
Timing and diplomacy are keys to CT
scans in the emergency department
Avoid using contrast in many cases to save time, some experts advise

Your ED is overflowing with patients, the wait time is heading toward dou-
ble-digit hours, and you’re short-staffed again. So when you walk by an
exam room and see a patient sitting there sipping contrast fluid — the

same contrast he was drinking an hour ago — your blood pressure goes through
the roof. 

Isn’t there a better solution than having patients clog up your ED while they
wait for abdominal computed tomography (CT) scans? After all, fast flow through
is just a dream when patients sit in your exam rooms for hours because they need a
contrast study.

There are ways to reduce the effects of CT studies in your ED, but the experts
say it may take a change in the way you think about these exams, along with a
good dose of diplomacy when working with the radiology department. 

Timing your work is a big part of the solution, suggests Conrad D. Brown,
PhD, director of the ED at the Oklahoma University (OU) Medical Center in
Oklahoma City. At his hospital, the radiology department agreed to expedite CT
scans for the ED in an effort to improve flow through. 

The ED department worked out an agreement with radiology so scans could be
performed within about an hour, rather than waiting a more typical two hours. 

“We give the oral contrast in the ED and call ahead to the CT scan to schedule
it,” he says. “They usually get the patient in about an hour later, and that is a huge
improvement over waiting twice as long. And we also worked out the way in

NOW AVAILABLE ON-LINE! www.ahcpub.com/online.html
For more information, call toll-free (800) 688-2421.

JUNE 2004
VOL. 16, NO. 6  •  (pages 61-72)

IN THIS ISSUE

■ Radiologists concerned with 
CT quality . . . . . . . . . . . . . . . . 63

■ Root-cause analysis is a
powerful tool for ED . . . . . . . . 64

■ Analysis requires detailed 
study of processes . . . . . . . . . 65

■ Mental illness taxing EDs
nationwide. . . . . . . . . . . . . . . . 66

■ What will happen with growing
number of uninsured?. . . . . . . 67

■ Reader Question: How do 
we stop patient hoarding?. . . . 67

■■ Journal Reviews:
— Knowledge of ED costs affects
usage . . . . . . . . . . . . . . . . . . . 68
— Radiology services vary in ED
quality . . . . . . . . . . . . . . . . . . . 69
— Women think ED care includes
Pap smear . . . . . . . . . . . . . . . 69

■■ EMTALA Q&A: Need signage
at back entrance to ED? . . . . . 70

Patients needing abdominal computed tomography (CT) scans can back up in your ED if
you don’t employ strategies to move them out fast.
• Consider reducing the use of contrast studies.
• Liberal use of antiemetics can help with ingesting solution.
• Work closely with radiology to reduce waiting time.
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which we’ll call each other to say when radiology is
ready for the patient, instead of us calling radiology
over and over again to see if they’re ready.”

After the CT scan, when the patient is waiting for
the results and a decision on whether to go to surgery
or elsewhere, the OU Medical Center avoids putting
patients back into the main ED system. Instead, they
are held in the observation unit or its fast-track area,

which usually has more space available.
That arrangement minimizes the effect of CT scans

in the ED, but it requires a substantial dose of diplo-
macy with the radiology department, Brown notes. 

“We had to go talk to them and help them under-
stand why this was so important to us,” he says. “We
sat down with them and presented the facts about our
volume and how much these patients can cause a
delay, and we showed them how much this can factor
into whether we have to go on diversion.”

Brown addressed the CT problem about a year ago
as part of an overall effort to improve patient flow
through. Time studies revealed that patients waiting
for CT scans or results were a significant factor in
hampering patient flow through, he says. 

Brown cautions that such studies are necessary
before you launch a campaign to address delays
caused by CT scans. Otherwise, it is easy for other
department managers to dismiss your complaints 
and say ED managers tend to blame all ED delays 
on other departments.

“It’s also in how you say it,” he says. “It helps a lot
when they can see that you’re looking at the whole
process and looking for solutions, rather than just
pointing fingers.”

Work with radiology

Brown also advises ED managers to consider fac-
tors such as whether the radiology department has a
CT tech on duty at all hours or needs to call one when
a scan is needed after hours. Also, does the tech have
to cover more than just your ED? 

Are there two EDs on your campus that the tech
must cover simultaneously? Brown supported the OU
radiology department’s efforts to hire another CT tech.
(For more on working with radiology, see related
article, p. 63.)

“Look at those issues from the radiology perspec-
tive, and see what improvements are possible,” he
says. “You might find opportunities to support radiol-
ogy’s efforts for better staffing, which is part of work-
ing collaboratively to solve this problem.”

Better CT procedures, along with other improve-
ments in the ED, helped the OU ED reduce its door-to-
disposition time from an average of three hours a year
ago to fewer than two hours now, Brown says. 

Establish protocols for scans

CT scan times also can be reduced by agreeing up
front with radiology about what patients require a
scan and which ones require contrast, says Jonathan
Siff, MD, MBA, FACEP, assistant director of medical
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operations with the department of emergency medi-
cine at MetroHealth Medical Center and assistant 
professor of emergency medicine at Case Western
University, both in Cleveland. 

“That way, you’re not arguing with a tech at 2 in the
morning about whether your patient needs a scan,” he
says. “Come to an understanding ahead of time about
the protocols. Every minute you spend fighting about
appropriateness for a patient is another minute they
spend in your ED.”

Use of contrast, for instance, is an issue where clini-
cians can disagree about necessity. Using oral contrast
can be a huge problem for abdominal CT scans in the
ED because it takes so long for some patients to ingest it
and then they must wait for it to move to the intestines,
Siff adds. That’s why his ED tries to avoid using contrast
unless it is absolutely necessary.

“We try to identify those patients whose primary
concern is a renal stone, for instance, where contrast is
an excellent modality, but you don’t really need it. In
some cases, it may even get in the way of a good diag-
nosis,” he notes. 

“We also look for patients in which the emergency
is so pressing that the risk/benefit of waiting for the
contrast isn’t justified. For our trauma patients, we
have said that contrast is not going to be used for the
initial study,” Siff points out.

Ingesting oral solution can be slow

Eliminating the contrast studies, even in just a sub-
set of ED patients getting CT scans, can go a long 
way toward solving the problem of flow through, Siff
explains. 

With most patients, such as those with suspected
renal stones, a contrast study still is an option if the
initial scan is unclear, he notes. But that second,
lengthier scan is likely to take place outside the ED.

Patients who really do need contrast studies can create
many bottlenecks in the ED, Siff says. Getting patients
to drink an oral contrast solution can be a major chal-
lenge, especially if they already are feeling nauseated,
he adds. 

“It can take forever. They’ll sit there and sip and
sip, and they’re still only halfway done,” Siff says.
“And if they throw up, you have to start all over
again.”

Use antiemetic, nasogastric tube

Siff tries to speed the process by starting the patient
on an oral contrast solution as soon as he suspects an
abdominal CT scan will be needed. 

Many physicians wait until all the blood tests are

back, but Siff says he gets a head start whenever possi-
ble. “The other thing I do is, if there is any question at
all that they can tolerate the contrast, I go ahead and
premedicate with antinausea medication,” he says. 

“Earlier in my career, I would ask the patient if he
could drink this stuff, and he’d say he’d do his best to
get it all down,” Siff adds. “Twenty minutes later, the
nurse would come in and say he threw it all up. Now I
don’t even bother asking and just give the antiemetic
instead.”

He also suggests another strategy: For patients who
really are not well, Siff cuts to the chase by using a
nasogastric tube to provide the oral contrast. He still
uses an antiemetic as well.

“Some people will say that is brutal and barbaric,
but it helps with patient flow, and the truth of the
matter is some patients prefer that to trying to force
down something they don’t feel up to drinking,” he
concludes. “Some have had it administered that way
before, and they ask for that again instead of trying to
drink it.” ■

Radiology’s point of view:
Work with us on CT scans

When working with your radiology department to
reduce the time it takes to get abdominal com-

puted tomography (CT) scans for emergency patients,
be sure to look at the issue from their perspective, sug-
gests the nation’s leading radiologist.

Radiologists will be open to the idea of improving
patient flow through in the ED but they also will be
highly concerned with the quality of the diagnostic
study, says James Borgstede, MD, FACR, president
of the Board of Chancellors for the American College
of Radiology in Reston, VA, and an assistant profes-
sor of radiology at the University of Colorado in
Denver. 

Quality studies also can help improve flow through,
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For more information on abdominal scans in the ED, 
contact:
• Conrad D. Brown, PhD, Director of the ED, Oklahoma

University Medical Center, 1200 Everett Drive, Okla-
homa City, OK 73104. Phone: (405) 271-4700.

• Jon Siff, MetroHealth Medical Center, 2500 MetroHealth
Drive, Cleveland, OH 44109-1998. Phone: (216) 778-
7800.
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he says. If you end up doing one high-quality study
instead of two or three CT scans until you get it right,
your patient will move out faster.

“Rather than have the patient come in for an ultra-
sound of the gallbladder, then a CT scan of the abdomen
and pelvis, and then coming back for an ultrasound of
the pelvis, could we target one examination that might
give us all the answers?” Borgstede asks. 

“The appropriateness is the key,” he notes. (See the
resource box, below, for more information on guide-
lines for using CT in the ED.)

Contrast studies can be difficult

The use of contrast for CT scans could be a difficult
issue when working with radiology to reduce times for
CT scans. 

While some ED managers may be eager to elimi-
nate contrast to move the patient faster, Borgstede
notes that being too aggressive with that strategy will
just result in missed diagnoses and having to send the
patient back for second CT with contrast when the
first one is unclear.

He advises working closely with radiology to deter-
mine how far you can go in eliminating contrast stud-
ies, establishing protocols, and creating a cooperative
relationship. 

More communication always is better and helps the
department managers avoid feeling like they’re always
at odds, Borgstede says. 

“The two department heads need to sit down and
see what they’re both trying to accomplish,” he says. 

“The head of radiology should be able to see your
need to move patients out faster, and the ED manager
needs to see the need for quality radiological studies.
The two goals don’t have to conflict,” Borgstede points
out.  ■

Root-cause analysis is 
useful for ED problems

An analysis tool commonly used for investigating
adverse events and other process errors in health

care can prove useful in the ED as well, say experts
who have seen it used to address long wait times and
similar problems.

The technique is called root-cause analysis (RCA),
and chances are you’ve heard the term tossed around,
but it’s not as likely that you’ve actually employed it in
the ED. 

Most health care professionals are familiar with
RCAs being performed after unexpected deaths or
similar events in health care, partly because those are
situations in which an RCA sometimes is required by
the Joint Commission on Accreditation of Healthcare
Organizations. 

But ED managers also should take advantage of the
benefits offered by RCAs, says Michael J. Williams,
MPA, HSA, president of The Abaris Group, an ED
consulting group in Walnut Creek, CA. 

Williams says RCAs are “very potent tools” that
can help you zero in on the true source of problems in
your ED rather than addressing the surface.

“Often we see EDs attempt to solve the wrong
problem,” he explains. “We see intelligent, bright
people trying to throw darts at the problem, applying
the latest whim of best practices and hoping that
helps, without ever finding the root cause. Then you
spin your wheels a lot, get frustrated, and a lot of
organizations just give up on change initiatives,”
Williams notes.

An RCA can help avoid that futility by directing all
your efforts at the real cause of the problem. The most
obvious opportunities to use RCA in the ED include
long wait times and slow flow through, he contends.
Revenue management is another possibility.

“Another big area is customer service,” Williams
continues. “We hear from a lot of hospitals that think
they’re providing good customer service but can’t
understand why their satisfaction ratings won’t move
up. A good RCA can help identify the roadblocks.”

RCA drills deep for answers

RCAs can identify factors that you might not find
otherwise, says Howard Peth, MD, JD, assistant pro-
fessor of emergency medicine at the University of
Missouri School of Medicine in Columbia, and chair
of the legal committee for the American College of
Emergency Physicians in Irving, TX. 
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For more information on working with radiology, contact:
• James Borgstede, MD, FACR, President, Board of

Chancellors, American College of Radiology, 1891
Preston White Drive, Reston, VA 20191-4397. Phone:
(800) 227-5463. Web site: www.acr.org.

• The American College of Radiology web site (www.
acr.org) has appropriateness criteria for various radio-
logic studies, including abdominal computed tomog-
raphy scans, and it is available in a form that can be
downloaded to a handheld computer. At the web site,
go to “Departments” at the upper left and then click
on “ACR Practice Guidelines.”
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Peth notes that the whole point of an RCA, rather
than a typical analysis, is to drill down deep enough 
to find the issues that might go unnoticed if you stop 
at just a broader explanation of the cause. (For more
on how to conduct an RCA in the ED, see related
story, below right.)

“If you’re looking at why you’re overcrowded, you
might be able to figure out on your own that you’re not
moving patients out to the other floors,” he says. “Or
maybe you’ve figured out that physicians aren’t dis-
charging patients fast enough.”

That’s a good start, but it’s not enough to help you
really address the problem, Peth says. “A root-cause
analysis will take you a lot further and find the reason
for those problems,” he says.

ED managers probably will not be able to conduct
an RCA without help, Williams notes. RCAs are com-
plex and require certain analytical skills that you can’t
learn on the fly, he says. 

In most cases, it would not be worth an ED man-
ager’s time to start from scratch in learning how to do
an RCA, Williams adds. 

Consultants are one option, but you also can call on
your peer review or quality improvement department,
where RCA is a standard tool and where there are
experts who can help you conduct one in the ED, he
says. The risk management department is another area
where you will find people with the right skills. 

Might need several RCAs

A good RCA will require the involvement of the
chief of staff and other senior leaders in the hospital,
Peth notes.

It may be necessary to conduct several RCAs and
combine the results, says Kenneth A. Hirsch, MD,
PhD, a practicing psychiatrist and director of Medical
Risk Management Associates, a consulting firm in

Honolulu. His consulting firm specializes in assisting
providers with RCAs and other investigations. 

“If you’re looking at overcrowding, you might need
to study entry into the system, initial screening, lab
work, disposition, and so on,” he says. “Each one of
those might require a separate root-cause analysis,
with each one looking at the individual steps involved
with each process.”

The essence of an RCA is never accepting a sim-
ple explanation for anything. When you think you
have found why a particular problem exists, the RCA
demands that you dig a little deeper, Hirsch points
out. 

Simply put, much of the RCA involves asking the
question “why?” over and over again, until you get so
far down into the process that you cannot obtain a
meaningful answer, he adds. 

“At each step, you also have to ask if there are lead-
ership decisions that have contributed to this problem,”
he explains. “If you don’t feel comfortable asking or
answering that question, then you’ve identified a major
problem.” ■

Root-cause analysis
requires multiple steps

Aroot-cause analysis (RCA) is a complex tool that
requires professional training, but an ED manager

can utilize it with the help of an expert, says Kenneth
A. Hirsch, MD, PhD, a practicing psychiatrist and
director of Medical Risk Management Associates, a
consulting firm in Honolulu.

Hirsch provides this highly simplified example of
how an RCA might be employed to help reduce over-
crowding and long wait times in the ED: The analysis
team compiles a detailed sequence of events for each
type of patient coming in to the ED — walk-ins, refer-
rals, ambulance arrivals, etc. — with flowcharts. 

For each of those patients, the entire process of
arrival, registration, triage, treatment, and disposition
is broken down into its component parts. Each of those
components is then documented in great detail. 

“After you have the sequence of events for that
component written out, then each member of the team
should go to the ED and walk through that process,”
Hirsch says. 

“You write down every single thing you do as you
go through that process, and you will find that if you
had 15 steps written down, you actually will go through
a whole lot more,” he continues. “Do I go to that win-
dow next, or that window over there?”
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For more information on using root-cause analysis in the
ED, contact:
• Kenneth A. Hirsch, MD, PhD, Director of Medical Risk

Management Associates, Honolulu. Phone: (703) 391-
7244. Web site: www.sentinel-event.com.

• Howard Peth, MD, JD, Assistant Professor of Emer-
gency Medicine, University of Missouri-Columbia,
Columbia, MO 65211-4190. Phone: (573) 882-6487.

• Michael J. Williams, MPA, HSA, President, The
Abaris Group, 700 Ygnacio Valley Road, Suite 270,
Walnut Creek, CA 94596. Phone: (925) 933-0911. 
E-mail: theabaris@aol.com. 
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All of the questions and uncertainties you identify
that the patient faces in the walk through are potential
choke points in the system, Hirsch says. 

The team members also can carry tape recorders
with them as they walk through the process and docu-
ment in real time their thoughts as they go through the
same steps that patients face.

“Do I go right or left here? The signage is bad,”
Hirsch gives as an example. “I’m standing at the pri-
vacy line waiting for the next window to open, but I
don’t know if I can go to the next available window or
if I’m in line for just this window here.”

Discovering issues and addressing them

The entire RCA will proceed in a similar fashion
and break down even what seems like the simplest step
or procedure into its components and try to account for
human nature in the process, Hirsch says. The entire
system is analyzed from each participant’s point of
view, not just the patient’s.

In the end, the analysis should reveal redundancies,
unnecessary steps, potential time delays, and other
flaws in the system. The RCA includes many other
steps as well, including brainstorming among all par-
ticipants in the process. 

“That’s the kind of specificity that a root-cause
analysis can offer,” Hirsch explains. “You can look at
the choke points and ask why you need this step or
this policy. It’s an opportunity to find the issues that
you never dreamed about, much less knew how to
fix.” ■

Mental illness taxing EDs,
affecting other patients

If it seems you’re seeing more patients with mental
illnesses recently, you’re not imagining it. The num-

ber of people with mental illness seeking care in the
ED has surged recently, and the increase is taking a
toll on other ED care, says J. Brian Hancock, MD,
president of the American College of Emergency
Physicians (ACEP) in Irving, TX.

“We are reaching a breaking point where we may
not have the resources or the surge capacity to respond
effectively,” Hancock says. “This affects everyone’s
access to lifesaving medical care.”

EDs across the country are trying to cope with more
mentally ill patients, says Howard Peth, MD, JD, assis-
tant professor of emergency medicine at the University
of Missouri School of Medicine in Columbia, and 

chair of legal committee for the American College of
Emergency Physicians in Irving, TX. 

The increased number has a direct effect on ED
flow through, he says. 

“I’ve heard of hospitals where patients wait in the
ED for 72 hours, specifically because there are men-
tally ill patients waiting for transfers,” Peth says.
“That’s three days in the ED because we don’t have
the resources for these patients with mental illness.”

Hancock points to a recent survey conducted by
ACEP and the American Psychiatric Association in
Arlington, VA; the National Alliance for the Mentally
Ill, also in Arlington; and the National Mental Health
Association (NMHA) in Alexandria, VA.

Sixty percent of the emergency physicians surveyed
reported that the increase in psychiatric patients is neg-
atively affecting access to emergency medical care for
all patients, causing longer wait times, fueling patient
frustration, limiting the availability of hospital staff,
and decreasing the number of available ED beds, says
Hancock. 

Two-thirds (67%) of emergency physicians attribute
the recent escalation of psychiatric patients to state
health care budget cutbacks and the decreasing num-
ber of psychiatric beds. 

Nowhere else to go?

One in 10 report there is nowhere else in the com-
munity where people with mental illness can receive
treatment.

Seventy percent of emergency physicians reported
an increase in people with mental illness boarding,
and more than 80% reported that boarding negatively
affects the care of ED patients. 

That was the conclusion of 97% of those who
reported a rise in the boarding of psychiatric patients
over the prior six to 12 months.

The report also finds that psychiatric patients board in
hospital EDs more than twice as long as other patients.
In addition, emergency physicians say their staff spend
more than twice as long looking for beds for psychiatric
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For more information on psychiatric patients in the ED,
contact:
• Michael Faenza, MSSW, President and CEO, National

Mental Health Association, 2001 N. Beauregard St.,
12th Floor, Alexandria, VA 22311. Phone: (703) 684-
7722. Web: www.nmha.org.

• J. Brian Hancock, MD, President, American College
of Emergency Physicians, 1125 Executive Circle,
Irving, TX 75038-2522. Phone: (800) 798-1822. 
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patients than for nonpsychiatric patients.
The findings underscore the serious consequences

of state budget cuts to programs such as Medicaid,
says Michael Faenza, MSSW, president and CEO of
the NMHA. “These budget cuts force people with
mental illness to seek care in emergency departments
because they have nowhere else to turn,” he says.
“Nobody wins when this happens.”

More than 90% of survey respondents said boarding
people with mental illness reduces the availability of
emergency staff, decreases the availability of beds in
the ED, causes longer waits for patients in the waiting
room, results in patient frustration, and increases the
number of times the hospital diverts ambulances to
other hospitals. 

At press time, the entire survey report was to be
posted on the ACEP web site at www.acep.org.  ■

EDs struggle with growing
numbers of uninsured
‘Expect problem to get worse — plan accordingly’

In addition to increased numbers of mentally ill
patients, EDs are seeing more uninsured patients

than in the past, and the numbers could grow, warns
Brian Hancock, MD, president of the American
College of Emergency Physicians (ACEP) in Irving,
TX. Your budget planning should factor in more unin-
sured patients, not just the same level you have coped
with for years.

Hancock has seen the increase in his own ED. “I’ve
been an emergency physician for more than 20 years,
and each year, I see an increasing number of uninsured
patients,” he says.

But the evidence is more than anecdotal. Hancock
says ACEP research indicates 72% of physicians report
the number of uninsured patients they treated in the
past year increased, and 79% say the figure likely will
increase again during the coming year.

ED physicians also indicate that the uninsured
patients they treat are more likely to delay care, suffer
from illness, and put their physical and financial health
in jeopardy than are patients who have health cover-
age, Hancock says. Too often, the ED care only is a
stopgap measure that fails to address the underlying
health problems, and the patients soon return to the
ED, he adds.

“While we treat and stabilize them in the emer-
gency department, after they are released, many are
faced with the decision of whether to spend their

money to fill a prescription, follow a recommendation
to see a specialist for follow-up care, or buy groceries
that week,” he says. “This is a trend that ED managers
have to consider when planning for the future. Unless
things change dramatically, EDs will continue to face
a real burden.”

The emergency physicians who were surveyed rated
securing specialist referrals, ensuring routine follow-
up care, and filling prescriptions as the three most
challenging tasks to coordinate for uninsured patients.

Contribute to overcrowding

Eighty-two percent of the physicians surveyed said
their hospital’s ED functions at or over capacity on a
typical weekday, and the share increases to 91% for a
typical weekend.

Uninsured patients seeking nonemergency care con-
tribute significantly to that overcrowding, Hancock
says.

“This is a problem that poses practical challenges to
EDs in terms of management, and planning is key,” he
says. “The long-range solution will be improving the
health care system so that our patients don’t have to
choose between proper health care and other necessi-
ties. In the meantime, you have to expect the problem
to get worse, and plan accordingly.” ■

If nurses hoard patients,
how can you improve flow?

Question: How do we avoid patient “hoarding,” in
which nurses or physicians intentionally delay moving
a patient out to delay the next patient and give them-
selves a breather? We’ve already warned that hoarding
won’t be tolerated, but it still happens and thwarts our
efforts to improve patient flow through and decrease
waiting time.

Answer: Hoarding patients is an age-old technique
for slowing down the workload, and chances are good
that all EDs have been the victims at one time or another,
says Marilyn Margolis, RN, MN, director of nursing
for emergency services with Emory Hospitals in Atlanta. 

But ED managers must work proactively and aggres-
sively to stamp out this practice, because it can under-
mine all your other hard work, she says. 

Hoarding is very different from “boarding” patients

June 2004 / ED MANAGEMENT ® 67



until a bed is available elsewhere in the hospital.
Hoarding is voluntary and done on the sly. It can be
hard to detect because the nurse or physician doesn’t
have to do anything overt; simply failing to discharge
or transfer a patient as soon as possible can be enough
to slow down the process.

“EDs are so overcrowded, and we’re working our
nurses and physicians so hard, that it’s almost under-
standable when they want to take a little bit of a
breather, because it’s just constant chaos,” Margolis
says. 

“But even if we understand why they’re doing it, we
can’t let that be the solution because it creates bigger
problems,” she notes.

The solution is to create incentives for nurses to
move their patients, she says. In her ED, the admission
policy calls for rotating new patients through each
nurse’s zone rather than simply going to the first avail-
able bed. 

That helps avoid having nurses feel they are penal-
ized for being efficient and clearing beds fast, adds
Margolis.

“If you move four patients out quickly, we’re not
going to necessarily send you four patients right away
to fill those beds, “ she explains. “They will go to the
zone that is next in the rotation instead of dumping all
of them on you.”

That strategy has to be flexible so patients don’t
back up and empty beds go unused because they’re in
the wrong zone; but Margolis says the idea helps reas-
sure nurses that they can move patients out without
another appearing instantly. 

Emory also has increased the use of nurse techni-
cians and expanded the typical tech’s role to include
starting intravenous lines, transporting patients, and
drawing blood samples. She points out that some EDs
employ paramedics for these expanded tech roles.

The ideal arrangement would be a tech devoted to
each nursing zone, but Emory doesn’t have quite that
many. Nurses benefit from the assistance of the techs,
which in turn decreases any temptation to hoard
patients, she says. 

Emory also is about to introduce a new tracking
system for the ED, moving patient flow to the bedside.

The triage nurse will handle placement of the patients,
allowing the charge nurse to concentrate on patient
flow and assist with patient care.

Another idea in the works at Emory is a “discharge
expediter.” This nurse would take care of discharging
patients rather than having the zone nurse be responsi-
ble for discharging his or her own patients.

All of those strategies can help take the pressure
off of nurses so they are not inclined to subvert patient
flow through, but hoarding still can happen. When
you detect hoarding, Margolis says you must act. But
reprimanding the individual nurse or physician isn’t
enough.

“When we see people trying to purposely slow
down the flow, we address it in a system way,” she
continues. “If people are so overworked that they’re
trying to slow down the system, we need to see 
why they want to do that and how your systems can
improve. Staff appreciate that philosophy and see that
we’re not being punitive, that we want to improve the
whole system.”

So even at Emory, with all its resources and
proactive strategies, does hoarding still happen?

“Oh yeah, it happens,” Margolis says. “If we see it
with an individual, we address that person directly, but
we don’t make it punitive. We would be more likely to
ask, ‘What can we give you to help you expedite patients
quicker?’ In our experience, that works better than just
coming down hard on the person who was slowing
things down.” ■

Hsu J, Reed M, Brand R, et al. Cost sharing:
Patient knowledge and effects on seeking emer-
gency department care. Med Care 2004; 42:290-296. 

These researchers from the Kaiser Foundation
Research Institute in Oakland, CA, and other institu-
tions studied how patients’ knowledge of health care
expenses affected their use of emergency services in
the community. 

The use of cost sharing to control health care
expenditures is increasing, they noted, but there is lit-
tle information about patients’ knowledge of cost shar-
ing or its influence on behavior.

They conducted a cross-sectional telephone survey
of a stratified random sample of 695 adult patients in
an integrated delivery system, with a 69% response
rate. 
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For more information on reducing patient hoarding, 
contact:
• Marilyn Margolis, RN, MN, Director of Nursing for

Emergency Services, Emory Healthcare, 1440 Clifton
Road N.E., Atlanta, GA 30322. Phone: (404) 712-
0681.

Source



The survey included perceived and actual levels of
copayments for ED visits, office visits, and prescrip-
tion drugs; and self-reports of copayment-related
behavior changes.

One third of the subjects correctly reported their ED
copayment, and three fourths correctly reported their
prescription drug and office visit copayments. More
than half of the subjects (57%) underestimated their
ED copayment by $20 or more. 

Among patients who reported having any copay-
ment, 11% described changing their behavior because
of the copayment, for instance by delaying or avoiding
emergency care.

The researchers noted, “The perceived copayment
level was strongly associated with behavior change.
Other significant factors included having more ED visits
in the past 12 months and having a low health status.”

Patients have less knowledge of their ED cost-sharing
levels than for other health care services, the researchers
concluded. 

The perceived copayment amount was strongly asso-
ciated with avoidance of or delays in emergency care,
but they said further research is necessary to determine
whether that effect is positive or negative.  ▼

Saketkhoo DD, Bhargavan M, Sunshine JH, et al.
Emergency department image interpretation ser-
vices at private community hospitals. Radiology
2004; 231:190-197. 

Radiologic image interpretation varies greatly
among EDs; in fact, it varies so much that patient care
may be affected, cautioned these researchers from Yale
University in New Haven, CT.

The authors contacted a random national sample of
114 hospitals by telephone and administered a ques-
tionnaire that included queries about daytime image
interpretation duties, nighttime radiology coverage
arrangements, and radiologist staffing needs. They
stratified on the basis of ED patient volumes and
trauma center designation.

Results were obtained from 97 EDs. Community
hospital radiologists performed daytime primary inter-
pretation of radiographs at 39 (40%) of 97 EDs, com-
puted tomographic (CT) scans at 91 (95%) of 96 EDs,
and ultrasonographic images at 87.5 (93%) of 94 EDs.
Only two EDs (2%) had “ED-dedicated” radiologists
performing emergency radiology work.

At night, eight (8%) of 97 EDs had no radiology
coverage, 80 (82%) of 97 EDs used teleradiology
services in some form, and nine (9%) of 97 EDs
employed in-house, rotating “non-ED-dedicated”
radiologists. 

Clinicians at 37 (38%) of 97 EDs were able to
consult radiologists for nighttime radiography ques-
tions, and 87 (92%) of 95 EDs had nighttime CT
scans read by radiologists in time for patient care
decisions.

Twenty-four (25%) of 97 EDs reported radiologist
staffing shortages, but only one indicated that it was
actively trying to recruit ED-dedicated radiologists. 

Higher ED patient volumes and the presence of a
trauma center each significantly increased the probabil-
ity of higher nighttime levels of radiologist coverage. 

The researchers conclude that there is “great varia-
tion” in emergency radiology services in private com-
munity hospitals and that more uniform radiology
coverage may improve patient care.  ▼

Lyons MS, Lindsell CJ, Trott AT. Emergency
department pelvic examination and Pap testing:
Addressing patient misperceptions. Acad Emerg
Med 2004; 11:405-408. 

Many women treated in the ED mistakenly assume
they have received Papanicolaou (Pap) smear testing,
according to this research from the University of
Cincinnati College of Medicine.

The researchers theorized that some women fail to
obtain cervical screening because they do not ade-
quately understand the need or the test itself, so they
studied the understanding among women undergoing
ED pelvic examination and the feasibility of educating
patients in the ED.

The study involved patients undergoing pelvic
examination in an urban, tertiary care ED. Patients
were surveyed about Pap smear screening, and among
the initial cohort, no education was provided prior to
survey administration. Then they implemented a pilot
study of scripted information provided by physicians
alone or physicians and counselors.

There were 81 patients in the nonintervention
cohort and 32 patients in the intervention cohort. Of
the 32 intervention patients, 16 received physician-
administered intervention, and 16 received reinforced
counseling (physician and counselor). Of 113 total
patients, 90 (82%) were African-American, and the
mean age was 26 years.

Of the 81 nonintervention patients, six (7%) said
they were told that a Pap test was not done, and 60
(74%) mistakenly believed they had a Pap test. 

Sixty-six (81.5%) patients stated they knew the pur-
pose of a Pap test, but only 17 (26%) of these patients
correctly identified the Pap test as a test for cervical
cancer.

All 32 intervention patients were surveyed after
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physician counseling. Compared with the noninterven-
tion group, fewer (56%) thought they had a Pap test,
and more (31%) said they were told they did not
receive a Pap test. 

All 16 reinforced intervention patients correctly
denied receiving a Pap test after counselor education.

The researchers conclude that “knowledge of Pap
testing among women undergoing ED pelvic examina-
tion is poor; most mistakenly believe they receive a
Pap test during ED evaluation. Educating patients may
be feasible and effective in the ED setting.” ■

[Editor’s note: This column addresses readers’ques-
tions about the Emergency Medical Treatment and
Labor Act (EMTALA). If you have a question you’d like
answered, contact Steve Lewis, Editor, ED Management,
215 Tawneywood Way, Alpharetta, GA 30022. Phone:
(770) 442-9805. Fax: (770) 664-8557. E-mail: steve@
wordmaninc.com.]

Question: I know EMTALA signs are to be placed
in registration areas, EDs, and public entrances. Right
now we have signs in each of our four ED rooms, in
the front hospital entrance, and the registration area.
But I need to know if I should hang a sign in our back
entrance leading to the ED. This entrance is not con-
sidered a public entrance, so do I need to put a sign
there?

Answer: It wouldn’t hurt to place one there, but
you probably don’t have to, says one EMTALA expert. 

EMTALA, in essence, requires that you place the
signs where patients are most likely to see them,
says M. Steven Lipton, JD, an attorney with Davis
Wright Tremaine in San Francisco who specializes
in EMTALA. 

The regulation wording requires that signs notifying
patients of their rights under EMTALA be placed
“conspicuously in any emergency department, or in
places likely to be noticed by individuals entering the

emergency department.” So if the entrance in question
is not likely to be used by patients entering the ED, a
sign is not strictly necessary at that location, he says.
Likewise, if patients are not likely to notice a sign
placed in an entrance used by those entering the ED,
the sign also is not necessary. 

That’s why an EMTALA sign is not required in
the entrance used to bring patients in from an ambu-
lance, he notes. A patient strapped to a gurney and
needing emergency care is not likely to notice, much
less read and appreciate, an EMTALA sign as it
whizzes by.

“I think it’s a lot more important that the signs be in
the waiting area, and I know that some surveyors want
to see them in the treatment rooms as well,” Lipton
explains. 

“EMTALA does not actually say that you need to
put a sign up in every [examination] room, but I’ve
heard surveyors say that before. Some surveyors take a
stricter interpretation of the regs than what they state,”
he notes.

Also, if your ED has a separate for registration that
is away from the common waiting area, the registra-
tion area should have an EMTALA sign, he says.

“There’s no harm in putting the signs up anywhere
you think they might be necessary,” Lipton points outs. 

“They’re definitely required where you think
patients are coming in and can notice the signs, but
you can put one at the back entrance, too, just for your
own peace of mind. Show the surveyor that you put
one there just for good measure,” he adds.  ■
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■ How to prevent critical
incidents in your ED

■ Effective strategies to reduce
ED admission times

■ Dramatically improve your
patient satisfaction scores

■ Tips for reducing 
door-to-diagnosis times 

COMING IN FUTURE MONTHS

For more information about EMTALA, contact:
• M. Steven Lipton, JD, Davis Wright Tremaine, Suite

600, One Embarcadero Center, San Francisco, CA
94111-3611. Phone: (415) 276-6500.

Source
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CE/CME questions

13. At the Oklahoma University Medical Center,
where do ED patients go while waiting for the
results of an abdominal CT scan, according to
Conrad D. Brown, PhD, director of the ED? 
A. They go back to the ED.
B. They stay in radiology.
C. They are admitted to a floor unit.
D. They are held in the observation unit or its fast-

track area.

14. What is the policy of Jonathan Siff, MD, MBA,
FACEP, assistant director of medical operations
with the department of emergency medicine at
MetroHealth Medical Center in Cleveland, regard-
ing the use of antiemetics when administering oral
contrast?
A. He never uses antiemetics.
B. He uses an antiemetic only if the patient specif-

ically requests it.
C. He uses an antiemetic if the patient tries drink-

ing the contrast but has difficulty.
D. He routinely uses an antiemetic to prevent vom-

iting the contrast if there is any question that
the patient will be able to keep it down.

15. What does Michael J. Williams, MPA, HSA, presi-
dent of The Abaris Group, advise ED managers
regarding root-cause analyses?
A. You will need assistance from the quality assur-

ance department or others who are trained in
using this technique.

B. Any ED manager can learn the technique
quickly and easily on his or her own.

C. ED managers with a business background can
learn the technique on their own.

D. ED managers cannot conduct or participate in 
a root-cause analysis and must rely instead on
others to do it.

16. How does Kenneth A. Hirsch, MD, PhD, director
of Medical Risk Management Associates, describe
the basic technique of a root-cause analysis?
A. Asking ‘why?’ over and over until the question

cannot be answered in a meaningful way
B. Determining what individual is most at fault
C. Ascertaining the most effective punishment for

the offense
D. Assigning tasks to others and holding them

accountable for failure

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, with
the September issue, you must complete the eval-
uation form provided and return it in the reply
envelope to receive a certificate of completion.
When your evaluation is received, a certificate
will be mailed to you.  ■

Just follow these simple steps: 
1. Click here or visit www.CE-web.com.
2. Register to create your user name and password. Be 

sure to enter 54162 as your promotion code to get 
your first test free.

3. Select and read an article in your area of interest.
4. Take the test at the end of the article.
5. Receive your certificate by e-mail.

Once you see how easy it is to earn CE online, we're confident
that you'll come back time and again. On CE-web, you will be
able to:

•  Purchase additional nursing contact hours online at the 
•  low cost of $15 per hour.
•  Sign up for the bulk testing option and receive multiple 
•  tests for as little as $5 per hour.
•  Meet your state's continuing education requirements.
•  Receive continuing education certificates rapidly by 
•  e-mail.

Earn 1.5 FREE nursing contact hours!
Your first test is FREE!

Accreditation
Thomson American Health Consultants is accredited as a provider 
of continuing education in nursing by the American Nurses
Credentialing Center's Commission on Accreditation. Provider
approved by the California Board of Registered Nursing, Provider
Number CEP 10864.

Get your FREE CE today — visit www.CE-web.com, 
call 1-800-688-2421, 

or e-mail customerservice@ahcpub.com.

.comCE-
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CE/CME objectives
For information on the CE/CME program,
contact customer service at (800) 688-2421.

• Discuss and apply new information about
various approaches to ED management. (See
“Timing and diplomacy are keys to CT scans
in ED” and “Radiology’s point of view:
Work with us on CT scans” 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
“Root-cause analysis useful for ED prob-
lems” and “Root-cause analysis requires mul-
tiple steps.”)

• Implement managerial procedures suggested
by your peers in the publication. (See “If
nurses hoard patients, how can you improve
flow?”) ■

17. According to Marilyn Margolis, RN, MN, director
of nursing for emergency services with Emory
Hospitals in Atlanta, what is the most effective
way to prevent “hoarding” of patients in the ED?
A. Close surveillance of nurse activities
B. Create incentives for nurses to move their

patients 
C. Strict policies that prohibit hoarding
D. Strong punishment for those caught hoarding

patients

18. According to M. Steven Lipton, JD, an attorney
with Davis Wright Tremaine, where are you
required to post signs notifying patients about
their rights under the Emergency Medical
Treatment and Labor Act?
A. Any area where a patient might go
B. Where patients are most likely to see them, and

some surveyors specifically want them in exam-
ination rooms

C. Only in the main entryway
D. Only in the waiting area

CE/CME answers
13. D 14. D 15. A 16. A 17. B 18. B


