
Flu vaccine shortage places premium 
on infection control and surge capacity 
ACEP recommends ban on boarding, calls it a ‘highly dangerous’ practice

With the flu season upon us and only half the normal supply of vaccine
available, ED managers are preparing and bracing for a greater influx 
of flu patients this year. Experts agree their primary focus should be in

two areas: infection control, which includes optimal use of available vaccine and
encouraging staff and patients to practice good preventive hygiene; and more
effective, efficient handling of patients.

“We are deeply concerned about what will happen if tens or even hundreds of
thousands of severely ill flu patients surge into already crowded emergency depart-
ments this winter,” says Arthur L. Kellermann, MD, MPH, professor and chair 
of the department of emergency medicine at Emory School of Medicine in Atlanta
and a member of the board of directors of the American College of Emergency
Physicians (ACEP) in Irving, TX. Also, if too many frontline health care workers
fall ill with the flu, there won’t be enough left to adequately staff the nation’s ambu-
lance services, EDs, trauma centers, and intensive care units (ICUs), he adds.

“Either development could lead to a catastrophic failure of our emergency care
system,” Kellermann says. (For more on safeguarding the health of your staff,
see story, p. 136.)

That’s why on Oct. 18, ACEP issued an urgent call for an immediate crisis sum-
mit of government and private-sector organizations to make contingency plans for
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Prepare your hospital for a very unusual flu season
Vaccine shortages may wreak havoc with hospital EDs, absenteeism

With the unprecedented shortage of influenza vaccine this flu season, hospi-
tals are scrambling to prepare for what may be a record number of flu

patients presenting to their already overcrowded EDs and for staff shortages
due to record absenteeism. After almost half of the United States’ planned vac-
cine supply was contaminated, high-risk candidates — including the very young,

(Continued on page 134)



the coming flu season, Kellermann says. He cites these
ACEP recommendations to avert the threat:

• Immediate, targeted vaccination of vital frontline
health care workers, including paramedics, emergency
physicians and nurses, and ICU personnel.

• An immediate ban on boarding admitted patients in
ED hallways. Troubling in the best of times, this practice
is highly dangerous during an epidemic of contagious

disease, according to the statement from ACEP.
• Immediate adoption of regional protocols to moni-

tor hospital capacity and fairly distribute ambulance
patients.

• Contingency plans to force hospitals to free up inpa-
tient beds by postponing or canceling elective admis-
sions if their community is severely hit by the flu.

• Creation of a reserve fund to compensate cash-
strapped hospitals for the extraordinary costs of com-
plying with these measures.

Beyond the vaccination of as many frontline work-
ers as possible, there are several additional steps you
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the elderly, those with chronic illnesses, pregnant
women, the immunocompromised, and health care
workers with direct patient care — have been identi-
fied as those to receive the vaccine. 

In response to the national shortage of vaccine,
Thomson American Health Consultants has devel-
oped an influenza sourcebook to ensure you and
your hospital are prepared for what you may face
this flu season. 

Hospital Influenza Crisis Management will
provide you with the information you need to deal
with ED overcrowding, potential liability risks, staff
shortages, and infection control implications for
staff and patients. This sourcebook will address
the real threat of a potential pandemic and the pro-
posed response and preparedness efforts that
should be taken in case of such an event. Major
guidelines and recommendations for influenza
immunization and treatment are included, along
with recommendations for health care worker vac-
cination and the efficacy of and criteria for using
the live attenuated influenza vaccine. Don’t miss
out on this valuable resource. 

Hospital Influenza Crisis Management also will
offer readers continuing education credits. For infor-
mation or to reserve your copy at the pre-publication
price of $149 (a $50 discount off the regular price),
call our customer service department at (800) 688-
2421. Please reference code 64462.  ■

There are several steps you can take today to lessen the
impact of flu season on your ED. 
• Combine public education, inoculation, and good

hygiene to optimize infection control.
• Improve surge capacity through targeted cohorting of

patients with symptoms of airborne diseases and can-
celing elective admissions. 

• Put an immediate ban on boarding admitted patients
in your hallways.

Executive Summary



can take to limit the spread of influenza. For example,
most hospitals now are practicing Universal Respira-
tory Etiquette, first introduced by the Centers for
Disease Control and Prevention (CDC) in response to
the severe acute respiratory syndrome (SARS) out-
break of recent years, sources say. (For more infor-
mation, see resource box, below right.)

In addition, the CDC has issued guidelines concern-
ing which staff should receive top priority when it
comes to inoculation. (The complete guidelines are
available at www.cdc.gov/flu. On the left hand side 
of the page, under “For Health Professionals,” click 
on “infection control.” Next, click “Infection Control
Measures for Preventing and Controlling Influenza
Transmission in Health Care Facilities.”) 

There are several other key steps you can take, adds
Darlene Bradley, RN, PhDC, MSN, MAON, director
of emergency and trauma services at University of
California, Irvine (UCI) Medical Center and president
of the California chapter of the Emergency Nurses
Association (ENA). “Early education [of patients] will
prevent a lot of these people from overburdening the
system,” she says. “Our goal is to focus on prevention
and education, so people do not use us as a primary
source of care.”

On her hospital’s web site (www.ucihealth.com),
there is information posted for the public, including a
link to the CDC web site for flu care at work, home,
and school. (See “Click here for information from the
CDC on the flu and flu prevention.”) The hospital web
site also describes many monthly community events,
including a current program titled “Ask the Doctor:
Flu Shots and Other Immunizations.”

“We also have a newsletter [The Flu and You] that
goes out to area citizens,” Bradley says. (The newslet-
ter, available at www.ucihealth.com/News/UCI%20
Health/fluandyou.htm, addresses questions such as: Is
it flu or just a simple cold? and Do I need to go to the
emergency department?)

The education process continues inside the hospital.
“In our entrance, there is signage that says: ‘If you
have a cough, are sneezing, or have a fever, go to the
desk.’ There they have waterless hand washing avail-
able; and if their disease looks airborne, they get a
mask and then are cohorted into a special triage room
with negative airflow.”

In cohorting patients, families are put together in 
one room. “Also, we have two parts of the ED,” says
Bradley. “The first part is pretty open; the second has
private rooms with doors at each section of the hallway.
Our goal is to cohort the patients [in the private rooms]
so the spread of infection is limited to those areas.”

Every discharged patient will be given guidelines
for flu care, “so they can take care of themselves and

their family, without bringing them back to the ED,”
she adds.

In the back of the ED, housekeeping will be clean-
ing constantly to remove any droplets or anything else
that may have come in contact with sick patients and/
or could spread infection.

In addition, Bradley says, everything is being done
to make sure staff washes their hands frequently. “We
have soap and water hand-washing stations, as well as
waterless soap everywhere,” she notes. 

When it comes to surge capacity, “I look at it as a
river with a dam and a storm coming in,” says Elaine
Nelson, MD, FACEP, medical director of the emer-
gency departments at sister hospitals San Jose (CA)
Medical Center and Regional Medical Center of San
Jose. “So the questions I ask are: How big is the capac-
ity of your lake? How quickly will water be coming in?
How quickly can you be letting water out?”

In terms of the ED, she says, those questions mean
how many patients are arriving, how many can you
take care of at once in the ED, and how quickly are
patients exiting the ED?

As San Jose Medical Center will be closing soon,
Nelson has more resources available to her to increase
capacity at the sister hospital than the typical ED man-
ager. She is increasing capacity at Regional Medical
by five beds and also increasing nursing shifts by
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For more information on strategies to deal with the flu
vaccine shortage, contact:
• Darlene Bradley, RN, PhDC, MSN, MAON, Director, 

Emergency and Trauma Services, University of
California, Irvine. Phone: (714) 456-5248. E-mail:
dbradley@uci.edu.

• Arthur L. Kellermann, MD, MPH, Professor and
Chair, Department of Emergency Medicine, Emory
School of Medicine, Atlanta. Phone: (404) 778-2600.
E-mail: Akell01@emory.edu. 

• Elaine Nelson, MD, FACEP, Medical Director, Emer-
gency Departments, San Jose Medical Center and
Regional Medical Center of San Jose, San Jose, CA.
Phone: (408) 928-7019. E-mail: nelson_elaine@
hotmail.com.

For more information on Universal Respiratory Etiquette,
see, 2003 DRAFT Guidelines for SARS, available free at
www.cdc.gov. In the “search” box, type in “Universal
Respiratory Etiquette.” The Universal Respiratory Etiquette
is described on pages 9 and 10 of “Supplement C:
Preparedness and Response in Healthcare Facilities.”

For information on Universal Respiratory Etiquette, see:
• Lenehan GP. Universal respiratory etiquette: A modest

proposal. J Emerg Nurs 2004; 30:3.

Sources/Resources



approximately 50%, as well as increasing the number
of physicians and physician assistants (PAs) by
approximately 75%.

“We are also going to immediate bedding,” she
notes. “If there is an available bed, the patient goes
there immediately without stopping at triage. We have
the patient see a care provider immediately.” If no bed
is available, there will always be a physician or a PA
available in triage. This practice was put into effect in
late October.

“We will treat and discharge if it is a minor prob-
lem, or get orders started like labs and X-rays,” says
Nelson. “This should help expedite throughput once a
bed is available.”

Nelson also instituted a hospitalist program on Nov.
1. Available 24/7, the hospitalists “are completely ded-
icated to moving patients safely through,” she says.
“When they have patients, rather than finish off at 
the clinic, they are immediately available to start the
admission process and to work with inpatient units to
expedite tests that could potentially slow down admis-
sion.” (For more information on hospitalists, see
“Want to improve quality of care and ease the bur-
dens on your physicians?” ED Management, May
2004, p. 49.)

Finally, Regional Medical opened an urgent care
clinic next to the ED Dec. 1, 2003. “We hope some of
the patients with minor illnesses or injuries will self-
select to present there, which will lighten the load for
our ED,” Nelson adds.  ■

Preventive health for staff
critical to patient safety
ED managers should stress staff vaccinations

If the flu vaccine shortage leads to a significant surge
in flu patients, maintaining optimal staff health will

be critical to providing adequate care for those patients,
observers agree. Not only would absenteeism be a prob-
lem, but “presenteeism” — defined by occupational
health experts as those times when sick workers are on
the job, but performing below their normal abilities —
also could impact care. Accordingly, the wise ED man-
ager will taking steps to optimize staff health. 

“ED staff serve as an important source of care and
contact for patients coming in and out, and as they
become ill and unable to work, the staffing in the ED
becomes decreased, ED waits become longer, and that
ultimately impacts the health and treatment of patients,”
says Katherine West, BSN, MSED, CIC, infection 

control consultant with Infection Control/Emerging
Concepts, a Manassas, VA-based infection control and
education consulting company. West, a former ED nurse,
is the author of Infection Control in the Emergency
Department (Rockville, MD: Aspen Publishers; 1988).

If your staff have not been inoculated, that should
be your first step, she notes. “The ED staff are in the
high-risk group for flu and are to be receiving flu vac-
cine this year,” explains West, adding that this group
should include triage staff and those providing “hands-
on patient care” as defined by the CDC. (The defini-
tion includes being close enough to reach out and
touch a patient three times a day. The complete guide-
lines are available at www.cdc.gov/flu.) “Paramedics
also fall into that group,” she adds. If there are not
enough injections available, West recommends using
FluMist (MedImmune Vaccines, Gaithersburg, MD). 

“There were concerns last year that the live virus
would pose a potential risk to patients, but that has been
reevaluated. For health care workers up to age 49, it is
recommended this year, and there are 3 million doses
available.” Anyone who takes it, however, should not
care for severely immunocompromised patients for
seven days, she continues. 

Mike Parry, MD, director of infectious diseases 
at Stamford (CT) Hospital and professor of clinical
medicine at Columbia University in New York City, has
adopted a similar approach. “We’re vaccinating all those
giving direct care using the CDC definition, and we’ve
probably done 50% of the total staff and 75% of direct
caregivers,” he reports. “We bought FluMist to immu-
nize the rest of the staff who agree to be immunized —
even the registrars in contact with patients, so everyone
has been offered it.” However, Parry only obtains about
60% compliance “on a good year,” because some staff
believes it will make them sick, he concedes.

Despite such challenges, “The ED is a place where
you really need to achieve as close to 100% vaccina-
tion as you can,” West advises. “They’re vulnerable
because they are on the front line and see patients
before they know what they’ve got.”

In terms of other strategies to protect the health of
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Learn about and use the medical and educational options
available to safeguard the health of your ED staff.
• Make your goal 100% vaccination of all ED staff and

others who have direct patient contact.
• Use guidelines from the Centers for Disease Control

and Prevention for respiratory etiquette and policies
governing sick staff members.

• Subpar staff health not only can spread illness but
lead to longer ED wait times.

Executive Summary



ED staff, “Most of the hospitals in the country have
adopted the [CDC’s] Universal Respiratory Etiquette,”
Parry says. (For more information on the Universal
Respiratory Etiquette, see box at left.)

He says his staff will encourage patients who come
into the ED to be careful about how they cough or
sneeze, by covering their nose and mouth. “We have a
big display in our ED where we have masks and gloves
and tissues and hand-cleaning material, so people can
wash with an alcohol sanitizer, get tissues to use, and
masks and gloves to wear,” Parry explains. 

ED managers face a dilemma when staff are ill but
want to work: If they come in, they can infect others, but
if they stay home, the ED could be badly understaffed.

“We don’t have a definite policy of excluding peo-
ple from work who are ill with upper-respiratory sys-
tem diseases,” Parry explains. “But if someone comes
to employee health and tests positive for influenza, we
will take them off work.”

West has a more definitive approach. “Don’t come to
work when you’re sick,” she warns, noting that CDC’s
work restriction guidelines recommend this method.
“You’ll have co-workers getting sick, and you may
compromise patients who are ill. That’s the reason vac-
cination is so important in the ED.”

Lurking in the background is an underlying concern
about the Fujian strain of flu, West adds. 

“We are seeing the first human cases of Avian flu
(in Thailand and Vietnam), and there is fear in the
medical community that an animal or person will get
infected with Fujian and get infected by Avian, they’ll
merge and form a new strain against which we will
not be able protect or treat, and this will be a new
pandemic.”

Vaccination, she notes, will minimize the chances
that ED staff could be potential carriers.  ■

New approaches to pain
ease discomfort, distress
Broader definition are keys to better treatment

Agrowing number of ED managers are coming to
realize pain is much more than a physical symp-

tom and taking a more holistic approach to pain can not
only ease patient discomfort, but improve satisfaction.

“The advent of competitive forces, most particularly
patient satisfaction, has only added to the critical impor-
tance of pain,” says James A. Espinosa, MD, FACEP,
FAAFP, chairman and medical director of the emergency
department at Overlook Hospital in Summit, NJ. 
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Strategies for Universal
Respiratory Etiquette 

• Provide surgical masks to all patients with symp-
toms of a respiratory illness. Provide instructions
on the proper use and disposal of masks.

• For patients who cannot wear a surgical mask,
provide tissues and instructions on when to use
them (i.e., when coughing, sneezing, or control-
ling nasal secretions), how and where to dispose
of them, and the importance of hand hygiene
after handling this material.

• Provide hand-hygiene materials in waiting room
areas and encourage patients with respiratory
symptoms to perform hand hygiene.

• Designate an area in waiting rooms where
patients with respiratory symptoms can be seg-
regated (ideally by at least 3 feet) from other
patients who do not have respiratory symptoms.

• As soon as possible, place patients with respira-
tory symptoms in a private room or cubicle for
further evaluation.

• Implement use of surgical or procedure masks
by health care personnel during the evaluation
of patients with respiratory symptoms.

• Consider the installation of Plexiglas barriers at
the point of triage or registration to protect health
care personnel from contact with respiratory
droplets.

• If no barriers are present, instruct registration
and triage staff to remain at least 3 feet from
unmasked patients and to consider wearing sur-
gical masks during respiratory infection season.

• Continue to use droplet precautions to manage
patients with respiratory systems until it is deter-
mined that the cause of symptoms is not an infec-
tious agent that requires precautions beyond
standard precautions.

Source: Centers for Disease Control and Prevention, Atlanta.
Web: www.cdc.gov/ncidod/sars/guidance/C/pdf/c.pdf.

For more information on optimizing staff health in the
face of the flu vaccine shortage, contact:
• Mike Parry, MD, Director, Infectious Diseases,

Stamford (CT) Hospital; Professor, Clinical Medicine,
Columbia University School of Medicine, New York
City. Phone: (203) 325-7141. E-mail: mparry@stam
health.org. 

• Katherine West, BSN, MSED, CIC, Infection Control
Consultant, Infection Control/Emerging Concepts,
Manassas, VA. Phone: (703) 365-8388. E-mail:
info@ic-ec.com.

Sources



“Pain is a premiere dissatisfier when not addressed
properly,” he points out.

Knox Todd, MD, MPH, director of the Pain and
Emergency Medicine Initiative at Beth Israel Medical
Center in New York City, agrees. The project, funded by
the May Day Fund, also in New York City, through The
American College of Emergency Physicians (ACEP) in
Irving, TX, is “geared at improving our capacity to both
study and improve pain treatment in EDs in the U.S.
and Canada,” he says.

Commercial satisfaction monitoring companies, such
as Press Ganey Associates in South Bend, IN, have
started including pain as part of measuring patient satis-
faction, he observes. “While the relationship is not that
strong, it’s there, and [more effective pain management]
will improve satisfaction.”

One of the keys to improving pain treatment, asserts
Espinosa, is to adopt a broader definition of pain. “The
full depth and breadth of effective management of a per-
son’s pain is very much in play now,” he says.

For his ED at Overlook, that management includes
adopting a new definition of pain used by the Geneva-
based World Health Organization (WHO). (For more
information, go to www.who.int/en.) That definition
addresses total discomfort and includes issues not tra-
ditionally associated with pain, such as anxiety or
depression, dehydration, and nausea. “We adopted this
as a new way of thinking for how we should work with
geriatric patients, but it has enriched our thinking for
all patients,” Espinosa reports.

WHO is seeing pain in a much broader context, and
ED managers have to think of pain as much more com-
plex than they are accustomed to thinking, observes
Todd. “We think of it as a sensation, but in fact, the
patient experience is much more complex,” he notes. 

For example, the American Pain Society in Glenview,
IL, says pain is both a sensory and an emotional experi-
ence, Todd says. “It is impacted by how we react to
[physical] pain, and how we think about it,” he adds. 

In 1999, Todd explains, the Joint Commission for the
Accreditation of Healthcare Organizations (JCAHO)
revised its standards for pain in response to recommen-
dations by the American Pain Society. 

“But JCAHO’s guidelines are largely targeted to the
documentation of pain severity,” notes Todd, adding
that ED managers must move beyond the Joint Com-
mission’s guidelines to significantly improve their
treatment of patients with pain.

“For example, although they will document pain 
on arrival for JCAHO, most EDs do not use them to
assess patients with pain after any sort of intervention,
and they do not document after the patient leaves the
ED,” he explains.

There are three common tools for assessing pain, he
says. The first is the Visual Analog Scale in which a
patient places a mark on the scale to show how severe
the pain is. It is more of a research tool. Another, the
“Faces” scale, is used for children or illiterate patients
who pick the face that most closely represents how
they feel. 

“I recommend the Numerical Rating Scale, which is
used, for example, to rate cardiac chest pain,” he says.
This scale ranks pain from 1-10, with 10 being the
most severe. 

In addition, Todd notes, most EDs have no particu-
lar policies for how quickly someone in pain should be
treated. “It normally takes one to two hours, but it
could be reduced to 15 minutes if you introduced the
right protocols,” he says. “Your door-to-needle time
for thrombolytics should be [your benchmark for your]
door-to-analgesic time. A simple intervention can
improve your patient satisfaction and also get adminis-
tration off your back [about patient satisfaction].”

Improved education on pain issues also will help ED
physician and nurse managers further improve patient
care and satisfaction, Todd says. “In California, the
state requires all physicians to receive several hours of
pain CME,” he adds. “Emergency physicians are look-
ing for the same thing.”

Finally, he concludes, improving paint treatment
will have a far-reaching impact on quality of care in
the ED. “Fully 60% to 70% of the patients who come
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Teaching your staff to look at pain in a new light will ben-
efit your patients and your ED’s performance.
• It is important to consider the emotional aspects of

pain, as well as the physical aspects. 
• Don’t be satisfied with accreditation guidelines; docu-

ment pain throughout the treatment process.
• To improve times for door to analgesic, mirror proto-

cols for thrombolytics door-to-needle times.

Executive Summary

For information on trends in pain management, contact:
• James A. Espinosa, MD, FACEP, FAAFP, Chairman,

Medical Director, Emergency Department, Overlook
Hospital, Summit, NJ. Phone: (908) 522-5310. E-mail:
Jim010@aol.com.

• Knox Todd, MD, MPH, Director, Pain and Emergency
Medicine Initiative, Beth Israel Medical Center, New
York City. Phone: (404) 368-5067. E-mail: ktodd@
sph.emory.edu.

• American Pain Society, 4700 W. Lake Ave., Glenview,
IL 60025. Phone: (847) 375-4715. Fax: (877) 734-
8758. E-mail: info@ampainsoc.org. 
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to the ED do so because of pain symptoms,” he asserts.
“ED managers who are interested in improving quality
of care will address [an issue that affects] the majority
of folks who come to us.” ■

Bar-coded patient IDs 
cut LOS nearly one hour
Identification of patients precedes registration

[Editor’s note: A new report from the Urgent
Matters Learning Network, Bursting at the Seams:
Improving Patient Flow to Help America’s Emergency
Departments, identifies best practices from 10 hospi-
tals selected as participants in an initiative to help
hospitals eliminate ED crowding. Each participating
hospital developed and implemented strategies to
improve patient flow through the ED and to reduce
overcrowding. (See resource box, p. 140, for informa-
tion on how to obtain the report.) In our November
issue, EDM featured strategies and methods employed
at Grady Hospital in Atlanta and University Hospital
in San Antonio, which made their programs successful.
We continue our series with this article.]

The “Urgent Matters” team in the ED at University of
California San Diego Medical Center has dropped

its length of stay by 50 minutes, its left-without-being-
seen patients from 9% to less than 4%, and its wait
times for patients eventually admitted from 45 minutes
to fewer than 15 minutes.

How did they do it?
“We developed a rapid-entry process — a modified

form of bedside registration — which basically consisted
of bar coding” patient identification bands, says Ted
Chan, MD, associate professor of clinical medicine and
head of the ED team.

His team — which included the head nurse, the
ED’s informatics director, the head of the ED, and the
head clerk, as well as several nurses — saw what Chan

calls “silofication” in the process. “Patients would sign
in, wait for triage, wait for registration, wait for there
to be an open bed, and each element had a period of
waiting associated with it,” he explains. 

The new process was introduced in August 2003.
“We turned something that was done only on special
occasions into a routine process,” says James Killeen,
MD, informatics director for the ED. “We developed a
point-of-entry quick registration, which could plug
into the electronic medical record that I designed.”

The team integrated the electronic record with the
hospital system, Chan explains, so when patients
signed in, there was an automatic search for a medical
record (MR) number. “About 80% of our patients
already have one,” he notes.

If a patient didn’t already have one, the computer gen-
erated a new one for them, including name, date of birth,
and Social Security number, if they had one. “This was
linked to a bar-code wristband printer, so by the time the
individual got to triage, they had their ID number on
their wristband,” Chan says. 

By doing that process, the EDs have the patient
established, Killeen adds. “We can send off labs, X-ray
requests, and results information immediately,” he says.

Once the patient gets to triage, one of two things
can happen, Chan continues. “They could go to any
open bed; we have directed our triage nurses to fill any
open bed,” he says. “Or if there was no open bed, the
nurse was to contact a physician to come to triage and
get ancillary tests done — i.e., [blood work], X-rays.”

The ED had tried bedside registration in the past,
“but at that time, you still had to have registration done
before X-rays or blood tests or radiology could be per-
formed,” Chan says. “In this system, because you have
an automatic search at sign-in for the MR number, or
one is generated, you could get all of that done, and
the patient could even go under registration after dis-
charge, if he had to.”

Another thing that sets this system apart is that
there are no physicians on duty in triage. “Our patients
go to triage if they can’t get to an ED room, and most
studies that have looked at this method have spent
money to put a physician in triage, but we did not do
that,” he continues. “We decided that since such a
small percentage of patients did not get open beds, the
nurse could always get a doctor if one was needed to
get tests going.”

Killeen says that successful culture change was a
critical factor in the positive results of the project. 

“We got a lot of ideas from the Robert Woods
Johnson people about education, re-education, and
giving staff updates as to how we were doing, so they
had knowledge of not just what they were doing but
what everyone in the ED was doing, and how efficient
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You can integrate different electronic interfaces with your
hospital system to streamline the patient sign-in process.
• Immediately placing ID number on wristband speeds

triage and bed assignment.
• If necessary, registration can be conducted even after

discharge.
• Updating staff regularly on project’s progress helps

engender buy-in.
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they were becoming,” he explains. 
One good example is dealing with patients in the

waiting room, Killeen says. The managers helped
engender buy-in for the project by sharing informa-
tion, he says.

“The nurses, as well as the administrative people
who at the time were registering patients, became
more aware of how overwhelmed their colleagues
felt,” he explains. “They better understood that now,
instead of a serial process where everyone stood in
line, we were making a parallel process, so everyone
could be brought in when they needed to be.” ■

Study finds 83% of ED
patients have insurance 
EDs unfairly penalized by upper management

Common wisdom may say that the nation’s EDs 
are being filled up with the uninsured, but a new

study on EDs asserts that more than 80% of patients
seen in EDs have health insurance and a usual source
of health care such as a primary care physician. 

The study, which has been published on-line by the
Annals of Emergency Medicine, found that 83% of ED

visits were made by people who had a doctor, a clinic,
or who were members of a health maintenance organi-
zation. In addition, 85% had medical insurance, and
79% had incomes above the poverty level.1

“I think our major finding is that the individuals who
come to our EDs are mainstream Americans who have
doctors and have insurance,” asserts Ellen J. Weber,
MD, a professor in the division of emergency medicine
at the University of California, San Francisco, who led
the study. Interestingly, the annual National Hospital
Ambulatory Medical Care Survey (NHAMCS) con-
ducted by the Centers for Disease Control and Preven-
tion shows similar statistics: About 17% of ED patients
are not insured.2 (For information on NHAMCS, see
resource box, p. 141.)

That statistic has significant implications for ED
managers, and in fact, that possibility was one of the
reasons Weber undertook the study. 

“We thought that policies that affected EDs were
somewhat impacted by what we believed were misper-
ceptions of who visits EDs — i.e., the uninsured, the
fringes of society,” she says. “And as a result, the EDs
were not getting the staff or the funding they needed
because they were not seen as places where main-
stream Americans went,” she explains.

The data on which Weber based many of her find-
ings was not an ED study, but rather a household sur-
vey conducted by the Washington, DC-based Center
for Studying Health System Change.3 “It looked at the
use of health care — health status, age, insurance —
and then what health care resources they used [i.e.,
EDs],” she adds.

“That allowed us to decide whether someone who
had certain characteristics was more or less likely to
use the ED.” Another major source of the study, Weber
says, was NHAMCS.

She asserts that these findings should have an
impact on the way upper management views EDs —
specifically, the amount of funding they receive. 

“Upper management needs to recognize that ED
managers and their staffs need the same level of atten-
tion that people in other parts of the hospital are get-
ting — especially with the overcrowding and worry
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For information on the Urgent Matters project at the
University of California San Diego Medical Center, contact:
• Ted Chan, MD, Associate Professor of Clinical Medicine,

Emergency Medicine, University of California San Diego
Medical Center. Phone: (858) 794-7711. E-mail: tcchan
@ucsd.edu.

• James Killeen, MD, Informatics Director, Emergency
Department, University of California San Diego
Medical Center. Phone: (858) 243-6509. E-mail:
jkilleen@msn.com.

A free copy of the report, Bursting at the Seams:
Improving Patient Flow to Help America’s Emergency
Departments, can be found at www.urgentmatters.org. A
link to the report is found under “Latest News.”

Urgent Matters is accepting applications from hospitals
to participate in Learning Network II, an intense, yearlong
collaborative to improve patient flow and reduce ED
crowding. A new group of selected hospitals will receive
consultation from experts, access best practices, mea-
sure and improve patient flow, and learn with other lead-
ing hospitals in the country. On-line applications are due
Dec. 10, 2004. For more information, go to www.urgent
matters.org/LearningNetworkII. 

Sources/Resources

Research shows your ED is not necessarily a burden to
your hospital’s bottom line; take advantage of the data.
• Use statistics to demonstrate your department should

get its fair share of funding.
• Since ED patients often are sicker than others in the

hospital, they should have equal priority for beds.
• EDs do not treat mainly the “fringes of society.” You’re

entitled to equal consideration when it comes to staffing.
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about transfers [we are facing]” she insists. “But, for
example, elective surgeries are prioritized over emer-
gency patients because [the ED] is thought not to be
there for the hospital’s bottom line.”

That thought is wrong, Weber says. “The patients
who go to the ED are sicker, probably have a very
legitimate reason to be there, and should have at least
equal priority for the beds,” she says. “They are not a
drain on the financial system of the hospital.”

The study’s findings, Weber argues, could be used
to affect how ED managers argue for their budget, or
compete for who gets the next bed. “They can argue,
‘Our patients are also part of our mainstream system
— they are not just people who came out of the park,
and if they do not get equivalent priority, they will go
somewhere else, and we’ll lose them in the tertiary
care system,’” she suggests. 

You might think that ED physicians in border states
such as Texas, where illegal immigrants make up a sig-
nificant portion of the population, would perceive a
different reality than the one portrayed in Weber’s
study — and you’d be right. 

However, Claudie Jimenez, MD, associate profes-
sor of surgery at the University of Texas Southwestern
Medical Center at Dallas, does not reject Weber’s find-
ings outright. “While the numbers of the uninsured do
continue to rise, the problem of ED overcrowding is
much more complex, and this article speaks to this
issue,” she says.

Jimenez works in a large urban county ED. “While
the majority of our patients are uninsured, many patients
who have coverage still come to the ED for care,” she
explains.

In a study the facility conducted in 2001, 63% of
patients without insurance said they preferred to use the
ED as the primary source of care, and 40% of patients
with private insurance also preferred to use the ED. 

This survey was conducted among patients who
presented to the ED with congestive heart failure,
diabetes, or hypertension, Jimenez says. These are
chronic conditions that require routine maintenance
care, she notes.

“These patients may have exacerbations of their dis-
ease that requires emergent intervention and may not
be able to be managed in an ordinary primary care
office, or their condition necessitates an admission to
the hospital,” Jimenez says. “Only 29% of our surveyed
population called for an appointment with a primary
care physician before presenting to the ED for care.”

While it is believed by some that a large undocu-
mented immigrant population is putting a significant
strain on health care services, especially in border
states, actual numbers are very hard to come by,
Jimenez adds. 

“While the lack on health care coverage is an
important issue that needs to be addressed, ED over-
crowding is more likely the direct result of a severe
shortage of inpatient beds for an aging patient popula-
tion with chronic conditions,” she concludes.
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CMS eases diagnostic
testing rules for EDs
Payment simplified, documentation lessened

The final rule on hospital outpatient payment ser-
vices for 2005 from the Centers for Medicare &

Medicaid Services (CMS) has some good news for ED
managers: Requirements for reporting diagnostics tests
have become less burdensome. 
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For more information on the impact of the uninsured on
EDs, contact:
• Claudie Jimenez, MD, Associate Professor of

Surgery, University of Texas Southwestern Medical
Center at Dallas. Phone: (214) 648-8593. E-mail:
claudie.jimenez@utsouthwestern.edu.

• Ellen J.Weber, MD, Professor, Emergency Medicine,
University of California, San Francisco. Phone: (415)
353 1238. E-mail: weber@medicine.ucsf.edu. 

For more ED-specific information in the National Ambula-
tory Medical Care Survey, go to www.cdc.gov/nchs/about/
major/ahcd/ahcd1.htm. Under “Data Highlights — Selected
Tables, Charts, and Graphics,” click on “Emergency
Department Visit Data.
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“The Observation Subcommittee of the APC [Ambu-
latory Patient Classification] panel asserted that the diag-
nostic testing rules caused an unreasonable reporting
burden on hospitals, as they required manual chart
review, and that the requirement might actually have
resulted in an overutilization and duplication of diagnos-
tic testing,” explains Susan M. Nedza, MD, MBA,
FACEP, chief medical officer for CMS’ Region V in
Chicago. 

The new rule will allow emergency care profession-
als providing observation services to use clinical crite-
ria to determine whether to perform diagnostic tests on
individual patients, Nedza explains. 

“This change does not negate the necessity to per-
form tests such as pulse oximetry and appropriate
EKGs that are medically necessary to provide quality
care,” she cautions. The rule does, however, affect pay-
ment for observation services for patients with asthma,
congestive heart failure, or chest pain. “In other words,
the reporting burdened has been lessened. If providers
had been having difficulty meeting the data collection
burden in order to obtain payment, that should no
longer be a problem,” Nedza points out.

The new regulations have not only lessened the doc-
umentation necessary for payment for observation ser-
vices for diagnostic testing, but also the times, she
adds. “It brings the times related to payment more in
line with common practice in observation centers,”
Nedza asserts.

More money — but not enough

Under the new rule, the nation’s EDs will see pay-
ment rate increases of between 3.3% and 4.3% for ser-
vices provided, or slightly higher than the overall 3.3%

increase announced for all services by CMS. Currently,
the APC rate for low-level emergency visits is $74.70;
under the proposed new rule, the rate will be $77.18, or
a 3.3% increase. For midlevel emergency visits, the
current rate of $130.77 will rise to $136.34, or a 4.3%
increase. For high-level emergency visits, the rate will
go from $226.30 to $234.42, or a 3.6% increase. 

The changes will take effect Jan. 1, 2005. These
increases, however, are far from adequate, according to
Don May, vice president for policy of the American
Hospital Association (AHA) in Washington, DC. “Our
key problem is we know emergency services are not
paid completely by Medicare, and EDs lose money on
them,” he asserts. 

“The outpatient system is tremendously under-
funded, and emergency services are right up at the top;
we’d like to see much larger increases.” In total, the
outpatient system pays about 87 cents on the dollar of
costs for each Medicare patient, May says. “And I
think it’s probably worse in the ED.”

Another area in which the AHA was “somewhat
disappointed,” and which directly affects EDs, he says,
is that “CMS has again failed to provide evaluation
and management [E/M] coding guidelines for hospi-
tals.” Accordingly, May adds, hospitals have had to
develop internally what they consider to merit low-
level and high-level E/M coding. 

Five codes can be used, he notes. “The ultimate
problem is a patient who comes in may be put into a
midlevel code, another may be put in low-level, and
there’s possibly a lack of consistency.”

And while it’s unlikely, the Office of the Inspector
General could determine not to reimburse the facility
based on E/M coding. “It still leaves a lack of clarity
for the field,” May concludes.  ■

Schull MJ, Vermeulen M, Slaughter G, et al. Emer-
gency department crowding and thrombolysis
delays in acute myocardial infarction. Ann Emerg
Med; in press.

Heart attack patients treated in EDs experiencing a
great deal of crowding were 40% more likely to expe-
rience a major delay, defined as a door-to-needle time
of 60 minutes or more, before receiving a clot-busting
drug. 

The median door-to-needle time was 5.8 minutes
longer for these patients than for those treated in EDs
experiencing no crowding. 
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For more information on the new outpatient payment
rules, contact:
• Don May, Vice President, Policy, American Hospital

Association, Washington, DC. Phone: (202) 638-
1100.

• Susan M. Nedza, MD, MBA, FACEP, Chief Medical
Officer, Region V, Centers for Medicare & Medicaid
Services, Chicago. Phone: (312) 886-5341. E-mail:
SNedza@cms.hhs.gov.

For more information on the new outpatient payment
rule, go to: www.cms.hhs.gov. Next, click “providers” on
the left side of the page. Then under “Highlights,” click
on “CMS announces CMS-1427-FC; Medicare Program;
Changes to the Hospital Outpatient Prospective Payment
System and Calendar Year 2005 Payment Rates on dis-
play at the Federal Register on November 2, 2004.” 
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The study included 3,452 suspected heart attack
patients cared for at 25 hospital EDs over three years
in Ontario, Canada.

Median door-to-needle time in the study was 43
minutes, and 40, 45, and 47 minutes in conditions of
none, moderate, and high ED crowding, respectively.

“ED crowding . . . may represent a barrier 
to improving cardiac care in EDs,” the authors 
concluded.  ■
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■ New ED will let patients get
‘wired’ from their bedside

■ How does EMTALA apply to
law enforcement requests? 

■ National Trauma Bank
statistics being used to establish
a care data set

■ Five-category triage system
used to identify targets for
distinct MSEs

COMING IN FUTURE MONTHS

CE/CME questions

13. Which of the following is not part of the infection
control strategy being implemented by Darlene
Bradley, RN, PhDC, MSN, MAON, director of
emergency and trauma services at University of
California, Irvine Medical Center, to minimize the
spread of influenza?
A. Cohorting of patients
B. Canceling elective surgeries
C. Public education
D. Hand-washing stations

14. According to Katherine West, BSN, MSED, 
CIC, infection control consultant with Infection
Control/Emerging Concepts, the following are 
to be considered “high risk” and be vaccinated
against the flu: 
A. ED physicians
B. Triage staff
C. Paramedics
D. All of the above

15. According to Knox Todd, MD, MPH, director of the
Pain and Emergency Medicine Initiative at Beth
Israel Medical Center, which of the following is a
common tool for assessing pain?
A. The Visual Analog Scale
B. The Faces Scale
C. The Numerical Rating Scale
D. All of the above

16. According to Ted Chan, MD, associate professor
of clinical medicine at the University of California
San Diego Medical Center, the latest a patient can
be registered under the ED’s new system is:
A. After discharge
B. During discharge
C. During triage
D. After triage

17. According to Ellen J. Weber, MD, a professor in the
division of emergency medicine at the University of
California, San Francisco, misconceptions about the
uninsured handicap ED managers most severely
when it comes to:
A. Gaining access to available beds
B. Reimbursement
C. Funding
D. Staffing

CE/CME instructions

Physicians and nurses participate in this CE/
CME program by reading the issue, using 

the references for research, and studying the
questions. 

Participants should select what they believe to
be the correct answers, then refer to the answer
key to test their knowledge. 

To clarify confusion on any questions answered
incorrectly, consult the source material. 

After completing the semester’s activity, you
must complete the evaluation form provided and
return it in the reply envelope to receive a certifi-
cate of completion. When your evaluation is
received, a certificate will be mailed to you.  ■

Hospitals won’t have to ask
about immigration status 

The Centers for Medicare & Medicaid Services
(CMS) has told the American Hospital Associa-

tion that hospitals will not be required to report a
patient’s immigration status to receive funding 
for uncompensated emergency care provided to
undocumented immigrants. 

The Medicare Modernization Act included $250
million for each of the next four years to offset the
costs of providing care to undocumented immi-
grants, but to qualify for that funding, CMS’ pro-
posed implementation plan posted in July would
have required hospitals to obtain direct evidence of
emergency patients’ immigration status.  ■
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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 Flu vac-
cine shortage places premium on infection con-
trol, surge capacity and Preventive health for
staff critical to patient safety, in this issue.)

• Discuss and apply new information about vari-
ous approaches to ED management. (See New
approaches to pain ease discomfort, distress.)

• Share acquired knowledge of these develop-
ments and advances with employees. (See
Bar-coded patient IDs cut LOS nearly one 
hour and Study finds 83% of ED patients have
insurance.)

• Explain developments in the regulatory arena
and how they apply to the ED setting. (See
CMS eases diagnostic testing rules for EDs.) ■

18. Under the final rule on hospital outpatient payment
services for 2005 from the Centers for Medicare 
& Medicaid Services, which of the following will
receive the highest percentage increase?
A. Low-level emergency services
B. Midlevel emergency services
C. The overall average for all hospital outpatient

services
D. High-level emergency services

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 prefer on-line,
searchable access to past issues, you may get that at
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
13. B 14. D 15. D 16. A 17. C 18. B
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accreditation, FEB:16

Is your ED ready to comply with
patient safety goals? AUG ED
Accreditation Update:2

JCAHO and CMS align perfor-
mance measures, NOV ED
Accreditation Update:4

JCAHO is watching: Is your plan
in order? JUL:74

Joint Commission Surveys: It’s a
brand new world, MAY ED
Accreditation Update:1 

New infection control standard,
NOV ED Accreditation Update:2

Root causes of Sentinel Events,
JUL:76

Tours help prepare ED for real
thing, MAY ED Accreditation
Update:4

Wary of unannounced surveys?
MAY ED Accreditation Update:3

Liability
Are you liable if staff abuse a

patient? AUG:91
Audio conference: Protect your

tax-exempt status, SEP:107
Case history: Head trauma easily

mistreated, MAR:29
Drug-seeker lists are dangerous at

best, MAR:25
ED is hotbed for lawsuits, JAN:1
Emergency physicians join call for

reform, MAR:34
Formalize drug-seeker list,

MAR:27
Head injury, stroke require speed,

MAR:28
Headache, abdominal pain pose

liability risk, FEB:17
Headache case illustrates risks,

FEB:18
Lawsuits imply EMTALA requires

EDs to admit all uninsured
patients, AUG:85

Treatment options increase liabil-
ity, JAN:3

Management
ACEP academy addresses new

skill sets, SEP:102
Audio conference: Protect your

tax-exempt status, SEP:107
Child life services can provide

competitive edge, OCT:115
ED managers should interface

with community, OCT:113
Strategies to boost ED manager’s

influence, SEP:101

Medicare, Medicaid
CMS eases diagnostic testing rules

for EDs, DEC:141
CMS issues guidance on interpret-

ing, JAN:10 
CMS issues interpretation guide-

lines, JUL:83 
CMS launches $1 billion program,

SEP:104
JCAHO and CMS align perfor-

mance measures, NOV ED
Accreditation Update:4

Medicare issues rule on smallpox
damages, FEB:21

Will CMS position affect EDs?
MAY:57

Medication errors (Also see Patient
safety)

Medication issues trip up EDs,
AUG:4

Underdosing of acetaminophen
by parents; ED utilization:
Journal Review, APR:45

Mental illness
Individuals may pose a safety

threat, SEP:97
Taxing EDs, affecting other

patients, JUN:66
Upsurge seen in ED patients,

SEP:99

Nonemergent ED visits
Humorous radio spot informs

public, APR:41

Overcrowding (Also see Diversion,
Left without being seen, Nonemer-
gent ED visits, and Patient flow) 

Address ‘virtual capacity,’
NOV:128

Care management unit has broad
LOS impact, NOV:126 

EMTALA Q&A: Does law apply
only to ‘holding’ patients?
MAR:33

Focus on process slashes average
cycle time, NOV:127

‘Gridlock page’ helps, MAR:32
How can you keep average wait

less than 1 hour? APR:37
How managers can find elusive

beds, JUL:79
Initiate account number at, before,

triage, APR:40 
Journal Review: ED crowding and

thrombolysis delays, DEC:142
‘Mini-triage’ cuts wait to 15 min-

utes, MAY:53
Rapid-cycle testing cuts bed

turnaround 85%, NOV:125
Reader Question: If nurses hoard

patients, how can you improve?
JUN:67

Space, staff key concerns, OCT:112
Take tips from restaurants, JAN:4 
Three strategies to reduce, JUL:78
VHA Nationwide ED survey

results, APR:39
Want smoother transfers? AUG:93
Want to improve? Promise 30-

minute wait, MAY:52

Pain management
Number of geriatric patients

grows, NOV:121

Patient education
ACEP offers materials, APR:46

Patient flow (Also see Diversion,
Left without being seen,
Nonemergent ED visits, and
Overcrowding)

Address ‘virtual capacity,’
NOV:128

Bar-coded IDs cut LOS nearly one
hour, DEC:139

Care management unit has broad
LOS impact, NOV:126

Code STEMI move heart patients
quickly, FEB:17

ED sees 50% reduction in triage to
bed, OCT:114

EMTALA Q&A: Does law apply
only to ‘holding’ patients?
MAR:33 

EMTALA Q&A: Transfers: You
can say no, SEP:105 



Focus on process slashes average
cycle time, NOV:127

‘Gridlock page’ helps, MAR:32
How can you keep average wait

less than 1 hour? APR:37
How managers can find elusive

beds, JUL:79
Increase capacity with chest pain

accreditation, FEB:16
Initiate account number at, before,

triage, APR:40 
Lab order to results in 16 minutes?

AUG:89
‘Learning Network II’ now accept-

ing applications, DEC:
Media campaign educates public,

APR:40
‘Mini-triage’ cuts wait to 15 min-

utes, MAY:53 
POC tests cut screening time to 20

minutes, JUL:82 
Rapid-cycle testing cuts bed

turnaround 85%, NOV:125
Reader Question: If nurses hoard

patients, how can you improve?
JUN:67

Take tips from restaurants, JAN:4
Three strategies to reduce, JUL:78
Timing, diplomacy keys, JUN: 61
VHA Nationwide ED survey

results, APR:39
Want to improve? Promise 30-

minute wait, MAY:52
Want smoother transfers? AUG:93

Patient safety (Also see Medication
errors)

ACEP endorses rules for avoiding
wrong sites, FEB:21

Call panels: Should your ED do-it-
yourself? AUG:93

ED visits for food allergies:
Journal Review, APR:45 

Is your ED ready to comply with
patient safety goals? AUG ED
Accreditation Update:2

Medication issues trip up EDs,
AUG:4

Poor communication: Root of
most ills, JUL:76

Preventive health for staff critical
to patient safety, DEC:136

Root Causes of Sentinel Events,
JUL:76

Situation critical for call panels,
AUG:92 

Sourcebook: Prepare your hospital
for a very unusual flu season,
DEC:133

Strategies for Universal
Respiratory Etiquette, DEC:

Underdosing of acetaminophen
by parents; ED utilization:
Journal Review, APR:45

Patient satisfaction (Also see Left
without being seen)

Child life services can provide
competitive edge, OCT:115

Climbs with smiles, other soft
skills, MAR:30

Daily customer service survey
questionnaire, OCT:117

Daily surveys yield weekly
improvements, OCT:117

ED touched by angels slashes
complaints, SEP:103

Fish tanks, fresh paint help
improve mood, MAR:31

How to boost rates, AUG:87
Journal Review: Pelvic exams and

Pap testing: Addressing patient
misperceptions, JUN:69

Number of geriatric patients
grows, NOV:121

Radios improve efficiency and
safety, JUL:77

Want to improve? Promise 30-
minute wait, MAY:52

Pediatrics 
Children Younger than 2 Years

with a Head Injury, MAY ED
Trauma Reports:7 

Evaluation of Children with Head
Trauma, MAY ED Trauma
Reports:2 

Pediatric Controversies: Diagnosis
and Management of Traumatic
Brain Injuries, MAY ED Trauma
Reports:1

Performance improvement
Focus on process slashes average

cycle time, NOV:127
Lab order to results in 16 minutes?

AUG:89
Root-cause analysis is useful,

JUN:64
Root-cause analysis requires mul-

tiple steps, JUN:65
Want to improve? Promise 30-

minute wait, MAY:52

Public education campaigns
Flu vaccine shortage places pre-

mium on infection control,
surge capacity, DEC:133

Humorous radio spot informs
public, APR:41

Media campaign educates public,
APR:40 

Radiology
CT in your ED? SEP:100
Journal Review: Emergency

department image interpreta-
tion, JUN:69

Radiology’s point of view: Work
with us on CTs, JUN:63

Timing, diplomacy keys to CT
Scans, JUN:61

Reimbursement (Also see APCs and
Revenue enhancement) 

Proposed new rule boosts ED pay-
ments, SEP:98

Revenue enhancement (Also see
APCs and Reimbursement)

Billing analyst can find $300,000,
FEB:19

Journal Review: Cost sharing,
JUN:68

Reader Question: Will CMS posi-
tion affect EDs? MAY:57

Salary
Annual salary survey report,

NOV:1
EDs struggle with growing num-

bers, JUN:67
Reader Question: Will CMS posi-

tion affect EDs? MAY:57
Situation critical for call panels,

AUG:92

Security 
Drug-seeker lists are dangerous at

best, MAR:25
Formalize drug-seeker list,

MAR:27
Get tough with drug seekers,

MAR:28
Individuals may pose a safety

threat, SEP:97
Make ED part of law enforcement

team, JUL:80

Staff education
Clerical staff cross-trained as ED

techs, JAN:8
Cross-training staff necessitates

caution, JAN:6
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Staffing
Hospitalists: What is the benefit

for EDs? MAY:51
Nursing recruitment, coordination

cut diversions, MAY:56 
Sourcebook: Prepare your hospital

for a very unusual flu season,
DEC:133

Want to improve quality, ease
burdens on physicians?
MAY:49

Surge capacity
AHRQ tools can help locate alter-

native sites, OCT:113
Are you ready for an influx of

SARS patients? NOV ED
Accreditation Update:1

ED managers should interface
with community, OCT:113

Flu vaccine shortage places pre-
mium on infection control,
surge capacity, DEC:133

Space, staff key concerns, OCT:112
Surveillance system goes beyond

bioterrorism, MAY:54
When disaster strikes, OCT:109

Technology
Better monitoring boosts out-

comes, APR:42
Case shows value of 12-lead moni-

tor, APR:43
POC tests cut screening time to 20

minutes, JUL:82

Trauma 
Case history: head trauma easily

mistreated, MAR:29

Children Younger than 2 Years
with a Head Injury, MAY ED
Trauma Reports:7

Commonly Associated Fractures,
JAN ED Trauma Reports:9

Delayed or missed diagnoses, JAN
ED Trauma Reports:1

Distracting Painful Injuries, JUL
ED Trauma Reports:6

Errors in Radiographic
Interpretation, JAN ED Trauma
Reports:8 

Evaluation and management of
Blunt and Penetrating Thoracic,
MAR ED Trauma Reports:1

Evaluation of Children with Head
Trauma, MAY ED Trauma
Reports:2

Glasgow Coma Scale, MAY ED
Trauma Reports:5

Glasgow Coma Scale —
Modification for Children,
MAY ED Trauma Reports:5

Harborview High-Risk Criteria,
SEP ED Trauma Reports:3

Head injury, stroke require speed,
MAR:28

High-Risk Criteria for CSI, JUL ED
Trauma Reports:2

Immobilization of Patient with
Fixed Flexion Deformity, JUL
ED Trauma Reports:4

Incidence of Missed Injuries, JAN
ED Trauma Reports:2,3

Knee Trauma: Assessment,
Diagnostic Evaluation, and
Management, NOV ED Trauma
Reports:1

Logroll Maneuver, JUL ED Trauma
Reports:5

NEXUS Criteria, JUL ED Trauma
Reports:6

Ottawa Knee Rules, NOV ED
Trauma Reports:9

Pediatric Controversies: Diagnosis
and Management of Traumatic
Brain Injuries, MAY ED Trauma
Reports:1

Radiographic Findings Suggestive
of Aortic Injury, MAR ED
Trauma Reports:8

Rib fractures and flail chest, MAR
ED Trauma Reports:2

The Canadian C-Spine Rule, JUL
ED Trauma Reports:7

The Evaluation and Clearance of
the Cervical Spine in Adult
Trauma Patients (Part 1), JUL
ED Trauma Reports:1

The Evaluation and Clearance of
the Cervical Spine in Adult
Trauma Patients (Part 2), SEP
ED Trauma Reports:1

Vascular Injuries, JAN ED Trauma
Reports:9

Uninsured, underinsured patients
(Also see Reimbursement)

CMS launches $1 billion program,
SEP:104

EDs struggle with growing num-
bers, JUN:67

Hospitals won’t have to ask about
immigration status, DEC:141

Lawsuits imply EMTALA requires
EDs to admit all uninsured
patients, AUG:85

Study finds 83% of ED patients
have insurance, DEC:143
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