
Bird flu pandemic may not be certainty,
but it’s not too early to start preparing
Improved ED infection controls badly needed, they warn

The avian influenza A (H5N1) virus, more commonly known as bird flu, is cap-
turing headlines around the world. President Bush has even announced a plan
to prepare the United States for a possible pandemic. But with no confirmed

record yet of human-to-human transmission — and the possibility that the virus may
never mutate to that deadly state — is it too soon for ED managers to have the virus
on their radar screens?

Not at all, says infectious disease and emergency medicine experts. They note
that steps taken today, such as encouraging your entire staff to receive the flu vac-
cine, will lessen the possibility their immune systems will be weakened should
they eventually be exposed to bird flu or other infectious diseases. What’s more,
they note, it presents an opportunity to hone what some say are woefully inade-
quate infection control practices.

“Bird flu needs to be on our radar screens because preparedness in general has
not been really successful,” asserts Katherine West, BSN, MSED, CIC, infection
control consultant at Infection Control/Emerging Concepts in Manassas, VA.

Michael Moon, RN, MSN, CNS-CC, CEN, a director of the Emergency
Nurses Association (ENA) in Des Plaines, IL, says, “While we don’t have any
actual avian flu here in the U.S., the CDC [Centers for Disease Control and
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Emergency department payments 
cut by CMS in final outpatient rule

If the final outpatient prospective payment system (OPPS) rule on hospital
outpatient payment services for 2006 is any indication, the coming year will

be an extremely tight one economically for the nation’s EDs. 
The rule, as announced by the Centers for Medicare & Medicaid Services

(CMS), will cut two of three ED ambulatory payment classification (APC)
rates, while promising a higher overall inflation update for outpatient services
than it approved in fiscal year 2005.

See ED payments, page 137



Prevention] is recommending that ED managers start
establishing plans to monitor the population.” (For
information on how to access the CDC recommen-
dations, see resource box, p. 135.)

Not only are the plans of many individual EDs inad-
equate, but so is the president’s plan, say observers.
The American College of Emergency Physicians,
while commending the Bush administration for

releasing its long-awaited plan, expressed concern that
it does not address the lack of surge capacity and isola-
tion capability in the nation’s hospital emergency
departments. Its quarantine strategy is also inadequate,
says West. 

“Our government plan to ensure that people stay
home is for volunteers to call their homes twice a day,”
she says. “That just won’t cut it.”

A new planning issue

The possibility of an avian flu outbreak adds a
new issue to the ED disaster plan, says West. “ED
managers have to look at their physical setup to
triage or cohort suspected cases, should they occur,”
she advises. Look at the floor plan for your depart-
ment and figure out how to best make it work, West
says. “A bay area, a large room with multiple beds,
is needed because people with the same illness can
go in together,” she says. 

In addition, travel history needs to be a part of rou-
tine patient assessment questions, she says. “ED man-
agers should be preparing now,” West insists. Hurricane
Katrina taught valuable lessons about being sure to
involve not just the upper echelon in making plans, but
include the rank and file, she says. “You also need to
have community buy-in in the planning, or you’ll have
mass hysteria,” West says. 

Another point that needs to be considered when your
ED does its planning is, assuming there is no vaccine for
the avian flu, what percentage of staff may get sick and
be out, says West. “Or, how many spouses will say,
‘Don’t go to work, this is much too risky. You could
bring it home to the family,’” she adds. Assess staff atti-
tudes, West says. “Look at the number of police officers
who failed to report to work in New Orleans.”

The biggest issue at this point is surveillance, says
Moon. “Look for trends of symptoms in patients that
come in the department,” he says. “The CDC has a pretty
extensive resource list of recommendations of what to do
and what to be watching for.” In general, Moon contin-
ues, the CDC recommends “disaster-type” planning. “In
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Revisiting your policies and procedures and intensifying
your preventive practices will not only enhance the health
of your staff, but it also will improve patient safety.
• Urge all of your staff to have a flu vaccination this winter.
• Encourage the use of protective gear, such as gloves and

masks, when treating patients with coughs or colds.
• Have staff who are ill stay at home, rather than risk

exposure of colleagues and patients.

Executive Summary



other words, how would you handle a mass influx of
patients with flu-like symptoms?” he says. “The worry is,
once it hits it will spread very quickly.”

The Joint Commission on Accreditation of Healthcare
Organizations also is involved. The agency has a new
surge capacity standard (IC.6.10) that says “as part of
emergency management activities, the organization pre-
pares to respond to an influx, or the risk of an influx, of
infectious patients.” (For information on how to handle
a mass influx of infectious patients, see “Hospitals’
preparation for surge of patients helps with new Joint
Commission standards,” ED Management, August
2005, ED Accreditation Update supplement p. 1; and
“Are you ready for an influx of SARS patients?”
EDM, November 2004, supplement p. 1.)

Staff should be vaccinated

Experts agree that in terms of infection control, it
would be best for all ED staff to have a flu vaccination
this year, even though it is not a vaccine for H5N1. 

“Health care workers need to participate in the
annual flu vaccine program,” says West. “We’re only
seeing 30%-35% participate. The Joint Commission
[on Accreditation of Healthcare Organizations] is
looking at failure of health care workers to volunteer
as a patient safety issue, as they believe many patients
get the flu from staff.” (For more information on
staff flu vaccinations, see “Do hospital workers
need flu shots? Groups disagree,” ED Management,
November 2005, p. 130.)

There can also be a connection to bird flu, she says.
“The current concern is that avian flu will be transmit-
ted human to human, but there’s another part to that
concern; someone who is infected with regular flu
could also contract avian flu,” West explains. “The two
strains would merge together, and we would not have
anything to fight it, so there’s a big push to take the
annual flu shot.”

Moon also encourages health care providers to
obtain their vaccine. This vaccine will be protection
for ED nurses against nosocomial infection, he says.
Nurses also have a tendency to show up for work when
they are sick, Moon says. “The CDC is charging hos-
pitals to evaluate the potential risk to patients when
staff comes in sick — especially in departments where
there are very vulnerable patients, such as the ICU and
the ED,” he says. “You want to have your staff not
show up if they are sick.”

While totally supportive of staff vaccination, Henry
Siegelson, MD, FACEP, an emergency physician with
Apollo MD, an Atlanta group of emergency physicians
who provide emergency care throughout the Southeast,
has even more far-reaching concerns.

“If someone comes in today with a cough and fever,
in some departments masks are given to patients, but
they are not mandated to wear them, and in virtually no
ED will health care practitioners wear a mask when they
evaluate patients or deliver care,” he says. During the
severe acute respiratory syndrome (SARS) epidemic of
2003, Siegelson gave a lecture to 300 respiratory thera-
pists in Atlanta. “I asked them how many wear masks
when they give a breathing test to someone with a cough
or fever,” he says. “Zero percent raised their hands.”’

As he travels around the country, Siegelson speaks
with infection control professionals who are passion-
ate about wearing protective gear. “They feel there is
at best 18%-20% compliance,” he says. 

Protective gear, for example, should include gloves for
any hands-on care of patients, but Siegelson says he has
pictures of his own nurses starting intravenous lines with
a finger of the glove cut off, “so they can feel the vein.”

Siegelson warns ED managers to review their poli-
cies on protective gear and to adjust them “to more
adequately protect health care practitioners now,
before bird flu transmission from human to human
becomes a daily event.”

What exactly does he recommend? “When a patient
comes in with a runny nose or a cold, we don’t wear
masks at the nurse’s station or in the doctors’ charting
area,” Siegelson notes. “For some people, that may
lead to something as serious as viral meningitis, which
could keep them from going to work.”

He goes even further and raises the question of
whether providers should wear masks at home if their
kids are sneezing. “We have to look at the ways we
live our lives and our responsibilities as health care
workers in the ED,” Siegelson says. 

ED managers should consider consequences for staff
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For more information on preparation for bird flu, contact:
• Michael Moon, RN, MSN, CNS-CC, CEN, Director,

Emergency Nurses Association, 915 Lee St., Des
Plaines, IL 60016-6569. Phone: (800) 900-9659. 

• Henry Siegelson, MD, FACEP, Apollo MD, Atlanta. 
E-mail: siegelson@mindspring.com. 

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

For the CDC's recommendations for bird flu prepara-
tions, go to www.cdc.gov/flu/avian/. Then, scroll down
the “Health Professionals” link, and click, then click on
“Infection Control in Health-Care Facilities.”

Sources/Resource



who fail to follow policies and procedures regarding
protective gear, he says. “After maybe a warning, if you
start an IV and you’re not wearing gloves, you should
be penalized,” Siegelson says. “If you come to work
with a cough and runny nose, you should be penalized.”

The bottom line, says West, is that tightening infec-
tion control practices makes sense, whether or not a
bird flu pandemic is imminent. We don’t know if the
bird flu will strike, she concedes. “But what we do
know is that it used to be every 30-40 years that dis-
eases jumped from animal to man.”

Now, it happens much more frequently, she says.
“We’ve had AIDS, monkeypox, SARS, West Nile
Virus . . . and now, avian flu,” West says.  ■

Some chest pain patients 
may be discharged early
Study’s findings still are preliminary

Ateam of Canadian researchers has developed the
“Vancouver Chest Pain Rule,” that they say may

be used to identify and safely discharge emergency
patients with chest pain from the emergency depart-
ment, following evaluation.

In a study published on-line by the Annals of
Emergency Medicine1, the team reported that the rule
was 98.8% sensitive and 32.5% specific. This means
that of all the ED patients identified over a 30-day
period who developed acute coronary syndrome
(ACS), the rule would identify 98.8% of those at risk
for deterioration if sent home early. “This is a lower
[error rate] than anywhere else in the literature,”
asserts James Christenson, MD, research director and
clinical emergency physician at St. Paul’s Hospital

Department of Emergency Medicine and clinical pro-
fessor at the University of British Columbia, both in
Vancouver (Christenson led the team of researchers).
But being that sensitive, he adds, it is relatively non-
specific, and keeps additional patients for work-up that
do not have acute coronary syndrome. In attempting to
identify patients with a potentially deadly disease, say
emergency medicine experts, it is best for a rule to
have a high sensitivity.

The rule basically says chest pain patients under the
age of 40 with normal initial electrocardiogram (EKG)
and no prior history of ischemic chest pain are suitable
for early discharge. For older patients with low-risk pain
characteristics, a few additional test results, including
initial creatine kinase (CK)-MB under 3.0, or initial CK-
MB over 3.0, but no change in EKG or rise in CK-MB
within two hours of arrival, would qualify them for early
discharge.

Christenson says he wanted to create such a tool
because his ED had noted they were sending home some
patients with ACS in error “and the realization that we
did not have an organized structure on which to base the
decision to discharge patients or keep them for further
observation.” This was coupled, he says, with his own
research into U.S. models of chest pain units where, he
claims, patients with a very low probability of ACS were
kept in the units and given expensive work-ups. 

“This is not practical for us,” he says. “We set out 
to find, from a busy ED’s point of view, if we could
define a group of patients within a couple of hours
who we thought were safe to go home.”

Christenson claims that earlier tools were “not com-
monly developed from a clinical perspective; most
were founded on statistical methodologies to identify
probability of disease.”

These models, he says, can identify patients with a
4% or 5% chance of disease, “But a clinician can’t act
on this. Our tool looks for patients who should be dis-
charged or not — not a percentage.”

Results not a surprise

The findings are not a surprise to Jesse DiRando,
MD, FACEP, director of emergency services, Parma
(OH) Community General Hospital/EMP of Cuyahoga,
and director of the chest pain observation Unit at Parma
Community.

“It intuitively validates what we already suspected:
that patients between the ages of 25 and 40 with no
major risk factors and normal EKGs have a very low
instance of acute coronary syndrome,” he says. As far
as the actual protocol being suggested, “what I will tell
you is that what we do with our chest pain observation
unit is just about the same thing, without applying the
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Your clinicians may wish to consider this new rule when
treating chest pain patients, and then make their own
determination as to treatment. It should not be incorpo-
rated into a clinical pathway.
• Patients younger than 40, with normal initial EKG and

no prior history of ischemic chest pain, may be suitable
for early discharge. 

• Older patients also may be eligible for early release, if
cardiac enzymes are low or do not change or rise in
two hours. 

• If your ED does not have a chest pain observation unit,
you may end up admitting a greater percentage of
these patients.

Executive Summary
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‘Vancouver Rule’ by name,” he says.
DiRando adds, however, that while the findings

would not change clinical practices at his facility, “if
you were in an ED that had no chest pain observation
ability, it might change your approach slightly.” In
such an ED, he notes, “You’d be presented with the
option of either admitting the patient or sending him
home. If you didn’t have the ability to do what we do
in rule-out observation, [the older low-risk patients]
probably would have been admitted.” In his facility,
such patients would be put in observation. “If we fol-
lowed the rule, we might not admit some for observa-
tion,” he concedes. “If you ask me retrospectively
which is more comprehensive, it’s ours. But their 
point is, there is a lot of unnecessary testing.”

Even Christenson says it is too early to call for clini-
cal adoption of the rule. “This rule has been developed
in a population of 769, which we think is reasonably
representative, but it has not yet been validated [by a
more detailed prospective study],” he emphasizes. “ED
managers may want to educate their physicians about
the rule and let them make individual judgments, but it
should not be incorporated into a clinical pathway.”

Reference

1. Christenson J, Innes G, McKnight D, et al. A clinical prediction
rule for early discharge of patients with chest pain. Doi:10.10.16/
j.annemergmed.2005.08.0078.  ■

ED payments
Continued from cover

The final rule, which will be effective Jan. 1, 2006,
gives acute care hospitals a 3.7% inflation update in
Medicare payment rates in 2006 for outpatient services,
compared with an overall increase of 3.3% for 2005.
However, while the current APC rate for low-level
emergency visits is $77.18, the APC rate under the

2006 rule is just $76.83, or a decrease of 0.05%. The
APC rate for midlevel visits, $136.34 in 2005, drops to
$134.82 in 2006, or a cut of 0.1%. For high-level visits,
there is a negligible increase from $234.42 to $236.50,
or 0.02%. In the final rule for 2005, the nation’s EDs
saw payment rate increases of between 3.3% and 4.3%.

“I don’t understand why these are down when the
overall is up,” says Barbara Marone, federal affairs
director in Washington, DC, for the American College
of Emergency Physicians (ACEP). It is definitely a
concern, she points out. “This, of course, is the hospi-
tal’s schedule, and not the physician’s fee schedule,
but that is also taking a beating.”

Marone notes that the payment for ED physicians is
being cut by 4.5% in 2006. “I don’t know where [the
3.7% increase] is going, but it’s clearly not going to hos-
pital outpatient payments for emergency visits. It’s a con-
cern that payments to the facilities for emergency visits
go down, when the overall outpatient system is up.”

These numbers take on greater weight in light of
the steady increase in ED visits. According to AHA
Hospital Statistics-2006 Edition, the nation’s EDs
averaged 309,000 visits per day in 2005, 9.2% more
than five years ago. “This means revenue per visit will
go down,” warns Marone. 

At the same time that APC rates are being cut, EDs
are being asked to “take care of more patients who are
older and sicker, with fewer beds, and now less money,”
asserts Mike Ross, MD, a practicing emergency physi-
cian with William Beaumont Hospital in Royal Oak, MI,
who helped negotiate the APC rate for observation with
CMS. Ross cites the following statistics from the CDC’s
National Hospital Ambulatory Medical Care Survey:

• Between 1993 and 2003, the number of ED visits
increased by 26%, from 90.3 million to 113.9 million.

• Between 1993 and 2003, the average age of ED
patients increased by 9% to 35.9, and patients older
than age 65 had the highest ED visit rate, up 26%.

• The highest utilization rates were among patients
with Medicaid; the lowest, among patients with private
insurance.1

“Their 2001 data showed the number of EDs
decreased by 15%,” Ross says. “I know CMS is working
in a ‘zero-sum game,’ so they don’t have a lot of wiggle
room, but this is a very unfortunate decrease for EDs.”

The progressive increase in ED visits and decrease
in hospitals with EDs aren’t the only challenges that
hospitals face, Ross asserts. “At the same time, aver-
age patient age is up, and acuity is, too.” If you add on
top of that the fact that imaging in EDs has been
increasing, he says, it’s a ‘recipe for disaster.”

Ross posits that if we do get hit with a bird flu crisis,
EDs will be overwhelmed, and there won’t be adequate
revenue to support your staff. “This means inadequate

For more information on assessing chest pain patients,
contact:
• James Christenson, MD, Research Director, Clinical

Emergency Physician, St. Paul’s Hospital Department of
Emergency Medicine, Clinical Professor, University of
British Columbia, Vancouver. Phone: (604) 660-6910. 

• Jesse DiRando, MD, FACEP, Director, Emergency
Services, Parma (OH) Community General Hospital/
Emergency Medicine Physicians of Cuyahoga. E-mail:
JDiRando@emp.com.

Sources



nursing staff, and EDs diverting and closing,” he warns.
With EDs doing so much more imaging, you would

think the silver lining in this year’s “cloud” would be
the boost in the APC payment rate for observation
from $408 to $425, but even that increase is not neces-
sarily good news for EDs, warns Ross. 

“My concern is that when hospitals receive the APC
payment for imaging, while a lot that imaging involves
the use of space in the ED, hospitals don’t portion that
out for the ED’s ‘room and board,’” he says. 

The use of imaging has grown in emergency medicine;
many cases that formerly were managed clinically are
now imaged, Ross says. “So the reality is, they are actu-
ally decreasing our payment.”

As of the publishing of the 2006 OPPS rule, CMS still
had not made a final decision on evaluation and manage-
ment (E&M) facility coding, notes Marone. “We’re not
all that supportive of the AHA and AHIMA [American
Health Information Management Association] proposal
anyway.”

That proposal, she points out, calls for three new E&M
codes to match three ED APC codes. “We’d like to see
five levels of codes and APCs as well,” Marone says.
“They would correspond more closely to the five levels
of CPT codes that physicians use — codes 99281-99285
— which are the five levels for emergency physicians.”
(For more on E&M coding and the AHA/AHIMA
proposal, see “Proposed OPPS rule offers modest
changes,” ED Management, September 2005, p. 104,
and “Procedures shouldn’t be part of level determina-
tion,” EDM, September 2005, p. 107.)

Marone says ACEP has sent CMS tables and bar
graphs to show the frequency of the different level visits
and to demonstrate that it is well distributed across the
five levels. “If there were only three levels, it would
make things less accurate in terms of understanding
what was happening in the ED,” she explains.

Reference

1. McCaig LF, Burt CW. National hospital ambulatory medical
care survey; 2003 emergency department summary. Advance Data
from Vital Statistics 2005; 335:1-40.  ■

‘Virtual beds’ lower flow 
times, boost satisfaction 
Can staff watch patients closely enough?

Some ED managers call the system “virtual beds;”
others prefer the terms “outside waiting room,” or

“waiting room by appointment.” Whatever you choose
to call it, it’s a “no wasted real estate” approach to ED
management that can help you decrease door-to-doc
times and increase patient satisfaction.

In such a system, the ED takes patients who poten-
tially can be discharged quickly, puts them in a room,
examines them, then discharges them or puts them back
in a waiting room after minor ancillary testing has been
done, explains Diana S. Contino, RN, MBA, a consul-
tant for California Emergency Physicians /MedAmerica
(CEP/MedAmerica), a Laguna Hills, CA-based emer-
gency physician management company. The system also
allows for nontraditional patterns of ED staff utilization.

Lab or radiology testing is frequently ordered up front,
and patients are taken to those departments or testing is
done in another area of the ED, she says. “California
Emergency Physicians utilize these processes effectively
at many of their sites,” she says. Contino estimates the
system is being used at one-third to one-half of the CEP
facilities, some of which see upward of 75,000 patients a
year. At those sites, the process is referred to as rapid
medical evaluation (RME). 

There is a big difference between an RME system and
a fast-track service, Contino says, and that difference also
is RME’s greatest advantage. “A fast-track system is for
low acuity patients where everyone still goes through the
same process — sign-in, MD evaluation, registration —
and it all happen sequentially,” she explains. “The whole
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For more information on the proposed rule, contact:
• Barbara Marone, Federal Affairs Director, American

College of Emergency Physicians, 2121 K Street N.W.,
Suite 325, Washington, DC 20037-1801. Phone: (202)
728-0610.

• Mike Ross, MD, William Beaumont Hospital, Royal
Oak, MI. Phone: (248) 898-3080.

Sources

Here’s an approach that makes optimal use of space and
time in the ED. It’s not as easy as it sounds, however; be
prepared to work hard at communications between your
nurses and physicians. 
• Take patients who potentially can be discharged quickly,

put them in a room, examine them, then discharge them
or put them back in a waiting room after ancillary testing.

• Order lab or radiology testing up front. Patients may be
taken to those departments or testing is done in another
area of the ED. 

• Identifying nonurgent patients is a useful strategy for
overcoming nurses’ objections.

• One ED tried the system, but abandoned it due to vol-
ume increase.
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concept with RME is that in some cases, you can elimi-
nate some of the steps — like nursing assessment — and
you also do them at the same time.” So, for example,
while the doctor is seeing the patient, the nurse is also in
the room, and the patient can be registered there as well.
“That’s a big advantage,” Contino asserts.

To minimize the confusion about patient location,
the staff and physicians work as a team to identify spe-
cific patient flow and processes, she says. “The entire
patient flow is enhanced with patient tracking soft-
ware, but as with any tool, it only works as well as the
staff fully utilize it.”

Patient tracking software is not necessary for RME,
however. “There are several CEP sites that still use the
old traditional white board,” Contino notes, “But
again, it’s only as good as your staff; for example, they
have to make sure the board is constantly updated.”

There is a direct link, she says, between patient satis-
faction and door-to-doc time. The RME process has
allowed physicians to decrease the CEP average door-to-
doc time from 48 minutes to between 35 and 40 minutes,
and the patient satisfaction scores conversely increased
from 4.12 to 4.31 on a 5-point scale, Contino reports.
“Also, moving these patients out of the ED yields
expanded capacity,” she says. (See the article, right,
for more on how RME can improve performance.)

Emergency medicine experts say this type of system is
not always popular with ED nurses, because they take
issue with the fact that these patients still have pending
tests and needs and they want to keep an eye on them.
“One way around this problem — and we focus on this
within CEP — is identification of nonurgent patients,”
says Contino. “Some ED patients, for example, do not
need to see a nurse.” For example, with a nondeformed
weight-bearing ankle injury in an adult, they could be
seen in their doctor’s office, if they were able to get an
appointment, where they might see a physician’s assistant
(PA), nurse practitioner (NP), or a physician and a medi-
cal assistant, but not a registered nurse.

Some of the nursing directors at CEP sites have
changed their nursing policies and procedures and
forms to allow the NP, PA, or physician in the ED to
see, treat, and discharge the patients who do not
require nursing care (medications, nursing interven-
tions etc.), says Contino. This change has allowed the
RNs to focus on the patients who truly need nursing
assessments, ongoing monitoring, and interventions.
“In many cases, this has improved nursing satisfaction
because they are no longer bogged down with ‘nonur-
gent’ patients,” Contino asserts. 

While CEP has been pleased with this approach,
William Beaumont Hospital in Royal Oak, MI, has
had an entirely different experience.

“We tried it about a year and a half ago, but abandoned

it,” says Antonio Bonfiglio, MD, FACEP, chief of emer-
gency medicine. 

This had nothing to do with nurses’ complaints, he
says. “We simply have too high a volume to be screening
patients effectively at the front,” he says. “We see 30
patients in an hour, and trying to weed through high- and
low-acuity patients at the front was very difficult for us.”

Beaumont has had an observation unit in its ED for
nearly 10 years, and that unit has proven quite successful,
says Bonfiglio. This is reserved for patients with maladies
expected to be resolved within 18-24 hours. “Only about
5%-7% of those patients get admitted,” he says.

The Beaumont ED has also developed an express
admission process, in collaboration with the internal
medicine department. “Low-acuity patients go right to
the floor, where work is completed,” Bonfiglio says.
“It’s a quicker hand-off.”

As for why Beaumont’s “outside waiting room” did
not work, Bonfiglio says the bottom line is that “we got
to the volume point that the process broke down for us.”

Contino says that with such a system, an increase in
volume is almost inevitable. “When you try the system,
because you are more efficient and see more patients,
the volume goes up,” she explains. “If you do not then
modify your processes and staffing, you can’t adjust to
the higher volume.” (For more information on the
keys to success with this system, see story, p. 140.) ■

Communication, teamwork 
keys to system’s success

For an ED to succeed with a system such as the rapid
medical evaluation (RME) process adapted by

many ED clients of California Emergency Physicians/
MedAmerica (CEP/MedAmerica), a Laguna Hills, CA-
based emergency physician management company, the
manager must overcome several challenges, says
Diana S. Contino, RN, MBA, a consultant for CEP.

For the patients who are stable and continue to wait
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For more information on virtual bed systems in the ED,
contact:
• Antonio Bonfiglio, MD, FACEP, Chief of Emergency

Medicine, William Beaumont Hospital, Royal Oak, MI.
Phone: (248) 898-1968.

• Diana S. Contino, RN, MBA, California Emergency
Physicians/MedAmerica, Laguna Hills, CA. Phone:
(949) 461-5200. E-mail: ContinoD@MedAmerica.com. 

Sources



for testing, using the waiting room requires significant
communication and collaboration between the physi-
cians, nurses, and patients, she says. “Documentation
is also key, as many worry that the patient will leave
prior to their tests being completed — and if registra-
tion is also not complete, how will we reach the
patients?” she asks. “Again, it comes down to team-
work and the identification of processes.”

Many sites identify a patient flow that requires full
registration immediately after the patient evaluation and
prior to placing the patient in the waiting room, she says.
“Another strategy is to ask the patient, ‘If we are unable
to locate you immediately, what number can we call you
at, as we want you to return for your test results?’” says
Contino. “Also, keeping patients informed of the poten-
tial delays and what they are waiting for requires that
there be a team approach to the front entrance of the ED.”

Many sites with volumes of 30,000 and greater have
given up on having a single nurse at the window but have
opted for a registrar to do “quick-reg,” a tech to assist
with vital signs and moving patients, a nurse to assess the
emergent and urgent patients, and a provider to quickly
see and often discharge the minor care patients, Contino
says. This team is able to keep those stable patients who
have been removed from the ED rooms and are in the
waiting area informed, and then discharge them when all
their tests have come back, she explains.

The most important factor in moving stable patients
to the waiting area is the communication between what
the physician is thinking — medical decision making
and pending tests — and what the plan of care is if the
tests come back normal or abnormal, Contino says. “It
is also highly beneficial if the clinicians can agree on
the patients’ stability and ability to be comfortable and
safe in the waiting room,” she adds.  ■

How 3 hospital EDs 
benefit from virtual beds

The following are examples of results achieved by sev-
eral clients of California Emergency Physicians/

MedAmerica (CEP/MedAmerica), a Laguna Hills, CA-
based emergency physician management company, who
use the Rapid Medical Evaluation (RME) process. The
RME process takes patients who potentially can be dis-
charged quickly, puts them in a room, examines them,
then discharges them or puts them back in a waiting room
after minor ancillary testing has been done.

• Regional Medical Center, San Jose, CA: Winner
of CEP “ED of the Year” award for 2005. San Jose has a
34-bed ED and a six-bed urgent care center. Volume

increased from 40,000 in 2004 to an estimated 60,000
when they merged two HCA hospitals. Obtained Level
II Trauma facility designation. Implemented RME in
December 2004. Ranked top in CEP comparison to other
high-volume sites (more than 4,000 patients per month).
The percentage of patients who left without being seen
(LWBS) decreased from 7% to 1%. Diversion time is
down from more than 60 hours to four hours monthly. 

• Madera (CA) Community Hospital: Received the
CEP award for operational excellence. Madera has 16 ED
beds and 21,000 annual ED visits. Volume has increased
to greater than 26,000 visits annually. Their admit rate is
13%. They decreased time to physician from 34 minutes
(in January-August 2004) to eight minutes (in January-
August 2005). This time is down from the estimated time
to provider of more than 60 minutes prior to October
2003 when CEP was awarded the contract. Madera ranks
first for lowest time to physician in CEP for 2005. 

Madera was the site with greatest improvement after
RME implementation from January-August 2004 to
January-August 2005, a 37% decrease when door-to-doc-
tor time dropped from 34 minutes to under 10 minutes.
They decreased throughput times for discharged from
greater than 175 minutes to below 120 minutes. On a
scale of 1-5, with 5 being the highest, they increased
patient satisfaction from 3.96 in 2003 to the current high
of 4.28. The percent of LWBS since CEP awarded con-
tract decreased from 4.2% in quarter four of 2003 to an
average of 0.657% in 2005. 

• Riverside (CA) County Regional Medical
Center: Riverside received the CEP site award for
performance improvement excellence. It is a county
teaching facility and designated Level II trauma center.
The ED treats approximately 75,000 patients per year. 

In 2004, Riverside reduced the time to provider
from more than 100 minutes to under 40 minutes.
The volume increased more than 1,000 patients 
per month that year. In 2004, the percent of LWBS
patients dropped from 5% to 1.5%. The initiatives
included implementation of RME, including wireless
bedside registration, a redesigned chart flow system,
and improved communication with use of wireless
phones. Riverside used its residency program and
collaborated with attendings to implement a RME
program. It creatively identified new patient areas
that increased treatment locations from 38 to 70. 

This step was accomplished through eliminating the
fast track, using chairs for low-acuity patients, etc. Patient
satisfaction improved, on a scale of 1 to 5, from 3.67 in
fall 2004 to 4.17 in fall 2005. In a physician/nurse survey,
conducted in fall 2005, on a scale of 1-5, survey partici-
pants rated overall atmosphere and sense of team as a 5,
and they rated physician awareness and physician partici-
pation and support as a 5 (4 for MD value and respect). In
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a survey, hospital administrator rated overall performance
as a 5. (For more on how another facility benefited
from this type of system, see “Get patients in, out with
‘virtual beds,” ED Accreditation Update, November
2005, p. 1.) ■

Katrina-born tracking
forms aid Rita response
Database tracks 2,500 patients

Necessity, they say, is the mother of invention, and
it can’t get much more necessary than trying to

track several thousand patients who’ve suddenly been
transferred to your city. That’s precisely the challenge
that faced the city of Houston in the wake of Hurricane
Katrina.

The invention of the trauma professionals who had
to face this challenge was a patient tracking form
developed “on the fly” and later formalized and modi-
fied prior to the arrival of Hurricane Rita. 

“If you have been displaced from your home state,
your family is going to be looking for you,” says Lori
Upton, RN, assistant director for emergency services at
Texas Children’s Hospital and current chair of the area’s
regional bioterrorism task force. In addition, she notes, it
was critical to track patients’ movements from one facil-
ity to another and to share such information with organi-
zations such as the American Red Cross and with local
authorities. (Editor’s note: The U.S. Department of
Health and Human Services has made exceptions to the
HIPAA privacy regulations for facilities responding to
disasters. For a copy of their special bulletin on this

subject go to: www.hhs.gov/ocr/hipaa, and click on
“Hurri-cane Katrina Bulletin: Disclosing PHI in
Emergency Situations.”) 

“We were moving patients in and out by rickshaw,
by ambulance, by aircraft,” recalls Mary Frost, RN,
trauma coordinator at Texas Children’s. “We even had
information on a patient who was put on a C-130 prior
to the storm.”

The forms started as rough notations on pieces of
paper, but “that began to become unruly,” says Frost.
“We set up an Excel spreadsheet with the patient’s name,
age, and of course, everybody was from New Orleans.”

She and Upton ended up with 5,000 names, but the
original form could be searched only alphabetically. 

They then began collecting data from other hospi-
tals on patients they were seeing and shared that infor-
mation with the aforementioned organizations. “We
started to fax and e-mail information back and forth,”
recalls Frost. “The problem was that everybody had a
little different format and take on how to send the
information.”

Preparing for Rita

After the Katrina crisis had subsided (but before
Rita’s arrival), the two decided to create one central-
ized type of form for patient information. (See form
on p. 142.) It included the patient’s name, date of
birth, shelter or location they were coming from, chief
complaint, the type of transportation that was needed,
where they were going to, and who took the call. 

“All of that was entered into a database that a bio-
statistician from the health department developed,”
says Upton. “With that, we were able to search by
name or key data element — hospital, city, ‘trans-
ported to,’ and so forth — to find our patients. If you
typed in a last name, you could go back and find these
people for folks calling in, or for the Red Cross.”

“That unruly spreadsheet was now searchable,”
says Frost, and it wasn’t any too soon. “Into a sys-
tem already bursting at the seams from Katrina,
[with Rita’s approach] we had hospitals in various
stages of opening and closing,” she says. 

There were fewer hospitals, and some of them could
offer only limited services, Frost says. “And for Rita,
we had people coming from many different places.”

They started coordinating nine counties, and it grew to
30, including parts of Louisiana, Upton says. “At first,
nine hospitals had to be evacuated, but we ended up with
19 that had to be evacuated,” she says. This took 19 facili-
ties out of the search capacity queue, which had been 96,
Upton says. “We lost a Level three trauma center and
numerous community hospitals,” she says. 
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Major disasters can lead to thousands of patients being
evacuated. It’s essential to track their whereabouts in a
single source that is readily available to other facilities as
well as concerned relatives. 
• Centralized form should include most critical informa-

tion, including patient’s name, date of birth, and chief
complaint, as well as hometown and how they were
transported.

• Make this information available to local authorities and
the American Red Cross. Trade patient information with
other health care facilities. 

• Expand the reach of your database as far geographi-
cally as possible. Patients may be moved to other cities
throughout your state.

Executive Summary

(Continued on page 143)
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Disaster Medical Unified Command/
Federal Emergency Management Agency 

Rita Ambulance Dispatch

Date: _______________________ Time: ________________________

Hospital Site:

__________________________________________________________________________________

Patient Name: ____________________________________________________________

DOB: __________________________________________________

Chief Complaint:____________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Ground Air

Dispatch to: ________________________________________________________________________

Notified by: _________________________________________________________________________

Source: Texas Children’s Hospital, Houston.



The new forms worked much better, says Frost, but
she and Upton still are not satisfied. What they want now
is a statewide tracking system, she shares. “We realized a
disaster like this may not affect just your area,” Frost
says. For example, they were sending people to Austin,
Dallas, and El Paso. “This way, we can continue tracking
patients wherever they are sent,” she says. 

Frost says there’s no reason EDs in other cities can’t
do what she and Upton have done, but they shouldn’t
assume the same exact forms will work just as well.

“Everybody needs to customize the form for what
they want to accomplish,” she says. 

Every day during Hurricane Rita their mission would
change, and they noted it on a white board behind them,
Frost says. One day that mission might be the evacuation
of a hospital; the next day, it might be nursing homes,
Upton says. “What you would end up with was multiple
manifests and a summary sheet over it,” she says. 

Whatever the challenges, the new form proved suc-
cessful. “We coordinated care for 2,400 patients,” says
Frost. “In the end, there were only two requests we
could not find on our end, and we had not coordinated
them.” ■

AHRQ publishes disaster 
preparedness guide

In the wake of Hurricanes Katrina and Rita, the
Agency for Healthcare Research and Quality

(AHRQ) has released a report, titled “Development of
Models for Emergency Preparedness,” to help field-
and facility-based health care professionals plan for
and respond to bioterrorism events or public health
emergencies. The evidence-based, best-practice
models in this report provide guidance on personal

protective equipment, decontamination, isolation/
quarantine, and laboratory capacity.

Bettina Stopford, RN, FAEN, PMP, director of
Public Health and Medical Emergency Preparedness,
Homeland Security Support Division, Science
Applications International Corp. in McLean, VA, says,
“As the past director of a Level I trauma center ED,
and the principal investigator for this project, the mod-
els were developed with this particular target audience
[EDs] in mind. We conducted the background best
practices research and summarized the results for easy
reference in developing and verifying policies and pro-
cedures for hands-on, operational plans in response to
emergency events.”

Of particular focus, she says, are events dealing
with infectious or contaminated patients. 

The publication can be downloaded free of charge
at www.ahrq.gov/research/devmodels.  ■
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■ ‘Crowd risk’ protocol a boon
for pediatric leukemia patients

■ Patient tracking forms can
prove invaluable in a disaster 

■ Carolina EDs join ‘RACE’ to
improve reperfusion of MI patients

■ Overcrowding initiative earns
ED national recognition

COMING IN FUTURE MONTHS

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
1. Apply new information about various

approaches to ED management. 
2. Explain developments in the regulatory

arena and how they apply to the ED setting. 
3. Implement managerial procedures suggested

by your peers in the publication.

For more information on patient tracking forms, contact:
• Lori Upton, RN, Assistant Director, Emergency

Services, Texas Children’s Hospital, Mary Frost, 
RN, Trauma Coordinator, Texas Children’s Hospital,
Houston. Phone: (832) 824-1000.

Source
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13. According to Henry Siegelson, MD, FACEP, ED
staff members who are coughing or sneezing
should: 

A. Only report to work if they are wearing masks.
B. Only report to work if they have had a flu

vaccination.
C. Stay at home.
D. Only report to work with the approval of their ED

manager.

14. According to the “Vancouver Chest Pain Rule,” a
chest pain patient may be eligible for discharge if:

A. He is younger than 40, with normal initial EKG
and no prior history of ischemic chest pain.

B. He is younger than 40, has low-risk pain charac-
teristics, and an initial CK-MB under 3.0.

C. He is older than 40, has low-risk pain characteris-
tics, an initial CK-MB over 3.0, but no change in
EKG or rise in CK-MB within two hours of arrival.

D. All of the above

15. According to Diana S. Contino, RN, MBA, nonur-
gent patients, instead of being seen by a regis-
tered nurse, may be seen by a: 

A. physician’s assistant.
B. nurse practitioner.
C. physician and a medical assistant.
D. All of the above 

16. Under normal circumstances, most patients are
brought to the ED via emergency medical ser-
vices (EMS), says James Shultz, PhD. However,
he says, following a natural disaster, the percent-
age of patients brought in by EMS can drop to:

A. 20%.
B. 25%.
C. 30%.
D. 35%. 

17. According to Lori Epton, RN, what information is
not included on the patient tracking form she
helped develop in the wake of Hurricane Katrina? 

A. Patient’s name
B. Diagnosis
C. Chief complaint
D. Type of transportation required

18. In the final outpatient prospective payment sys-
tem rule, which of the emergency visit ambulatory
payment classification codes received a payment
rate increase?

A. None
B. High-level emergency visits
C. Midlevel emergency visits
D. Low-level emergency visits

Answers: 13. C; 14. D; 15. C; 16. A; 17. B; 18. B.

CE/CME questions



Call panels (Also see Staffing)
California ED doctors ante up,

MAR:28
New report highlights crisis,

MAR:27
Quick turnover of physician

groups, APR:37

Cardiac care (Also see Chest pain)
Atypical MI symptoms in women,

JAN:6
Studies on acute MI: Differences

between men and women,
JAN:8

Chest pain (Also see Cardiac care) 
Some chest pain patients may be

discharged early, DEC:136

Communication
Do EDs need e-communications

policy? APR:44
Technology aids imaging, staff

communications, JUL:81

Disaster planning and response
(See also Infection control, Surge
capacity and Terrorism)

AHRQ publishes disaster pre-
paredness guide, DEC:143

Bird flu pandemic may not be a
sure thing, DEC:133

ED physician provides view from
front lines, OCT:109

Evacuate or ‘hunker down,’
OCT:109

Hospital’s preparation for surge
helps, AUG ED Accreditation

Update:1
Katrina-born tracking form aids

Rita response, DEC:141
Make decontamination part of all-

hazards plan, NOV:127
Staffing up helps EDs handle

Katrina surge, OCT:112
Terrorism drills show plan flaws,

JUL:78

Diversion (Also see Infection con-
trol and Overcrowding)

Can your ED duplicate San
Diego’s success? JUN:68

Know your EMTALA guidelines,
APR:42

Level 1 trauma center will deny
transfers, MAR:25

New ambulance policy slashes
diversion hours, JUN:67

Number of freestanding EDs up,
SEP:97

To ease, delay elective surgeries,
MAR:29

Documentation 
Katrina-born tracking forms aid

Rita response, DEC:142

EMTALA
Can EMTALA apply to the same

patient twice? NOV:129
Does EMTALA apply to patient

with scheduled appointment?
APR:46

Does EMTALA require a medical
screening exam for all persons?
MAY:58 

Does EMTALA require a medical
screening exam for all persons
(Part II)? JUN:70

EMTALA Q&A: Law enforce-
ment requests for services,
JAN:10 

Level 1 trauma center will deny
transfers, MAR:25

Ethics
Are ED staff prepared to give pal-

liative care? MAY:51
Does your staff know how to han-

dle organ donations? AUG:89
DNR a small part of overall care

plan, MAY:51
End-of-life decisions can be com-

plex, MAY:49

Financial strategies
Manager helps raise money,

JUL:81
Physician-owned group or corpo-

ration, APR:39

Flu 
Flu season: It’s not over, FEB:22,

MAR:34
Prepare yourself for very unusual

flu season, JAN:11
Audio conference: Get your ED

ready, AUG:95 
Bird flu pandemic may not be sure

thing, DEC:133

Geriatrics
Are ED staff prepared to give pal-

liative care? MAY:51
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vated your on-line subscription yet so that you can view back issues, go to www.ahcpub.com. On the left side of the page,
click on “activate your subscription.” You will need your subscriber number from your mailing label. Or contact our cus-
tomer service department at P.O. Box 740060, Atlanta, GA 30374. Telephone: (800) 688-2421 or (404) 262-7436. Fax:
(800) 284-3291 or (404) 262-7837. E-mail: ahc.customerservice@thomson.com. 

December 2005 / Supplement to ED MANAGEMENT ® Index



Index Supplement to ED MANAGEMENT / December 2005

DNR a small part of overall care
plan, MAY:51

End-of-life decisions can be com-
plex, MAY:49

HIPAA
Use of e-mail raises concerns,

APR:42

Infection control
‘Blue man’ throws ED into divert,

FEB:13
Unknown substance: When do you

shut down? FEB:15

Industrial strategies
Manufacturing techniques help

turn ED around, MAY:52
Six Sigma success story, JUL:82

Joint Commission on Accreditation
of Healthcare Organizations

Are you ready for an influx of
SARS patients? NOV ED
Accreditation Update:1

ED cuts throughput from 3.2 to
2.3 hours, NOV ED
Accreditation Update:4

Get ED patients in, out with ‘virtual
beds,’ NOV ED Accreditation
Update:3

Here’s what to expect from a Joint
Commission surveyor, JUN:65

Hospital addresses ED overcrowd-
ing, NOV ED Accreditation
Update:1

Hospital’s preparation for surge
helps, AUG ED Accreditation
Update:1

If the Joint Commission surveyor
doesn’t understand, FEB ED
Accreditation Update:1

Impostors targeting U.S. hospitals,
JUN:61

Joint Commission posts answers
on new standards, SEP:107

Joint Commission preparation in a
fast-paced ED, AUG ED
Accreditation Update:3 

Joint Commission’s abbreviation
requirements adjusted, MAR:34

Joint Commission’s safety goals
— the clock is ticking, JUL:73

Joint Commission’s standard for
extenders, JUN:66

Managers at recently surveyed
EDs warn, MAY ED
Accreditation Update:1

Other 2006 changes affect EDs,
JUL:76

Surveyors scrutinize patients’
rights compliance, FEB ED
Accreditation Update:3

Topics announced for random sur-
veys, FEB ED Accreditation
Update:4

Tracers: They’re not just for sur-
veys, AUG:88

Unannounced survey takes toll on
ED, AUG:85

What do you do when there are no
beds ready? MAY ED
Accreditation Update:3

Left without being seen (Also see
Patient Satisfaction)

Accelerated triage cuts LWBS
rate, OCT:115

Hospital addresses ED overcrowd-
ing, NOV ED Accreditation
Update:1

Manufacturing techniques help
turn ED around, MAY:52

Length of stay
Administrative support keeps LOS

low, NOV:125
Communication, teamwork keys

to system’s success, DEC:139
How 3 hospital EDs benefit from

virtual beds, DEC:140
Manufacturing techniques help

turn ED around, MAY:52
New tracking systems improve

patient flow, AUG:91
‘Predicting the future’ cuts LOS

50%, MAR:31
‘Virtual beds’ lower flow times,

DEC:138

Management
Do hospital workers need flu

shots? NOV:130
Ice storm puts staff to the test,

NOV:126
Preparation, creativity help ‘beat

the heat,’ SEP:100

Medicare (Also see Revenue
enhancement)

CMS implements $1 billion pro-
gram for undocumented aliens,
JUN:71

Despite overall increase, CMS
cuts ED payments, DEC:133

Procedures shouldn’t be part of
level determination, SEP:106

Proposed OPPS rule offers modest
changes, SEP:105 

Medication errors (Also see Patient
safety)

Most ED patients feel safe,
MAR:33

Other 2006 changes affect EDs,
JUL:76

Mental illness
Preplanning can ease psychiatric

transfers, OCT:114
Will restructuring improve psych

diagnoses? MAY:54
You don’t need new paradigm to

improve care, MAY:55

Nonemergent ED visits
Communication, teamwork keys

to system’s success, DEC:139
How 3 hospital EDs benefit from

virtual beds, DEC:140
Study ignites debate on screen-

ings, SEP:103

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

Attention: ED manager now in the
huddle, MAR:31

Can your ED duplicate San
Diego’s success? JUN:68

Communication, teamwork keys
to system’s success, DEC:139

ED cuts throughput from 3.2 to
2.3 hours, NOV ED
Accreditation Update:4

‘15-30’ commitment key, FEB:21
Hospital addresses ED overcrowd-

ing, NOV ED Accreditation
Update:1

New ambulance policy slashes
diversion hours, JUN:67

Number of freestanding EDs up,
SEP:97

To ease, delay elective surgeries,
MAR:29

Want to keep patients flowing out
of the waiting room? JAN:1

Pain management
Are ED staff prepared to give pal-

liative care? MAY:51



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

Attention: ED manager now in the
huddle, MAR:31

Communication, teamwork keys
to system’s success, DEC:139

‘15-30’ commitment key, FEB:21
Get ED patients in, out with ‘vir-

tual beds,’ NOV ED
Accreditation Update:3

How 3 hospital EDs benefit from
virtual beds, DEC:140

Level 1 trauma center will deny
transfers, MAR:25

Manufacturing techniques help
turn ED around, MAY:52

New tracking systems improve
patient flow, AUG:91

Six Sigma success story, JUL:82
To ease, delay elective surgeries,

MAR:29
‘Virtual beds’ lower flow times,

DEC:138
Want to keep patients flowing out

of the waiting room? JAN:1

Patient safety (Also see Medication
errors)

Falls, self-pay data are key stats,
JAN:9

Increase in obesity takes toll,
APR:44

Malpractice fears make docs
defensive, SEP:102

Most ED patients feel safe,
MAR:33

Other 2006 changes affect EDs,
JUL:76

Training with mannequins
improves safety, MAY:55

Patient satisfaction (Also see Left
without being seen)

JCAHO’s safety goals — the
clock is ticking, JUL:73

Manufacturing techniques help
turn ED around, MAY:52

Most ED patients feel safe,
MAR:33

New ED will feature wired rooms,
JAN:3

‘NOD’ to patient needs boosts sat-
isfaction rates, AUG:92

Staff, patients prefer ED-based
interpreters, AUG:93

Technology combo yields high
satisfaction rates, OCT:117

Training with mannequins
improves safety, MAY:55

‘Virtual beds’ lower door-to-doc
times, DEC:138

Patient transfers (Also see
EMTALA)

CDC study shows opportunities to
improve, NOV:124

Patients transported by helicopter
fare better, OCT:118 

Performance improvement
‘15-30’ commitment key, FEB:21
Manufacturing techniques help

turn ED around, MAY:52
Quick turnover of physician

groups, APR:37
Six Sigma success story, JUL:82
Tracers: They’re not just for sur-

veys, AUG:88

Radiology
Fed up with discrepancies, JUL:77
Improving X-ray process, JUL:83
Radiology discrepancies plaguing

ED managers, JUL:76
Technology aids imaging, staff

communications, JUL:81

Revenue enhancement (Also see
Medicare)

ED screening changes pressure
competitors, APR:40

Level 1 trauma center will deny
transfers, MAR:25

Paperless system solves lost chart
costs, FEB:20

Uninsured children: An untapped
source? FEB:16

Salary
Annual salary survey report,

NOV:1

Security (Also see Violence in the
ED)

ED managers should be very sus-
picious, JUN:64

ED targeted by impostors?
JUN:64

Here’s what to expect from a Joint
Commission surveyor, JUN:65

Impostors targeting U.S. hospitals,
JUN:61

Impostors thwarted, JUN:63
Phony doc walks into ED, SEP:99

Staff education
Are ED staff prepared to give pal-

liative care? MAY:51
Does your staff know how to han-

dle organ donations? AUG:89
Simulation competency course a

first, MAY:57
Training with mannequins

improves safety, MAY:55

Staffing (Also see Call panels)
Adapt use of physician extenders,

JUN:65
California ED doctors ante up,

MAR:28
Joint Commission’s standard for

extenders, JUN:66
New report highlights crisis,

MAR:27
Quick turnover of physician

groups, APR:37
Staffing up helps EDs handle

Katrina surge, OCT:112
Will restructuring improve psych

diagnoses? MAY:54

Surge capacity (See also Disaster
planning and Terrorism)

Hospital’s preparation for surge
helps, AUG ED Accreditation
Update:1

Staffing up helps EDs handle
Katrina surge, OCT:112

Bird flu pandemic may not be sure
thing, DEC:133

Technology
Can’t ID a difficult rash, JUN:68
Do EDs need e-communications

policy? APR:44
Insist on telemedicine at your

regional trauma center, FEB:19
New tracking systems improve

patient flow, AUG:91
Paperless system solves lost chart

costs, FEB:20
Saving lives is more than ‘virtual,’

FEB:18
Simulation competency course a

first, MAY:57
State of the art replaces state of

confusion, JUL:79
Technology aids imaging, staff

communications, JUL:81
Technology combo yields high

satisfaction rates, OCT:117
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Training with mannequins
improves safety, MAY:55

Use of e-mail raises concerns,
APR:42

Telemedicine
Insist on telemedicine at your

regional trauma center, FEB:19
Saving lives is more than ‘virtual,’

FEB:18

Terrorism (Also see Disaster
Planning and Surge capacity)

ED managers should be very sus-
picious, JUN:64 

Here’s what to expect from a Joint
Commission surveyor, JUN:65

Impostors targeting U.S. hospitals,
JUN:61

Impostors thwarted, JUN:63
Terrorism drills show plan flaws,

JUL:78

Trauma 
Falls, self-pay data are key stats,

JAN:9
Initial evaluation of the traumatized

eye, JAN Trauma Reports:1
Insist on telemedicine at your

regional trauma center, FEB:19
Maxillofacial Injuries: Clinical

characteristics and initial man-
agement, MAY Trauma
Reports:1

Maxillofacial Injuries: Imaging,
management and disposition,
JUL Trauma Reports:1

Saving lives is more than ‘virtual,’
FEB:18

The Burned Patient, MAR Trauma
Reports:1

Trauma in pregnancy, SEP
Trauma Reports:1

Triage
Accelerated triage cuts LWBS

rate, OCT:115
AHRQ releases new version of

severity index, SEP:106
ED screening changes pressure

competitors, APR:40

Uninsured, underinsured patients 
CMS implements $1 billion pro-

gram for undocumented aliens,
JUN:71

Level 1 trauma center will deny
transfers, MAR:25

Uninsured children: An untapped
source? FEB:16

Violence in the ED (Also see
Security)

Code responses should be tailored:
JAN:6

Prisoners, guns can be deadly
combination, NOV:121

Uniform emergency codes: Will
they improve safety? JAN:4

Women’s health
Atypical MI symptoms in women,

JAN:6
Studies on acute MI: Differences

between men and women,
JAN:8

Trauma in pregnancy, SEP
Trauma Reports:1
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