
When disaster strikes: Treating patients
when your department shuts down 
Response to Hurricane Charley holds lessons for all ED managers

(Editor’s note: In this special package on responding to unexpected events, we
take a look at how ED managers should plan for disasters — natural or otherwise
— that can stretch your resources and your nerves beyond their normal limits. We
consider the challenge of treating patients when there is no longer an ED, as was
the case at one hospital after Hurricane Charley. We discuss communicating with
hospital administrators and community officials before and after disasters. We also
tell you about a tool to help quickly locate alternate health care sites if you are
overwhelmed by patients. We hope you find this information invaluable.)

You really couldn’t blame the folks in Punta Gorda, FL; after all, they expected
Hurricane Charley to hit Tampa. Nevertheless, when a surprise right turn put
Charlotte Regional Medical Center directly in the storm’s path, the ED was as

well prepared as it could have been under the circumstances. “We actually had a hurri-
cane drill just a month before the storm hit, which was one of the reasons we were so
successful,” says Mata Guttman, RN, lead supervisor. 

During that drill, significant flaws in the plan were noted and corrected, including
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You can’t anticipate every possibility, but planning ahead can eliminate some potential
problems when disaster strikes.
• By conducting drills at least once a year, you can uncover and correct flaws in time to

optimize your response.
• Adequate pharmaceuticals and supplies are critical — especially narcotics, antibi-

otics, and splinting materials.
• Have a plan in place for moving your ED patients and staff, should relocation become

necessary.
• During disaster response, meet hourly with your staff to provide regular updates.
• Create a plan to allow the hospital staff members to feel secure about their families,

which may include bringing family members into a safe area of the hospital.
• Disaster response can be very dependent on inexpensive devices: two-way radios for

hospital staff, flashlights, batteries, battery-powered radios, and TVs. 
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finding a new location for psychiatric patients who had
to be evacuated and backing up all records for a newly
purchased X-ray computer. 

Nevertheless, administrators and staff had short
notice and a unique situation after learning Charley
had changed direction, says Derrell Billington, DO,
FACEP, medical director of the ED. 

“We probably had three hours before it actually hit,

maybe only one hour before tropical storm-force
winds hit, and we still had about 75 patients in the
hospital — 10 in critical care,” he says.

The hospital hurricane plan called for moving the
ED to the second floor in case of flooding. “The plan
was that we would actually close [the ED] during the
storm, but open space on the second floor for people to
come to after that,” Guttman adds.

They took whatever supplies they could carry or cart
up and moved all the patients to that floor, Billington
recalls. “The third floor was for family that employees
had brought to the hospital,” he adds.

All of this movement was done very methodically.
The least unstable patients were moved first (the ED
has 12 beds), which left the critical ventilated patients
for last. “The last thing was to move the ER staff
upstairs,” Guttman says. “We figured we needed them
to the very last minute.”

For the patients who were placed upstairs, there was
a full complement of staff; and as patients moved, the
nurses assigned to them went with them, she explains. 

Even the best-laid plans, however, must sometimes
adjust to the fury of Mother Nature. “We knew as soon
as the brunt of the storm passed over us that we had to
evacuate the hospital,” Billington explains. “Most of the
windows, even on the second floor, were blowing out on
us. We had patients in the rooms, so we had to evacuate
them into the halls while windows were exploding and
glass was flying.”

After the patients were moved to the hallways, three
male staff members put mattresses against the win-
dows to protect against flying glass, but “you could
see parts of the roof fly off,” he recalls.

Once the winds began to damage the hospital, the
order to evacuate the facility was given, and family
members on the third floor were advised to leave,
Billington adds. The staff members were reunited with
their family once all patients were transferred to other
facilities.

Although it was clear the hospital needed to be
evacuated, it was easier said than done. Five area EMS
facilities were damaged or destroyed, and its head-
quarters was no longer functional.

“EMS stops running and bridges close down if winds
are more than 45 miles per hour anyway, so we had no
ambulance services,” Billington notes. “It took the hos-
pital 24 hours to completely evacuate.”

And even though “we knew we could actually die in
the storm,” in his words, patients already in the ED, as
well as new walk-ins, had to be cared for. “We had a
lot of people walking or driving up,” he says. “They
started to show up rather quickly right after the storm
came through.”

At first, they were sent up to the second floor, but
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the hallways soon became too crowded. 
“We had to make a decision about where to hold

these people coming off the street,” Billington recalls.
“We didn’t know the structural integrity of the build-
ing, but finally we decided because of the great num-
ber of people looking for treatment, we’d move down
to the first floor,” which had not flooded.

The ED filled quickly. Some small children had to lie
on counters due to the lack of beds and space, and ulti-
mately the cafeteria, which is next to the ED, was trans-
formed into a triage area, where the walking wounded
could be treated and laceration centers set up. Food ser-
vices kept working and provided a limited menu of sand-
wiches and water because power was limited.

“We discharged some patients if they had a way to
go home once we knew we were under an evacuation
order, or quickly made them admissions and moved
them into an admitted bed,” Billington explains. “The
admitted patients had to ride out the storm with us,
after which they were transferred.”

During this period, conditions remained far from
ideal. “When we moved back downstairs, a lot of ceil-
ings had caved in, there was water on the floor, and
half the ED did not have emergency power,” he says.
“In some cases, we had to put people in dark rooms.”

Staff had to determine which parts of the hospital
had emergency power to run extension cords to hook
up fans, lights, and other equipment, Billington adds.
Housekeeping proved invaluable in clearing debris,
moving cafeteria tables out to make room for hospital
beds, and mopping the floors to prevent additional
injury from slips and falls.

How did staff handle triage and treatment of the 40
or so patients who came in? “You focus on life and
limb,” he points out. “We had no EMS, no communi-
cations, no X-ray.”

Most of the injuries were soft tissue and orthopedic,
although there were amputated fingers and one patient
whose leg had nearly been amputated through an injury.

“You use your trauma basics: We stopped hemor-
rhaging, used splints, tried to maintain neurovascular
status, and gave a lot of antibiotics and used a lot of
narcotics,” Billington adds.

What can ED managers facing disasters learn from
the experiences of Charlotte Regional? 

“You have to be able to make decisions very
rapidly, and they had to change rapidly,” he says. 

In retrospect, Billington adds, your leadership team
in the ED should try to meet with the entire staff every
hour or two for updates and change direction as your
resources change or improve, he says. Communication
is difficult in such situations, he concedes, but when
decisions are made — such as opening the cafeteria to
patients — the word must get out.

“You could even set a time, like meeting every hour
on the hour,” Billington suggests. “It also would have
been nice to have some radio contact, even hand-helds.”
Disaster response can be very dependent on inexpensive
devices: two-way radios for hospital staff, flashlights,
batteries, battery-powered radios, and TVs, say sources
interviewed by ED Management. (For more on hand-
held radios, see “Radios improve EDs’ efficiency and
safety,” EDM, July 2004, p. 77.)

Anticipating post-disaster injuries is critical, adds
Billington. “We knew we had to have lot of antibiotics,
narcotics, and splinting material to handle the influx,”
he says.

Billington concedes, however, that some things are
very hard to plan for. “We had an internal disaster as
well as an external one,” he notes, referring to the
damage to the hospital building. “All the disaster plans
I’ve seen have been one or the other, but not both.”

In disaster planning, it’s important to anticipate
many different scenarios, particularly disasters that
might hit your specific area, he notes. “Also, we all
underestimate the lack of services we will have in
times like these,” Billington says. “We think we will
always have electricity, water, be able to flush toilets,
and to clean up after a disaster.” Because these facili-
ties did not always work, housekeeping was a crucial
part of a successful response, he says.

Finally, Guttman recommends you do a drill every
year and plan what you will do with the staff, in terms
of protecting and helping them. 

“After worrying about how to service the commu-
nity, you have to worry about how to keep the staff
mentally and physically healthy,” Guttman says. In the
case of Charlotte Regional, that help was provided
after the hurricane hit on a Friday in the form of in-
house psychiatric staff and counselors. 

“Beginning Monday morning, our behavioral center
staff positioned themselves, along with our pastoral
care persons, in our chapel and ED to provide help to
staff and their families,” she recounts. “In addition,
FEMA [the Federal Emergency Management Agency]
had behavioral personnel assisting throughout the
county.” ■
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For more information on handling disasters, contact:
• Derrell Billington, DO, FACEP, Medical Director, ED,

Charlotte Regional Medical Center, Punta Gorda, FL.
Phone: (941) 497-1949. E-mail: dbilling5@comcast.
net.

• Mata Guttman, RN, Lead Supervisor, Charlotte
Regional Medical Center, Punta Gorda, FL. Phone:
(941) 497-5470. E-mail: Mata.guttman@crmc.corp.

Sources



Space, staff key concerns
in ED surge capacity plans
Emphasize adequate pharmaceuticals, equipment

One of the key challenges for ED managers when
faced with a communitywide health crisis — be it

terrorism, infectious disease, or natural disaster — is
surge capacity.

While such events affect the entire community, “I
think it’s fair to say the main concern [of the ED man-
ager] should be focused on health care facility surge,”
says Dan Hanfling, MD, FACEP, director of emergency
management and disaster medicine at Inova Health
System in Falls Church, VA. “In this day and age with
EDs teeming to the brim, [the challenge is] how they can
make space available for more patients coming in or an
onslaught of patients that just keep coming.”

ED managers must ask themselves what actions they
should take if they become overloaded, says John L.
Hick, MD, medical director for emergency preparedness
at Hennepin County Medical Center in Minneapolis.
“Do we have an agreement in place for transfer plans 
to put triage in the cafeteria?” he asks. “Are our clinics
available to handle additional patients?”

Making space available is the No. 1 priority, adds
Hanfling. “ED overcrowding is more a function of
hospital overcrowding, so the hospitals needs to do 
a better job of expediting discharge,” he says. 

In the past, Hanfling has used a large patient lobby
area as a discharge center, and he is engaged in discus-
sions to use a large corporate building that is across
from his hospital because it has a huge cafeteria.

Adjusting triage protocols also can help free more
space, he says. “If you canvass your existing ED popu-
lation and apply a re-triage of patients, you probably
will be able to delay or offset a number of those
patients presenting for care in anticipation of victims
coming from the disaster,” Hanfling explains. “You
also can cancel elective surgeries, which will make
beds available to move ED patients up and out.”

Work on life-threatening situations, Hick advises,
likening the situation to having to treat a patient in the
back of a pickup truck — where an entirely different
kind of triage is required. “Ask yourself, ‘Do I really
need to do this right now?’” he advises. 

These situations make clinicians think hard, Hick
continues. Ask, “Is this somebody I would normally
do, but maybe not now?” he says. You may alter your
assessment protocols, Hick says. “With a wound
patient, you may watch them with hourly clinical
exams rather than doing a [CT] scan,” he notes. 

To help make these decisions, he adds, there should
be a triage gatekeeper — usually the ED manager or
head physician.

To make more staff available, you must figure out
how to become more flexible and to draw on existing
staff or other professionals in the community, Hanfling
advises. “You need to get a good sense of what avail-
able personnel resources you have; how many docs
and nurses can you call back to assist, and how many
off-service or subspecialty providers you can rely on,”
he adds.

Larger facilities will have an easier time filling this
staffing need, Hanfling notes, but in any event, it
should be addressed in pre-planning. “Concomitant
with this is how to alert and notify these people that
they may be required,” he explains.

In the pre-event planning phase, Hanfling advises,
work hard to obtain buy-in for participation, making it
clear you will need more doctors and nurses to meet
the surge in demand. “Once the event has occurred,
your request for support can be done electronically —
for example, using page alert phone systems and
through local media requests on public channels.”

Adequate supplies also should be a major concern,
Hick says. “The ER is pretty unique; it’s at the hub of
lot of different spokes,” he explains. “You need to plan
with central supply and other units.”

For example, he adds, if you have five chest tube
trays, which is an adequate supply under normal cir-
cumstances, it would be inadequate in terms of surge
capacity. “We had eight handy in central supply, but
we upped it to over 25 trays, and 100 suture trays,”
Hick says. “This is the kind of thing you should worry
about.”

In terms of the pharmacy, “It’s guaranteed you are
going to need more morphine,” he says, adding that
many hospitals do not have enough, even though it is
relatively inexpensive. Hick also recommends stocking
up on tetanus boosters, midazolam, penicillin, and
lorazepam. 

Finally, Hanfling advises, be sure to focus on protect-
ing your facility and your staff. “Don’t get to where you
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As the community’s front door, the ED is the first to feel the
impact of a sudden influx of patients following a disaster.
• Make sure you have a plan in place to use unconven-

tional space, such as the cafeteria, should the need
arise.

• Adjusting your triage protocols and canceling elective
surgeries can free additional space.

• Know ahead of time which doctors and nurses will be
available if the need arises for additional staff.

Executive Summary



are so overrun that you put your staff or the patients in
your charge at risk,” he warns. Personal protective equip-
ment, if required for infection control, is critical. “If you
lose the protection required, you can forget about taking
care of patients,” Hanfling concludes.  ■

ED managers should 
interface with community

While health care facility surge capacity is the
prime concern of ED managers, it is also impor-

tant for them to interface with community officials —
both before and after a major disastrous event.

“I think ED management really needs to know how
the hospital is going to coordinate and integrate with 
the community at large,” advises Dan Hanfling, MD,
FACEP, director of emergency management and disaster
medicine at Inova Health System in Falls Church, VA. 

The ED is the front door, he says. “Oftentimes, we’re
the first stop for patients who have medical concerns,”
Hanfling continues. “We need to know what is out there
beyond our ambulance deck and the walkway.”

The public health community, fire departments, and
police have been given lead responsibility for helping
develop a large-scale disaster response effort, he says,
but ED managers much know how to coordinate their
services as part of a larger response, as they may
receive patients from outside the normal EMS route. 

“At this point in time, if the chief of nursing and
chairman of emergency medicine haven’t at least made
contact with their local health department staff, now’s
the time to do it,” Hanfling advises.

Issues on which you should focus include: how the
public health department can establish community-based
facilities and how the EMS will interact with those facil-
ities; pharmaceutical cache management and delivery 
for first responders, the health care community, and the
community at large; and what vaccination and medical
distribution plans will look like. “The other big issue is,
how we are going to share information and manage it,
because that affects all of us,” Hanfling notes.

ED managers should communicate beyond their
department to the hospital at large, and then to the
greater community, says John L. Hick, MD, medical
director for emergency preparedness at Hennepin
County Medical Center in Minneapolis. “The ED
manager needs to get with administration and say,
‘What happens when we get overwhelmed? Who do
we call when we literally have 100 people in an ED
with a capacity of 20? How can we get some of these
walking wounded out of our ED, and what’s going on

in the rest of the community?’” he adds.
Once local hospitals are beyond their limits, surge

capacity extends to the public health and community-
based levels, where off-site facilities may be employed,
Hick notes. “There is tremendous opportunity for [ED]
leadership there, because ED managers tend to be proac-
tive,” he says. “They can give valuable input in terms of
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AHRQ tool can help EDs 
locate alternative sites

The Agency for Healthcare Research and Quality
(AHRQ) has released a tool to help quickly

locate alternate health care sites if hospitals are
overwhelmed by patients due to a bioterrorism
attack or other public health emergency. 

The alternate care site selection tool, produced
by Denver Health Medical Center, was shared with
emergency response planners at the 2004 Summer
Olympics in Athens, Greece. 

The tool lets you locate and rank potential alter-
native sites — stadiums, schools, recreation cen-
ters, motels, and other venues, based on whether
they have adequate ventilation, plumbing, food sup-
ply, and kitchen facilities, for example. (Editor’s note:
The tool is available free as an Excel spreadsheet
on AHRQ’s web site: www.ahrq.gov. Under “Select
Topic” on the left, choose “Bioterrorism.” Then,
under “Tools and Resources,” click on “Locate
Alternative Care Sites during an Emergency.”) 

Such a tool is an important benefit for ED man-
agers, notes Stephen Cantrill, MD, associate
director of the department of emergency medicine
at Denver Health, who led the team that developed
it. “In many cases, we are tasked with the emer-
gency care of a whole community in dealing with
multicasualty incidents, so we benefit from having
this tool available,” he says. 

The tool includes a list of about 30 attributes,
such as availability of toilet facilities, availability of
communication lines, and availability of food service
areas. “You go down, put your potential sites on
one axis, your needs on another, rate them on a 0-
5 scale [5 being the highest], add up your total, and
see if a specific site makes logical sense,” Cantrill
explains.

The process helps you prioritize potential sites.
“In an ideal situation, you do this as part of your
advanced planning, so that you are prepared if 
traditional health care sites are overwhelmed and
you need alternative sites to give limited care to
patients,” he advises.

(Editor’s note: For more information on the alter-
nate care site selection tool, contact Stephen Cantrill
at scantrill@dhha.org.)  ■



off-site care planning — what will realistically work,
and what will not.”

Hick’s own facility has a nurse supervisor who has
contracted for 0.2% of her time for off-site planning, he
notes. “This has involved establishing a ‘memorandum
of understanding’ with the facility and public health,
developing an operational plan for the facility, looking
at staffing and supply issues, as well as operational
issues such as interpreter services and communication,”
Hick explains. “She chairs the workgroup that is desig-
nated to develop the full plan, which meets monthly to
work on operational details.” ■

ED sees 50% reduction in
time from triage to ED bed 
Define problems and then benchmark

(Editor’s note: In this first part of a two-part series
on benchmarking, we tell you about two hospitals that
achieved dramatic reductions in length of stay (LOS).
Next month, we discuss how to speed up admissions 
by addressing virtual capacity issues with the entire
hospital.)

Would you like to see a 50% reduction in time
from triage to ED bed? How about significant

improvement in LOS for admitted patients and treated
and released patients? These are some of the concrete
benefits that the EDs at Lehigh Valley Hospital in
Allentown, PA, and Saint Rita’s Medical Center in
Lima, OH, have achieved with the targeted application
of data uncovered through benchmarking. 

“What we have done here is benchmark to define
problems,” says Richard MacKenzie, MD, FACEP,

vice chairman of the department of emergency medicine
at Lehigh Valley. Keeping the problem in the forefront
has been one major lesson of his benchmarking experi-
ences, he says. “Also, you have to be able to monitor the
effect [you have had] on the problem,” MacKenzie adds.

Saint Rita’s modeled the success of a similar facility
by copying a single practice it learned of through a
news story and reduced overall LOS from 190 minutes
to 160. 

The key issues at Lehigh Valley were identified by 
a collaborative management team of nurses and physi-
cians that had been leading a series of subproject teams
to focus on prolonged ED LOS.

“The subprojects we identified were bedside regis-
tration and rapid triage,” MacKenzie notes. Using
national data provided by Karpiel Associates in Long
Beach, CA; the Institute for Healthcare Improvement
in Boston; and Press Ganey Associates in South Bend,
IN, the team found they took probably 10-20 minutes
longer than most of their benchmark facilities to place
patients into an ED bed. (To obtain contact informa-
tion for these groups, see resource box, p. 115.)

“We were still doing front registration and had a
very sequential process of triage, then registration,
then to the ED,” MacKenzie explains. 

Now, the process is parallel, he says. “We do a short
triage, get a bed available, the patient goes back to bed,
and we do a short registration there,” MacKenzie adds.

If there aren’t beds available, patients receive a short
triage. Subsequently, they go back to the waiting room.
When a triage nurse is free, they return to triage for com-
plete assessment and possible labs, and then return to the
waiting room until a bed becomes available. The short
triage is done in the presence of a registration clerk, who
takes the patient’s name, Social Security number, and
perhaps, date of birth. The triage, which takes about five
minutes, includes the Emergency Severity Index (ESI)
and vital signs, if there’s a high-risk complaint.

“We’ve seen about a 50% reduction in time from
triage to ED bed: from 37.8 minutes monthly average
to 16.8 minutes monthly average,” MacKenzie reports. 

As part of Catholic Health Partners, Saint Rita’s
benchmarks against corporate data, as well as using
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For more information on surge capacity, contact:
• Dan Hanfling, MD, FACEP, Director of Emergency

Management and Disaster Medicine, Inova Health
System, Falls Church, VA. Phone: (703) 776-3002.

• John L. Hick, MD, Medical Director for Emergency
Preparedness, Hennepin County Medical Center, 701
Park Ave. S., Minneapolis, MN 55415. Phone: (612)
873-3020. Fax: (612) 904-4241. E-mail: john.hick@
co.hennepin.mn.us.

For more on surge capacity, see this resource:
• Hick JL, Hanfling D, Burstein JL, et al. Health care

facility and community strategies for patient care
surge capacity. Ann Emerg Med 2004; 44:253-261.

Sources and Resource

You can see dramatic real-world improvements with bench-
marking. Some facilities benchmark by modeling a single
facility with a successful program.
• Lehigh Valley Hospital in Allentown, PA, reduced its

time from triage to ED bed from 37.8 minutes monthly
average to 16.8 minutes monthly average. 

• Saint Rita’s Medical Center in Lima, OH, slashed over-
all length of stay from 190 minutes to 150 minutes. 

Executive Summary



Press Ganey and the Emergency Department Bench-
marking Alliance, a nationwide group of emergency
physicians and nurses. Lehigh Valley also participates
in this alliance. (For contact information, see
resource box, above.)

However, one of its most memorable initiatives
came as the result of a news report about a 30-minute
ED pledge made by Oakwood Hospital and Medical
Center in Dearborn, MI, recalls William E. Tucker,
MD, FACEP, Saint Rita’s medical director of emer-
gency services. (For information on Oakwood hos-
pital, see “Could your ED meet a 15-minute service
pledge?” ED Management, January 2003, p. 8, and
“These changes were made after ED volume rose
45%,” EDM, January 2003, p. 8.)

“They promised their patients they’d be seen within
30 minutes or they would be given a present,” he says.
“We benchmarked how they did that.”

During the same time period, the staff at Saint Rita’s
had conducted customer surveys and found that aside
from receiving good care, what patients cared about
most was how much time they spent in the ED. These
survey results reinforced the need for the project. 

“What we copied was moving our treatment rooms
closer to the front door, keeping our waiting room
empty, and getting patients back to the room as quickly
as possible,” Tucker notes. The Oakwood model was
adapted to meet the specific needs of Saint Rita’s. “For
example, we did not have the ability to have a physi-
cian at the front door, like Oakwood did, so we put a
PA [physician assistant] there,” he says. 

In the past, patients were seen by a nurse in triage
then assigned to express care, pediatrics care, or acute
care. Next, they were put in a room and seen by a doctor
before anything was done. Now, the PA is certified by
hospital bylaws as a medical screening examiner with
the power to order diagnostics.

“We put in wireless phones, which allowed the PA to
have private conversations with docs about patients,”
Tucker explains. “The physicians are able to give ver-
bal orders to start therapeutics.”

The initiative has been extremely successful and led
to a significant decrease in left without being seen
patients. “We have 0.75% of patients leaving without
treatment, which is much lower than any national aver-
age,” which is usually 2% to 3%, Tucker says.

It also has resulted in a decrease in LOS: for treated
and released patients, from 169 minutes to 143 min-
utes; for admitted patients, from 341 minutes to 284
minutes; and for overall LOS, from 190 minutes to
150 minutes, he adds. ■■

Child life services can
provide competitive edge
Boost satisfaction with modest investment

If your ED handles 15,000 to 20,000 pediatric patients
a year, it might be time to consider adding a child life

specialist to your staff. 
These specialists, say observers, can increase coop-

eration and compliance with medical staff, can prove
invaluable in pain management, significantly improve
patient and family satisfaction, and set you apart from
the competition.

“In those cities where EDs are competing, and there
are lots of kids with options on where to go, this tremen-
dously differentiates one ED from the others in the com-
munity,” says Emory Petrack, MD, FAAP, FACEP, of
Petrack Consulting in Shaker Heights, OH. 

Prior to becoming a consultant, Petrack served for 10
years as the director of pediatric emergency medicine at
Rainbows Baby’s and Children’s Hospital in Cleveland.

“We save the docs time, and we make an emergent
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For more information on benchmarking, contact:
• Richard MacKenzie, MD, FACEP Vice Chairman,

Department of Emergency Medicine, Lehigh Valley
Hospital, Cedar Crest and I-78, P.O. Box 689,
Allentown, PA 18105-1556. Phone: (610) 402-8128.
E-mail: Richard.mackenzie@lvh.com.

• William E. Tucker, MD, FACEP. Medical Director,
Emergency Services, Saint Rita’s Medical Center, 730
W. Market St., Lima, OH 45801. Phone: (419) 226-
9887. Fax: (419) 226-9794. E-mail: wetucker@
health-Partners.org. 

• Catholic Healthcare Partners, 615 Elsinore Place,
Cincinnati, OH 45202. Phone: (513) 639-2800. Fax:
(513) 639-2700. Web: www.health-partners.org.

• Institute for Healthcare Improvement, 375 Longwood
Ave., Fourth Floor, Boston, MA 02215. Phone: (617)
754-4800. Fax: (617) 754-4848. Web: www.ihi.org.

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

• Press Ganey Associates, 404 Columbia Place, South
Bend, IN 46601. Phone: (800) 232-8032. Fax: (574)
232-3485. Web: www.pressganey.com.

For more on the Emergency Department Benchmarking
Alliance, contact: 
• Charles L. Reese IV, MD, Christiana Care Health

Services, 4755 Ogletown Stanton Road, Newark, DE
19718. E-mail: creese@christianacare.org.

Sources and Resources



health care experience a more positive experience for
everyone; that’s the intended purpose,” adds Shannon
Chapman, CCLS, child life specialist in the ED at
Children’s Healthcare of Atlanta, Eggleston Campus.

The primary goal of child life specialists, who are
employed not only in pediatric hospitals but also in
medical centers with pediatric units, is to reduce the
impact of stressful or traumatic events for children and
families, says Chapman. She is one of 40 such special-
ists at Children’s Healthcare, but she is the only one
assigned to the ED. 

The services she provides include:
• Procedure support: Acting as a coach for coping

techniques — deep breathing, guided imagery, or
telling a story.

• Distraction techniques: Using something famil-
iar to the child that empowers them to gain a sense of
control during painful procedures. These age-appropri-
ate techniques can involve blowing bubbles, using toys
from home or in the ED, music, or video games. “This
also involves talking to parents beforehand,” Chapman
explains. 

• Medical play: Familiarizing the patients with
unfamiliar procedures. This process can involve a toy
suture kit, a stethoscope, or little dolls (called “Shadow
Buddies” at Children’s Healthcare) on which the child
can actually start a real intravenous (IV) line or per-
form some other procedure. (For ordering informa-
tion, see the resource box on right.) 

Children’s Healthcare of Atlanta also uses “Hospital
Buddies,” which are not condition-specific and are
empty of features and clothes, so the children can indi-
vidualize the dolls by drawing their own faces, hair,
and clothes if they so desire. These blank dolls are
made and donated by community volunteers.

These techniques decrease the anxiety of parents,
too, Chapman says, noting that she often sees parents
nod in understanding as she explains a procedure to
their child. 

“If children need anything from IVs to blood draws
to lumbar punctures, child life services can help pre-
pare both child and family,” Petrack adds.

Petrack and Chapman agree that perhaps the single

greatest benefit of child life services is in the area of
pain management. 

“One of the great things about distraction tech-
niques is that sometimes they can even obviate the
need for pharmacological intervention, where other-
wise the child would have needed to get sedated,”
Petrack explains.

Chapman has had similar experiences. “Kids come
in for stitches, and if you give them something to focus
on, they can lay there and be still,” she says. “It’s huge
in pain control.”

There are different ways to structure the role of the
child life specialist; having them report directly to the
ED manager is the best option, but flexibility is impor-
tant Petrack adds. 

Chapman’s role demonstrates that flexibility. “I
have a supervisor for child life, and I also report to the
ED manager,” she says. Nurses or doctors will refer
patients to her who are very anxious or scared, but she
also has direct access to patients, who she will help
after conducting an emotional triage. 

“I do an initial clinical assessment upon introducing
child life services to patients and families,” Chapman
explains. “This involves conversation with both patients
and parents to determine their level of coping with the
current situation and stress potential.” This initial assess-
ment is a way of prioritizing and planning appropriate
care. 

A child life specialist also may be used as a greeter,
going from room to room when staff are busy to connect
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Adding child life services to your ED can yield big divi-
dends in patient compliance and satisfaction.
• Distraction techniques often can eliminate the need for

pharmacological intervention in pain management.
• The ED manager should supervise the specialist, but

flexibility should be allowed to enable emotional triage.
• Salary can be justified if 15,000 to 20,000 pediatric

patients are seen annually.

Executive Summary

For information on using a child life specialist, contact:
• Shannon Chapman, CCLS, Child Life Specialist,

Children’s Healthcare of Atlanta, Eggleston Campus.
Phone: (404) 785-6127. E-mail: Shannon.chapman@
choa.org.

• Emory Petrack, MD, FAAP, FACEP, Petrack Consulting,
16781 Chagrin Blvd., No. 249, Shaker Heights, OH
44120. Phone: (216) 371-8755. Fax: (216) 928-9400.
E-mail: epetrack@petrackconsulting.com. Web site:
www.petrackconsulting.com.

• Child Life Council is a national organization for child
life specialists that provides certification programs and
other member services. The web site, www.childlife.
org, includes listings of state and regional chapters in
the United States and Canada, as well as membership
information.

• Shadow Buddies are condition-specific and anatomi-
cally show the physical results of treating a particular
condition. Pricing and ordering information can be
obtained by visiting www.shadowbuddies.com, or by
calling (913) 642-4646. 

Sources and Resources



with children and families and ease their anxiety, sug-
gests Petrack. “There used to be lots of guest liaison peo-
ple, but there are less and less of them since budgets
have come under pressure,” he explains.

When should an ED hire a child life specialist?
“Unless the department sees enough kids, this is not
likely to be cost-effective,” says Petrack, noting that
15,000 to 20,000 patients a year may justify the salary,
which he estimates at about $20,000 a year.

“If you are seeing fewer children than that, your
nursing staff can be trained in these techniques,” he
notes, adding that his firm provides such training. 

An ED with child life services gains a distinct advan-
tage over the competition, he says. “Families come in,
they feel this different environment, they sense some-
thing much more child-friendly and family-centered in
this ED, they see people helping their kids when they are
scared, and their whole sense of experience is changed,”
he notes. “Word gets out, and potentially — though the
data are hard to get — you could even have an impact on
your adult emergency care.” ■

Daily satisfaction surveys
yield weekly improvements
Real-time data address staff, patient concerns

ED management and staff at Fairfield Medical Center
in Lancaster, OH, have improved both internal and

external customer satisfaction by instituting a system of
daily satisfaction surveys. Patient satisfaction is now at
95%, and physician satisfaction is above 90%, when
they had both been at about 80% to 85%. 

It works like this: Every day a patient representa-
tive surveys 13 ED patients (10% of the average daily
census), five staff members and two physicians. Each
time, the representative uses the same set of ques-
tions and receives a rating of 1-5 (5 being the high-
est) from the respondents for each question. (See
form, p. 118.) Based on the responses, a “goal of 

the week” is established for targeted improvement. 
“One of our corporate goals is decreased turnover,”

adds Susan G. Cook, RN, BSN, nurse manager of the
ED. “This year, we were at 2% for this department,
which met that goal.” Nationwide, average turnover rates
for the year 2000 were between 12% and 16%, and the
projected rate for 2005 is 16% to 25%, she explains. 

The initiative began a couple of years ago when
Cynthia Pearsall, RN, vice president of nursing,
attended a conference at which she learned of a model
of surveys used to address staff resistance to customer
service and changing behaviors. While impressed, she
felt changes were needed to make the model effective
at Fairfield, Pearsall adds.

“I wanted do measurements daily, because if you
collect data for a quarter and then take a month or two
to compute it, it’s behind the actual behaviors of peo-
ple,” she notes, “So I said, ‘Let’s do something fast
and benchmark against ourselves.’”

She first met with Cook and the hospital medical
director. Subsequently, Cook met with the charge
nurses, who developed the initial set of questions.
Pearsall next attended staff meetings, explained the
initiative, and solicited volunteers for a steering com-
mittee. “People were reluctant at first,” says Cook,
“but they saw the potential to make a change.”

Once the daily surveys are completed anonymously,
they are brought to Cook’s office. She enters the
responses into an Excel program, which is set up to
calculate the satisfaction percentages for patients,
staff, and physicians. 

The goals of the week do not have to be big issues
to be important, Cook notes. “Our very first goal had
to do with physicians being unhappy because there
were not always blankets and sheets on the beds,” she
recalls. So the first goal of the week was to have blan-
kets and sheets on all the beds, along with the patient’s
gown.

“That was a potential problem, because there were
not enough sheets, and the laundry person figured 
that it would cost an additional $23,000 to replace 
the missing sheets,” says Cook. The expenditure was
approved, and an item than had been ranked as a 2 or
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By regularly surveying patients and staff, you can stay on
top of key issues that need to be addressed.
• Daily surveys are easily done with a representative

sampling of patient census and key staff members.
• Addressing staff complaints in a timely manner can

contribute to decreased turnover rate.
• Small changes are easier to accomplish than major

ones and often can be just as meaningful.

Executive Summary

For more information on measuring patient and staff sat-
isfaction, contact:
• Susan G. Cook, RN, BSN, Nurse Manager, ED, Fairfield

Medical Center, Lancaster, OH. Phone: (740) 687-8104.
E-mail: suecook@fmchealth.org. 

• Cynthia Pearsall, RN, Vice President of Nursing,
Fairfield Medical Center, Lancaster, OH. Phone: (740)
687-8006. E-mail: cynthiap@fmchealth.org.

Sources



3 in satisfaction went up to a 4 or 5.
One thing Cook has learned from the experience is

that it’s sometimes preferable to address easy changes.
“We haven’t tried to change things like the waiting
time in our waiting room,” she says. “We’ve worked
on issues like respecting the patient’s privacy, intro-
ducing yourself to patients, or avoiding negative
speech or thanking each other.”

Comfort issues were made a priority. “Many patients
would write a 1 when asked about the amount of time
they had to wait for treatment,” Cook notes. “Over time
that has improved — not because they were waiting
any less, but because we were more in tune to keeping
people informed.”

Many 2s and 3s were turned into 4s and 5s by
focusing on communication and patient comfort, she
asserts. The ED staff has focused on simple things
such as making sure patients have blankets, maintain-
ing privacy, and keeping patients updated on their sta-
tus (i.e., labs and X-rays), notes Cook.

In the early days of the program, the changes were
impressive. Patient satisfaction moved up to about
95%, physician satisfaction moved up into the low 90s,
while staff has remained in the mid-80s. 

“Part of [the problem with staff satisfaction num-
bers] is some of the questions we ask them,” notes
Cook. “Some things are harder to change, such as
patients being seen in a timely manner, and those
kinds of things bring the numbers down.” However,

she notes, staff are reminded to check on their patients
every 30 minutes, and to document those checks.

However, an in-house survey that asks patients if
they would recommend Fairfield to family and friends
is now at 85%. “When we started, it was lower —
about 81%,” Cook says.

Maintaining the improvement, as with any perfor-
mance improvement program, is a challenge, Pearsall
concedes. “I think in the beginning, it worked really
well; we did see a big bump in customer service
scores, but it got old over time,” she says. 

Managers now are looking at other options for
boosting morale in the ED. “Still, it made people real-
ize they are in charge of their own behavior, and that
what they do impacts how patients feel about us,” she
says. They must be doing something right, because the
medical/surgical and intensive care nursing units are
now using the same concept, Cook adds.  ■

Conference prepares your
facility for flu season

Flu season is right around the corner. Is your facility
prepared? If an influenza pandemic hits, the entire

U.S. population could be at risk. 
The annual impact of influenza on the United States
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Daily Customer Service Survey Questionnaire
Patient Customer Service Questionnaire

Date

Time

Score 1 (poor) to 5 (outstanding)

Questions

1 Rate our respect for your privacy

2 Rate the amount of time you had to wait for treatment

3 Rate plan for pain control

4 Rate how well we answered your questions

5 Rate how well we introduced ourselves

6 Rate how responsive we were to your needs

7 Rate how clean the ED was

8 Rate how well you understood your discharge instructions

9 Rate how likely you are to recommend FMC ED to family and
friends

10 Rate how smoothly your discharge from the ED was handled

Source: Fairfield Medical Center, Lancaster, OH.

Patient
1 2 3 4 5 6 7 8 9 10 11



is staggering: 10% to 20% of the population will get
the flu. Some 36,000 people will die, and 114,000 will
be hospitalized. Most of those who die will be older
than 65, but children 2 years old and younger will be
as likely to be hospitalized as the elderly.

Thomson American Health Consultants is offering
an audio conference with the information necessary to
help your facility diagnose and treat patients with flu
symptoms and, as important, prepare for an influenza
pandemic. 

Get Ready For Influenza Season: What You Need
to Know About the Threat, Diagnosis, and Treatment
will be held Tuesday, Oct. 26, 2004, from 2:30-3:30
p.m., ET. It will be presented by Benjamin Schwartz,
MD, and Frederick Hayden, MD. Schwartz, who is
with the National Vaccine Program Office and spear-
heads development of the National Pandemic Influenza
Preparedness and Response Plan, will discuss the poten-
tial impact of an influenza pandemic. Hayden, a profes-
sor of InternalMedicine and Pathology at the University
of Virginia School of Medicine in Charlottesville, will
discuss current methods of diagnosis and the latest infor-
mation on treatment with antivirals. 

This program will serve as an invaluable resource for
your entire staff. Your fee of $249 includes presentation
materials, additional reading, and free continuing educa-
tion. For 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 register-
ing, please reference code T04118-61332.  ■

October 2004 / ED MANAGEMENT ® 119

■ Compliance tips for JCAHO’s
new patient safety standards

■ Persuade your physicians 
to save you big bucks 

■ Improve care and increase
workflow and administrative
efficiencies

■ Two-tiered RN/MD MSEs:
Examining the pros and cons

COMING IN FUTURE MONTHS

CE/CME questions

1. According to Emory Petrack, MD, FAAP, FACEP,
you must see how many pediatric patients annually
to justify hiring a child life specialist? 
A. 5,000-10,000
B. 7,500-12,500
C. 10,000-15,000
D. 15,000-20,000

2. According to Derrell Billington, DO, FACEP, and
Mata Guttman, RN, of Charlotte Regional Medical
Center, the following were important lessons
learned after the ED was forced to close in the
aftermath of Hurricane Charley:
A. Have sufficient supplies of antibiotics and 

narcotics. 
B. Meet hourly with your staff.
C. Have counseling services available for staff and

family.
D. All of the above

3. According to Dan Hanfling, MD, FACEP, director
of emergency management and disaster medicine,
Inova Health System, the No. 1 priority in address-
ing surge capacity should be:
A. Ensuring you have adequate staff
B. Adjusting your triage protocols
C. Making space available
D. Canceling elective surgeries

4. According to William E. Tucker, MD, FACEP, med-
ical director of emergency services at Saint Rita’s
Medical Center in Lima, OH, the national average
for ED patients who left without treatment is:
A. 2% to 3%.
B. 4% to 5%.
C. 7% to 10%
D. 10% to 12%

5. Benefits associated with adding a child life 
specialist to your staff include:
A. Better patient compliance
B. Reduced need for pharmacological therapies in

pain management
C. Improved patient and family satisfaction
D. All of the above

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 in
March, you must complete the evaluation form
provided and return it in the reply envelope to
receive a certificate of completion. When your
evaluation is received, a certificate will be mailed
to you.  ■
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CE/CME objectives

For information on the CE/CME program, con-
tact customer service at (800) 688-2421.

• Implement managerial procedures suggested
by your peers in the publication. (See When
disaster strikes: Treating patients when your
department shuts down and Space, staff key
concerns in ED surge capacity plans, in this
issue.)

• Discuss and apply new information about vari-
ous approaches to ED management. (See ED
sees 50% reduction in time from triage to ED
bed and Child life services can provide compet-
itive edge.)

• Share acquired knowledge of these develop-
ments and advances with employees. (See
Daily satisfaction surveys yield weekly
improvements.)

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

6. At Fairfield Medical Center, daily patient satisfac-
tion surveys are completed by what percentage of
the average daily census? 
A. 5% 
B. 10%
C. 15%
D. 20%

BINDERS AVAILABLE
ED MANAGEMENT has sturdy plastic binders 
available if you would like to store back issues of 
the newsletters. To request a binder, please e-mail
ahc.binders@thomson.com. Please
be sure to include the name of the
newsletter, the subscriber number, and
your full address. 

If you need copies of past issues or pre-
fer on-line, searchable access to past issues, you may
get that at http://www.ahcpub.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.

CE/CME answers
1. D 2. D 3. C 4. A. 5. D. 6. B


