
Patient or visitor, mentally disturbed
individuals may pose a safety threat
A gunman enters an ED in Alaska: How would your staff respond?

When an intruder with a rifle entered Alaska Regional Hospital in Anchorage
on March 10, 2004, the ED staff followed the hospital’s procedures, which
confined him to a corridor leading to the ED and kept ED staff and patients

from being harmed. The gunman eventually shot himself, became a patient in the ED,
and died from his wounds. 

“He was mentally unstable, but no one knows why he came to the ED,” says
Hilliard Pettus, RN, MICN, ED director at Alaska Regional. 

While no one but the gunman was harmed, the event emphasized the importance
of having adequate procedures to deal with mentally unstable individuals — be they
patients or visitors. And it underscores the need to coordinate closely with the hospi-
tal security department in such incidences. The number of people with mental illness
seeking ED treatment is on the upswing: More than 2 million psychiatric patients
were treated in EDs in 2002. (For more information, see article, p. 99.)
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Proposed new rule boosts ED payments

Under a proposed rule from the Centers for Medicare & Medicaid Services
(CMS), the nation’s EDs will see payment rate increases of between 3.2%

and 5% for services provided.
Currently, the ambulatory patient classification (APC) rate for low-level

emergency visits is $74.70; under the proposed new rule, the rate will be
$77.92, or a 4.3% increase. For midlevel emergency visits, the current rate of
$130.77 will rise to $137.36, or a 5% increase. For high-level emergency visits,
the rate will go from $226.30 to $233.76, or a 3.2% increase. The proposed
changes would take effect Jan. 1, 2005. 

EDs will reap additional benefits, says Charlotte Yeh, MD, FACEP, Boston
regional administrator for CMS. “Under these new proposed Medicare rules,
first-time physicals for new beneficiaries are covered and hospital payments
increased for routine screening exams,” she notes. 

(Continued on page 106)



“All our staff have training in dealing with aggressive
behavior — noticing behavioral changes, [unusual]
body language, knowing when a situation is escalating,
and what they need to do at every step,” Pettus explains. 

Staff also know when to call for security or call the
police, he points out. “Most security concerns are dealt
with by our own in-house security personnel,” Pettus

adds. “But our security personnel are not armed, so
anything else [beyond minor security issues] would
involve the police.”

The same staff, of course, must know how to deal
with threats from within and without. Some hospitals
have the benefit of special mental health units that help
the ED deal with mentally ill patients.

“We are fortunate because we have 24-hour-a-day
acute psychiatric services [APS],” says Carol Halley,
RN, nurse manager of the ED at Hennepin County
Medical Center in Minneapolis. “They see all of our
mental health patients.” Thus, if ED triage staff mem-
bers come in contact with a person pre-admission who
they think has a mental health issue, they take that indi-
vidual to APS, which is on the same floor, and bypass
the ED entirely. “If they medically don’t have to be
admitted, they go right to APS,” she says.

Even with this option, however, ED patients still
can become emotionally upset or violent, Halley notes.
Hennepin County has 24-hour security in the ED, with
a booth in the triage area, and that person doesn’t leave
the booth, she adds. 

“They sit right across from our triage desk and wait-
ing area — a visible presence,” she says. “So, if some-
thing was to happen and the officer needed even more
help, he could radio the [three] other security officers
from other parts of the hospital.”

ED staff members are supposed to make the initial
call that they need help, but they must remain the clini-
cal leader of the team, Halley explains. “We don’t want
security to decide if a patient is to be restrained; we
make that call,” she notes. “I think that’s really impor-
tant, because oftentimes security does not have the
information we do.” The patient may be chemically
altered or have diabetes, for example, Halley says.

Alaska Regional does not have a mental health unit,
Pettus points out. “We would medically stabilize them
and then try to find a psychiatric facility in the com-
munity,” he says. “We have one room across from the
nurse’s station called the observation room where we
try to keep an eye on these patients.”

Here again, the ED is in charge of clinical decisions.
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As the hospital point of entry, EDs often are the first
place unstable individuals can threaten others.
• Have specific procedures outlined for visitors and

for mentally unstable patients.
• Cooperate closely with your security department,

but always retain clinical control.
• Periodically review and update your procedures,

and have staff re-educated annually.

Executive Summary



“If patients present a threat of violence, a ‘code strong’
is called, which requires all male staff to respond to the
area designated by the operator,” notes James Farrell,
director of security at Alaska Regional. All staff mem-
bers responding to the code follow nursing instructions,
he says. “Restraints are used under the supervision of
nursing,” Farrell explains. “All attempts are made to talk
to the patient before physical methods are used.”

If a patient becomes extremely violent, staff can call
the police, who have a substation across the street and
take less than three minutes to arrive at the ED. 

Dealing with outside threats

When the gunman entered the Alaska Regional ED
in March, Pettus noticed him carrying a rifle and did
exactly as he had been trained to do.

“Using our security camera, I noticed him come in,
then walk around in distress,” he recalls. “I called
security, and then I called the police.” He also pushed
a panic button that brought down a metal door to stop
the intruder from getting further into the hospital. 

Hennepin has similar procedures. “If someone
walks into triage, it is the responsibility of the triage
nurse to assess what’s going on and then try to get
them to APS,” Halley adds. “If they come in with a
gun, we have panic buttons, which alert the security
officer in the booth.”

During one recent night shift, a nurse was relatively
certain she had seen a gun on a person who came into
triage, Halley says. The nurse called security and,
while waiting for security to arrive, started to move
everyone away from triage. “Security was able to
intervene and successfully de-arm the person,” she
adds. 

Recently, Hennepin began locking down the ED at
night. “You have to have card access,” Halley explains.
“There’s a main entrance that comes right into our
triage area, so there’s a double set of doors, and you
have to stop at the security booth and explain why you
need to get into the ED.”

ED managers can learn from violent or potentially
violent incidents, regardless of the outcome. For exam-
ple, Alaska Regional conducted a root-cause analysis
after the March incident, as well as a six-hour debrief-
ing with the chaplain, Pettus says. “This was for all
employees involved, so they could discuss the emo-
tions they were feeling and work through them,” he
explains. “Every time you have a traumatic thing like
that occur, it’s very important to do a debriefing.”

Even though no staff or patient was harmed during
the incident, Farrell says several new measures have
been instituted since the incident to make the facility
even more secure. They include the following:

• Additional cameras are being installed throughout
the hospital.

• Improved release of the protective steel door by
the ED entrance enables staff to simply push a button
to activate it, instead of having to hold a button down
until the door is fully closed.

• Bulletproof glass has been installed in the window
of the door leading to triage and the double doors that
lead into the ED proper.

• The director of security’s office has been moved to
the ED.

• The Anchorage Police substation has been relocated
to the second floor, near the ED.
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Upsurge seen in ED patients
with mental health issues

Arecent upsurge in people with mental illness
seeking treatment in EDs is taking a significant

toll on patient care and hospital resources nation-
wide, according to an April 2004 survey of emer-
gency physicians conducted by the American
College of Emergency Physicians in Dallas; the
American Psychiatric Association in Washington,
DC; the National Alliance for the Mentally Ill in
Arlington, VA; and the National Mental Health
Association in Alexandria, VA. 

Six in 10 emergency physicians surveyed report
the increase in psychiatric patients is negatively
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. 

A total of 67% of emergency physicians attribute
the recent escalation of psychiatric patients to state
health care budget cutbacks and the decreasing
number of psychiatric beds. One in 10 reports there
is nowhere else in the community where people
with mental illness can receive treatment. Mental
health leaders claim that without ongoing, commu-
nity-based services, people may see their illnesses
worsen and be forced to seek care in EDs.

In addition, 70% of emergency physicians
report an increase in people with mental illness
boarding. More than 80% say that this practice
negatively affects the care of ED patients. This
agreement was almost universal (97%) among
those who reported a rise in the boarding of psy-
chiatric patients over the prior six to 12 months.

The report finds psychiatric patients board in
EDs more than twice as long as other patients,
and emergency physicians say their staff spend
more than twice as long looking for beds for psy-
chiatric patients than for nonpsychiatric patients.

The report is available free from ACEP. Contact
Colleen Hughes at chughes@ACEP.org.  ■



Staff education is performed on a regular basis at
Alaska Regional. “Every year, everybody on the staff
takes our course on handling potentially violent indi-
viduals, including the security director,” Pettus notes.
“Every time I take it, I learn something new.” He says
it’s very important to take the course every year, even
if you’ve taken it several times before, because “there
are things you forget.”

At Hennepin, members of the security department
sit on the task force that periodically reviews security
procedures. “In addition, if there are specific things we
are concerned about, we can call for a special meeting
and review them,” Halley adds.  ■

CT in your ED? Make sure
you’ve got enough space 
Budget constraints may not be greatest challenge 

Although purchasing a new computed tomography
(CT) scanner and associated software can cost

upward of $1 million (used and/or refurbished machines
may cost half that), money may not be the biggest obsta-
cle to putting a CT scanner in your ED, say experts. 

“These days, the challenge is not so much cost as 
it is space,” says Paul Paris, MD, chairman of the
department of emergency medicine at the University
of Pittsburgh School of Medicine.

His recommendation? “What larger hospitals will
do is use [an additional CT in the ED] for overflow
from elsewhere in the hospital,” he says. “For smaller
hospitals, well, everyone needs at least one, so the
smart thing is to put one in the ED and use it for emer-
gency patients as well as for other patients.”

It is easy to medically justify the need to have a CT
scanner in the ED, Paris continues. “First of all, it is
becoming the standard of care to use CT for a variety
of diagnoses,” he asserts. 

“One of the most common presentations is chest

pain, and currently the safest and best way to diagnose 
a pulmonary embolism is with a spiral CT. When you
have a scanner in the hospital, but not in the ED, most
ED docs will tell you that’s an unsafe place for patients
to be — in a CT scanner,” Paris adds. “They can have
cardiac arrest or respiratory failure,” he notes. “If that
happens outside the ED, it’s very hard to properly care
for the patient.”

There are many other conditions for which CT is
the best test, Paris continues. “A very common com-
plaint is abdominal pain, and CT has become the study
of choice to rule out appendicitis,” he observes. “For
trauma, it is the procedure of choice for looking at the
cervical spine, chest, or belly. It gives the most infor-
mation for many conditions. For severe headache or
any bleeding in the brain, it’s the study you need
immediately.”

Still, Paris concedes, space is a nagging problem.
“The number of EDs has gone from 7,000 to 4,000,
while yearly visits have risen from 17 million to 115
million,” he says. “Everyone is outgrowing their space.
But if a hospital is expanding, you should clearly plan
for a CT in the ED.”

Another strategy for justifying a CT scanner in
your ED is to link it to a departmentwide performance
improvement (PI) initiative. That linkage was the key
to success at Baptist East Hospital in Louisville, KY.
Baptist East already had a CT in radiology, but the
administrators wanted a second machine for the ED.

“We were looking at ways to improve turnaround
time in the ED for patient throughput,” recalls Cheryl
Stout, RN, MSN, director of nursing at the 407-bed
facility.

Baptist East sees 50,000 patients a year and per-
forms 18,000 CTs each year. “At the same time, radi-
ology does a lot of inpatient, outpatient, and ED work
and needed an additional scanner,” Stout explains. “We
felt that if we could put it somewhere in the ED, we
could direct traffic there and avoid taking patients into
the radiology department, and it would also become
available for ED patients.”

Important as it was, the request for an additional 
CT in the ED was just one of many elements of the 
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For more information on increasing ED security, contact:
• Carol Halley, RN, ED Nurse Manager, Hennepin County

Medical Center, 701 Park Ave., Minneapolis, MN 55415.
Phone: (612) 873-6222. E-mail: Carol.halley@ co.
hennepin.mn.us.

• Hilliard Pettus, RN, MICN, ED Director, Alaska Regional
Hospital, 2801 DeBarr Road, Anchorage, AK 99508.
Phone: (907) 264-1713. E-mail: Hilliard.pettus@hca
healthcare.com.

Sources

ED managers in small and medium-sized hospitals should
think creatively when seeking approval for a department
computed tomography scan. 
• Safety considerations can make a compelling argument.
• Piggyback your request onto a larger performance

improvement initiative.
• You may find a surprisingly supportive ally in the radi-

ology department.

Executive Summary



PI initiative. “We looked at bedside registration, dedi-
cated transporters to transport patients upstairs within
seven minutes, a dedicated tube system from the ED to
the lab, and so on,” she notes.

Was it beneficial for the request for a CT to be part of
the overall initiative, rather than an isolated request to
upper management from the ED manager? Absolutely,
Stout contends.

“It’s significant because it’s such a huge capital
request,” she stresses. Any request of that magnitude
needs to be put in a business plan, to show what the
return on investment will be, Stout says. 

“We showed that by having an additional CT, it
would enable the hospital to continuously book addi-
tional outpatients and that the volume would be there
to support the additional expense,” she notes. 

In addition, radiology was supportive. “They said it
would make life easier for them, and they worked hard
to make it happen,” Stout says. “We had the space avail-
able once we did a small renovation, which was included
as part of the whole PI process.”

Stout admits sometimes different hospital depart-
ments can get territorial, “but the emphasis was put on
overall changes and input came from all departments.”

At Baptist East, she reports, “We all love [the new
CT], and it has been borne out in terms of cost bene-
fit.” (For additional information on CT scanners,
see ED Management, June 2004, p. 61.)  ■■

Strategies to boost ED
manager’s influence
Learning new skills can win over management 

Many ED managers complain that their department
is the Rodney Dangerfield of the hospital because

they can’t get any respect from upper management. But
respect is earned, not given, says Gregory Henry, MD,
FACEP, risk management consultant at Emergency
Physicians Medical Group in Ann Arbor MI. 

“You can’t change other people, so change your-
self,” he advises. “If you just walk into administration
and say, ‘I need more money for this,’ you will mostly
be viewed as a pain. If you say, ‘I can save you money
in the following 10 areas,’ they’ll say, ‘Would you like
a chair?’”

“When many administrators go to ‘CEO school,’
one of the things they learn is that ERs are financial
losers,” notes Richard Bukata, MD, medical director
of the emergency department at San Gabriel (CA)
Valley Medical Center and clinical professor of the
department of emergency medicine at Los Angeles
County/University of Southern California Medical
Center. 

EDs must be viewed as the financial winners that
they are, Bukata emphasizes. “The fact is, they are one
of the major drivers of the hospital; they are typically
responsible for 40% of admissions,” he says. “If you
take the position that your department loses money 
for the hospital, you will come to administration hat 
in hand — from a position of weakness.”

Thus, say the experts, winning over management
takes a combination of new skills and a new attitude.

Business skills critical

Many of the skills needed to successfully run any
business also are critical to ED managers, Henry adds,
but many ED managers lack these skills. 

“I would say that 95% of ED managers got their job
as director because they were good clinical doctors,” he
notes. “It had nothing to do with being good at solving
management issues like interpersonal problems. We
have used the wrong criteria set.”

Here are some of the key skills Henry says should
comprise that criteria set:

• Conflict resolution. 
“You need this skill not only to keep feathers from

being ruffled, but to protect the hospital from, for
example, EMTALA [Emergency Medical Treatment
and Labor Act] violations,” he says. “If I have to send
a patient out because an annoyed doc refused to come
in, it can put the whole system in jeopardy.”
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For more information on CT scanners in the ED, contact:
• Paul Paris, Chairman, Department of Emergency

Medicine, University of Pittsburgh School of
Medicine. Phone: (412) 670-9950. E-mail: paris
pm@upmc.edu.

• Cheryl Stout, RN, MSN, Baptist East Hospital,
Louisville, KY. Phone: (502) 897-8299. E-mail:
cstout@bhsi.com.

Sources

Developing new managerial skills can make a world of
difference in the hospital board room.
• Being an expert clinician may not be enough to impress

upper management.
• Forget changing people’s minds; start working on your

own abilities.
• You’re running a multimillion dollar business, so think

like an executive.

Executive Summary



• Complaint management techniques.
“You can turn unhappy customers into loyal cus-

tomers and prevent them from going to an attorney,”
Henry notes. 

• Budgeting.
“EDs have twice or three times the drugs they actu-

ally need,” he asserts. The reason is that managers
have not made systematic analysis of what is needed,
he says. “We have to adapt the industrial just-in-time
supply approach,” Henry explains. 

• Standardization.
“Different docs may want different sutures, but

why do you need three or four different types?” he
asks. “Research the literature, and just get one.”
(These and other key skills are addressed in
ACEP’s new Emergency Department Directors
Academy. See box, below.)

Your ED is a multimillion dollar business, Bukata

notes, and you should think of it as one. “Basically,
you have to ask the core question: Does this section of
the hospital make money, or lose it?” At our own hos-
pital, we have done analyses that show the hospital
makes money not only from the patients we’ve admit-
ted, but from those we’ve discharged,” he explains. 

Accounting was asked to analyze how much money
was collected per patient discharged, he explains, and
“it was substantially in excess of our expenses.”

Of course, Bukata says he got off on the right foot
by convincing the CEO to chair a project to make the
ED better, and he spoke his language. For example,
he points out, hospitals use two employee hours per
patient as a benchmark. Thus, if an ED sees 60 patients
per day, hospital administration is pleased to pay for
120 man-hours. 

If you bring on another clerk to handle more patients
more efficiently, you convert that into patient dollars,
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ACEP academy addresses new
skill sets for ED management

Many of the new skills ED managers can use to
oversee their departments more effectively and

engender more fruitful relationships with upper man-
agement are offered in a new continuing medical edu-
cation course from the Dallas-based American College
of Emergency Physicians (ACEP) — the Emergency
Department Directors Academy (EDDA). 

Emergency medicine training is superb at the clin-
ical skills level, says Robert Strauss, MD, FACEP,
program director for the EDDA.

“Resident graduates have a deep fundamental
knowledge and expertise of how to take care of
emergency patients,” he says. “What they are not
taught effectively is how to manage and administrate
an ED.” 

In other words, individuals are not trained specifi-
cally to become emergency directors, he explains.
For example, no one is taught how to run a meeting,
Strauss notes.

The EDDA consists of four phases: A 4½ day
didactic program; a course of candidate-selected
study that includes on-line, audio reading, and refer-
ence materials; an intensive, interactive “meet the
experts” portion at which problem solving is played
out in small group settings; and an independent
study project analyzed by experts upon its comple-
tion. The curriculum includes topics such as risk
management/regulatory and legal, emergency
medicine finance, human resources, contracting,
professionalism and interpersonal communication
skills, strategic planning, technology, operations/pro-
cess (systems-based practice), management skills,
and ED group governance and organization.

The entire process is anticipated to take two
years on average, at which point, a certificate will be
awarded. CME credits are given for completing each
phase as well.

Strauss says he hopes the academy will raise
the level of leadership in emergency medicine, and
“help those who are not already expert leaders —
and many already are — gain the needed expo-
sure for those who are early in their directorship,
or who are associate directors who would like to
be directors.”

Participants can learn how to develop an effective
triage system, create more efficient patient through-
put, manage radiology issues, manage contractual
issues with physicians and the hospital, handle liabil-
ity insurance, and understand reimbursement issues,
Strauss notes. 

“I know when I complete a chart, it goes some-
where and somebody codes it and sends a bill 
and money comes in, but unless somebody really
exposes me to it, I have no idea of the complexity
involved,” he says.

Learning how to develop a business plan is
another critical skill taught, Strauss explains. “If you
want to develop a program for bedside registration,
you can’t just say, ‘Go out and get the equipment,’
You have to know how to describe how the program
would be implemented, what the need is, what the
value would be, and set up metrics to monitor its
success,” he adds.

[For more information on EDDA, contact Robert
Strauss, MD, FACEP, Program Director, at (914)
489-9996. E-mail: rwstrauss@yahoo.com. Or con-
tact Debbie Smithy, CMP, Director of Educational
Meetings and CME, at (800) 798-1822. Web site:
www.acep.org.] ■



Bukata says. “Say a clerk for 12 hours costs $180; how
many patients more do you need to see to pay for that
clerk?” he asks. “The answer is, less than one: That’s
the way this should be viewed,” Bukata explains. 

Henry concurs. “The worst thing about saying, ‘I’m
underappreciated’ is you are either not as good as you
think you are, or you do not know how to toot your
own horn,” he says. 

A smart ED manager will know how to get the
recognition he or she deserves, Henry adds. “Bring
things to the table that are of interest to the administra-
tor. “Take his five top priorities and apply them against
your emergency department.”

Good care is a given, he says. Today, administration
wants to know if you get along with other departments
or handle complaints well, Henry notes. “In other
words, if you want to be appreciated, do something
that will make you appreciated,” he adds.  ■

ED touched by angels
slashes complaints 
Volunteers bring a human touch to patients

Three or four years ago, St. John’s Health Center in
Santa Monica, CA, would typically receive one

letter every week or two complaining about some
aspect of care in the ED; perhaps once a month, it
might get a letter complimenting that service. Today,
“We get one letter a week complimenting the staff, and
I mean a great letter,” says Russ Kino, MD, FACEP,
FACEM, medical director of emergency services. 

And complaint letters? “We get one every three
months or so,” he adds.

At the root of this impressive reversal in patient 
and family satisfaction is a volunteer program called
Angels of the ER. Co-sponsored by Kino and Carla

Hummer, RN, then a recently retired employee health
nurse, it is composed of about 35 “angels” who take
four-hour shifts seven days a week to provide assis-
tance and companionship, while at the same time,
keeping an eye out for medical situations that should
be brought to the attention of staff.

For example, the volunteers meet and greet individ-
uals in triage and registration. “They are the first peo-
ple the patient and family come in contact with,”
Hummer explains. “They escort them to the waiting
area; and every 15 minutes, they will come around to
let them know they’re not forgotten.”

The angels are trained by the head volunteer to iden-
tify any change of symptoms from admission and to
deal with potentially hostile patients by offering “ver-
bal first aid.” For example, the angels repeat concerns
back to patients, say they are here to help, and say that
if the patients put themselves in the ED staff members’
hands, they will receive the best care available. 

There are generally two angels on each shift. If
needed, they can provide ice for a sprain or strain, pro-
vide a blanket, or help a nurse turn a patient. They not
only work in the exam area, but in clinical areas as
well. “They hold hands, help with children, and so
on,” Hummer explains. (See job description, p. 104.)

Because ED staff are so busy, Kino explains, they
often do not have sufficient time to devote to the human
side of medical care. That’s where the angels come in.

“In any ED, you are incredibly busy and very focused
on the technical aspects of the job, and there is relatively
little attention given to [patients’ personal needs],” he
adds. “The angels sit down and talk to people about triv-
ial things, reassure them, bring them a cup of water,
interact with the family — all things that are not related
to attending to their medical problems.”

The Angels of the ER program is not just another
volunteer program, Kino continues. Many hospitals
have volunteers who run tasks for the staff, and St.
John’s already had such a group, he says. 

“We really wanted something to utterly isolate 
the human issues. It was never intended that they 
be go-fers for staff in any way,” Kino notes.
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For more on improving managerial skills, contact:
• Gregory Henry, MD, FACEP, Risk Management

Consultant, Emergency Physicians Medical Group,
1850 Washtenaw Ave., Ann Arbor, MI 48104. Phone:
(734) 995-3764. Fax: (734) 995-2913. E-mail: gam
henry@aol.com.

• Richard Bukata, MD, FACEP, Medical Director of the
ED, San Gabriel Valley Medical Center, 227 W. Orange
Grove Ave., Sierra Madre, CA 91024. Phone: (626)
836-3700. Fax: (626) 836-3702. E-mail: rbukata@
emaonline.org.

Sources

Volunteers can be much more than go-fers for your ED
staff.
• Volunteers can free up staff time while engendering

strong relationships with patients and families.
• Select individuals who have significant life experience,

so they can empathize with worried, fearful individuals.
• Staff gain another set of eyes to keep a watch on

patients after they enter the hospital.

Executive Summary



At the outset of the program, Kino expressed this
perceived need to a meeting of the Irene Dunne Guild,
then the only volunteer group at the hospital, which
Hummer attended. 

“It was clear we needed a new patient advocate pro-
gram,” she points out. 

“Carla asked if she could do this, and she was just
fantastic,” Kino recalls. “Then a couple of other ladies
who knew her joined; people heard about the program,
we put ads in the local paper, and people joined up.”
The ER, he notes, “is a glamorous place to work.” In
fact, they had to be selective about who they chose.

“A lot of young people wanted to join, but typically
they are not well-suited because they haven’t been
through life’s ups and downs,” Kino explains. Today, he
says, “We pretty well have the whole week covered.”

In fact, the hospital no longer has to rely on adver-
tisements to recruit volunteers. Last month, a Los
Angeles Times article about the program resulted in
100 calls from potential volunteers.

The focus on hiring volunteers with real-life experi-
ence has paid off. Hummer tells the story of one angel
who, on her first day, worked with parents of a child
who was a victim of sudden infant death syndrome. 

“She herself had experienced the death of teenage
son,” Hummer recalls. “She was so comforting. The 
staff were undone.” The volunteer subsequently did
some debriefing for staff members, she says.

In another instance, a psychiatric patient appeared
very distracted. “The angel asked the patient what he
liked to do, and he told her he liked to dance,” Hummer
relates. “She danced with the patient, and he became
quiet.”

She considers the angels a vital link in the communi-
cation chain between patients, family members, and
staff. “When you are waiting and anxious, sometimes all
you really need is a human touch,” Hummer adds.  ■

CMS launches $1 billion
program for the uninsured

The Centers for Medicare & Medicaid Services
(CMS) has unveiled a new program to provide 

$1 billion over four years to help hospitals and other
providers recoup the costs of providing needed medical
care to uninsured patients who cannot pay their hospital
bills regardless of the patients’ citizenship status. This
action was called for in the Medicare Modernization
Act of 2003 (MMA). 

The MMA set aside $250 million a year for the next
four years (FY 2005 through 2008) to help hospitals
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Angels of the ER: Job
Qualifications, Duties

Qualifications
A. Must be at least 21 years of age.
B. Possess good interpersonal skills and the abil-

ity to relate to a broad range of personalities
and to communicate effectively. 

C. Have the physical ability to withstand long peri-
ods of walking, standing, pushing, pulling, lift-
ing, bending, and stooping. 

D. Possess the ability to provide support and emo-
tional comfort to patients and families experi-
encing crisis.

E. Be able to prioritize effectively. 

Major Responsibilities/Functions
A. Professional behavior:

1. Works one four-hour period per week with
maximum of six absences per year.

2. Reports on and off duty to the charge nurse.
3. Attends Angel meetings/educational sessions.

B. Paraprofessional duties:
1. Relates to a diversified patient population

without bias to race, color, religious prefer-
ence, and social status.

2. Communicates with patients and families in 
a friendly, caring, concerned manner and is
supportive of the Health Center.

3. Provides emotional support to patient and
families; listens without judging; respects 
the patient’s Bill of Rights; and refrains from
offering medical advice.

4. Listens to patient and family requests or con-
cerns and provides intervention and notifica-
tion of appropriate personnel.

5. Maintains confidentiality of Health Center
information.

6. Provides information on nonmedical commu-
nity resources (i.e., restaurants, housing,
pharmacies, etc.).

Source: Carla Hummer, Angels of the ED, St. John’s Health
Center, Santa Monica, CA.

For more on the Angels of the ER program, contact:
• Carla Hummer, RN, Angels of the ER, St. John’s

Health Center, Santa Monica, CA. Phone: (310) 454-
7233. E-mail: Carlahummer16@msn.com.

• Russ Kino, MD, FACEP, FACEM, Medical Director,
Emergency Services, St. John’s Health Center, Santa
Monica, CA. Phone: (310) 582-7089. E-mail: russ.
kino@stjohns.org.

Sources



and certain other emergency care providers recoup a
portion of their costs associated with providing emer-
gency services to qualified individuals who are unin-
sured or cannot afford emergency care.

Each state will receive funding based on the for-
mula established in the law. Payments will be made
directly to hospitals, physicians, and ambulance
providers, including Indian Health Service facilities
and Indian tribes and tribal organizations, as long as
they did not receive payment from any other source
such as the person treated or an insurance company.

In implementing the new assistance, Medicare pro-
poses to allocate payments based on the costs incurred
for the initial emergency services and associated ser-
vices, including physician and ambulance services. 

According to the new law, two-thirds of the funds
will be distributed to all states, with the remaining
one-third going to those states with the largest number
of apprehensions of undocumented aliens.

“Payments will be made directly to providers, includ-
ing hospitals, physicians, and ambulance providers,

largely for undocumented aliens,” says a spokeswoman
who cannot be identified under CMS policy. 

Providers of ambulance services, for example,
will get reimbursement they may not have otherwise
received, she explains. 

“We hope the additional funds set aside for hospitals
that treat undocumented aliens and other uninsured
individuals will help keep those hospitals financially
viable and will help avoid closures of EDs around the
country — particularly those in areas with large num-
bers of undocumented aliens,” the spokeswoman adds. 

Under the Emergency Medical Treatment and Labor
Act, hospitals with EDs are required to treat and stabi-
lize patients who present with emergency medical
needs regardless of their ability to pay or citizenship
status. 

The cost of this care often strains hospital budgets
and can threaten a hospital’s ability to keep its ED
open.

The agency anticipates having an implementation
plan in place by the Sept. 1 deadline set in the MMA.  ■
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Transfers: You can say no
if there’s a good reason
Keys: Capability, capacity, and appropriateness 

[This column addresses readers’ questions 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@word
maninc.com.]

Question: Under what conditions can a tertiary
care center that usually receives patients refuse 
transfer? 

Answer: As some EDs around the country are
closing or losing services, the smoothness and appro-
priateness of transfers is becoming an even greater
challenge, says Tom Syzek, MD, FACEP, director of
risk management at Premier Health Care Services in
Cincinnati.

“At the hospital where I work in suburban Cincinnati,

we no longer have any neurosurgery done; so for any
neurosurgical needs, we must accomplish a transfer,” he
explains. 

In the newest EMTALA regs, issued Nov. 10, 2003,
the following conditions were delineated, according 
to Syzek: If you do not have the required specialized
capability or facility, you have to refer the transfer.
However, the receiving hospital has to have the capac-
ity to treat the individual. If it does, it cannot then
refuse to accept an appropriate transfer. (Editor’s
note: The italicized words indicate what Syzek consid-
ers to be the crux of these new regulations.)

“If you are a hospital that has a specialized capability
— i.e., the highest level neonatal [intensive care unit] or
burn unit, and you have room and capacity yourself, then
that’s not an appropriate transfer to another specialized
facility,” he explains.

It is incumbent upon you to keep the patient, Syzek
says. In fact, a potential receiving hospital that knows
you have that capability could justifiably refuse trans-
fer from you, he adds. 

“There has to be a higher level of care available that
is unavailable to your hospital,” Syzek says. 

Sometimes there is neither a pure acceptance nor
refusal of the patient: “If a person comes in whose air-
way has failed, or who needs a transfusion — as well as
more specialized care that you cannot provide — it
would not be an appropriate transfer to bypass those
necessary life-saving measures and send [the patient]
on,” Syzek explains. 

“It would not be an appropriate transfer until you



accomplish the stabilizing procedures your hospital is
capable of. You do the airway, the [intravenous] lines,
the fluid resuscitation, the blood transfusion, and when
they’re as stable as they can be, then you can send [that
person] on,” he adds. 

If you are on the receiving end, there’s a pretty high
bar for declining transfer, Syzek continues. “If I’m a
receiving hospital, and I listen to [the transferring hos-
pital] talk about the patient, and I think it’s not in the
patient’s best medical interest — that for some reason
our specialized care may not help — I can refuse that
transfer, but I’d better be right,” he warns. 

How do you determine if you have the capacity to
treat the transfer patient? “[The Centers for Medicare
& Medicaid Services] has redefined the term capacity
to mean ‘whatever a hospital customarily does to
accommodate patients in excess of its occupancy lim-
its,’” Syzek notes. 

This redefinition is a looser standard than the previ-
ous definition, which was "if the hospital has ever
done this before," he says. 

"So, if you call in more staff, move some beds
around, and use the recovery unit as overflow, then
you're fine," he points out. Have a plan and capacity
in writing, Syzek emphasizes.

Of course, you can safely refuse transfer if the
patient does not have an emergency medical condition,
since EMTALA would not apply. 

“If a child fell and has the very simplest of frac-
tures, once you splint it, there’s no emergency medical
condition left,” he explains. 

“If a patient has a very minor cut on the face but
demands a plastic surgeon, and you do not have one
on staff, that does not meet the definition of an emer-
gency medical condition, and transfer is not required,”
Syzek adds. 

There are several clear-cut, unacceptable reasons
for refusing transfer, he notes. One is economic dis-
crimination, Syzek explains. 

“You cannot refuse transfer because a patient does
not have insurance, or if [he or she is] covered by an
HMO and the receiving hospital does not participate
in it,” he advises. 

A transfer also cannot be refused because the

patient’s physician is not on staff at the receiving
hospital.

“The bottom line is that you can refuse transfer if
you do not have the physical capability, the staff, or
the physicians needed to care for that patient,” Syzek
says.  ■

Protect your hospital’s
tax-exempt status

Class action lawsuits on behalf of the uninsured
have been filed against a number of nonprofit 

hospitals in multiple states. More suits are expected 
to follow as this issue draws increasing media and
political attention. 

If you’re like many nonprofit hospitals, you’re
likely hanging by a financial thread. Do you know
what actions you can take to protect your tax-exempt
status? And do your staff know about the many alter-
native services available to help the needy?

Thomson American Health Consultants is offering
an audio conference to help you learn where your hos-
pital may be exposed, what policies and procedures
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“This is an extraordinarily healthy step forward;
preventing illness and keeping people healthy will
always result in fewer people using our overbur-
dened emergency departments [for primary care
services],” Yeh adds. 

To qualify for payment by Medicare, the physi-
cal must be performed within six months of the
beneficiary’s enrollment in the program. 

The proposed payment rate update and other
policy changes in the annual outpatient prospec-
tive payment system rule will increase projected
Medicare payments to hospitals for outpatient ser-
vices to $24.2 billion compared to projected pay-
ments of $22.7 billion in 2004 — a 6.6% increase
in total payments. 

The proposed rule introduces changes that
were required by the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003,
signed into law Dec. 8, 2003.

The proposed rule was published in the Aug.
16, 2004, Federal Register. Comments on the
proposed rule will be accepted until Oct. 8, 2004,
and a final rule is scheduled to be published by
Nov. 1, 2004. 

For more information, visit the CMS web site at:
www.cms.hhs.gov.  ■

(Continued from cover)

For more information on compliance with the Emergency
Medical Treatment and Labor Act, contact:
• Tom Syzek, MD, FACEP, Director of Risk Manage-

ment, Premier Health Care Services, Cincinnati.
Phone: (937) 312-3497. E-mail: TSyzek@phcsday.
com.

Source



you need to reform to preserve your tax-exempt status,
and how to continue to provide necessary care for the
uninsured. 

Billing and Collections Practices Regarding the
Uninsured: What You Need to Know to Preserve
Your Hospital’s Tax-Exempt Status, which will be
held on Thursday Sept. 6, 2004, from 2:30-3:30 p.m.,
Eastern Standard Time, will be presented by Jay
Wolfson, DrPH, JD. 

Wolfson is a professor of public health and
medicine at the University of South Florida Health
Sciences Center in Tampa and is an expert in the field
of health care law. He has done extensive research,
written numerous books and articles, and given many
talks on the subject. 

Your facility fee of just $249 entitles you to invite
as many participants to listen as you wish. You will
receive presentation materials, additional reading,
a 48-hour replay of the live conference, and a CD
recording of the program upon request at no addi-
tional charge. 

Plus, if you register by Aug. 26, you will qualify for
the discounted facility fee of just $199 (a $50 discount
off the regular price of $249). 

To register or to get more information, visit us at
www.ahcpub.com, or contact customer service at (800)
688-2421 or by e-mail at customerservice@ahcpub.
com.

When registering, please reference code T04120-
61822.  ■

September 2004 / ED MANAGEMENT ® 107

■ Strategies and tools for
improving your surge capacity
planning

■ How to successfully decrease
discomfort in pediatric patients 

■ Benchmarking for ED best
practices: Can you really
compare apples to apples?

■ Hurricane Charley’s wake:
Providing ED services when
there is no ED

COMING IN FUTURE MONTHS

CE/CME questions

31. Carol Halley, RN, nurse manager of the ED at
Hennepin County Medical Center and Hilliard
Pettus, RN, MICN, the ED director at Alaska
Regional Hospital agree that when dealing with
mentally ill patients, the one area in which ED
staff must always overrule security is:
A. When to call the police
B. Making clinical decisions
C. Educating the ED staff
D. Decisions made by the security task force

32. According to Gregory Henry, MD, FACEP,
Risk Management Consultant, Emergency
Physicians Medical Group, the following skills
should be used as criteria for evaluating manage-
rial excellence:
A. Conflict resolution 
B. Budgeting
C. Complaint management techniques
D. All of the above

33. According to Paul Paris, MD, chairman of 
the department of emergency medicine at the
University of Pittsburgh School of Medicine,
the greatest challenge in justifying the addition 
of a computed tomography scanner to your ED
may be:
A. Finding room in the budget
B. Winning the support of the radiology 

department
C. Finding the required space in the ED
D. Finding technical staff to operate it

34. According to Robert Strauss, MD, FACEP, pro-
gram director for the Emergency Department
Directors Academy, the following skill taught in
the program is vital to making a case for new ED
initiatives:
A. How to draw up a budget 
B. How to create a business plan
C. How to negotiate with management
D. How to control costs

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 this issue, you must
complete the evaluation form provided and
return it in the reply envelope to receive a cer-
tificate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■
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CE/CME objectives
For information on the CE/CME program, contact
customer service at (800) 688-2421.

• Implement managerial procedures suggested
by your peers in the publication. (See “Patient
or visitor, mentally disturbed individuals may
pose a safety threat” and “ED touched by
angels slashes complaints” in this issue.)

• Discuss and apply new information about vari-
ous approaches to ED management. (See “CT
in your ED? Make sure you’ve got enough
space” and “ACEP academy addresses new
skill sets for ED management.”)

• Share acquired knowledge of these develop-
ments and advances with employees. (See
“Strategies to boost ED manager’s influence.”)

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

35. Duties performed by the Angels of the ER at St.
John’s Health Center include:
A. Providing patients with blankets
B. Applying ice to sprains and strains
C. Checking on admitted patients every 15 minutes
D. All of the above

36. According to the latest EMTALA guidelines, it is
appropriate for you to refuse a transfer when:
A. You do not have the required specialized 

capability.
B. The patient does not have insurance.
C. The patient’s physician is not on staff. 
D. Your hospital does not participate in the

patient’s HMO.

CE/CME answers
31. B 32. D 33. C 34. B 35. D 36. A


