can have a tremendous
impact on wait times and LWBS, Sadosty says. The
Mayo ED doesn’t fast track because it is a high-acuity
ED and Mayo has a separate urgent care center, but
Sadosty says other hospitals have shown good results
with the strategy.

The ED at Onslow Memorial Hospital in Jackson-
ville, NC, has dramatically reduced its LWBS rate by
implementing a fast-track strategy. Pat Stark, RN, BSN,
nurse manager for the ED, says the ED treats about
37,000 patients a year. When the hospital opened its
minor emergency care unit (MECU) in May 2001, the
LWBS rate was 14%, or about 180 patients per month.

Now the ED’s LWBS rate is down to a steady 2%
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Fast track keeps everyone 
moving through your ED

T
he fast track in the ED at Onslow Memorial
Hospital in Jacksonville, NC, is designed to keep

everyone in the ED moving, not just those seen in
the minor emergency care unit (MECU), says Pat
Stark, RN, BSN, nurse manager for the ED. When
those with relatively minor needs are funneled out of
the regular ED system, they receive faster care, and
so does everyone else in the ED.

The MECU is an eight-bed unit, staffed with two
nurse practitioners and three licensed personnel, that
is adjacent to the normal ED at Onslow. The unit is
open from 11 a.m. to 11 p.m., but its success and the
ever-growing number of ED patients has the hospital
considering longer hours.

All patients enter through the main ED and are
triaged normally, but those with the lowest priority
triage are sent to the MECU instead of waiting at the
end of the line in the main ED. The MECU patients
immediately are sent to the MECU, which has its
own waiting area. “We didn’t want patients from the

two services arguing about who was there first and
why the minor injury is getting faster care,” Stark
says. “The MECU typically sees things like sore
throats and flu; but on some days, we might step it
up to the next level and send over patients with
minor lacerations that aren’t bleeding.”

Most of the nurse practitioners can suture minor
wounds in the MECU. If the patient needs to see a
physician, the patient can be taken back to the other
side or the physician can come to the MECU. 

When the ED is short staffed, the nurse practitioners
may be pulled from the MECU to help out. The MECU
is proving to be more successful and more helpful in
relieving the main ED’s overcrowding than the off-site
urgent care center that the hospital formerly had.

The left-without-being-seen rates have plummeted
from 14% to 2%, but the number of patients coming to
the ED keeps rising, Stark says. That increase may be
one unintended result of the MECU, she adds.

“A potential downside is that you encourage peo-
ple to come to the ED with nonemergency needs. It’s
amazing how word gets around in the community,”
Stark says. “I’ve heard patients say they came here
instead of another hospital because we move faster,”
she states.  ■



per month. The LWBS rate varies considerably nation-
ally, but one study found that it ranges from 2.4% in
private hospitals to 7.3% in public hospitals.3

The MECU was a major reason for the drop, but
Stark says other initiatives also contributed. Stark and
the other managers in the ED put much more emphasis
on LWBS overall and started holding individual staffers
accountable for their role in patients walking out. (For
details on the Onslow program, see article, p. 135.)

Knowing nothing would change if staff didn’t con-
sider LWBS a real problem, Stark and the other ED
managers explained the ramifications of high LWBS
numbers. And then they told staff that they would be

required to improve their customer service as a means
of reducing those numbers. 

ED staff were required to watch instructional video-
tapes on improving customer service, and Stark insti-
tuted a zero-tolerance policy for disrespect to patients.
Then she carefully started assessing the LWBS numbers
by posting goals in the ED for that month and keeping
staff abreast of how well they were doing — as a team
and individually. “We provided the triage nurses with a
breakdown of how they were doing, and we posted the
overall numbers so they could compare themselves to
everyone else,” she says.

The process was competitive, she says. “We ended
up with some nurses running after patients in the park-
ing lot, yelling, ‘Come back inside! We’ll see you!’”
Stark adds.
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Are more lumbar punctures
needed after CT scan?

Far too many emergency physicians are complacent
about the use of lumbar punctures following a neg-

ative computed tomography (CT) scan to rule out sub-
arachnoid hemorrhage in a patient with high-risk
headache (“worst ever” or “thunderclap” headache),
some experts say. Best practice guidelines clearly call
for a lumbar puncture in such cases,1,2 but many physi-
cians risk a catastrophic result and a malpractice suit
by foregoing the procedure, they say.

Subarachnoid hemorrhage occurs in about one in
10,000 people, says Jonathan Edlow, MD, assistant
professor of medicine at Beth Israel Deaconess Medi-
cal Center in Boston. 

Edlow says the research is crystal clear on the need
for a lumbar puncture after a negative CT scan in a
patient with high-risk headache, also defined as a
headache of abrupt onset achieving maximal intensity
within 10 to 30 seconds. 

His own research confirms what others have sug-
gested: A negative CT scan is insufficient to rule out

subarachnoid hemorrhage and a lumbar puncture is the
gold standard.1 Yet other research also shows that 78.4%
of “rule out subarachnoid hemorrhage” patients with a
negative CT scan do not undergo a lumbar puncture.3

So why the big disconnect? Edlow says one reason
is that physicians are misinformed about the need for a
lumbar puncture and the accuracy of CT scans. Add to
that the fact that lumbar punctures can be difficult,
time-consuming, and unpleasant for the patient, and
soon you have a physician who decides the CT scan is
sufficient to rule out subarachnoid hemorrhage.

Most patients being worked up for subarachnoid
hemorrhage, in fact, don’t have subarachnoid hemor-
rhage, so the number of cases that any physician diag-
noses by lumbar puncture is very small, Edlow says.
“They don’t see it happen that often, and so they sort
of devalue the lumbar puncture,” he says. 

Edlow says physicians are providing substandard
care by not doing enough lumbar punctures. “We miss
subarachnoid hemorrhages because we’re not doing
spinal taps,” he says. “It may not be an enormous num-
ber of cases, but it’s a significant number.”

Part of the problem lies in basic human nature, Edlow
says. Physicians don’t want to perform the lumbar punc-
ture for a number of reasons, and the patient can be very



resistant because of the pain, so it is easy for both to
rationalize a decision to forgo the lumbar puncture. 

Both may rely too much on the CT scan for a
definitive diagnosis, says Robert Solomon, MD,
FACEP, assistant professor of medicine at the West
Virginia School of Osteopathic Medicine in Lewisburg
and faculty member at the Ohio Valley Medical Center
in Wheeling, WV. 

“Patients think of CT scanning as high tech, state of
the art, and they’re inclined to think that if anything
bad is causing their symptoms, the CT scan will find
it. And it’s easy for physicians who should know better
to fall into the same trap,” Solomon says. 

Physicians look at papers that say the sensitivity for
CT scanning for subarachnoid hemorrhage is well into
the 90s, and when the CT scan comes back negative,
they think they’re done, he says. 

“What they fail to appreciate is that though the sen-
sitivity is in the 90s overall, it’s not in the 90s for those
for whom the diagnosis is most challenging,” Solomon
adds.

The CT scan will find the subarachnoid hemorrhage
in the most obvious cases, but not necessarily in the
patient with a smaller bleed and less dramatic symp-
toms, he explains. 

Those are the patients most in need of a follow-up
lumbar puncture, but physicians can convince them-
selves that the less dramatic presentation means it is
safe to stop after a negative CT scan, Solomon says. 

Pain management, ironically, also can get in the
way of performing a lumbar puncture, Edlow and
Solomon say. 

Physicians often have treated the patients for pain
before they go to the CT, and by the time they get
back, they’re feeling better, Edlow says. However, the
improvement with pain medication does not distin-
guish a subarachnoid hemorrhage from other causes of
headache, he emphasizes. 

“We properly treat these patients for pain, then we
improperly conclude that because they’re feeling bet-
ter, it can’t be a subarachnoid hemorrhage,” Edlow
says.

If clinical standards aren’t enough of a motivator,
perhaps fear of a malpractice suit is. Edlow and
Solomon say failure to perform a lumbar puncture can
lead directly to a malpractice suit if the patient, in fact,
has a bleed. Edlow says he has consulted on a number
of such malpractice cases, and Solomon says he fre-
quently warns fellow physicians about the risk.

Sometimes, of course, the patient simply refuses
to undergo the spinal tap no matter how much the
physician recommends it. 

That decision can’t be held against the doctor,
Solomon says, but there are ways to reduce that
number of refusals. Emergency physicians can help
patients accept the lumbar puncture by telling them
up front that the CT scan helps diagnose the bleed-
ing suspected in the patient’s brain but it can miss.

Explain to the patient that you already know you
will need to do a lumbar puncture if the CT scan is
negative; thus, the patient doesn’t go to the CT think-
ing it is a definitive diagnosis and then think the lum-
bar puncture is overkill.

Some patients still will resist after a negative CT, no
matter what you tell them beforehand, Solomon says. 

“Sometimes, I tell them that meningitis is one pos-
sible explanation, even though it actually is far down
the differential, because they understand that meningi-
tis is serious and they start wondering about that,” he
says. “It gets them to take seriously the idea that the
CT may not have found everything.”
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Tool ensures follow-up 
for traumatized children
Survey predicts post-traumatic stress disorder

Achild comes in for an injury in a traffic accident in
which others were hurt and killed. The ED clini-

cians take care of the physical injuries, and the patient
is discharged. Still, the staff members feel uneasy
about the impact of the accident on the child’s mental
health.
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“One thing we hear from nurses is that they see kids
all the time they worry about, thinking the kid is likely
to have trouble down the road,” says Nancy Kassam-
Adams, MD, associate director for behavior research
at TraumaLink, a pediatric trauma research center
based at Children’s Hospital. 

Identifying problems before child goes home

When the child goes home, the nurse has no way to
help, she says. However, a newly developed simple
screening tool gives staff a means to identify children
and parents who suffer post-traumatic stress disorder
(PTSD), according to clinicians at the Children’s
Hospital of Philadelphia. 

“The nurses tell us that the screening tool gives
them a way to provide some sort of follow-up to those
kids they worry about,” she adds. “It can provide a
kind of closure for the ED staff.”

While only about one in six children develop PTSD
from injuries, the effects for those children can be

serious, Kassam-Adams points out.
The Screening Tool for Early Predictors of PTSD

(STEPP) should help ensure that the parents and kids
who screen positive would receive a visit or a fol-
low-up call from a social worker, she explains. 

EDs also could include an extra sentence in the
discharge instructions that the parents take back to
their primary care doctor. This could be a short note
suggesting that the child and parents be watched for
signs of PTSD because they tested positive on the
screening tool, Kassam-Adams says.

ED staff skeptical: Is it easy to use?

Current field research shows the tool is practical for
use in the ED, which allays some initial fears that it
might be a good idea on paper but not so easy to use in
a real ED, says one of the developers. 

When physicians developed the tool, the published
report was met with some interest but also skepticism
by ED staff, Kassam-Adams says. 
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Simple questions used 
in screening kids for PTSD

The Screening Tool for Early Predictors of PTSD
(STEPP) is the first method available for emer-

gency physicians to quickly and effectively assess
the risk of post-traumatic stress disorder (PTSD),
says Nancy Kassam-Adams, MD, associate direc-
tor for behavior research at TraumaLink, a pediatric
trauma research center based at Children’s Hospital
in Philadelphia. 

Emergency physicians can use the STEPP to help
determine who should be referred for psychological
evaluation and intervention so that families can avoid
PTSD, she says. 

Kassam-Adams and her colleagues found that
severity of injury is not necessarily a predictor of
PTSD. Instead, a combination of event-related fac-
tors, early physiological reactions such as heart rate,
and early psychological responses serves to predict
future development of PTSD.

STEPP was developed in a population of children
who had traffic-related injuries and their parents. 
The STEPP method includes four yes/no questions
asked of the parent, four yes/no questions asked of
the child, and four items easily obtained from medi-
cal records. Kassam-Adams says these are the 12
questions included on the screening tool:
• For the parent:

1. Did you see the incident (accident) in which
your child got hurt?

2. Were you with your child in an ambulance or
helicopter on the way to the hospital?

3. When your child was hurt (or when you first
heard it had happened), did you feel really
helpless, like you wanted to make it stop hap-
pening, but you couldn’t?

4. Does your child have any behavior problems
or problems paying attention?

• For the child:
5. Was anyone else hurt or killed (when you got

hurt)?
6. Was there a time when you didn’t know where

your parents were?
7. When you got hurt, or right afterward, did you

feel really afraid?
8. When you got hurt, or right afterward, did you

think you might die?
• From the medical record:

9. Is there a suspected extremity fracture?
10.Was the pulse rate at ED triage > 104/minute

if the child is younger than 12 years or > 97/
minute if the child is 12 years or older?

11. Is the child 12 years or older?
12. Is the child a girl?
To assess the results, Kassam-Adams says the

provider scores one point for each yes answer and
zero points for a no answer. Parents’ likelihood of
suffering PTSD is scored by adding up the yes
answers on questions 1, 2, 3, 4, 9, and 11. A score
of 3 or more yes answers is a positive result.

A child’s assessment is based on questions 5, 6,
7, 8, 9, 10, and 12. A score of 4 or more yes answers
is a positive result.  ■



She says many ED staff thought it sounded like a
nice idea, but they weren’t so sure it could be imple-
mented effectively without creating an unwelcome
burden.

After publication of the STEPP tool, Kassam-
Adams and her colleagues went on to test the idea in
the ED at Children’s Hospital.

“I can tell you that the process of using the tool was
very acceptable to nurses and parents,” she says. “This
confirmed that using the STEPP tool is something you
can add to your ED without creating much of a ripple.”

In the second-phase research aimed at assessing
feasibility, Kassam-Adams says 70 nurses adminis-
tered the STEPP screen to about 300 patients and their
parents older than six months in the ED. 

When the child is registered, the staff identify those
who meet two criteria: The injury was accidental, and
the child is between 8 and 17 years old. (The tool 
was developed for children in that age range because
research supported the ability to predict PTSD in them
but not necessarily younger children.) Those patient
charts are flagged so that the nurse knows to use the
STEPP screen, and a one-page form with the 12 ques-
tions is added to the chart. 

One of the nurses who used the tool in the ED says
it only takes about two minutes. (For information on
how to use the screening tool, see box, p. 138.)
Christine Macaulay, RN, MSN, emergency depart-
ment project coordinator and chair of the hospital’s
unit-based research committee, says the STEPP tool
was welcomed by the nurses as a way to fulfill their
obligation to educate the patient and family.

“This is something the typical ED could use without
it being a real burden,” she says. “It helps with flag-
ging these patients who may have a problem later on
because it is an education tool for the more novice
staff, and it gives them a real quick format for doing it.
Anything that quickens the job will be welcome in the
ED.”

Results prompt referral to social workers

To create the screening tool, the researchers had 171
families complete a 50-question risk factor survey at
the initial treatment and complete a three-month fol-
low-up assessment.1

The STEPP questions were derived from the combi-
nation of responses from participants that most often
predicted persistent post-traumatic stress at three
months.

The initial study results suggested that the STEPP
tool is an effective screen for PTSD, Kassam-Adams
says. 

Of children who screened positive, 25% went on to

present with PTSD. Of children who screened nega-
tive, only 5% developed PTSD. Of parents who
screened positive, 27% developed PTSD symptoms
compared to only 1% of parents who screened nega-
tive, she states.

The screening tool can help ED staff determine
when a referral to psychological care is warranted and
when they should recommend that the parents watch
for symptoms of PTSD in the child, she says. 

However, Kassam-Adams and her colleagues are
not suggesting ED staff take on a mental health role in
addition to everything else they already do, she says.
Instead, it triggers the next step in the care process
after patients leave your ED, she says. 

“You can send some basic messages that can have
a tremendous impact on the patient and the parents
months later,” Kassam-Adams says.

She offers this example of the kind of message
ED staff can provide: “It’s OK to be upset about this
accident for a while, but things will get better. If
your child is still very upset six months from now
and afraid to cross the street, you might want to seek
some counseling. And if you find that you’re still
worried all the time and overprotective, there is help
available.”

Why not just recommend counseling for the most
severely injured children and their parents? Kassam-
Adams says that approach would ensure that those
most likely to suffer PTSD get help, but it would miss
many who have less severe injuries but are nonetheless
at high risk because of other factors. 

“This is empirically based triaging rather than just
common-sense triaging or relying on your gut instinct,”
she adds. 

Reference

1. Winston FK, Kassam-Adams N, Garcia-España F, et al.
Screening for risk of persistent post-traumatic stress in injured
children and their parents. JAMA 2003; 290:643-649.  ■
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[Editor’s note: This column is part of an ongoing
series that addresses readers’questions about the Emer-
gency Medical Treatment and Labor Act (EMTALA). If
you have a question you’d like answered, contact Greg
Freeman, Editor, ED Management, 3185 Bywater Trail,
Roswell, GA 30075. Telephone: (770) 998-8455. 
E-mail: Free6060@bellsouth.net.]

Question: What does the final EMTALA rule say
about taking time to consult with the patient’s per-
sonal physician? I’ve heard that the rule says some-
thing about how you can’t inappropriately delay
treatment to make that call. So what’s an “inappro-
priate delay?”

Answer: EMTALA always has allowed emergency
physicians to contact a patient’s private physician for
more information, but the recently released final rules
make it even easier.

The change is one more refinement that makes
EMTALA a bit less burdensome and difficult, says
Charlotte Yeh, MD, FACEP, Centers for Medicare &
Medicaid Services (CMS) regional administrator in
Boston and an emergency physician. 

Other changes in the final rule eased the obligation
of hospitals to provide EMTALA screenings and care
for anyone who shows up near the hospital property,
and hospitals were given more flexibility to devise
physician on-call schedules, she explains. (For more
on the final EMTALA rule, see EDM, October
2003, p. 109.)

Most of the changes in the final rule were intended
to clarify confusing points that had surfaced in the first
years of EMTALA compliance, Yeh says. 

The CMS intended the same improvement when 
it reworded the part regarding personal physician 
contacts.

“People weren’t sure if you could use a physician
assistant or nurse practitioner for the communication
between the private physician and the emergency

department,” Yeh says. “The final rule makes it clear
that you can.”

CMS officials never really had any problem with
nonphysician emergency staff contacting the private
physician, she says, but the language originally speci-
fied that only physicians could make the call. The final
rule specifies that “an emergency physician is not pre-
cluded from contacting the patient’s physician at any
time to seek advice or information regarding the
patient’s medical history and needs that may be rele-
vant to the medical screening and treatment of the
patient, as long as this consultation does not inappro-
priately delay required screening services or stabiliz-
ing treatment.”

It goes on to say that “the prior authorization poli-
cies apply equally to hospital services, physician ser-
vices, and nonphysician practitioner services,” and
“nonphysician practitioners [physician assistants and
nurse practitioners], should be permitted to initiate
such contacts. . . .”

An inappropriate delay is not defined specifically,
but Yeh says the rule is clear that this provision is
intended for the emergency physician to obtain
information necessary to provide the best care for
the patient. The emergency physician is expected to
use his or her professional judgment in determining
whether a delay for contacting the personal physi-
cian is justified by the need for more information
about the patient. 

Beyond that, an ED can only get in trouble by
somehow tying the phone call to an inquiry about 
the patient’s ability to pay, she says. Section 1867(h)
of the act specifically prohibits a delay in providing
required screening or stabilization services to inquire
about the individual’s payment method or insurance
status.  ■

CDC: Heart problems not
linked to smallpox vaccine

The nation’s efforts to vaccinate ED staff and other
frontline health care providers against smallpox hit a

serious bump when some people developed serious heart
problems after the vaccination, but the concerns were
unwarranted, states the Centers for Disease Control and
Prevention (CDC) in Atlanta. 

Three deaths and 13 other serious heart problems
occurred following vaccination with the New York
City Board of Health (NYCBOH) strain of the small-
pox virus, according to the CDC’s Morbidity and
Mortality Weekly Report on Oct. 3, 2003. 
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For more information, contact:
• Charlotte Yeh, MD, FACEP, Regional Administrator,

Centers for Medicare & Medicaid Services, Boston
Regional Office, JFK Federal Building, Room 2325,
Boston, MA 02203.
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When those heart problems were first revealed, the
CDC recommended that individuals with potential
heart disease forego smallpox vaccination.

There was no clear evidence that the heart problems
were associated with the vaccine, however, and the lat-
est information from the CDC indicates there is no
connection. 

To determine if the vaccine caused heart problems,
the New York City Department of Health and Mental
Hygiene studied a 1947 vaccination campaign during
which more than 6 million residents were vaccinated
with the same NYCBOH strain. The researchers com-
pared New York City death certificates filed after the
vaccination period in 1947 to those filed in the same
periods in 1946 and 1948.

They found no evidence during this earlier period
that smallpox vaccination caused heart problems.  ■

SARS plan offers tools,
but could be hard to use 

ED managers are no longer on their own when it
comes to figuring out how to respond to prepare

and respond to a resurgence of severe acute respiratory
syndrome (SARS) — but they’re not home free just
yet. 

The Centers for Disease Control and Prevention
(CDC) recently released a draft version of its plan for
what you should do, and though you’re likely to find
useful tools and strategies, some may be difficult to
implement. 

ED managers probably will welcome the advice,
but they may be less thrilled when they realize how
much it costs to follow some of the guidelines, says
Brian F. Keaton, MD, FACEP, attending physician in
department of emergency medicine at Summa Health
System, in Akron, OH, and secretary treasure of the
American College of Emergency Physicians in
Washington, DC. 

He urges ED managers to study the many tools and
resources provided in the plan and incorporate them in
their SARS response plans when possible.

But Keaton also notes that the CDC’s plan repre-
sents a “best possible response” that requires money
and resources to implement. While he has no disagree-
ment with the CDC plan, he doesn’t think every ED
will be able to implement it fully.

“While I’m happy to get the specific guidance, I’d
also like to get some of the resources that I’ll need to
do these things in my ED,” he says. 

“You’re looking at some pretty substantial resource

demands for something that might happen, as opposed
to spending that money on things that happen every
day. Those are the realities we face when we look at
implementing these plans,” Keaton adds.

Health officials caution that SARS may return with
this year’s flu season, and it may be difficult to distin-
guish from the common malady. 

Keaton and other experts say emergency physi-
cians and department managers should pay attention
to public health trends because they will determine
how much diagnosing SARS should be a concern in
your own ED. (For more on SARS and ED prepa-
rations, see ED Management, September 2003,
p. 97.)

Algorithms for screening potential SARS

Keaton says some of the specific guidance in the
CDC’s SARS plan may help alleviate the uncertainty
about how to screen for SARS. In particular, ED man-
agers and physicians may find useful the CDC’s two
algorithms for evaluation and management of patients
with radiographic evidence of pneumonia — one to
use when there is no evidence of SARS activity world-
wide, and one to use when SARS has been reported.
(For one of the algorithms, see p. 142. To download
the entire CDC plan free of charge, go to www.cdc.
gov/ncidod/sars/sarsprepplan.htm.)

The plan outlines the concepts and strategies that
the CDC says should guide the U.S. response in the
event of a SARS outbreak. It provides specific guid-
ance to ED managers and also describes many of the
activities needed at the federal, state, and local levels
to prepare for and respond rapidly and decisively to a
re-emergence of SARS. 

Hospitals, state, and local health departments and
other public health providers will have an opportunity
to comment on the draft before it becomes final, but
the CDC suggests that much of its content can be used
immediately.

“The CDC guidelines are good ideas,” Keaton
points out. “They provide a huge service to EDs in
that they give us an organized structure and specific
strategies to follow.” ■
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0610.

Source



142 ED MANAGEMENT ® / December 2003

Evaluation and Management of Patients Hospitalized with Radiographic
Evidence of Pneumonia, in the Absence of Known SARS Activity Worldwide

Hospitalized with radiographic evidence of pneumonia?

Continue droplet precautions and treat as clinically indicated.

The clinician should ask these three questions:
A. Does the patient have a history of recent travel (within 10 days) to previ-

ously SARS-affected areas1 or have close contact with ill people with a
history of travel to such areas?

B. Is the patient employed as a health care worker with direct patient 
contact?

C. Does the patient have close contacts found recently to have radiologic
evidence of pneumonia without an alternative diagnosis?

1. Notify the health department.
2. Perform work-up and evaluation for alternative diagnosis, which may include the following:

A. CBC with differential
B. Pulse oximetry
C. Blood cultures
D. Sputum Gram’s stain and culture
E. Testing for viral respiratory pathogens such as influenza A and B, respiratory syncytial virus
F. Specimens for legionella and pneumococcal urinary antigen

3. The health department and clinicians should look for evidences of clustering of pneumonias (e.g.,
while traveling, exposure to other cases of pneumonia, clusters of pneumonia among health care
workers).

4. Note: If the health department and clinicians have a high suspicion for SARS, consider SARS isolation
precautions (on web site) and immediate initiation of algorithm in Appendix C2 at www.cdc.gov/nci
dod/sars/pdf/smp_supplementc.pdf.

After 72 hours, is there an alternative diagnosis?

Treat as clinically indicated. If part of a cluster of pneumonia (or there are other rea-
sons to consider at higher risk for SARS), consider
SARS testing in consultation with health department.
Treat pneumonia as clinically indicated.

Source: Centers for Disease Control and Prevention, Atlanta.

If no, treat as 
clinically indicated.

No to three questions, treat
as clinically indicated.

Yes to one of
three questions

Yes

Yes No

1. Previously SARS-affected areas defined as 
(to be completed in the final plan).



SARS audio program
updates guidelines

Leading epidemiologists say a global return of
severe acute respiratory syndrome (SARS) —

which wreaked havoc on the health care systems that
had to deal with it — is almost inevitable. The current
overriding concern is that SARS will resurface as a
seasonal illness along with influenza and other respira-
tory infections. Indeed, it would be a surprising devel-
opment if the emerging coronavirus did not return,
said Julie Gerberding, MD, MPH, director of the
Centers for Disease Control and Prevention (CDC). 

“As an infectious disease expert, I can say in my
experience, I’ve never seen a pathogen emerge and go
away on its own,” she said. “I think we have to expect
that somewhere, some time, this coronavirus is going
to rear its ugly head again; and that’s the whole pur-
pose of all this preparedness effort.”

What would happen today if a patient with suspect
or probable SARS showed up at your ED? To help 
you prepare for the threat, Thomson American Health
Consultants offers the upcoming audio conference:
The Resurgence of SARS: Why Your Hospital May
Not Be as Prepared as You Think, Dec. 9, 2:30-3:30
ET. Let our experts help you answer that and many
other critical questions with practical tips and solu-
tions to detect first cases and protect other patients 
and health care workers. 

Our speakers include Allison McGeer, MD, direc-
tor of infection control at Mount Sinai and Princess
Margaret Hospitals in Toronto. A veteran epidemiolo-
gist, McGeer dealt firsthand with SARS patients and
occupationally infected workers during the prolonged
outbreak in Toronto. Hear the lessons learned by
someone who has dealt with this novel emerging
pathogen on the front lines. 

If SARS returns, hospital EDs certainly will be on
those front lines. To provide valuable guidance and
critical insight in that setting, Susan E. Shapiro, PhD,
RN, MSN, CEN, will outline valuable tips and proce-
dures, in addition to addressing and clarifying recently
updated CDC recommendations for SARS. Shapiro is
a postdoctoral fellow in risk assessment and interven-
tion research with individuals and families at Oregon
Health and Science University School of Nursing in
Portland. A career ED nurse and nurse manager before
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■ Top 5 conditions leading 
to ED malpractice claims

■ Screen at the door to turn
away nonemergency cases?

■ Using beepers for patients
waiting in ED

■ Cross-training staff —
methods that work

COMING IN FUTURE MONTHS

CE/CME questions
13. How did the ED at Onslow Memorial Hospital keep

nurses aware of its left-without-being-seen rates? 
A. By telling individual nurses during performance

reviews
B. By posting rates in the ED
C. By periodic announcements on the hospital’s

public address system
D. By including the rates in the hospital’s annual

report

14. Who staffs the fast-track unit in the ED at Onslow
Memorial Hospital?
A. Physicians
B. Registered nurses
C. Physician assistants and volunteers
D. Nurse practitioners and licensed personnel

15. According to the research regarding computed
tomography (CT) scans to rule out subarachnoid
hemorrhage, what should happen when the scan
shows no hemorrhage and no alternative diagnosis?
A. No more testing is necessary.
B. A more sensitive CT scan should be obtained.
C. The patient should be observed for 72 hours.
D. The patient should undergo a lumbar puncture.

16. With the Screening Tool for Early Predictors of
PTSD (STEPP) tool after traumatic injury, what per-
centage of children who screened positive actually
developed post-traumatic stress disorder (PTSD)? 
A 5%
B. 25%
C. 55%
D. 75%

17. About how long does it take to use the STEPP
screening tool for PTSD?
A. 2 minutes
B. 4 minutes
C. 8 minutes
D. 16 minutes

18. According to the final EMTALA rule, who is allowed
to contact the patient’s primary care physician for
information that may be useful in assessing and
treating the patient?
A. No one
B. Only a nurse
C. Only a physician
D. Any qualified medical personnel

Answer Key:  13. B; 14. D; 15. D; 16. B; 17. A; 18. D



recently completing a doctoral program, Shapiro is the
Emergency Nurses Association’s representative to the
CDC’s SARS task force.

Educate your entire staff for one low fee including
1 hour of CE, CME, or critical care credits for all
attendees. You may invite as many participants as you
wish to listen for the low fee of $249. Information on
obtaining audio conference instructions and continuing
education forms will be in the confirmation notice,
which will be mailed upon receipt of registration. Your
fee also includes access to a 48-hour replay following
the conference and a CD recording of the program. 

For information or to register, call customer service
at (800) 688-2421 or contact us via e-mail at customer
service@ahcpub.com. When ordering, please refer to
effort code 35281.  ■
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CE/CME objectives
• Discuss and apply new information about vari-

ous approaches to ED management. (See
“Want to drastically cut LWBS numbers? Try
ice packs and adding a fast track” and “Fast
track keeps everyone moving through your ED”
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
“Are more lumbar punctures needed after CT
scan?” and “SARS plan offers tools, but could
be hard to use.”)

• Implement managerial procedures suggested
by your peers in the publication. (See “Tool
ensures follow-up for traumatized children” and
“Simple questions used in screening kids for
PTSD.”) ■

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. 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 the
semester’s activity, you must complete the evalu-
ation form provided and return it in the reply enve-
lope to receive a certificate of completion. When
your evaluation is received, a certificate will be
mailed to you.  ■
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interview, MAY:Sup 3

Patient safety goal: Patient identi-
fiers, AUG:Sup 3

Reducing pediatric drug errors in
ED, MAR:25

Tools to comply with patient
safety goals, MAR:27

Patient satisfaction (Also see Left
without being seen)

Could you meet a 15-minute ser-
vice pledge? JAN:8

ED makes changes after rise in
volume, JAN:8

Depends on staff morale, AUG:88
Kid-friendly waiting areas

improve satisfaction, NOV:125
TVs and video games critical to

keeping kids happy, NOV:125

Pediatrics (Also see Post-traumatic
stress disorder)

Children more vulnerable in ter-
ror attack, SEP:105

Kid-friendly waiting areas
improve satisfaction, NOV:125

Reducing pediatric drug errors in
ED, MAR:25

TVs and video games critical to
keeping kids happy, NOV:125

Post-traumatic stress disorder
Screen kids for post-traumatic

stress, DEC:137
Simple questions used in screen-

ing kids for PTSD, DEC:138

Revenue enhancement (Also see
APCs and Reimbursement)

ED staff making costly coding
errors? MAR:32

Journal Review: Reliability of
assigning correct CPT-4 E/M
codes, MAR:35

New strategies assist billing under
APCs, APR:44

Save $100,000 by using saline
locks, MAY:57

Save $700,000 by avoiding coagu-
lation studies, JUL:79

Research confirms ED case 
management saves dollars,
NOV:128

Work closely with coders to avoid
lost revenue, MAR:32

Reimbursement (Also see APCs and
Revenue enhancement) 

Act now to prepare for E/M cod-
ing regs, JUL:81

Salary
Annual salary survey report,

NOV:Sup 1

SARS
7 steps to submit suspicions sam-

ples for testing, SEP:Sup
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Algorithm: E/M of patients with
evidence of pneumonia, in
absence of known SARS activity
worldwide, DEC:142

Audio conference: what U.S. hos-
pitals must learn from the
Canadian outbreak, MAY:49

Brace for staffing difficulties,
MAY:59

CDC releases response plan,
DEC:141

CDC’s latest case definition,
SEP:100

Distinguishing SARS from the flu,
SEP:98

Have security staff screen
patients, MAY:53

Keep SARS on your radar, SEP:99
Limit staff’s contacts with SARS

patients, MAY:51
Policy: Triage screening,

MAY:Sup
Security staff can screen patients,

May:53
Staff up to date? MAY:52

Smallpox
Address risks of staff getting vac-

cine, APR:40
Avoid worst-case scenarios in

your ED, FEB:13
CDC’s contraindications for vac-

cine, FEB:15

Dramatic changes needed to
address vaccine plan, FEB:16

Heart problems not caused by
smallpox vaccine, DEC:140

Know facts before facing vaccine,
MAY:55

Legislation passed, MAY:55
Memorandum: Health care work

force pre-event smallpox vacci-
nation strategy, JAN:Sup

Need plan for contacting vacci-
nated staff, OCT:119

Smallpox vaccination survey,
FEB:Sup

Smallpox vaccine screening sur-
vey, JAN:Sup

Vaccination handbook available,
FEB:13

Who will be vaccinated for small-
pox, JAN:5

Staffing
Avoid losing nurses because of

violence, JUL:73
Brace for staffing difficulties from

SARS, MAY:59
Concern management record,

FEB:Sup
Conflicts may result in more

vacancies, FEB:19
Five tips for handling staff con-

flicts, FEB:20

Keep your nurses from choosing
another ED, FEB:17

Losing staff to military call-ups,
APR:37

Policy: military/nonmilitary-
related obligation pay and
leave, APR:Sup

Save overtime hours with video-
taped meetings, JUN:70

Trauma 
Bites and envenomations,

MAY:Sup 
Child abuse, OCT:Sup
Critical care transport team

improves care, JAN:6
Pediatric cervical spine injuries,

JUL:Sup
Strategies for airway manage-

ment, part 1, JAN:Sup 
Strategies for airway manage-

ment, Part 2, APR:Sup
Thoracotomy, NOV:Sup

Violence in the ED
Avoid losing nurses because of

violence, JUL:73
Policy: Management of potential

suicidal/homicidal or poten-
tially violent patients, JUL:Sup

Policy: “Mr. Strong” procedure,
JUL:Sup
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