
The Joint Commission is watching: 
Is your disaster response plan in order?
Terror attacks are more likely as presidential election approaches

So you’ve worked long and hard at putting an effective plan in place to
respond to emergency incidents, and your feel you’re as prepared as you can
possibly be. Then, the attorney general comes on the TV and says there’s an

increased threat of a terrorist attack as we approach the fall presidential campaign,
and we all need to be better prepared. You look at the tube in frustration and say,
‘But I’ve done everything I can!’ . . . But have you? 

“Is every single hospital in the United States perfectly prepared? I would be
silly if I said yes,” said Charles A. Schable, MS, director of the National Center
for Infectious Diseases, Centers for Disease Control and Prevention (CDC).1

The Joint Commission on Accreditation of Healthcare Organizations now
requires hospitals to implement their emergency management approach through a
Hospital Emergency Incident Command System (HEICS), and preparedness is an
area of focus for surveyors, says Steven J. Davidson, MD, MBA, FACEP, chair-
man of the department of emergency medicine at Maimonides Medical Center in
New York City.

“Presuming that people have implemented a HEICS, they now have the oppor-
tunity to operate it with regularity,” Davidson advises.

HEICS is a generic crisis management plan expressly for comprehensive medi-
cal facilities; it is modeled closely after the Fire Service Incident Command
System. HEICS was created in the 1960s to help multiple agencies work together
to deal with disasters such as wildfires. Davidson’s own hospital completed a
switch to HEICS in June.
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With fall elections approaching, it’s time to revisit your major incident response plan.
• Multiple practice drills will hone your responses to incidents of different levels of

severity.
• Ensure staff that they will be safe and able to deliver quality care.
• A hospital incident command system is now a major area of interest for surveyors

with the Joint Commission on Accreditation of Healthcare Organizations.

Executive Summary



It is imperative for ED managers to revisit their
major incident plans, agrees James J. Augustine, MD,
FACEP, vice chair of clinical operations in the depart-
ment of emergency medicine at Emory University in
Atlanta and director of clinical operations at EMP, a
physicians group based in Canton, OH.

“After what happened in Madrid, terrorists learned

they could manipulate a political process based on
their activities,” he observes. (Editor’s note: On March
11, 2004, terrorists bombed a commuter train in the
Spanish capital, killing nearly 200 and wounding
1,400.) “You would have to think that with a major
election time coming up and very bad feelings about
America based on recent events, we are at a dreadful
crossroads where people want to do terrible things to
our country.”

Broaden your horizons

To be adequately prepared for a disaster, take these
steps:

• Prepare for various levels of incidents.
ED managers need to look beyond a repeat of 9/11,

Augustine warns. The world is different now, he says.
Bioterrorism and dirty bomb plots are real, he adds.

“We ask ED managers to broaden their horizons
and be able to apply a little more science to how we
face challenging patient encounters,” he says. “Our
plan has to include events where something terribly
unexpected happens.” These can include events such
as a tornado striking the area or a major train derail-
ment/hazardous material release. 

But preparation should not be limited to only the
most serious incidents, adds Davidson. “Hospital sys-
tems can and should be prepared at levels appropriate
to occurrences, and those may happen at a Level 1 or
where there’s an incident with potential for producing
casualties that don’t happen, like a severe thunder-
storm watch, where you also could lose power,” he
explains.

A fire alarm in the hospital also can spur a Level 1
activation of HEICS, he says. “This begins preparing
the organization for thinking in this way and becoming
fluent in communicating through the system should
bigger things happen,” he explains.

Each level of HEICS hones preparedness that much
more, Davidson says. For example, Level 2 presup-
poses a minor impact on hospital operations. “It may
be nothing more than holding more patients than antic-
ipated in an overcrowded ER,” he notes. 

But such all-level preparedness is critical, says
Davidson. “You are appropriately rehearsing, and as
an ED leader, that is your case to make to your man-
agement: ‘Let’s activate HEICS in Level 1 every time
we know we’re having a bad thunderstorm.’ In other
words, ‘Let’s practice.’”

Augustine agrees with the importance of practice.
“Have every department in your hospital conduct at
least a small drill,” he says. 

• Reassure staff about safety and communication.
In times of increased danger, it also is important to
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reassure staff, says Augustine. “It’s appropriate to let
staff know that everything will be done to protect their
safety,” he advises. 

Provide this reassurance on an everyday basis, with
scourges such as tuberculosis or methicillin-resistant
Staphylococcus aureus. “Make sure you have devel-
oped a good security plan and good lockdown proce-
dures and have a communication plan that assures staff
you will be able to get a hold of them,” Augustine
says. 

“Every hospital and ED leader should understand
what type of incident would automatically require
him/her to report to the hospital,” he explains. “That
response should be trained down to ‘X’ level of per-
sonnel in the leadership path.”

The largest incidents should result in an automatic

response of every clinical member of the ED, says
Augustine. “Then the department staff would organize
themselves and specifically send some people to sleep
somewhere n the hospital, to make sure a few ‘fresh
bodies’ are available to work the shift in 12 hours,” he
notes.

Other incidents may require the hospital to notify
staff through the electronic media, Augustine says.
Some hospitals and communities have pager systems
that are more durable and would be functional even if
the phones are incapacitated, he adds. “Other incidents
which involve the hospital, but not the community at
large, would require the hospital to use local police or
EMS to notify important ED leaders and have them
report for duty,” he says. 

When preparing your staff, Augustine says, the
message should be simple: “Even if the phones fail,
you will know when it’s time to come in; you will be
safe, and we will provide a way for you to provide
excellent care.”

• Obtain buy-in from administration for hospi-
talwide preparation.

Finally, advises Davidson, don’t think of your depart-
ment as separate and apart from the rest of the hospital.
“If your hospital leadership is not willing to do what
should be done in working through these [different lev-
els of disaster drills], the ED will not be getting the
practice it requires,” he says. 

ED management leadership should be teaching that
lesson to the hospital leadership, Davidson maintains. 

“The ED can’t be rehearsing in isolation,” he adds.

(Editor’s note: For more information on preparing
for terrorist attacks, see “Environment of care: Joint
Commission wants to know how well your emergency
department protects itself,” ED Management, August
2003, ED Accreditation Update supplement, p. 1.)

Reference

1. CNN Saturday Morning News, June 5, 2004.  ■
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This new tool helps 
evaluate disaster plans 

The Agency for Healthcare Research and
Quality (AHRQ) has produced an evidence-

based tool to help hospitals evaluate their disas-
ter training drills. Called “Evaluation of Hospital
Disaster Drills: A Module-Based Approach,” it is
designed to help hospitals identify strengths and
weaknesses in their responses during a disaster
drill.

The new tool is based on several key principles,
including the need to plan drill objectives, train
observers, document drill activities, and debrief all
participants. Its evaluation modules are designed
to capture all phases of drill activities, such as pre-
drill planning and recording activities in each area
of the hospital including incident command, decon-
tamination, triage, and treatment. 

The tool is available from the agency as a note-
book with accompanying CD-ROM. The CD version
of the modules includes a spreadsheet designed 
to help compile responses from the modules and
compare data on topics such as how the hospital
performs on repeated exercises, how different parts
of the hospital perform on the same factors, or how
different hospitals perform when participating in the
same drill. 

Copies of the tool are available at no charge on
the AHRQ web site: www.ahrq.gov/research/hosp
drills/hospdrill.htm. If you have any questions about
AHRQ’s bioterrorism and health system prepared-
ness program, contact: Sally Phillips, MD, Director,
Bioterrorism Preparedness Research Program,
Center for Primary Care, Prevention, and Clinical
Partnerships. Phone: (301) 427-1571. E-mail:
SPhillip@ahrq.gov.  ■

For more on major incident response plans, contact:
• James J. Augustine, MD, FACEP, Director, Clinical

Operations, EMP, 4535 Dressler Road, Canton, OH
44718. Phone: (330) 493-4443. E-mail: Jaugust@
emory.edu.

• Steven J. Davidson, MD, MBA, Chair, Emergency
Medicine, Maimonides Medical Center, 4802 10th
Ave., Brooklyn, NY 11219. Phone: (718) 283-6030/
6042 (voice/fax)] E-mail: Davidson@pobox.com.

Sources



Poor communication: Root
of most patient safety ills
Change culture, improve patient satisfaction

A54-year-old man presented to the ED with chest
pain, and the emergency physician performed an

initial evaluation, including an electrocardiogram and
cardiac markers, but they didn’t reveal a diagnosis. 

As the doctor continued to work on his differential
diagnosis, the patient was having problems maintain-
ing his blood pressure, so the physician considered the
possibility of a thoracic aortic dissection. As a result,
he took the chart and, according to him, notated in the
order section that he wanted a computed tomography
(CT) scan of the chest with infusion, and gave it to the
clerk. 

The order was not put in. The clerk said she never
saw the order and didn’t believe it was communicated
to her. 

Two hours later, the patient was still in the ED and
had not gone for a CT scan. The physician, upon real-
izing this, ran to the nurse and clerk to get the scan
performed. The patient went down for a CT scan, and
he died in the room. In court, the emergency physician
pointed a finger at the clerk and vice versa. The jury
believed the clerk. 

The verdict was more than $2 million, according to
Daniel J. Sullivan, MD, JD, FACEP, president of the

Sullivan Group, a consulting company in Oak Brook, IL. 
As this example clearly illustrates, poor communi-

cation in the ED can have dire consequences. In fact,
poor communication between health care professionals
is the root cause of nearly seven of 10 sentinel events,
according to the Joint Commission on Accreditation of
Healthcare Organizations — and nowhere is commu-
nication more critical than in the ED. According to the
Joint Commission, there were a total of nearly 500
sentinel events in 2003 and more than 400 in 2002.
(See chart, below.)

“The ED is a high-stress, high-risk environment
where there is not a lot of room for mistakes,” says
Marc Taub, MD, FACEP, chairman and medical direc-
tor of the ED at South Coast Medical Center in Laguna
Beach, CA, and director of team training for California

Emergency Physicians, an
emergency physician partner-
ship that includes more than
600 emergency physician
partners in California. 

Taub points to the pilot,
co-pilot, crew model. “No
one can possibly know every-
thing that’s going on, so if
there’s not good communica-
tion between staff and nurse
and physician, there will be
things [the physician] will
not know about,” he says.
The physician’s decision-
making ability and patient
safety will be diminished,
Taub adds. 

Attitude is an important
component of communica-
tion, adds Diana S. Contino,
RN, MBA, CEN, CCRN, a
consultant with MedAmerica,
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Poor communication in the ED can dramatically affect
patient safety and satisfaction.
• Insist on open communication to ensure your team

leader has the information he or she needs to make
decisions. Don’t assume the leader has all the infor-
mation you have. 

• Circumstance can project any team member into 
a leadership position, so everyone must think like 
a potential leader. With multiple critical patients in 
the ED simultaneously, a nurse or tech may have to
assume temporary leadership for a patient.

• Review key information after every shift change.

Executive Summary
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an Oakland, CA-based medical practice support com-
pany for emergency services, and owner of Emergency
Management Systems, a Laguna Niguel, CA-based
consulting firm that specializes in staffing issues.

“A nurse will be reluctant to approach a physician
who unapproachable, and vice versa,” Contino says.
“It makes them less likely to solicit information from
one another.”

Whether you communicate openly should not be an
option in the ED, says Taub. “You must open lines of
communication and constantly work to improve,” he
advises. “Even when people have information they
may not think is that important, it should be brought to
the decision makers.” For example, a registration clerk
might hear a patient mentioning a suicidal plan. “That
information should be brought immediately to the
physician or nurse caring for the patient,” Taub says.
“Don’t assume they already know.”

On the flip side, he says, decision makers should
share what they’re thinking and planning and ask for
input from others. “By communicating to others, it
allows them be more proactive and helps you achieve
your goals,” he says. 

Taub recommends that after seeing a patient, physi-
cians share their impression and treatment plan directly
with the patient’s nurse. For example, a physician could
say, “I saw Mr. Jones in bed 8 and don’t think he’s hav-
ing cardiac chest pain, but given his age and risk factors,

I’m going to order a cardiac work-up. Any other
thoughts or concerns?”

In addition, he says, it must be recognized that
although physicians and charge nurses are the desig-
nated leaders, at any time anyone may become a situa-
tional leader. “For example, if multiple critical patients
are in the ED simultaneously, a nurse or technician
may need to step up to the plate and assume temporary
leadership for a patient while waiting for the physi-
cian,” Taub notes.

Better communication is built upon what Contino
calls key tenets:

• Create systems that foster double-checks for
verbal orders and clarification of written orders if
they are illegible or don’t match the patient or their
clinical presentation. 

• Track and trend errors. Encourage reporting of
errors and omissions in the ED. For example, if you have
a large number of people giving the wrong drug acciden-
tally, and you track and trend those errors, you can 
communicate specific information to staff and set up a
different method of archiving or listing that medicine. 

• Promote optimal communication through a
multitude of channels. This communication can
include written or verbal communication, postings,
e-mail, one-on-one conversation, feedback to staff,
educational events, telephone conversations, and meet-
ings. “You have to set up a culture that fosters open
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Radios improve EDs’ 
efficiency and safety

Do you want to dramatically improve ED communi-
cation? Try this innovative idea: two-way radios. 

The ED at the Wilson Memorial Regional Medical
Center in Johnson City, NY, sees approximately
55,000 patients a year. Wilson Memorial has a Level
2 trauma center and an inner-city ED, says Ken
DeMott, RN, MS, CEN, ED nurse manager. 

“There are some geographically isolated areas in
our Level 2 trauma center,” he points out. For exam-
ple, he notes, the triage area is located off the main
core.

The weakness of this setup became apparent with
the institution of decontamination training equipment
and teams following 9-11, DeMott recalls. “On the
first drill, it was very convoluted,” he says. “Patients
came in, were triaged, then decontaminated in the
hot zone, and it pretty much left the charge nurse
inside blind to what was going on.”

With 20 years’ service in the U.S. Navy behind
him, DeMott was more than familiar with the impor-
tance of radio communications.

“I went to the bosses and bought several Motorola
two-way radio systems.” The radios, which cost about
$800 each, were given to the triage nurse, the trauma
nurse, the side B nurse (trauma is side A; side B is for
activities such as suturing), and a unit assistant who
predominantly does EKGs. 

“We found it to be very effective in moving patients
through,” says DeMott. “The triage nurse gets on and
says, ‘I have a chest pain.’ A voice replies, ‘We have
bed 14 open.’ An EKG is requested for bed 14, and
the tech comes on the same channel and says, ‘I
copy.’”

Subsequently, the emergency management coor-
dinator obtained a scanner for DeMott, which enables
him to listen in from his office. “I can listen to EMS
communicating and keep a pretty good handle on
things,” he says. 

One potential drawback with two-way radios, notes
DeMott, is that you need to be extremely cognizant of
the Health Insurance Portability and Accountability
Act. “We do not use any patient identifiers,” he adds.

The system, he says, “has gathered a life of its
own,” The staff working in X-ray, computed tomogra-
phy, and computed axial tomography scans all have
radios now. “We liked it so much we ended up get-
ting radios for all the ED staff,” DeMott notes. ■



and respectful communication between the clinicians,
the lab, the pharmacy, radiology, and so on,” says
Contino. (Editor’s note: For information on using
two-way radios to improve communication, see
box, p. 77.)

• Hold people responsible for their interpersonal
actions. “We all know people who get angry and then
apologize, but never control their anger,” Contino
observes. 

Communication in the form of personal coaching
and/or mentoring can help, she says. This communica-
tion can be provided by professional coaches/mentors
and hospital staff members who are exceptional lead-
ers, she suggests. 

• To promote patient safety, remove blame and
look for solutions. Pursue more thoughtful reflection
on situations rather than individuals. If a patient is dis-
charged with the wrong prescription, don’t attack the
discharging nurse, Contino suggests. Instead, evaluate
the process to see how it happened and work with staff
to set up processes to minimize the chance for this
occurring in the future, she advises. 

• Give staff the tools to improve. This includes a
feedback loop, says Contino.

“You need to catch them being good; acknowledge
and reward the things they do,” she advises.

Rewards can include thank-you letters, gift certifi-
cates, or meal tickets good for free food in the hospital
cafeteria.

Principles such as ‘insisting on open communica-
tion’ sound fine in theory, but how do you translate
that theory into reality?

Taub’s hospital and five others affiliated with
California Emergency Physicians implemented a 
program called MedTeams, a teamwork training
course from Dynamics Research Corp. in Andover,
MA. The course teaches teamwork principles, includ-
ing communication, based on a model used in high-
risk industries. (For more information, see resource
box, at left.) The program is based on error reduc-
tion, teamwork, specific behaviors, and cultural
change. 

The course begins by recognizing human fallibility,
Taub says. In this new paradigm, everyone is encour-
aged to feel confident and empowered to bring infor-
mation forward. In this culture, “It is no longer good 
to have a hierarchy if patient safety is involved,” he
explains. 

Taub points to two specific behaviors he says have
been instrumental in improving performance:

• Interdisciplinary rounds or briefings. Scheduled
after each shift, these include physicians, nurses, regis-
tration, and anyone else who worked on the shift. 

“The physician leads a quick briefing on all avail-
able information on each patient, as well as logistics,
such as are we on diversion, bed issues, and so on,”
Taub explains. “It’s like a pre-flight briefing.” And, he
notes, no pilot would ever take off without a pre-flight
briefing.

• Conflict management. “You want to get away
from notes like ‘Doctor so and so was aware . . .’” Taub
explains. “If you have a concern, go to the physician
and voice the concern. We give staff a specific script to
voice concerns, and as in aviation, if the concern is not
answered, we have a double-challenge rule; you can go
back a second time.” ■

Three strategies to reduce
overcrowding and gridlock 

Want to cut your diversion hours down to zero?
That’s exactly what Hoag Memorial Hospital

Presbyterian in Newport Beach, CA, has done by insti-
tuting its emergency saturation triage, or Code EST.
When Code EST was implemented in July 2000,
diversion hours were about 130 monthly. 

There are multiple reasons to reduce diversion
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For information on improving communication, contact:
• Diana S. Contino, RN, MBA, CEN, CCRN, Owner,
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• Daniel J. Sullivan, MD, JD, FACEP, The Sullivan Group,
2000 Spring Road, Suite 200, Oak Brook, IL 60523.
Phone: (630) 990-9700. Web: www.thesullivangroup.
com.

• Marc Taub, MD, FACEP, Chairman and Medical
Director, ED, South Coast Medical Center, Laguna
Beach, CA. Phone: (949) 489-3891. E-mail: scoasted
@aol.com.

For more information on two-way radios, contact:
• Ken DeMott, RN, MS, CEN, Nurse Manager, Emergency

Departments, Wilson Memorial Regional Medical
Center, 3355 Harrison St., Johnson City, NY 13790.
Phone: (607) 763-6616. E-mail: Ken_demott@uhs.org.

A three-day “Train the Trainer” program costs $3,500 per
instructor trained. For information on the teamwork train-
ing course, contact:
• Judy Barrett, Dynamics Research Corp., 60 Frontage

Road, Andover, MA 01810. Phone: (866) 372-8326 or
(978) 475-9090. Web: www.drc.com. 
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hours. Missed service and revenue opportunities are
two, says Marty Karpiel, FACHE, FHFMA, president
of Karpiel Consulting Group in Long Beach, CA. 

And always keep in mind why you’re there, says
Ray Ricci, MD, FACEP, an ED physician at Hoag
Memorial. “To deny patients access to care is contrary
to the hospital’s mission,” Ricci says.

Here’s how the successful Code EST process works:
“Once the ED approaches saturation, and while we are
holding patients who need to be admitted, we want to let
everyone in the hospital know how bad it’s getting in the
ED,” Ricci explains. “The idea is that all the people who
have influence on moving patients out of the hospital
will take extraordinary measures to prevent closure.”

When Code EST is announced over the loudspeaker,
a chain reaction is set in motion. “The charge nurse con-
tacts the nursing supervisor, the nurse super comes down
to assess needs as to who needs be put upstairs,” says
Ricci. “The lab is asked to send over a phlebotomist, if
one is needed. Radiology is asked to have all ED patients
expedited.”

The process goes beyond medical staff. The head of
housekeeping must prioritize bed cleaning for any beds
not clean at the moment. She is given a list of the type
of beds needed most urgently, and the housekeeping
staff then scours the hospital for unclean beds. (This is
one of several ways you can uncover “hidden beds.”
See box, at right.) Transportation staff come to the ED
and transport anyone who can go into the next open
room. Pharmacy support also is available — i.e., an
acute pneumonia patient may be given meds in the ED. 

Hoag’s ED staff are hoping to add a new require-
ment to Code EST: that charge nurses from the floor
actually come to the ED to share their information.
Even more important than the 15-20 minute meeting 
in the ED to discuss the situation on their floor is that
“they get to share the pain a little bit. They tour through
the waiting room, see kids with fevers, vomiting in
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How ED managers can 
find those elusive beds 

One of the issues constantly plaguing ED man-
agers is the hidden bed — a precious commod-

ity when a crunch is on. But there are a number of
methods that can help identify those beds sooner,
says Marty Karpiel, FACHE, FHFMA, president of
Karpiel Consulting Group in Long Beach, CA.

“There are several bed tracking systems avail-
able,” says Karpiel, adding that the BedTracking
software from Pittsburgh-based TeleTracking Tech-
nologies is the only one he has seen in action. “They
are designed to clearly identify those beds. This
way, you take the nurse who may have an incentive
to hide the bed out of the loop.”

The systems work like this: As soon as staff arrive
in the rooms to transport the patients, they key the
vacancy into the phone system, which accesses the
bed tracking system. This pages housekeeping, so
someone is sent to clean the bed. “When the house-
keepers arrive, they punch in that they are on-site,”
Karpiel says. “Then, when the room is clean, they
punch that as well.” In addition to identifying available
beds sooner, these systems can help monitor the
housekeeping team’s efficiency and performance.
“This way, the staff have an incentive to get that bed
clean, because it shows up in the reports,“ he adds.

Some hospitals have placed their bed control
computers in the ED so when there is an ED
admission they know what kind of bed they need.
“The charge nurse in the ED can access the con-
trol system if they have a terminal, identify a bed,
and immediately contact that floor charge nurse,”
says Karpiel. 

The system costs about $50,000, which includes
hardware and software plus training, says Ray
Ricci, MD, FACEP, an ED physician at Hoag
Memorial Hospital Presbyterian in Newport Beach,
CA. (An additional annual licensing fee is based on
the number of beds.) “When you look at the cost
and benefit, it’s very small,” he says.

The challenge for any bed tracking system, he
adds, is the old GIGO (Garbage in; garbage out)
adage. “The issue is who puts the data in. You
can’t have the nurse on the floor do it. It’s like hav-
ing the fox guard the hen house.” The Code EST
(emergency saturation triage) at Hoag Memorial
also helps uncover hidden beds, says Ricci. 

“[When the code is called], the housing supervi-
sor contacts admitting and finds out what beds they
have listed as open, then matches them with what
the charge nurses on floor report,” he says. “When
admitting says there are no more beds, and we’re
about to go on diversion, we call a Code EST, and
lo and behold, the housing supervisor finds four
beds. Somehow, beds become available.”  ■

ED overcrowding leads to lost revenue and service oppor-
tunities. Hoag Memorial Hospital Presbyterian in Newport
Beach, CA, dropped diversion hours to zero with Code
Emergency Saturation Triage (EST).
• Mobilize all staff to take extraordinary measures to

move patients, i.e., immediate assessment of patients
who should be moved upstairs and prioritizing bed
cleaning.

• Pre-emptive bed requests can identify patient needs
much sooner.

• Creative staffing, such as creating the position of
emergency care admit nurse, can ease the paperwork
burden of floor nurses.

Executive Summary



buckets,” Ricci shares. “I hope this will give them some
compassion for people waiting for that bed upstairs.”

A very simple, but effective strategy involves pre-
emptive bed requests, Karpiel says.

“The process of getting a bed in a hospital may take
five or more phone calls and from one to four hours or
more,” he observes. “If we are able to identify the need
for a bed sooner and start the admitting process sooner,
we might be able to cut that time.”

The basic premise is this: Any good emergency
physician or nurse can walk in a room, look at the
patient, and almost immediately determine with a high
degree of reliability whether the patient needs to be
admitted and what kind of bed the patient would need.
“So, why not start the process then and there, rather
than waiting to admit the patient and then begin wait-
ing for a bed?” Karpiel poses. 

Adventist Medical Center in Portland, OR, has been
using pre-emptive bed requests for about two years and
has cut turnaround time from 3.5 to four hours down to
two to three hours, says Jan Paquette, MD, FACEP,
ED director. However, pre-emptive bed requests must
be part of a larger multidisciplinary program to decrease
your turnaround, she adds. 

The disciplines that need to be at the table are those
affected by patient admission, she maintains. “The
planning meeting should include representatives of the
emergency physician, nursing and unit secretary staff,
the admitting clerk, the nursing supervisor, and house-
keeping,” Paquette says. 

All of these discipline must be at the table to be
educated to respond to this change in process, she
explains. It’s typical for admission clerks to submit the
patient’s name, their diagnosis, and attending at time
of bed assignment, she says. “But with pre-emptive
beds, you have to change the process so they take the

name, plus general diagnosis class — i.e., chest pain
— without a doc assigned,” Paquette says. “At that
point, housekeeping can be notified, the bed can be
made, and the nursing staff can be prepared to receive
the patient. All of these processes can start earlier.”

Another win-win strategy involves creative staffing.
Ricci says the initial plan was to try to have space where
admitted patients could go before they went on the floor.
“But after vainly looking for unused space, we flipped
our thinking,” he says. “Instead of having a space where
patients could go to see new nurses in preparation for
going upstairs, why not add a nurse to the ED staff and
have him or her be the emergency care admit nurse?”

This doesn’t gain you any space, he concedes, but 
it transfers the responsibility of the laborious process
of admitting paperwork from the ED nurse to this new
nurse. “The ED nurses are delighted, the nurse on the
floor is much less resistant to that new admission,
because he or she knows the 17 pages of paperwork
already are done,” says Ricci. 

Speaking of win-win, all of these strategies result 
in a win for the ED and for the hospital. “If you can
improve throughput time on access to beds, or reduce
patient stay by half a day in a 300-bed hospital, it’s the
equivalent of adding 30 more beds to that hospital,”
Karpiel asserts. 

[Editor’s note: This article is the first in a series on
reducing delays in the ED. If you’d like to share your
success strategies, 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.]  ■

Make your ED part of a
law enforcement team

An ED doctor on a SWAT team? It’s not as crazy as
it sounds. If you visited Augusta, GA, you’d see it

all the time. 
For the past several years, the department of emer-

gency medicine at the Medical College of Georgia has
had a thriving Tactical Emergency Medicine Support
(TEMS) program that includes a formal working rela-
tionship with three local SWAT teams. The TEMS pro-
gram, say team leaders, not only provides a valuable
community service, but yields big dividends to the
department in terms of positive public relations.

Phillip L. Coule, MD, FACEP, associate director 
of the Center of Operational Medicine at the Medical
College of Georgia in Augusta, says, “Although certainly
not directly profitable, the perception and reputation of
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For information on cutting admission times, contact:
• Marty Karpiel, FACHE, FHFMA, Karpiel Consulting

Group, 6475 Pacific Coast Highway, Suite 402, Long
Beach, CA 90803. Phone: (562) 597-1108. Fax: (562)
597-7448. E-mail: martykarpiel@karpiel.net.

• Jan Paquette, MD, FACEP, ED Director, Adventist
Medical Center, Portland, OR. Phone: (503) 680-6933.

• Ray Ricci, MD, Hoag Memorial Hospital Presbyterian,
11 Marisol, Newport Coast, CA 92657. Phone: (949)
376-4967. E-mail: rayriccimd@cox.net.

For more information on bed tracking, contact:
• Tele-Tracking Technologies, The Times Building, 336

Fourth Ave., Pittsburgh, PA 15222. Phone: (800) 927-
0294. Fax: (412) 391-5148. Web: www.teletracking.
com.
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the health care facility can be greatly impacted by pro-
viding TEMS services,” he says. 

Just what is tactical emergency medicine? “Most
commonly, it consists of medical support for law
enforcement operations, and in most local communi-
ties, you’re talking about special response or SWAT
teams,” says Richard B. Schwartz, MD, FACEP,
interim chair of the department of emergency medi-
cine and director of the Center of Operational Medi-
cine, and author of a chapter on tactical medicine for
the next edition of Rosen’s Emergency Medicine (New
York City: McGraw-Hill Professional; 2004). 

“However, it can be broader, involving, for exam-
ple, the medical support of federal agencies as well as
military operations,” he says.

Tactical emergency medicine has been growing
steadily since the Columbine High School tragedy,
“where the lack of TEMS led to major problems,”
Schwartz explains. 

“Since traditional EMS would not enter the scene
until it was ‘safe,’ and the law enforcement providers
could not completely ‘secure’ the scene for several
hours, medical attention was not provided to several 
of those who were wounded and eventually died,”
Coule points out. 

A TEMS program is really a subset of EMS, adds
Schwartz. Most operations are going to be with a law
enforcement unit when you may have someone injured,
he notes. 

“There’s an area where there is an unsafe perimeter,
and where the traditional EMS is not trained to enter,”
Schwartz says. “On the other hand, law enforcement is
not necessarily trained to take care of a patient.”

TEMS also involves a great deal of preventative
medicine, Schwartz continues. You develop a threat
assessment before the team goes in, he says. “You plan
what the potential risks to the team are and how to miti-
gate them before they occur. Also, you go on all training
call-outs with the team and do a fair amount of medical
care there to minimize time away from the job,” he adds. 

“For example, an officer who twists his ankle during
training, but is uncertain if the ankle may be broken,

may have to leave training to go to the emergency room
to determine if X-rays are necessary,” Coule explains.
“The tactical emergency physician may be able to exam-
ine the officer on the scene and determine that X-rays are
not necessary and provide a splint or other treatment that
may allow the officer to continue the training session.”

All participants in Augusta’s TEMS, including law
enforcement, receive training by Medical College of
Georgia faculty.

“The physicians have oversight of the EMS train-
ing,” says Schwartz. “Also, they have a considerable
role in training law enforcement.”

For example, there is a training program for tactical
federal providers in basic trauma care, called “Law
Enforcement Life Saver.” Participants are taught skills
such as how to assist a medic in securing an airway for
ventilation, and proper lifts and carries. “They are also
taught self-aid,” adds Schwartz. 

Nurses, physicians, medics, and EMTs all receive
training. How intense the training is for the doctors
“depends on what level of knowledge the provider has.
A number of physicians are EMS trained,” Schwartz
notes. Medical training is not a major component for
many; rather, most of their time involves on-the-job
training working with tactical teams to learn how to
function within a tactical environment. 

The course for law enforcement is a two-day course;
the tactical medicine course lasts five days, Schwartz
says. There also are courses for residents at the medical
college who are interested in TEMS. “They spend
almost their entire first year getting to the point where
they could respond with a team,”he adds. 

They are trained in the use of force, continuum of
force, firearms training, and SWAT school. “Our intent
is to train them so thoroughly that when the residents
graduate, they will be able to go out into other com-
munities to start a TEMS there,” Schwartz notes.  ■
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Your ED can become an integral part of law enforcement
response teams.
• Health care providers and law enforcement personnel

must have special training.
• Preventive medicine is a critical component of Tactical

Emergency Medicine Support (TEMS).
• TEMS can be a valued community service and improve

the public’s perception of your facility.

Executive Summary

For more information, contact:
• Phillip L. Coule, MD, FACEP, Associate Director,

Center of Operational Medicine, Medical College of
Georgia, 1120 15th St., AF2037, Augusta, GA 30912.
Phone: (706) 721-3548.

• Richard B. Schwartz, MD, FACEP, Interim Chair,
Department of Emergency Medicine; Director, Center
of Operational Medicine, Medical College of Georgia,
1120 15th St., AF2037, Augusta, GA 30912. Phone:
(706) 721-3548. Fax: (706) 721-6884.

• International Tactical EMS Association, P.O. Box
504, Farmington, MI 48332-0504. Phone: (248) 476-
9077. Fax: (248) 476-0754. Web: www.tems.org.
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POC tests cut screening
time down to 20 minutes
Effectively offset rapidly increasing census

How would you like to cut your blood chemistry
and cardiac screening times from 90 minutes

down to 20? Well, that’s exactly what the ED at Saint
Joseph Hospital in Lexington, KY, did by introducing
point-of-care (POC) testing.

As 2003 began, Marilyn Swinford, RN, BSN,
CEN, director of emergency services at the Level 2
ED, was feeling the pressure of a rapidly increasing
census. “We have 27 treatment areas with 50,000
annual visits,” she notes. “We had been besieged for
years, with annual increases of 9% and then 11%.”

At the same time, Saint Joseph’s, which is involved
with the Institute for Healthcare Improvement (IHI) in
Boston, had been searching for process improvement
and better flow through the hospital.

“The ED was just a ready-made opportunity to look
at anything we could do to improve flow,” she says.

At about the same time, a new emergency physician
with previous POC testing experience joined the staff.

“Our lab director made a site visit to that hospital
and was absolutely impressed by the model,” Swinford
recalls. “And the move was supported by [the IHI] as
well.”

Two key decisions remained: What kind of POC
testing would be most valuable, and which device(s)
should be chosen? “The emergency room physicians
looked at some of the very common diagnostic tests
that would make the biggest difference,” Swinford
relates. “Also, since we are a very predominant cardiac
hospital, we had to have that capability.”

The Saint Joseph lab conducted an extensive analysis
of the tests that were commonly ordered, what percent-
age of the total they constituted, and what turnaround
time was for each. “Then, we looked at the literature on
the products we were considering,” she says. 

Ultimately, two different devices were chosen. One,
the Portable Clinical Analyzer from i-STAT Corp. in
East Windsor, NJ, consists of a hand-held device with a
series of panel cartridges from which to choose. “We
chose a common chemistry panel, called Six-plus —

sodium, potassium, chloride, urea nitrogen, glucose,
hematocrit, and it also calculates a hemoglobin,” adds
Swinford. “Then, we run another cartridge for creati-
nine.” The second device, from San Diego-based
Biosite, includes a triage cardiac panel and B-type
natriuretic peptide (BNP) test to aid in diagnosis of
congestive heart failure. Both devices ultimately were
chosen on the basis of specificity and reliability,
Swinford says. 

The training for the i-stat device was easy, she says.
One of our luxuries is that the line-level staff are trained
to do the test, Swinford notes. 

Initially, the product vendor came in for a series of
30-minute sessions. Now, the clinical educator per-
forms the training. “It’s extraordinarily user-friendly,”
she adds. “And it’s only about a two-minute test.”

ED techs were trained, as well as the RNs, which
Swinford strongly recommends. She points out that if
one person is designated to perform the test and he or
she goes on vacation, the patient would not be best
served. Her ED also has three devices in the depart-
ment, “so everyone can multitask,” Swinford says.

In addition, for a portion of the day, the ED has a
medical lab technician. When she is present, the tech-
nician performs the cardiac markers and the i-stat
tests. “This takes about 15 minutes,” Swinford adds.
“You charge the cartridge, put the blood in, and 15
minutes later, you get the result.”

The advantage of having the medical technician 
do the test is the ability to correlate findings with the
clinical picture of the patient. “If something is out of
range, they can communicate with the ER physician
right away,” she explains. “That professional dialogue
is huge [in significance].”

The ability to quickly rule out serious conditions
results in a shorter length of stay for many patients,
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Point-of-care testing can significantly reduce your door-
to-diagnosis times.
• Choose device(s) that mirror your most common

diagnoses.
• Training techs as well as RNs helps meet needs of the

patient.
• Be prepared to justify cost by demonstrating improved

turnaround.

Executive Summary

■ New skill sets required for
effective ED management

■ Facilitating ED transfers with
physician-to-physician contact

■ Using real-time data to
improve customer satisfaction

■ Assigning teams and zones
to maximize efficiency

COMING IN FUTURE MONTHS



which contributes to improved satisfaction, Swinford
notes. “We can do a very fast differential diagnosis,”
she explains. “If it does not come in clear cut clini-
cally, we have the labs back quickly and can call in a
specialist. We try to share this as a piece of our PR.”

These benefits do not come without a cost, however.
“There’s definitely a cost outlay; the meters, for exam-
ple, are several thousand dollars, depending on the
brand, and then there’s an ongoing expense for the car-
tridges,” says Swinford. The cost is about $4.25 per test,
according to i-stat. Swinford indicates that her POC test-
ing is close to double the cost of traditional lab analysis,
without adding an extra full-time equivalent for the med-
ical technician, who she shares with the lab.

“But the return on investment for the hospital can
be seen as we get more patients through the door and
decrease turnaround time,” she stresses. “Increasing
volume and decreasing times is quantifiable, and when
you go to meet with the CFO, you really need to jus-
tify this expense in terms of what you can do for
turnaround.” ■

CMS issues EMTALA 
interpretation guidelines

The Centers for Medicare & Medicaid Services
(CMS) has issued interpretive guidelines for 

the Emergency Medical Treatment and Labor Act
(EMTALA) final rule that took effect last November. 

While noting that the guidelines largely track the
rule issued last year, Maureen Mudron, American
Hospital Association’s (AHA) Washington, DC, coun-
sel, notes that “by including additional examples,
they’ve provided more practical guidance for manag-
ing day-to-day situations.”

The outstanding issue in this update is the on-call
implications, says James J. Augustine, MD, FACEP,

vice chair of clinical operations in the department of
emergency medicine at Emory University in Atlanta
and director of clinical operations at Emergency
Medical Physicians, a group based in Canton, OH. 

That’s why the American Medical Association and
the AHA are so active in this year’s update, Augustine
adds. “The ongoing challenge for ED managers is the
ability to keep call panels intact,” he says.  ■
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CE/CME questions

19. ED major incident preparedness strategies, such as
those expressed by James J. Augustine at Emory
University or Steven J. Davidson at Maimonides
Medical Center, include what element(s)? 
A. Instituting a Hospital Incident Command

System
B. Practicing your preparedness at all levels
C. Expanding your horizons beyond terrorist

events
D. All of the above

20. According to the Joint Commission, which is the
root cause of nearly 70% of all sentinel events? 
A. Staffing levels 
B. Communication
C. Patient assessment
D. Operation/training

21. According to Ken DeMott, RN, MS, CEN, ED
nurse manager at Wilson Memorial Regional
Medical Center, what is one potential drawback
with two-way radios?
A. You have to be extremely cognizant of the

Health Insurance Portability and Accountability
Act.

B. The technology becomes outdated quickly.
C. One person has to monitor the scanner at all

times.
D. They are cost-prohibitive to buy them for your

entire staff.

22. According to Ray Ricci, MD, FACEP, an ED physi-
cian at Hoag Memorial Hospital Presbyterian, the
code EST depends on maximum effort by:
A. Nursing
B. The lab
C. Radiology
D. All of the above

For more information on point-of-care testing, contact:
• Marilyn Swinford, RN, BSN, CEN, Director of

Emergency Services, Saint Joseph Hospital, One
Saint Joseph Drive, Lexington, KY 40504. Phone:
(859) 313-1672.

For point-of-care testing equipment, contact:
• Biosite, 11030 Roselle St., San Diego, CA 92121.

Phone: (858) 455-4808. Fax: (858) 455-4815.
• i-STAT Corp., 104 Windsor Center Drive, East

Windsor, NJ 08520. Phone: (609) 443-9300. Fax:
(609) 443-9310.

Sources/Resource
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CE/CME objectives
• Discuss and apply new information about vari-

ous approaches to ED management. (See “Poor
communication: Root of most patient safety ills,”
“Radios improve EDs’ efficiency and safety,”
“Make your ED part of a law enforcement team,”
and “POC tests cut screening time down to 20
minutes.”)

• Explain developments in the regulatory arena
and how they apply to the ED setting.

• Share acquired knowledge of these develop-
ments and advances with employees. (See
“Three strategies to reduce overcrowding and
gridlock.”)

• Implement managerial procedures suggested
by your peers in the publication. (See “The 
Joint Commission is watching: Is your disaster
response plan in order?”) ■

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 2004
issue, you must complete the evaluation form pro-
vided 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.  ■

23. According to Richard B. Schwartz, MD, FACEP,
the most common ED partner in tactical emer-
gency medicine is:
A. The FBI
B. The fire department
C. SWAT teams
D. The military

24. According to Marilyn Swinford, RN, BSN, CEN,
using point-of-care testing can cut your door-to-
diagnosis times by:
A. About 25%
B. About 40%
C. About 50%
D. About 75%

CE/CME answers
19. D 20. B 21. A 22. D. 23. C 24. D


