
Evacuate or ‘hunker down?’ ED experts
ponder options as Katrina wreaks havoc
Hurricane veterans say the decision is not as easy as it may appear 

Hurricane Katrina, clearly, was a health care disaster of unimaginable pro-
portions. In the wake of the storm, Gulf Coast hospital emergency genera-
tors were rendered inoperable by rising floodwaters. In many facilities,

there was no plumbing or potable water; buckets were used for latrines. In New
Orleans, helicopters sent to evacuate critically ill patients were fired upon. 

“This is bigger than anything anyone else has ever seen,” says William (Kip)
Schumacher, MD, CEO and founder of The Schumacher Group, a Lafayette, LA-
based practice management firm that provides emergency medicine, staffing, and
practice management services to 104 facilities, including 30 in Louisiana. 

“Many of these hospitals were turned into armed camps; there were nurses and
doctors walking around with shotguns slung over their shoulders, and no one ques-
tioned it,” he points out. (For a dramatic first-person account of just how des-
perate conditions were, see story, below.)

No one would seek to minimize the scope of this disaster, and clearly no one
questions the dedication and courage of the thousands of emergency medicine 
professionals who provided whatever help they could under such dire conditions.
But those conditions all arose after Katrina hit, and there are those who wonder
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ED physician provides view from the front lines

Many stories are emerging from the EDs and field hospitals responding to
patient needs following Hurricane Katrina, but few have been as moving 

as the e-mail by Hemant H. Vankawala, MD, an emergency physician with
Questcare partners in Dallas, Denton (TX) Regional Medical Center, and the
downtown Dallas Baylor University Medical Center, sent to several of his col-
leagues. With his permission, ED Management is pleased to share excerpts of his
e-mail, composed at the field hospital established at the Louis Armstrong Airport
outside New Orleans by the Federal Emergency Management Agency (FEMA):

For the past eight days, I have been living and working at the New Orleans
airport delivering medical care to the Katrina hurricane survivors . . . Our team

(Continued on page 111)



whether some of the stricken EDs and hospitals — or
at least some of their patients — should have been
evacuated ahead of time.

There are facilities with such plans in place, and
some of these plans have been put into action when dis-
aster seemed imminent; but conversations with a num-
ber of ED managers and experts in hurricane-prone

areas reveal that to do so would involve a number 
of key decisions — most of which are never cut and
dried.

Not everyone leaves

Even when a pre-evacuation is undertaken, that
action does not necessarily mean the facility is entirely
deserted, explains Obed Cruz, RN, the ED manager 
at Mercy Hospital in Miami. Mercy has done partial
evacuations. 

“There is always a remainder that stays behind,
because there are always some patients who can’t be
evacuated,” he says. “Our ED faces the [Biscayne] Bay
— so the nearer the storm gets, you literally close it,
because the entire site becomes an evacuation area.”

This partial evacuation was done last year in prepa-
ration for Hurricane Ivan, he recalls. “Anyone who
needs to be admitted [from the ED] quickly goes
upstairs, where beds are available because some other
patients have been moved,” he says. Any visitor stuck
in the ED “becomes part of the family till it’s over,”
adds Cruz, as hurricane shutters in front of the ED are
closed. 

At St. Joseph’s/Candler Health System in Savannah,
GA, the facility is considered a community resource in
times of disaster, “so [total evacuation] is not a consid-
eration,” says Judy Peterman, RN, MSN, director of
critical care and emergency services. 

“We would discharge all the patients we could and
send them elsewhere or manage them in a crisis if
need be.” With a Category 3 hurricane or higher, they
have relationships established with outlying facilities,
should they need to transfer ED patients.

When you are hired, you are assigned randomly to
Team A or Team B, says Anne Byerly, RN, assistant
ED nurse manager for St. Joseph’s/Candler. “In the
event of a hurricane, Team A stays,” she explains.
“Team B leaves the city.”
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The decision to evacuate in advance of a major storm
requires the ED manager to make a number of critical
decisions.
• The decisions must be made well in advance of antici-

pated landfall, to ensure that patients and staff can get
to safety.

• Determine which patients should be admitted, which
should be transferred, and which must remain where
they are.

• Have alternative facilities lined up ahead of time,
should the need arise to transfer your patients.

Executive Summary



Texas Children’s Hospital in Houston would evacu-
ate ahead of time. “We know what the ramifications of
a Category 4 or 5 would be to Houston,” says Mary
Frost, RN, trauma coordinator. 

“We have a Level 1 center in Galveston that evacu-
ated ahead of time in 1983 for [Hurricane] Alicia,
which was a Category 4,” she notes. (Previous experi-
ences with disastrous hurricanes have made many
facilities rethink their emergency preparedness. See
story, p. 112.)

When do you decide?

The criteria for evacuation and the decision itself
should occur well in advance of the anticipated land-
fall, Cruz notes. “You can’t wait until it’s almost going
to hit,” he emphasizes.

The second you are in a hurricane watch, the plans
need to already be in place, Cruz advises. “Usually, as
soon as a watch has been issued in your area and you
are in the path, the handwriting is on the wall and it
has to happen pretty quickly.”

The most dangerous part in all of this is the dangers
on the road, he says. 

These dangers can include downed power lines or
massive trees falling on vehicles which, according to 
a Mercy spokesperson, was the cause of death in the
first three Katrina-related fatalities in Florida.

At Mercy, the decision to evacuate is made by the
safety officer and hospital administration, Cruz says.
What storm category does he believe that warrants
evacuation? “If it gets to a 3 or 4, you are definitely
looking at something that will be pretty devastating,”
he says.

In New Orleans, however, conditions shifted so
rapidly that such advanced evacuations may not have
been possibly, counters Randy Pilgrim, MD, presi-
dent and chief medical officer of The Schumacher
Group. 

“We opened our command center well in advance,
but during a 48-hour period, the storm ranged from a 3
to an extremely strong 5, resulting in the fact that all
the backup plans and emergency preparedness we had
crafted on Saturday had to be completely revisited and
re-crafted on Sunday,” he says. 

On Monday, after the levees in New Orleans broke,
the plan had to be so substantially redone that it was
unrecognizable, Pilgrim notes. “The point is, when
you think about evacuating or closing a hospital, it’s
extremely difficult to be sufficiently preparatory but
not overreactive.”

You may not have assurances that evacuating
patients won’t place their lives at risk, he says. 

If evacuation has to occur by helicopter, there is a
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was the first to arrive at the airport and set up our
field hospital. We watched our population grow
from 30 DMAT [Disaster Medical Assistance
Team] personnel taking care of six patients and
two security guards to around 10,000 people in the
first 15 hours. These people had had no food or
water or security for several days and were tired,
frustrated, sick, wet, and heartbroken. People were
brought in by trucks, buses, ambulances, school
buses, cars, and helicopters.

It was a nonstop, never ending process — a 24-
hour-a-day operation. The CNN footage does not
even begin to do it justice. The roar of [helicopter]
rotary blades, the smell of jet [fuel], and the thou-
sands of eyes looking at us for answers, for hope.
Our busiest day we offloaded just under 15,000
patients by air and ground. At that time, we had
about 30 medical providers and 100 ancillary staff.

All we could do was provide the barest amount 
of comfort care. We watched many, many people
die. We practiced medical triage at its most basic,
“black-tagging” the sickest people and culling them
from the masses so that they could die in a separate
area. I cannot even begin to describe the transfor-
mation in my own sensibilities from my normal prac-
tice of medicine to the reality of the operation here.
We were SO short on wheelchairs and litters we
had to stack patients in airport chairs and lay them
on the floor. They remained there for hours, too tired
to be frightened, too weak to be care about their
urine- and stool-soaked clothing, too desperate to
even ask what was going to happen next.

We did not practice medicine . . . There was no
time to talk, no time to cry, no time to think, because
they kept on coming . . . Imagine people so desper-
ate, so sick, so like the five to 10 “true” emergencies
you may get on a shift coming through the door
nonstop that it is all that you take care of. Imagine
having no beds, no O2, no nothing except some
nitro, aspirin, and all the good intentions in the
world. We did everything from delivering babies to
simply providing morphine and a blanket to septic
and critical patients and allowing them to die. 

These people have nothing. Not only have they
lost their material possessions and homes, many
have lost their children, spouses, parents, arms,
legs, vision, everything that is important. Talk to
these survivors. Hear their stories and what they
have been through. Look into their eyes.

You will never think of America the same way.
You will never look at your family the same way.
You will never look at your home the same way

— and I promise, it will forever change the way
you practice medicine.  ■

View from the front lines
Continued from cover page



tremendous risk of helicopter transport itself, includ-
ing crashing, Pilgrim explains. Under circumstances of
wind, rain, and adverse weather conditions, it is even
more risky, he says. 

“A patient in a room with electricity, oxygen, and
all life support is in a very stable environment; if you
move them to a vehicle, [intravenous lines] can come
out, [endotracheal] tubes can become dislodged from
airways,” Pilgrim adds. “In the best of hands, in a con-
trolled situation, it generally goes smoothly; but the
risks are all that much greater under storm conditions
or conditions of relative chaos.”

In Cruz’ facility, there are several levels of response,
and the ED is well prepared to keep operating during
the toughest of times. 

“We have an option called the ‘sheltering in place’
plan, where we just weather the storm in the hospital,”
he explains. 

“In the ED, if we have to move to the second floor,
everything is wireless, so we could move the entire ED
and our computers all the way to the second floor and
be able to operate in a matter of two to three hours. If
we were hard-wired, there would be a lot of disadvan-
tages,” he adds. 

Cruz describes the decision to evacuate New
Orleans as a tough call. “You’re not talking about 100
or 200 patients, but thousands. It’s hard to come up
with scenarios to manage that kind of disaster, and it’s
easy to point a finger if you’re not in charge.” ■

Staffing up helps EDs 
handle Katrina surge
Pre-ordering extra supplies is a winning strategy

Hurricane Katrina’s impact was felt far beyond
those areas that received the storm’s direct fury.

From Alabama to Texas, EDs that already were over-
crowded had to deal with a sudden influx of transfers
that, in most cases, doubled their normal censuses.
How were they able to handle this sudden surge of
patients? ED managers on the front lines said a combi-
nation of good planning, staffing up, and a healthy
dose of outside assistance helped them to soar instead
of sink. 

“Our numbers have about doubled. We were just
seeing 40-50 patients a day, and now it’s up to 100,”
says Chris Ritchey, MD, FAAP, medical director of
the Children’s ED at Women’s & Children’s Hospital
in Lafayette, LA. Calls from transferring facilities in
the New Orleans area alerted him ahead of time, which
was a big help, he says.

“We were able to put all our docs on call, and they
came in for extra shifts,” Ritchey adds. “Nursing was
tough for a while, but HCA [Hospital Corp. of America,
which owns Ritchey’s facility] has really done well get-
ting us staff from other locations.”

Anticipating needs is crucial

He also tried to anticipate the kinds of supplies he
would need. “We thought we’d see a lot of injuries,
cuts and wounds, so we got extra suture kits and ban-
dages,” Ritchey explains. “People were in that water
for awhile, so wound infections were a concern. We
got extra [intravenous] fluids for dehydration and
antibiotics for infection.”

One week after the hurricane hit, Summit Hospital
in Baton Rouge, LA, still was averaging about 45
patients more than a normal day, which is about 78,
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For information on hurricane preparedness, contact:
• Anne Byerly, RN, Assistant ED Nurse Manager, St.

Joseph’s/Candler Health System, 5353 Reynolds St.,
Savannah, GA 31405. Phone: (912) 819-4300.

• Obed Cruz, RN, ED Manager, Mercy Hospital, 3663 S.
Miami Ave., Miami, FL 33133. Phone: (305) 854-4400.

• Mary Frost, RN, Trauma Coordinator, Texas Children’s
Hospital, 6621 Fannin St., Houston, TX 77030. Phone:
(832) 824-1000.

• Judy Peterman, RN, MSN, Director of Critical Care
and Emergency Services, St. Joseph’s/Candler Health
System, 5353 Reynolds St., Savannah, GA 31405.
Phone: (912) 819-4300.

• Randy Pilgrim, MD, President and Chief Medical
Officer, The Schumacher Group, 200 Corporate Blvd.,
Suite 201, Lafayette, LA 70508. Phone: (800) 893-
9698. 

• William (Kip) Schumacher, MD, CEO, The Schumacher
Group, 200 Corporate Blvd., Suite 201, Lafayette, LA
70508. Phone: (800) 893-9698. 

Sources

If a nearby facility is anticipating a disaster, don’t wait
until it hits to prepare to receive its patients.
• Put all of your physicians on call, and schedule them

for additional shifts.
• Determine the conditions you most likely will treat,

and pre-order medication and supplies accordingly.
• Encourage your community to create a central com-

munications center to coordinate all hospital transfers.

Executive Summary



says Dave Miller, RN, the ED director. 
“We had to gear up staffing mainly,” he says. “As

long as we were staffed well enough, we were able to
move patients through pretty quickly.”

Miller says he increased his nursing and physician
levels by about 35%. “Normally during peak times, we
have six nurses, and we were running about nine to
10,” he says. 

Usually the ED has one physician with a physician
assistant (PA) eight hours a day, Miller says. “We went
to a PA 24 hours a day and a swing shift with an extra
physician,” he notes. 

Handling 25,000 patients

Surprisingly, the area with the largest influx of new
patients seemed to handle them as well if not better
than any other relief locale. 

Houston took in more than 200,000 evacuees and
about 25,000 hospital patients, “but almost all of our
hospitals were kept off diversion,” asserts Mary Frost,
RN, trauma coordinator at Texas Children’s Hospital. 

The reason is the creation of Houston’s Regional
Unified Medical Command Center, which was estab-
lished following the destruction of Hurricane Allison
in 2001. “We have coordinated the responses of hospi-
tals,” she explains. 

Patients were treated at the Astrodome and at the
George R. Brown Convention Center. “We were man-
ning some of those ourselves to address pediatric
needs,” Frost says. 

The local medical schools, Baylor and the University
of Texas, provided staff at the request of the mayor and
the county judge to provide adult care, and they also
had out-of-state Disaster Medical Assistance Teams
(DMAT) teams. 

Patients were first triaged at the Astrodome and
then were sent to a shelter, to the on-site clinic at the
dome or, if they were sick enough, they were trans-
ferred to a hospital, Frost says.

Patients were spread through all the hospitals in 
the region to keep all the EDs flowing, she continues.
“Otherwise, we all would have been on divert.”

No hospital, including Texas Children’s, had to acti-
vate its disaster plan, Frost notes. “And we cared for
people [who live] in Houston, plus the additional stress
of a holiday weekend, plus our guests from New
Orleans.”

Many of the patients suffered from chronic ill-
nesses, she says. “We tend to think of injuries when
we think of disasters, but we had 10 patients a day
coming off the buses needing dialysis. If we hadn’t
planned ahead and knew who to call, we could never
have pulled it off, but we had an organization that was

there just to coordinate chronic dialysis.”
There is room for improvement — especially in

communications, Frost adds. They learned a lot about
patient tracking, she says. 

“Our hospital planning group had some very signifi-
cant contact with the Red Cross, and they are now
another entity within this planning process,” Frost
points out. “We will all have forms for data collection
ready for the next time, which were developed on the
fly to help us keep track of patients.”

Benefitting from previous experiences

Previous hurricane experiences have affected disas-
ter planning in several areas of the country. For exam-
ple, ED managers at St. Joseph’s/Candler Health
System in Savannah, GA, have been concerned for
some time about their low-lying, waterfront location.
Subsequently, they made improvements, says Judy
Peterman, RN, MSN, director of critical care and
emergency services. 

“Generators and backup systems used to be in the
basements of both hospitals,” she notes. “We have had
some near-misses, and they are now on the second
floors.”

At Texas Children’s Hospital in Houston, several
changes grew out of Hurricane Allison, which hit in
2001 and caused six hospitals to flooding, Frost adds. 

“We understand what New Orleans [flooding]
means,” she says. “We took from our experience, built
on it, and developed relationships we had not had
before. Among the changes to the area hospitals them-
selves were the addition of flood doors, Frost says. 

There’s no doubt that once you’ve been through
such an experience, you have a totally new perspective
on preparation, says Obed Cruz, RN, the ED manager
at Mercy Hospital in Miami. He went through an evac-
uation prior to Hurricane Ivan last year.

“If I had not gone through one, I’d be just as blissful
as anyone else,” Cruz concedes.  ■
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For more information on handling patient surge during a
disaster, contact:
• Dave Miller, RN, ED Director, Summit Hospital,

17000 Medical Center Drive, Baton Rouge, LA 70816.
Phone: (225) 755-4858. 

• Chris Ritchey, MD, FAAP, Medical Director, Children’s
Emergency, Women’s & Children’s Hospital, 4600
Ambassador Caffrey, Lafayette, LA 70508. Phone:
(337) 521-9100. 

Sources



Preplanning can ease 
psychiatric transfers
Fewer resources reduce transfer options

The recent fining of Behavioral Hospital of Lutcher
(LA) for allegedly failing to appropriately accept

transfers of two patients suffering psychiatric emergen-
cies may have offered a bit of consolation to ED man-
agers who are increasingly frustrated by their inability
to successfully transfer such patients, but it was also a
sober reminder of the severity of the problem. 

The hospital paid a $30,000 fine for its violation 
of the Emergency Medical Treatment and Labor Act
(EMTALA), which is significantly below the $50,000
fine per case allowed by law, according to Robert A.
Bitterman, MD, JD, FACEP, president of Bitterman
Healthlaw Consulting Group in Charlotte, NC, and
vice president for Emergency Physicians Insurance
Co. (EPIC) in Auburn, CA.

Number of psych hospitals decreasing

More important than the amount of the fine, how-
ever, is the underlying problem it reveals, he says.

“This is a huge problem, primarily because there
has been a shrinking supply of psychiatric hospitals,”
Bitterman notes. “Fewer state facilities now exist, and
private hospitals do everything possible to avoid taking
patients without insurance or financial resources.”

But aren’t those private facilities required by
EMTALA to accept psychiatric patients? The answer,
it seems, is yes and no. “They may say they do not
take violent patients or those with ‘dual diagnoses,’ or
the patient is out of their catchment or referral area, or
they may claim the ED has already stabilized the
patient,” he notes. 

However, many of these assertions are “bogus”

claims, Bitterman says. “If a patient is suicidal, it may
be true that the ED can stabilize them, but we can’t
treat their underlying emergency medical condition:
their suicidality,” he adds. “Nevertheless, many facili-
ties will tell the ED that since the patient has been sta-
bilized, they will not accept the patient in transfer
unless the patient has insurance.”

The net result, unfortunately, is that “these patients
are stuck in the ED for many hours, even days, using
up resources and personnel time, which adversely
impacts the ability of the ED to deliver ongoing ser-
vices,” Bitterman says. 

This problem affects every emergency physician in
the country, because every ED has psychiatric patients,
says Joan Kolodzik, MD, an emergency physician
with Upper Valley Medical Center in Troy, OH. “And
because of federal regulations, we are obligated to see
all of them,” she says.

On our own?

EMTALA does not give ED managers a clear legal
advantage, Bitterman says. While many psychiatric
hospitals claim that they do not have to accept patients
under EMTALA if the patient has been legally stabi-
lized by the transferring hospital, several EMTALA
experts, including Bitterman, contend these hospitals
are incorrectly interpreting the statute. 

Bitterman and others say that an accepting hospi-
tal’s duty to accept patients under EMTALA is not a
derivative of or dependent on the transferring hospi-
tal’s duties, but instead is an independent duty under
EMTALA’s “nondiscrimination” section. 

Thus, if a hospital can’t treat the patient’s underly-
ing emergency medical condition, such as suicidality,
then another hospital asked to accept the patient in
transfer must do so regardless of the stability of the
patient, as long as that hospital has the capability and
the capacity to treat the patient’s emergency condition,
Bitterman says. 

However, despite years of inquiries from organiza-
tions such as the American Hospital Association and
the American College of Emergency Physicians, the
Centers for Medicare & Medicaid Services (CMS) has
declined to resolve the issue, he says. Additionally, it
may not resolve the issue until the term of its advisory
group ends about two years from now, Bitterman
notes. 

The CMS EMTALA Technical Advisory Group
(TAG) has a term of 30 months, starting from March
2005, he explains. It is probable that CMS will wait
until receiving the TAG recommendations before tak-
ing any remedial action on the issues, Bitterman points
out.
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ED managers should know what potential accepting 
facilities are available in the community for psychiatric
patients and what their transfer policies are.
• Find out the local facilities to which you may be trans-

ferring patients and the resources they have available. 
• “Way stations,” small psychiatric holding centers, may

be a viable option in your community.
• Come to a mutual understanding on the Emergency

Medical Treatment and Labor Act and transfers with
potentially accepting facilities.

Executive Summary



What, if anything, can ED managers do in the
meantime to increase the likelihood of successful 
psychiatric transfers? “You need to plan in advance
how to handle them,” he advises. 

“Do you have locked units or dual diagnoses units
available? Do you have psychiatrists who can see
patients in the hospital?” he asks.

In addition, you know what kinds of patients will
come in the door, so talk, in advance, to nearby psy-
chiatric facilities, Bitterman suggests. 

“Find out what kind of facilities and resources these

potential accepting hospitals have, and under what
conditions they can accept transfers,” he says. 

Another option may be “way-station” facilities,
which are small psychiatric holding centers with nurs-
ing and medical staff, Bitterman says. Finally, he
advises, “Discuss the issue with the accepting facilities
in advance, with legal counsel if necessary, and come
to a mutual understanding on how you intend to inter-
pret EMTALA with respect to transfers.”

Kolodzik agrees. “The best way to address this from
an ED manager’s point of view is to do it upfront,” she
says. “Tell your docs, ‘If you have a patient who meets
these criteria, find out in advance where the most appro-
priate place is for transfer.’”

Kolodzik also recommends joining with psychiatric
facilities in your community to discuss potential barri-
ers to transfer. 

“Sometimes, there could be an issue about who han-
dles the transport of a suicidal or homicidal patient: an
ambulance, or the police or sheriff,” she adds. “Or the
receiving facility may want us to pre-medicate poten-
tially violent patients before transfer to make sure they
are calmer.” ■
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For more information on psychiatric transfers, contact:
• Robert A. Bitterman, MD, JD, FACEP, President,

Bitterman Healthlaw Consulting Group, 4500 Swing
Lane, Charlotte, NC 28226-3422. Phone: (704) 544-
7917. E-mail: robertbitterman@earthlink.net. 

• Joan Kolodzik, MD, Upper Valley Medical Center,
Troy, OH. E-mail: jkolodzik@phcsday.com. 

Sources

Accelerated triage 
cuts LWBS rate in half
Integrating new IT system key to speed process 

An accelerated triage process developed by the ED
staff at University of California San Diego (UCSD)

Medical Center has reduced the frequency of patients
who left without being seen by a physician by almost
50% from about 8% to 4%. 

They attribute this reduction to the program’s abil-
ity to decrease patient wait times for care from 50-60
minutes to 24 minutes, and patients’ average length of
stay in the ED from seven to eight hours to about 5.5
hours.

The program, called ED REACT (Rapid Entry and

Accelerated Care at Triage), streamlines the registra-
tion process, improves triage efficiency, and begins
tests and interventions on patients before they are
placed in ED beds. 

“Basically, when patients come into the ED and
there are no beds, rather than leave them in the waiting
room unattended, a triage nurse can accelerate care by
calling a doc, who may order things like X-rays or
draw lab work,” explains Karen Jones, RN, MS,
director of emergency nursing for UCSD Medical
Center. 

To facilitate that happening, the ED instituted a
quick registration process and obtains just enough
information — name, date, and chief complaint — 
so the patient could be registered and receive an arm-
band. This process allows the ED to facilitate tests in
the waiting room. 

“So, by the time the patient got into a bed, hope-
fully the results were coming back, and ultimately that
decreased the amount of total time [that person] stayed
in the ED,” Jones says. 

Before this process, about 15% to 20% of patients
went from triage to an ED bed, all based on acuity,
notes Ted Chan, MD, professor of clinical medicine
and medical director of the ED. 

“Otherwise, they were pushed to the waiting room
to be registered,” Chan says. Now, since they’ve
removed the need for an upfront lengthy registration,
any open bed gets filled, he explains. “Fifty percent of
our patients get into a bed from triage,” Chan says. 

The more care you can provide while patients are still in
triage, the more time you will save.
• Quick registration process enables X-rays and lab

work to be ordered while patient is in the waiting room
• Electronic medical record enables doctors to enter

orders on any computer in the department.
• Persistence with staff will let them know you are truly

committed to changing triage processes.
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The program would not have been possible without
significant input and technology from the center’s
information technology (IT) department, notes Chan,
who served on the committee that developed the pro-
gram, along with Jones and the hospital IT director.

“Yes, there were process issues, but they integrated
our [electronic] records with registration and radiol-
ogy,” he explains. 

Now labs can be drawn by the triage nurse and sent
to the lab without a paper requisition attached, Chan
says. Because of the electronic medical record system,
any physician can place an order on any computer, he
says. 

“I can order a [complete blood count] on the com-
puter, with no clerk needed to send a requisition,”
Chan adds. “The nurse can draw the blood, label it
with a bar code, and send it to the lab.”

The quick registration process had to be initiated
first to facilitate the rest of the program, Jones notes.

“Some places can’t do orders at triage and often
must wait for the patient to be registered and get a
medical number before they can do that,” explains
Chan. 

The ED staff member now provide a bar code at
sign-in, and for the 70% of patients who are repeats,
they pull the patient’s former record. “We could order
anything at triage because we have the [medical
record] number,” Chan says. Full registration comes
later, when the patient is in the room, he says.

Culture change needed

The most difficult challenge in getting staff to
accept the new system had more to do with culture
than with education, Chan says.

“I think learning the new IT system was the easiest
part,” he asserts. The culture had to change, and the
mentality of triage had to change, Chan says. “The
triage nurse used to feel that all she had to do was get
through her triage list.”

Jones agrees it has been a challenge. “But in the last
two years, I’ve seen a major shift in culture; everyone
in the department, from a [physician’s assistant] to a
physician, now sees flow as a priority.”

The ED has a status board that tracks patients and is
viewable from computers throughout the ED, includ-
ing triage, Chan explains. “So [feeling part of the over-
all flow is] a natural offshoot of the process,” he says. 

How was this cultural change engendered? There
was a lot was persistence on the part of the entire lead-
ership team, says Jones. 

“We were all on the same page, with the same goal
and mission,” she explains. They had a kickoff meeting
with staff, talked about it constantly through e-mails
and stand-up meetings, and were there with them to
facilitate the new process, Jones says. 

“We constantly talked about it, posted results, and
celebrated when we had good results,” she notes. 
For example, food was provided on occasions, and
gift cards for a local restaurant were given to each
employee, she notes.

As with any new process, there were some skeptics,
Jones adds. “They thought it was just another ‘soup du
jour,’” she recalls. “But then they saw we would not let
it go away.” ■

Technology combo yields
high satisfaction rates 
Using systems in combination was essential 

Joe DiMaggio Children’s Hospital in Hollywood,
FL, improved patient satisfaction from the 81st per-

centile in March 2005 to the 99th percentile in June
2005, and it has remained at that level. At newly
opened Memorial Hospital in Miramar, FL, satisfac-
tion rates rose from 85% to 99% in one quarter.
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For information on accelerated triage, contact:
• Ted Chan, MD, Professor of Clinical Medicine,

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

• Karen Jones, RN, MS, Director of Emergency
Nursing, University of California San Diego Medical
Center. Phone: (619) 543-6541. E-mail: k4jones@
ucsd.edu.

Sources

Every technology has weaknesses. Recognize what they
are, and complement it with other technology that will
help fill in the gaps.
• Systems that track patients through your ED must be

accompanied by electronic patient records for optimal
results. 

• No technology will reach its full potential unless you
also have revised essential patient care processes.

• Increase staffing levels during training so that neither
patient care nor educational processes will suffer. 

Executive Summary



The reason? Memorial Healthcare System, a public,
nonprofit health care provider serving south Broward
County, FL, has integrated a combination of infrared
and active radio frequency identification (RFID) 
from Versus Technology of Traverse City, MI, with 
the Carecast system from IDX Systems Corp. of
Burlington, VT. (See contact information for compa-
nies in resource box, at right.) The result has been
streamlined ED patient flow and increased patient 
satisfaction. 

But neither system by itself would have been nearly
as effective, asserts Jim Ball, RN, BSN, director of
emergency services at Memorial. “It’s like having cake
without ice cream,” he explains. “If you have Carecast
[which provides electronic patient records] and a big
ED that is very spread out, well, it’s a great documen-
tation system, but if you can’t find a patient, it may not
save any time.”

You have to use them in concert with each other,
adds Marie Hankinson, MSN, RN, director of pedi-
atric emergency services at Joe DiMaggio. 

How the systems work

The Carecast system operates as an automated
whiteboard, says Hankinson. They use it like an eraser
board, she notes. Information including patient room
numbers, patient names, and the nurse’s name, can be
updated automatically, Hankinson says. “As soon as
we assign a patient to a room, it populates that field,”
she adds. “You just look at the board, and you can see
how long a patient has been in the department and if
they are waiting for a lab or an X-ray, if you pull up
the patient’s chart.”

Her facility has been implementing Carecast for the
past 12 months and added the Versus system about nine
months ago. Versus allows the tracker to be updated
automatically through the patient’s badge, which cost
$75 each, she says. “We no longer have to document,
for example, ‘patient to radiology,’” Hankinson says.
“The sensor will pick it up and actually clock them in
there.”

You cannot only watch your patient flow through
the system, but staff and pieces of equipment as well,
she adds. “So, for example, if the physician goes to see
the patient, the information from their badge will auto-
matically flow over to the Carecast tracker, which will
read, ‘physician at bedside,’” she explains.

Of course, with children for patients, there are special
considerations concerning the badges. “When we tag
our patients, we give them to the parent,” Hankinson
says. “It’s just easier that way.”’

Children may pull off the badges, throw them, or
put them in their mouths, she explains. Also chidren

can be frightened when a badge is placed on them.
Additionally, “because the child needs to be examined
the clothes/shirt is removed or the gown is tossed in
the hamper on discharge . . . so it is much better to
have the parent wear it for many of these reasons,”
Hankinson adds.

The systems save staff a great deal of time, the
managers agree. “It saves walking around a large ED
trying to find a patient,” says Ball. You may have 10
rooms, and a patient may go into a room for only 10
minutes, then go in the hallway. Subsequently, a new
patient goes in. “This really helps you keep up,” he
says.

The systems free a lot of time for your staff, adds
Hankinson. “It gives them real-time data, vs. them
having to sit down and finish charting where they have
been,” she says. 

It also will identify areas of gridlock on the com-
puter screen, Hankinson explains. “This allows patients
to be seen quicker and more efficiently. When patients
come into triage, now that we have the locator, we can
identify where empty rooms are and bring the patient
right back instead of calling and asking if there are any
beds available,” she notes.

The statistics appear to back her up. The facility’s
left without being seen (LWBS) rate had been 3.5%
before implementation of the systems. It has declined
steadily. In May, it was 2.8%, in June 1%, and in July
1.4%. “Our goal is less than 2%,” Hankinson says.

The systems also save time for caregivers from
other departments. “If a radiology tech comes into our
department and wants to know where ‘Suzie Smith’ is,
they can look up on the screen and actually see where
she is,” Hankinson says.

Ball says getting up to speed with the systems does
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For more information on integration technologies in your
ED, contact:
• Jim Ball, RN, BSN, Director of Emergency Services,

Memorial Hospital, Miramar, FL. Phone: (954) 987-
2000. E-mail: jball@mhs.net.

• Marie Hankinson, MSN, RN, Director of Pediatric
Emergency Services, Joe DiMaggio Children’s
Hospital, Hollywood, FL. E-mail: mhankinson@
mhs.net.

• IDX Systems Corp., 40 IDX Drive, P.O. Box 1010,
Burlington, VT 05402-1070. Phone: (802) 862-1022.
Fax: (802) 862-6848. Web: www.idx.com.

• Versus Technology, 2600 Miller Creek Road, Traverse
City, MI 49684. Phone: (231) 946-5868. Fax: (231)
946-6775. Web: www.versustech.com/index.html.

Sources/Resources



require a period of adjustment. “The growing pains
can be minimized by planning out your training and
educational component in advance,” he says. “To take
an employee new to system and get them ready to
work in our ED is approximately a five-week orienta-
tion program, including the new systems.”

The hands-on training required depended on
“staffing up a bit” so there were no delays in patient
care, Ball says. “The stress is a little less,” he says.
“One staff member can do the assessment while
another does documenting with the computer.” ■

Patients transported by
helicopter fare better 
Staffing may have more impact than speed 

Arecent study in the Annals of Emergency Medicine
finds that patients with traumatic brain injuries

who are transported by medical helicopters have
higher chances of survival and better recoveries than
ground-transported patients.1

The study, “The Impact of Aeromedical Response
to Patients with Moderate-to-Severe Traumatic Brain
Injury,” drew on San Diego County Trauma Registry
data from January 1987 to December 2003, with a
review of 10,314 cases of patients with moderate-to-
severe head injuries, including 3,017 patients trans-
ported by aeromedical crews. 

“Until now, there has been very little evidence to sup-
port whether frequently used air transport provides any
more benefit to injured patients than ground transport,”
says lead author Daniel P. Davis, MD, an emergency
medicine physician at the University of California San
Diego Department of Emergency Medicine and Mercy
Air Medical Services in San Diego. 

However, he concedes, it may not have much to do
with the speed of air transport. “Even I would agree in
that most cases they don’t [save time],” Davis tells ED

Management. In most cases today, paramedics go in
first and make an assessment, he says. “If it’s a medi-
cal trauma, they will then call for a helicopter,” Davis
explains. “After that, it’s another 10 minutes or more
until they get to the scene.”

A unique model

What is behind the impressive San Diego statistics?
Davis says it’s the system’s philosophical approach —
combined with its staffing model.

They view the helicopters as an extension of the
ED, he explains. “Things that happen in the ED are
similar to what our medical crew is doing,” Davis says.

“In San Diego, we use a flight nurse who has a min-
imum of five years’ experience in the ED or ICU
[intensive care unit], plus additional training by me in
airway management.”

The helicopter also has a paramedic or sometimes
an emergency medicine medic. In other areas of the
country, they may just have emergency medical techni-
cians, he says.

With this model, patients receive care paramedics
simply cannot provide, Davis emphasizes. 

“This includes aggressive airway management, vas-
cular access to make sure there is some way to deliver
[intravenous] fluids, giving meds, and decompressing
a tension pneumothorax, which can otherwise lead to
cardiovascular collapse,” he says. “Paramedics either
can’t do them or don’t do them as well.”

However, helicopters should not be dispatched auto-
matically to the site of a major trauma victim, he con-
tends. “It’s usually a joint decision with [the paramedics
on the scene and] the ED manager, and most counties
have a protocol,” says Davis. “In Riverside County [CA],
for example, unless you are more than 30 minutes from
the hospital by ground, you cannot call for a helicopter.”

However, he says, there are two other reasons to
consider calling for a helicopter. One is the anticipated
need for an advanced procedure on the scene, he says.
The second reason involves the capabilities of the hos-
pital. “The helicopter can quickly bypass facilities that
don’t have the ability to take care of critically injured
patients and get to a facility that has advanced care,”
Davis notes.

While the staffing model in San Diego clearly
works well, it may not be the best model for your area,
says Robert Suter, DO, MHA, FACEP, president of
the American College of Emergency Physicians in
Irving, TX. Suter has years of experience in air medi-
cal programs, including a MAST (Military Assistance
to Safety & Traffic) Army program before the first
Gulf conflict. A MAST program provides civilian
assistance via U.S. Army medical evaluation services. 
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The care your patients get before they arrive in your ED is
critically important to their survival and well-being.
• View the air transport vehicle as an extension of your

department.
• Be sure the nurses staffing the helicopter have addi-

tional training in airway management.
• If your program is hospital-based, be sure you have

the last word on the most appropriate staffing model. 

Executive Summary



“I think the staffing model that is best for any one
system is what works for them and gives them the best
overall outcomes,” he offers. “This can be very contro-
versial, because people hold strong opinions, and there
is no definitive study that proves one staffing model is
better than any other.”

Among the variables, of course, is budget. “If I had
an unlimited budget, I’d fly two board-certified emer-
gency physicians, which would ideal,” says Suter. “But
you’d still have to give them extra training, because
there would be things they are not used to doing.”

In fact, says Suter, everyone on the team comes
with weaknesses. “Nurses know that ICU or ED physi-
cians do not routinely to do things like hanging drips,
while nurses have less procedural knowledge of intu-
bation,” he says. “The bottom line is, use whatever
works best for your program.”

Davis agrees there is a wide variety of staffing mod-
els in use. “About half of the programs in the country
are hospital-based, and as part of the team you, the ED
manager, should determine what the model would be,”
he adds. In Europe, for example, a physician is part of
the helicopter team, and an anesthesiologist performs
airway management, Davis says. “They claim their
outcomes are better, and I believe them,” he says. 

Davis also predicts there will be a shift in staffing 
in the United States. “More and more you will see 
‘on-the-fly triaging’ in conjunction with hospital pro-
grams,” he notes.

Reference

1. Davis DP, Peay J, Serrano JA, et al. The impact of aeromedi-
cal response to patients with moderate-to-severe traumatic brain
injury. Ann Emerg Med 2005; 46:115-122.  ■
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■ The Iceman cometh: Prepare
for the impact of winter storms 

■ Do ‘double requests’ mean
double jeopardy under
EMTALA?

■ Behavioral health triage: A
critical part of your emergency
response plan

■ What we’re doing right: ED
visits increase, but patient wait
times do not

COMING IN FUTURE MONTHS

CE/CME questions

1. According to Obed Cruz, RN, the ED manager at
Mercy Hospital, the most critically important
aspect of pre-evacuation is: 
A. The category level of the storm
B. Evacuating well ahead of anticipated landfall
C. Where the storm is headed
D. Having receiving hospitals lined up in advance

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 evalua-
tion form provided and return it in the reply enve-
lope to receive a certificate of completion. When
your evaluation is received, a certificate will be
mailed to you.  ■

CE/CME objectives
• Apply new information about various approaches

to ED management. (See Evacuate or ‘hunker
down?’ ED experts ponder the options as Katrina
wreaks havoc and Patients transported by heli-
copter fare better.)

• Implement managerial procedures suggested by
your peers in the publication. (See Staffing up
helps EDs handle Katrina surge, Accelerated
triage cuts LWBS rate in half, and Technology
combo yields high satisfaction rates. )

• Explain developments in the regulatory arena
and how they apply to the ED setting. (See
Preplanning can ease psychiatric transfers.)

For information on medical helicopter transfers, contact:
• Daniel P. Davis, MD, University of California San

Diego Department of Emergency Medicine, Mercy Air
Medical Services. Phone: (888) 201-0750. 

• Robert E. Suter, DO, MHA, FACEP, President, American
College of Emergency Physicians, 1125 Executive Circle,
Irving, TX 75038-2522. Phone: (800) 798-1822. E-mail:
rsuter@acep.org. 

Sources
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2. According to Chris Ritchey, MD, FAAP, medical
director at Children’s Emergency at Women’s &
Children’s Hospital, surge capacity due to nearby
disasters can be greatly improved by:
A. Pre-ordering extra supplies
B. Adding staff and shifts
C. Anticipating the types of injuries you are likely

to see
D. All of the above

3. Robert A. Bitterman, MD, JD, FACEP, president of
Bitterman Healthlaw Consulting Group, you can
help pave the way for smoother psychiatric trans-
fers by:
A. Discussing EMTALA with potential receiving

facilities
B. Assessing the resources of potential receiving

facilities
C. Determining if there are “way stations” in your

community
D. All of the above

4. According to Karen Jones, RN, MS, nursing direc-
tor for the ED at University of California at San
Diego Medical Center, what had to be imple-
mented first before an accelerated triage system
could be facilitated? 
A. A quick registration process
B. New information technology systems
C. Hiring extra staff
D. A bar code system for lab samples

5. According to Jim Ball, RN, BSN, director of emer-
gency services at Memorial Hospital, the orienta-
tion process for a new employee who also must
learn his hospital’s new technology should take:
A. Five weeks
B. Four weeks
C. Three weeks
D. Two weeks

6. According to Robert Suter, DO, MHA, FACEP,
president of the American College of Emergency
Physicians, the staff model you should use for
your medical helicopters is:
A. One that includes nurses trained in the inten-

sive care unit
B. The one that will give you the best outcomes
C. One that has at least one physician
D. One in which all staff is trained in airway 

management

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


