
More OBs prohibit birth
videos, but it’s difficult 
to enact hospital policy
Study shows younger doctors more likely to object

More obstetricians are prohibiting video
cameras during childbirth out of fear that
videotapes could be used against them in

a malpractice case, according to new research. The
trend is the latest development in a longstanding
debate over whether such tapes really pose a risk.

Of a group of obstetricians and family practition-
ers, the study found that younger doctors were more

likely to prohibit tap-
ing, possibly because
they were educated at
a time when the mal-
practice risk to ob-
stetricians was firmly
established as a pri-
mary concern. Obste-
tricians, regardless of
age, were more likely
to prohibit taping,
however, suggesting
the liability risk of

videotaping births is becoming more than just an
academic question. One of the authors of the recent
study tells Healthcare Risk Management that doctors 
in the study regarded the videotapes as a real threat.
Obstetricians clearly thought the risk was higher
than did family practitioners, reports Jerome
Yankowitz, MD, associate professor of obstetrics and
gynecology at the University of Iowa in Iowa City.

“Obstetricians tend to deliver a larger number of
babies and more babies that are high risk,” explains
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The concern is that
if something goes

wrong in a birth, the
family will go home

with a videotape that
shows the incident in
graphic, living color.



Yankowitz. “One hypothesis is that family doc-
tors are used to less risk and normal outcomes 
in the pregnancies they deliver. They are not 
thinking of the problems that could arise and be
seen on video, so they are less likely to control 
the videotaping.” 

Yankowitz studied the attitudes of obstetri-
cians and family practice physicians in Iowa.1 He
and his colleagues sent questionnaires to all 172
obstetricians and all 438 family practitioners
practicing in Iowa. The response rate was 88%.
They found that 41% of obstetricians and 19% of
family practitioners prohibit the videotaping of
any medical procedures. 

Another 34% of obstetricians and 26% of fam-
ily practitioners reported they were likely to
modify their actions and conversation when
video cameras were present. Thirty-five percent
of obstetricians and 14% of family practitioners
said they would be tempted to turn off a video
camera if complications arose. 

Younger obstetricians, those 25 to 40 years old,
were more likely than older obstetricians to disal-
low videotaping, 53% vs. 33%. Of those in both
groups who disallowed videotaping, more than
80% cited legal concerns as the reason.

They’ve got it, you don’t

Though there is little other research docu-
menting the extent to which doctors have pro-
hibited videotaping, observers suggest that the
figures in Yankowitz’s research are higher than
what would have been encountered a few years
ago. The researchers wrote that “it is possible
that younger physicians, having graduated 
during the frenzy of malpractice litigation, are
more inclined to be defensive in their physician-
patient relationships.”

The concern is that if something goes wrong in
a birth, the family will go home with a videotape
that shows the incident in graphic, living color.
Risk managers and defense attorneys worry that
such videotapes could be used as explosive evi-
dence either to conclusively prove the plaintiff’s
charges or just inflame a jury. Videotapes have
been used in malpractice lawsuits already, both to
the advantage and disadvantage of the defendant
providers.

A big part of the problem is that even a per-
fectly normal, successful birth can look harsh on
videotape. Health care professionals may look at
the tape and see nothing wrong, but a jury might
see a bloody procedure that seems to support
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whatever the plaintiff is alleging, says Richard
Boone, JD, an attorney in McLean, VA, who spe-
cializes in defending against medical malpractice
claims. A lay jury can be swayed beyond reason
by a graphic videotape, regardless of what actu-
ally happened in the case, he says.

Some of the same issues arise with videotapes
of other procedures, such as laparoscopic surgery.
But in those cases, the physician usually has
much more control over the videotape.

No easy solution

Of course, the other side of the coin is that the
videotape could support your defense that the
physician and staff acted appropriately and the
injury to the baby was not their fault. But that’s
not as likely, Boone says.

“If you’re going to make a videotape record of
anything that happens in a procedure or treat-
ment room, both sides need to have equal access
to it,” Boone says. “The problem is that if you
have a bad outcome and the videotape helps the
defendant, I’ll guarantee that you’ll never see the
tape again. If it hurts the doctor, it will be con-
verted to widescreen CinemaScope and dis-
played 10 feet tall in the courtroom during the
trial.”

Boone says he is not surprised that obstetri-
cians are increasingly unwilling to allow video-
taping, but he notes that there is no easy solution.
Parents expect to be able to videotape their chil-
dren’s birth, so a blanket refusal may be met with
resistance. The expectation is so strong that many
parents may switch to another practice that
allows videotaping, he says. 

For that same reason, it would be difficult for a
hospital to prohibit videotaping of births, Boone
says. Parents would object and some obstetricians
would object, probably costing the hospital rev-
enue when they take their deliveries to other
facilities. 

“If I were a hospital risk manager, my thought
would be that you can leave it up to the individ-
ual physician because it’s just too big a mess to
get involved in,” he says. “If you’re going to let
one person do it, then you have to let everyone
do it. You can’t say just certain parents can’t
videotape because the birth might be difficult.
But if you make it an individual call by the physi-
cian, then the hospital is kind of off the hook as
far as people being unhappy about it.”

(The American College of Obstetricians and
Gynecologists in Washington, DC, has issued a
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ACOG warns against
videotaping births
Develop your own policy

The Committee on Professional Liability 
of the American College of Obstetricians

and Gynecologists (ACOG) in Washington,
DC, recently issued a statement saying child-
birth videotapes pose more than a theoretical
malpractice risk.

The statement strongly discourages video-
taping and says that, if you do allow it, you
should keep a copy of the tape.1 This is the
statement:

“Written consent from the patient or
guardian and the involved health care per-
sonnel should be obtained when using elec-
tronic recording media for telemedicine,
educational purposes (such as laparoscopic
videotapes), or any other reason. The written
consent should indicate the specific purposes
for which the images may be used.

“Each institution should develop policies
concerning the recording of routine and
emergency procedures by health care person-
nel as well as the recording of deliveries by
third parties or family members. These poli-
cies should be discussed before the proce-
dure or soon after the physician-patient
relationship has been established.

“Recording solely for the purpose of
patient memorabilia or marketing is not
without liability, and each institution should
weigh these competing concerns. The
Committee on Professional Liability strongly
discourages any recording of medical and
surgical procedures for patient memorabilia.
If an institution allows such recording, how-
ever, the written consent of the patient and
health care personnel should be obtained in
advance, and the institution’s ability to retain
the original and provide a copy to the patient
should be clarified.”

Reference

1. American College of Obstetricians and Gynecol-
ogists. Liability Implications of Recording Procedures or
Treatments. Washington, DC; September 1998. ACOG
Committee Opinion No. 207. ■



statement warning of the potential malpractice
risk in allowing videotaping. For more on that
warning, see p. 63.)

Yankowitz suggests that physicians should
communicate with patients upfront about what-
ever videotaping policy they choose to follow. 
“I tell my patients if they are videotaping that
things may become more complicated and, if so, 
I will ask the camera to be turned off, which they
should agree to,” he says. “Also, it may be fine
with me but everyone else involved, like nurses
and anesthesiologists, must agree as well.”

Boone offers one suggestion he says would
solve much of the problem, though he acknowl-
edges that few hospitals are likely to follow it.
Rather than letting parents videotape on their
own, the hospital could prohibit amateur videog-

raphy and offer 
professional video-
taping of the birth
instead. The hospital
then could offer a
copy of the tape to
the parents either 
as a complimentary
keepsake or, more
likely, for a fee. That

way, the hospital can control how the procedure
is photographed, and both sides are guaranteed 
a copy. 

“It could be a real revenue generator if you do
it professionally and then charge the patients a
gazillion bucks for a nice videotape,” Boone says.
“Then if the excrement hits the ventilator during
the delivery, you’ve got your own copy to show
exactly what happened.”

That approach may be too much trouble for
hospitals to adopt, but Boone suggests that big
facilities with a high number of births might find
that system worthwhile. Though there is no easy
answer, he says risk managers will have to con-
sider the risk because parents’ expectations that
they can videotape will only grow stronger.

“It used to be a little unusual, but now there
will always be somebody in there with a camera,
and God knows what new piece of technology,”
he says. “I won’t be surprised if Madonna has
another baby and starts selling tickets.”

Reference

1. Eitel DR, Yankowitz J, Ely JW. Videotaping obstetric
procedures: Assessment of obstetricians and family physi-
cians. Arch Fam Med 2000; 9:89-92.  ■

Compliance officer 
role poses no conflict

Question: Is there any reason I can’t serve as
both risk manager and compliance officer at

my facility? My administration wants me to take
on compliance duties, but I’m not sure if there is
a conflict of interest.

Answer: There is no compelling reason that 
a risk manager could not also act as the organi-
zation’s compliance officer, says Gregory J.
Naclerio, JD, partner and co-chair of health care
practice at Ruskin, Moscou, Evans & Faltischek 
in Mineola, NY. Naclerio has helped many insti-
tutions set up corporate compliance programs.

Corporate compliance programs originally were
designed to ensure that corporations convicted of
crimes could avoid the heavy fines associated with
the Federal Sentencing Guidelines for violating 
the False Claims Act, the Anti-Kickback Statute, 
or similar laws applying to health care. In recent
years, corporate compliance programs have begun
helping hospitals avoid investigation and convic-
tion in the first place. Naclerio says compliance
programs now present a tremendous opportunity
for health care organizations to protect their assets,
and risk managers can play a significant role.

Protect the hospital

Certain other administrators in the health care
hierarchy, however, are not good choices. The
Office of the Inspector General (OIG) has made it
clear that chief financial officers (CFOs) and gen-
eral counsel are poor choices, although it has not
actually prohibited them from serving as compli-
ance officers.

“By the very nature of those positions, they 
are protective of the hospital,” Naclerio says. “If
there is a close question, the OIG is not sure the
CFO is going to be fair and impartial because he’s
acutely aware of the economic impact, and that
colors his judgment. The in-house counsel’s job is
to protect the hospital against all attacks, so that’s
also a conflict.”

A risk manager, on the other hand, is accus-
tomed to investigating questionable medical care
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“It used to be a little
unusual, but now

there will always be
somebody in there
with a camera . . . .”



and other problems. That role is naturally more
critical of the hospital, even if you ultimately want
to do what’s right for your employer, Naclerio
says. Acting as compliance officer would not
require a wholesale change in attitude or loyalties.

“The risk manager’s job is to ascertain weak-
nesses and address them,” he says. “If the risk
manager applies those same traits and initiative
to the regulatory side as compliance officer, I
don’t see a problem at all and I don’t think the
OIG would either.”

The only potential problem, Naclerio says, is
whether you can handle both jobs. Depending 
on the size of your organization and other fac-
tors, you may not be able to handle both roles
adequately. If that is the case, choose one or the
other, Naclerio says. Both jobs are too important
to shortchange.  ▼

Staffing risk management
per bed size is difficult

Question: Our hospital recently merged with
several smaller facilities, and now our risk

management department is responsible for over-
seeing the entire organization. We are trying to
determine what would be an appropriate staff
size for our department. Is there a rule of thumb
regarding how many full-time equivalents (FTEs)
per number of beds is best for the risk manage-
ment department? How does it differ if you put
risk management, quality assurance, and corpo-
rate compliance under one umbrella?

Answer: There is no simple way to make 
such a calculation, says Grena Porto, RN, ARM,
DFASHRM, director of clinical risk management
and loss prevention services at VHA Inc. in 
Berwyn, PA, and past president of the American
Society for Healthcare Risk Management. It is 
possible to develop a bed size/FTE ratio for other
positions or departments in the hospital, but Porto
says staffing for the risk management department
is too complicated for such a simple formula.

To determine the proper staffing for a risk
management department, Porto says you will
have to look at a long list of factors and deter-
mine how your organization uses the depart-
ment. The role of health care risk managers has
changed so much in recent years that no single
job description fits, she says. From one institution

to another, the role of risk manager may entail
very different work. 

“Your staffing depends on things like what your
department is doing, your risk financing mecha-
nism, and how big the institution is,” she says.
“Those are the big drivers, so you have to know 
a lot more about the facility than just how many
beds there are or some single number like that.”

For instance, a commercially insured organiza-
tion will not need as much risk management
staffing as a self-insured trust, Porto says. The self-
insured organization will need more risk man-
agers to handle the in-house insurance concerns
that otherwise would be handled by a vendor.
Likewise, a streamlined risk management depart-
ment that does only clinical risk management will
be able to get by with fewer staff. But if the same
department also is responsible for managing
workers’ compensation claims, for instance, that
added workload will require more staff.

It is safe to say the department’s staff size
should increase as you include more functions
under the risk management umbrella. A major
task such as corporate compliance, for instance,
will take time that a risk manager otherwise
might spend on clinical risk management. 

“Unfortunately, it’s always a difficult decision
to make,” Porto says. “You can make compar-
isons to other organizations in your community
and adjust for size differences, but you also have
to adjust for all the other differences. It seems no
two organizations are ever alike when you look
at all these factors.”  ■

Doctor in carving incident
sentenced to probation

The New York physician who carved his ini-
tials in the abdomen of a patient who had just

delivered a baby has been sentenced to five years
probation and will serve no jail time. He is barred
from applying for a medical license in the next
five years.

The patient initially sued the hospital and the
doctor, but she soon dropped the suit against the
hospital and accepted a $1.75 million settlement
from the doctor. At the time, risk managers told
Healthcare Risk Management that the outcome of
the lawsuit was surprising because the offense
was so egregious that the plaintiff easily could
have received more compensation.
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Allan Zarkin, MD, a 61-year-old obstetrician,
admitted through his lawyers that he used a
scalpel to carve the letters A and Z into the abdo-
men of a 31-year-old patient, directly above the
cesarean incision he had just closed. The letters
are 3 inches high by 1.5 inches wide. (For more
on the case, see HRM, March 2000, pp. 25-33.)

The Manhattan district attorney, Robert
Sullivan, JD, charged Zarkin with felony assault.
The victim, a dentist who was a friend of Zarkin
before the incident, opposed the prosecution. The
New York State Health Department cited Beth
Israel Medical Center, where the incident took
place, for seven violations, resulting in penalties
of $14,000 against the hospital. The proposed
fines amount to $2,000 per violation, the highest
monetary penalty allowable under state law.

Zarkin surrendered his license to practice
medicine. The Joint Commission on the Accredi-
tation of Healthcare Organizations in Oakbrook
Terrace, IL, is reviewing the incident as a sentinel
event.  ■

NY cites doctor for 
removing healthy kidney

New York state health commissioner Antonia
Novello, MD, MPH, has used her emergency

powers to summarily suspend the license of Peter
Muncan, MD, of Brooklyn, NY, alleging that he
poses “an imminent danger to public health.”

Muncan is charged with five specific charges 
of misconduct relating to his care and treatment
of a patient at Maimonides Hospital in May 1999.
Muncan allegedly removed the patient’s healthy
left kidney, rather than the diseased right kidney.

The health department cites these specific fail-
ures by Muncan:

• failed to adequately assess which of his
patient’s kidneys contained a mass prior to
surgery; 

• failed to take appropriate action after surgery
when it became apparent that a healthy kidney
had been removed and, knowingly and with
intent to deceive, failed to note in the patient’s
hospital record that he had removed a tumor-free
kidney; 

• informed the patient and his primary physi-
cian that the removed kidney contained a benign
tumor; 

• inappropriately discharged the patient from

the hospital and failed to provide complete post-
operative follow-up care; 

• failed to notify the patient immediately 
when he learned of the mass in the patient’s 
right kidney; 

• informed the patient it would be necessary to
remove the entire right (remaining) kidney, with-
out suggesting the option of performing a partial
nephrectomy or other alternative treatment.  ■

ANA head says overtime
puts patients at risk

Mandatory overtime is compromising the
care provided by registered nurses and

putting patients at risk, according to American
Nurses Association (ANA) president Mary Foley,
RN, MS, who recently issued a warning that
called the long work hours “an alarming trend”
among hospitals.

“More and more hospitals are forcing regis-
tered nurses to work mandatory overtime, plac-
ing both patients and nurses at increased risk,”
Foley says. “Nurses should never be forced to
work excessive overtime, especially when they
are tired, overworked, and have others depend-
ing on their arrival at home.”

Foley tells Healthcare Risk Management that long
hours can make it difficult for nurses to provide
the sophisticated thinking, decision making, and
technical skills required in delivering quality
patient care. Regularly forcing RNs to work 16
hours or more at a stretch is dangerous, she says,
and her recent warning to consumers was
intended to alert the American public to that
practice and the risk it presents to patients.

“Of course, real emergencies happen, and
nurses can always be counted on to respond, but
using excessive mandatory overtime as a way to
deal with ongoing staffing shortages is wrong,”
she says. 

Foley notes that the staffing issues come on the
heels of the Institute of Medicine’s (IOM) report on
medical errors, which found that, in the United
States, between 44,000 and 98,000 patient deaths
per year are due to medical errors. The IOM rec-
ommends that part of the solution rests in devel-
oping safe health care systems that address work
hours, workloads, sufficient staffing and personnel
support, and shift assignments as well as the
impact on patient care when nurses work beyond

66 HEALTHCARE RISK MANAGEMENT ™ / June 2000



their ability to provide safe and quality services.
Foley calls it “absolutely derelict, in light of the
IOM’s findings and recommendations, that hospi-
tals are still willing to jeopardize patient care.” 

Many hospitals claim a nursing shortage as the
reason to mandate overtime. While an RN short-
age is a real issue in some areas, Foley says there
are ways to address staffing that do not force RNs
to work long hours. Mandating excessive over-
time is a calculated business practice aimed at
saving hospitals money, she says, at a time when

hospitals are
reporting profit
margins higher
than they have
enjoyed in the past.

Recent American
Hospital Associa-
tion data show the
nation’s hospitals
reporting record
profits of $21.9 bil-
lion, giving them a

profit margin of 6.6%, the second highest aggre-
gate margin ever. Hospitals reduce expenses —
thus increasing profit — by employing insufficient
numbers of nurses and minimizing the number of
employees who are paid benefits, Foley says.
Hospitals routinely keep too few RNs on staff to
provide appropriate coverage or address fluctuat-
ing patient care needs, she says. 

“ANA supports the RNs currently on strike in
Nyack, NY, and in Worcester, MA, who have gone
out in protest over mandatory overtime,” Foley
says. “It is never easy to decide to strike, but, as
we have seen time and time again, RNs are forced
to take this action when hospitals fail to support
safe standards of nursing practice. These nurses
are on strike to protect both their own health and
well-being and the unsuspecting patients who
assume that hospitals provide safe, quality nurs-
ing care, not exhausted, overworked labor.” 

The New York State Nurses Association and
the Massachusetts Nurses Association have
advised Nyack Hospital and St. Vincent Hospital,
owned by for-profit Tenet Health Care Corp., to
reduce the mandatory overtime. 

“Tenet, like many hospital organizations, is
quite profitable,” Foley says. “Its recently
released third-quarter earnings report shows a
23% rise in net profits over the same period last
year. While realizing that kind of profit, Tenet still
insists on the right to require as much as eight
hours of mandatory overtime, even following an

original eight-hour shift. This practice forces
some RNs to work up to 16 nonstop hours.”

Foley says nurses who refuse the overtime can
be threatened with losing their jobs or licenses
under an alleged patient abandonment charge.
She labels that threat “blatant intimidation.”

“Nurses themselves know that working while
exhausted will increase the risk of committing an
error that harms a patient or predisposes them-
selves to injures — like needlesticks — on the
job,” she says. “However, when threatened with
job loss or action against their license, some
nurses feel obligated to stay.” 

Hospital managers who rely on mandatory
overtime ignore general standards and acceptable
practices that relate to public safety and well-
being, Foley says. She suggests that hospitals
should be required to follow the same sort of
rules that the public transportation, airline, and
trucking industry use regarding shift lengths and
the amount of rest an employee must have before
coming onto an assignment. 

The ANA encourages consumers to inquire
about nursing staffing before being treated at a
hospital.  ■

ISMP calls for elimination
of written prescriptions

Saying handwritten prescriptions are a signifi-
cant source of medical errors, the Institute for

Safe Medication Practices (ISMP) in Huntingdon
Valley, PA, is calling for their elimination in three
years.

ISMP president Michael Cohen, MS, acknowl-
edges that a total changeover in three years is a
bold goal, but he says the time has come to take a
major step toward addressing medication errors.

“Technology can’t solve all the medication
error problems in the world, and in fact we 
often see that technology can actually introduce
a whole new set of problems if we don’t use it
appropriately,” Cohen says. “Still, with proper
systems design, implementation, and mainte-
nance, the benefits of handheld prescribing far
outweigh the drawbacks. There’s simply no
good reason why we can’t begin to use this tech-
nology now to make prescribing a lot safer.”
(See related story, p. 70.)

Cohen points out that, despite recent publicity
over the November 1999 release of a report from
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the Institute of Medicine (IOM), drug errors are
nothing new. A recent white paper released by
the ISMP notes that injuries resulting from medi-
cation errors “are not the fault of any individual
health care professional, but rather represent the
failure of a complex health care system.”

In the medication management system, errors
can be introduced at multiple points. Numerous
problems are related to the naming, labeling,
and/or packaging of drugs or to inefficient dis-
tribution practices. Patients often contribute to
errors by failing to comply with instructions.
Many errors occur as prescriptions are written;
those tend to be failures of communication, and,
in far too many cases, the underlying problem 
is the clinicians’ handwriting. 

“The health care industry has been slow to
adopt new technologies, although these tools
hold promise for enhancing the delivery of
health care,” the ISMP white paper says. “Pre-
scription writing is perhaps the most important
paper transaction remaining in our increasingly
digital society; it seems simplistic to note that
electronic prescribing tools could minimize med-
ication errors related to handwriting. Yet even
though such devices are available for use in 
hospitals, ISMP estimates that less than 5% of
U.S. physicians currently ‘write’ prescriptions
electronically.”

Wireless will overcome

ISMP attributes the slow adoption of prescrip-
tion-writing technology to several problems. Until
recently, clinicians were hesitant about computer
use in general, and there was a lack of hardware
and software that would make it convenient for
prescribers to select medications electronically.
Providers also fear the costs associated with such
technology. ISMP suggests that the advent of wire-
less handheld devices could overcome all of those
problems.

“Easy-to-use point-of-care systems, some that
offer comprehensive applications in real time, are
becoming available from a number of manufac-
turers and at perhaps a surprisingly low cost of
entry,” the report says. Such integrated programs
may provide benefits for cost and risk manage-
ment as well as for clinical care, and they may
enhance the prescribing process beyond address-
ing penmanship alone. 

For example, handheld devices can alert prac-
titioners to potential drug or allergy interactions
through up-to-date databases of medications

connected with patient records. That kind of
functionality should help expand adoption of
electronic prescribing rapidly among practition-
ers, ISMP says.

There is no reason to wait for legislative activ-
ity or task forces to insist upon a switch from tra-
ditional handwritten prescriptions to this new
technology, the report says. 

“Put simply, handwritten prescriptions ought
to be a thing of the past,” the report says. ”Health
care practitioners and providers across the nation
should rapidly and aggressively take advantage
of the electronic prescribing technology that can
help prevent medication errors today. The need is
urgent. As such, a serious public health problem
calls for a bold goal: Let’s eliminate handwritten
prescriptions by 2003!”  ■

Study shows malpractice
awards have gone way up

The median medical malpractice jury award
jumped 46% in one year, according to the 

latest research from Jury Verdict Research in
Horsham, PA.

The national jury-award median for medical
malpractice claims rose from $515,738 in 1997 to
$755,530 in 1998, according to the research com-
pany. However, the plaintiff recovery rate — the
ratio of plaintiff verdicts to defense verdicts —
fell 1% in 1998 for medical malpractice cases.

“It’s difficult to tell how juries are treating
medical malpractice cases,” says Dave Boxold,
the study’s editor. “On one hand, you have medi-
cal malpractice plaintiffs winning almost 60%
more money over the last two years. But on the
other, you have those same plaintiffs winning just
36% of the time their cases go to trial — 1% less
than last year.” 

Since 1965, Jury Verdict Research has analyzed
five- to 10-year jury-verdict trends for selected
injuries and liabilities. The latest report, which
statistically summarized personal injury verdicts
from 1992 through 1998, also includes state-spe-
cific statistical charts on compensatory, punitive,
and million-dollar awards; median awards for
premises liability, business negligence, and vehic-
ular cases; and verdict values for commonly
claimed injuries. 

Also, the annual study revealed that plaintiffs
suing for medical negligence in childbirth cases
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claimed the highest median award of all medical
malpractice verdicts analyzed, $2 million. Median
awards for other types of malpractice cases
included $636,844 for medication cases, $625,000
for misdiagnosis, $400,000 for nonsurgical treat-
ment cases, $300,000 for surgical negligence cases,
and $230,000 for doctor-patient relations cases. 

Copies of “Current Award Trends in Personal
Injury — 1999 Edition” are available from Jury
Verdict Research for $39.95 plus $4.50 shipping
and handling. For more details, call (800) 341-
7874, ext. 307, or e-mail custserve@lrp.com.  ■

Bedsore lawsuit increase
could new signal problems

An increase in bedsore malpractice lawsuits
could be symptomatic of an overall risk

management crisis for nursing homes and home
health care, cautions an insurance industry
insider.

A recent study from Johns Hopkins Univer-
sity in Baltimore suggests there has been a sharp
upward trend in bedsore-related malpractice
lawsuits, fueled in part by federal nursing home
reforms.1 According to the report, 94% of 173
lawsuits related to bedsores filed between 1937
and 1997 were filed in the last 15 years. Richard
Bennett, MD, the author of the report and a
physician at Johns Hopkins University Medical
Center, blames the trend on the Omnibus Budget
Reconciliation Act of 1987 (OBRA-87), which
provides guidelines on how to prevent and treat
pressure ulcers in nursing homes.

“While these guidelines have helped to im-
prove the quality of care provided to nursing
home residents, they have also made it easier 
to prove negligence when bedsores develop,”
Bennett says. “OBRA-87’s detailed set of require-
ments regarding every aspect of nursing home
care makes it easier for plaintiffs to prove that a
provider was negligent in the care of a nursing
home resident.”

The study found that an average of two law-
suits involving pressure ulcers were filed each
year before the act passed, compared with nine
lawsuits per year after it passed in 1987. When
OBRA-87 regulations were published in 1992, 
the number of lawsuits jumped to 19 per year.

Bennett also found that the median age of
patients filing lawsuits related to pressure ulcers

increased significantly to 72 years from 48 years
following passage of OBRA-87. However, the leg-
islation did not dramatically change the amount
of money awarded to patients, with the median
settlement around $250,000. More than 20% of
nursing home residents develop a pressure ulcer
after two years in a facility, Bennett says. 

Bennett says bedsore malpractice lawsuits are
likely to increase as the population ages and more
patients receive care in nursing homes and by the
home care industry. That idea is endorsed by R.
Stephen Trosty, JD, MA, director of risk manage-
ment at Mutual Insurance Corporation of America
in East Lansing, MI. He says the insurance indus-
try has noted “a definite upsurge in cases against
nursing homes.” The most telling indicator is that
the insurance industry has hardened substantially
when it comes to insuring nursing homes, with
many carriers leaving the market and the remain-
ing insurers raising rates as much as 150% in some
cases. 

“Historically, there have been very few suits
against nursing homes, and most of those were
dismissed or had low judgments,” explains
Trosty. “That’s really changing. The hardening 
of the insurance market very often is a good
indication that you’re seeing some kind of prob-
lem, an upturn in claims, judgments, and sever-
ity. That’s what you’re beginning to see in
nursing homes.”

Improve your reporting

As insurance rates go up, Trosty says, risk
managers will be under increasing pressure to
show they have appropriate policies and incident
reporting mechanisms in place for pressure
ulcers. 

“When there wasn’t a large amount of litiga-
tion, there wasn’t a lot of attention paid to nurs-
ing homes by risk managers,” he says. “Now is
the time to make sure you’ve got quality mea-
sures in place — appropriate incident reporting.
Nursing homes are notoriously poor when it
comes to appropriate reporting mechanisms.”

Even though there appears to be an increase in
lawsuits, Bennett points out that “not every pres-
sure ulcer that develops results in litigation, and
not every case is a win for the plaintiff.” The study
data showed that more than a third of the cases
resulted in wins for the health care provider.
Bennett says these factors were associated with
decisions in favor the health care defendant:

• a medical record that showed the standard 
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of care for pressure ulcers was adhered to 
rigorously;

• verification in the record of underlying dis-
ease and complications that made the develop-
ment of pressure ulcers inevitable;

• aggressive and comprehensive programs
used by the facility to prevent and treat pressure
ulcers.

Other successful legal defenses included
demonstrations of the patient’s contributory neg-
ligence by refusing to comply with the care plan,
and medical conditions that made it impossible
to reposition the patient in a way that would
reduce the chance of pressure ulcers.

“The best defense to pressure ulcer litigation,
however, was demonstrating strict adherence to
the care standards of the industry,” he says.

Watch nursing homes carefully

Most risk managers should devote “a lot more
attention” to what’s going on in their nursing
homes, he says. Make sure care plans are ade-
quate and that they are being followed properly.
Monitor nursing homes on a regular basis to
watch for an increase in slips and falls, use of
restraints, and bedsores. All can signal a poten-
tially serious problem in patient care.

The risk may be greatest in freestanding nurs-
ing homes, Trosty says. They often do not have a
risk manager on the premises, relying instead on
the risk manager of a parent company or sister
facility. While that arrangement can be sufficient,
Trosty says, it does mean there is a greater likeli-
hood that a problem like excessive bedsores can
be overlooked.

“Many of the same concerns apply to home
care as well,” he says. “You have additional con-
cerns beyond what may be typical in a hospital
setting because there are questions of supervi-
sion. When you’re not in the facility with your
patients, that separation can lead to some diffi-
culty in making sure everyone is following the
procedures you expect.”

For home care, Trosty suggests risk managers
pay particular attention to employee background
checks. The hospital must be able to trust the
health care provider to a great extent when he or
she is going into a private home and representing
the hospital, he says. “From what we’re seeing, I
don’t think we’re seeing an increase in med mal
suits for home care to the same extent that we’re
seeing it in nursing homes, but there are some
similar issues.”

Bedsore problems also may lead to fraud
charges, Trosty notes. Some federal attorneys are
using bedsores and similar problems as evidence
that the patients were not provided quality care. 

“They’re saying that if there are bedsores, for
instance, the patients did not receive the quality
of care that you billed for, and that was fraudu-
lent billing,” he says. “Whether that logic stands
up to legal challenge, we still have to see. But that
strategy began late in 1999, so bedsores are now a
red flag for potential fraud litigation.”

Reference

1. Bennett RG, O’Sullivan J, DeVito EM, et al. The increas-
ing medical malpractice risk related to pressure ulcers in the
United States. J Amer Geriatr Soc 2000; 48:73-81.  ■

Electronic prescriptions
cut errors, studies show 

Two new reports suggest that hospitals can
help prevent medical mistakes by using elec-

tronic prescriptions and implementing a stream-
lined system for reviewing X-rays.

Peter Nightingale, MD, and colleagues at the
University of Birmingham, England, report that 
a kidney unit in one hospital reduced the number
of prescription errors using a computerized sys-
tem. Prescription pads were abandoned in the
unit in 1998 in favor of wireless computers 
used to prescribe and record drugs given to all
patients.1

Nightingale says the system does more than
eliminate the need for deciphering doctors’ hand-
writing. Some prescription errors occur because
doctors and nurses lack information about a
patient’s allergies or other medications taken, so
those details and other information, like the results
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of lab tests, are included in the system. When a
physician prescribes a new drug, the system sets
off a warning signal when it detects a potential
problem. While some of those messages can be
overridden, the most serious ones — such as
warnings about drug allergies — cannot. 

During an 11-month period when nearly 88,000
prescriptions were written for more than 1,600
patients, the system detected 58 unsafe prescrip-
tions, according to the report. In addition, the
system issued more than 700 serious warnings
about medications. 

While some physicians and nurses have been
reluctant to sign on to computerized prescription
systems due to the perception that it would take
too much time, the researchers report that more
than 80% of the doctors and nurses at the hospital
said the new system was an improvement over
conventional prescribing. 

Streamlining the system

In a second study, James Espinosa, MD, of
Overlook Hospital in Summit, NJ, reports that
streamlining the way X-rays are interpreted in a
hospital emergency room can prevent mistakes.2

Before the new system was put into place at the
hospital, an X-ray may have been read by an emer-
gency room physician or a radiologist, depending
on what time and what day of the week a patient
showed up at the emergency room. Under this
system, about 3% of the time the doctors missed
something on the X-ray that was important for
patient care, according to the report. 

The hospital streamlined the system and
required that all X-rays in the emergency room 
be interpreted first by an emergency room physi-
cian and then reviewed by a radiologist within 12
hours. After the system was put into place, only
1.2% of the time did doctors miss something
important. A further redesign decreased that
number to 0.3%. In addition, the average time
each patient spent at the hospital was cut in half,
and the rate of patient satisfaction improved 
substantially. 

References

1. Nightingale PG, Adu D, Richards NT, et al.
Implementation of rules based computerised bedside pre-
scribing and administration: Intervention study. BMJ 2000;
320:737-740.

2. Espinosa JA, Nolan TW. Reducing errors made by
emergency physicians in interpreting radiographs: Longi-
tudinal study. BMJ 2000; 320:750-753.  ■

JCAHO adopts standards
for new Assisted Living
Accreditation Program

The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook

Terrace, IL, has adopted standards for its new
Assisted Living Accreditation Program. The
standards were developed in consultation with
assisted-living providers and relevant profes-
sional trade organizations and consumer 
advocacy groups. They are based on a set of
principles established by a panel of assisted-
living experts.

The principles emphasize attention to quality-
of-life issues and quality of services provided.
The Joint Commission reports that more than 
1.15 million people currently are being served by
assisted-living programs, in which residents live
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in homelike settings that provide 24-hour super-
vision, assistance, activities, and health services.
As the population continues to age, that number
will continue to grow larger, the Joint Commis-
sion predicts.

While many states require licensure of
assisted-living communities, there has been no
national oversight for assisted-living programs.
Standards in the new manual are organized into
six functions that address the care of residents
and six functions that address the management 
of assisted-living communities.

Outline of standards

The standards’ functions that address the 
care of residents are consumer protection, con-
sumer rights and assisted-living community
ethics, continuity of service, assessment and
reassessment, resident services, and resident
education, as well as health and wellness 
promotion.

Those functions that address the management
of the assisted-living community are improving
performance, leadership, managing the environ-
ment of care, managing human resources, man-
aging information, and the prevention and
control of infection.

For assisted-living communities that wish to 
be accredited, the standards go into effect this
month, June. For organizations that already are
accredited — such as long-term care facilities or
hospitals — and have an assisted-living compo-
nent, compliance with the Joint Commission’s
assisted-living standards is effective beginning 
in January 2001.

Where to find them

The new assisted-living standards are pub-
lished on the Joint Commission’s Web site at
http://www.jcaho.org/trkhco_frmo.html. The
Accreditation Manual for Assisted Living will be
published in the fall of 2000. The manual will
include the 12 chapters of functions along with
standards, intent statements, and scoring.
Scoring for the standards includes one or more
questions that focus the reader on the perfor-
mance expectation and the levels of compliance. 

The assisted-living community can use the
questions to assess its compliance with the stan-
dard. The scoring questions include a five-point
scoring scale addressing a qualitative or quantita-
tive range of scores.  ■
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OSHA readies TB, ergonomics rules
despite mounting opposition
Congressional foes won’t derail standards, agency vows

Ignoring the grenades lobbed into their camp by congressional
factions and politically savvy professional associations, officials
of the Occupational Safety and Health Administration (OSHA)

pledge to forge ahead and release two long-awaited, controversial
regulations on time.

OSHA is in the final stages of drafting a proposed ergonomics
standard that could be issued as soon as this fall and is putting
the finishing touches on the final rule regulating occupational
exposure to tuberculosis, which is scheduled to become law next
year. Both regulations have met with significant political and
professional opposition during their years of development.

Nevertheless, OSHA remains steadfast in its resolve to promul-
gate both standards. “Right now, this agency continues to go for-
ward,” says spokesman Bill Wright. “As of now, nothing has
changed. This agency’s intent is to issue a proposed ergonomics
standard this fall, and a final TB rule is planned for spring 2000.
That’s the schedule. It’s a priority of the agency.”

Most recently, the TB standard, which was reopened this sum-
mer for public comment (see related story, p. 124), has been
threatened with a strategic attempt to block its release. The
Association for Professionals in Infection Control and
Epidemiology (APIC) is calling on Congress to withhold funding
unless OSHA submits the TB rule to a scientific review by the
Institute of Medicine (IOM) in Washington, DC.

A similar tactic could prove successful in delaying the
ergonomics proposal. HR 987, the “Workplace Preservation
Act,” narrowly passed the House of Representatives this sum-
mer. It requires OSHA to wait for the Washington, DC-based
National Academy of Sciences (NAS) — an organization affili-
ated with the IOM — to complete and submit to Congress a
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News: A 43-year-old woman presented herself
at a hospital emergency department asking to be
admitted to the psychiatric unit. The admission
was denied, and she committed suicide the next
morning. An Illinois jury returned a $6.5 million
net verdict against the hospital.

Background: The woman arrived at the
defendant hospital’s emergency department one
evening. She wanted to be admitted to the psy-
chiatric unit. After waiting 2½ hours, she was
first seen by a medical resident. The medical his-
tory taken by the resident revealed that she had
been admitted to a mental health center two
months prior and that she was depressed. She
was not, however, taking Lithium as had been
prescribed. 

The attending physician consulted the on-call
psychiatrist by phone, and together they deter-
mined that she did not fit the criteria for admis-
sion. The woman refused to sign the discharge
papers and was taken home by a taxi in the early
morning hours. Later in the morning, she called
her two brothers and allegedly told them her sit-
uation was hopeless because she had no health
insurance. Then she hanged herself in the garage.

The plaintiff’s estate argued that the history
taken on her was incomplete, and had it been
more thorough, it would have revealed an exten-
sive, two-decade history of mental illness that
included many hospitalizations and suicidal 

tendencies. The plaintiff also maintained that the 
on-call psychiatrist should have come to the hos-
pital to examine her rather than rely upon the
emergency room physician’s telephone account
of the situation. 

In addition, the plaintiff claimed the medical
resident discussed the issue of health insurance
with the woman. Finally, the plaintiff said the
encounter with the hospital, from questions to
insurance coverage to refusal to admit, further
exacerbated her fragile state and led to suicide. 

Conversely, the defendants maintained that the
standard of care was appropriate and that she
had not manifested signs of suicide at the hospi-
tal. The $13 million verdict was reduced 50%
because the cause of death was suicide.

What this means to you: Because of the immi-
nent and fatal outcome, in hindsight it seems obvi-
ous the woman needed immediate medical atten-
tion. As for improvements and precautionary
notes for risk managers, much of this case rested
with how the physicians handled the situation. 

“Most disturbing in this case is the implication
that she was not admitted because of her lack of
insurance. On the other hand, it may be that she
did not manifest any of the signs or symptoms
acute enough to merit admission under the hos-
pital’s protocols,” notes Phyllis Maxey, RN,
director of risk management at Carolinas Health
Care System in Charlotte, NC. 
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Woman denied admission to psychiatric unit, commits
suicide the next morning: $6.5 million verdict awarded
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“The initial history does seem to have failed to
include several key findings. First is the issue of
her extensive mental health history. And second,
noncompliance with medication in an alleged
psychiatric patient with no insurance can mean
one of two things — either she was bipolar [and]
therefore clinically predisposed to be noncompli-
ant, or [she was] simply unable to afford her
medication. Either way, the medical history or
record does not seem to have addressed this
issue,” Maxey says.

“Further, if indeed her lack of insurance was in
any way used in the decision not to admit, rather
than based on the clinical, medical diagnoses,
there are serious implications for COBRA [Consol-
idated Omnibus Budget Reconciliation Act] and
EMTALA [Emergency Medical Treatment and
Active Labor Act] violations. In addition, the fact
that the on-call psychiatrist did not come in to
examine the patient also gives rise to a potential
COBRA violation,” she explains. 

The case probably should be referred for medi-
cal peer review along with the suggestion to the
medical school that medical residents be advised
of federal law and, more practically, all of the
potential causes of medication noncompliance.

Reference

Estate of Maryann Martino, deceased v. Illinois Masonic
Hospital, Cook County (IL) Circuit Court, Case No. 97L
874.  ■

Misdiagnosed encephalitis:
$3.7 million CO verdict

News: A 40-year-old mother of two was on a
skiing trip with her husband. She became ill and
was diagnosed with mountain fever when she
actually had viral encephalitis, resulting in brain
damage. The $3.7 million verdict returned against
the attending physician was reduced by a 28%
charge of negligence against her husband.

Background: The plaintiffs were on a skiing
vacation at Silver Creek, CO, which is about 9,000
feet above sea level, when the wife became con-
fused and disoriented. She was taken by ambu-
lance to a nearby medical center and then was
transported to Denver. She was seen by the emer-
gency room physician, who had training in high-
altitude diseases. 

However, under hospital protocols, her care 
was overseen by the on-call gatekeeper or hospi-
talist. The gatekeeper physician diagnosed her
with acute mountain sickness and she was kept 
at the hospital overnight for observation. No other
physicians were consulted. At the time of her dis-
charge from the Denver hospital, the woman, a
certified public accountant, had extreme aphasia.
She was unable to count backward or name her
children. While she could describe the president of
the United States, she could not think of his name.

Similar symptoms

One day later she was admitted to a hospital in
her hometown, where a diagnosis of viral menin-
gitis was made and Acyclovir prescribed. How-
ever, brain damage already had occurred, and she
now functions at the level of a 10-year-old child.

The defendant gatekeeper physician alleged
that the symptoms of acute mountain sickness and
viral meningitis are similar until the loss of speech
occurs and that she did not develop encephalitis
until after discharge. The jury verdict for $3.7 mil-
lion was allocated between the gatekeeper physi-
cian at 72% and the plaintiff husband at 28%

What this means to you: In this instance, 
it was the physician to whom the case was
referred who was found liable, along with the
plaintiff’s husband. The husband’s fault was
based on his failure to insist on more timely
care, but the majority of fault fell on the physi-
cian. In Colorado, the hospital’s policy to have
emergency cases immediately referred from the
emergency physician to a gatekeeper physician
relieves the hospital and its employed physi-
cians of liability.

According to Michele Bellmore, senior risk
management consultant at Sinai-Grace Hospital
in Detroit, a hospital, at least in some states, has
potential exposure based on the theory of vicari-
ous liability when it assigns the patient a physi-
cian upon admission. 

Bellmore also expresses concern that the hospi-
talist failed to obtain a neurological consult
before discharging the patient and failed to note
that the patient’s condition had deteriorated sig-
nificantly. In light of the probable intelligence of
the patient, Bellmore says, the hospitalist should
have taken notice when the patient could not
remember the names of her children. Discharging
the patient under those circumstances was prob-
lematic, he adds. 
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In addition, Bellmore notes that the hospital
would seem to have exposure because the nurs-
ing staff either failed to notice and act upon the
patient’s significantly deteriorating condition or
failed to note the deteriorating condition and
actions taken in the chart. Bellmore also states
that the hospital may have exposure based on
negligence in the credentialing of the hospitalist. 

Reference

Joyce Bowman and Sonny Bowman v. Frank Becky, MD, U.S.
District Court, District of Colorado, Case No. 96-B-2583.

Failure to promptly 
diagnose viral meningitis:
$7.3 million settlement 

News: Four days after a child was first pre-
sented at the hospital, her meningoencephalitis
was diagnosed. Failure to make a timely diagnosis
caused a delay in administration of the appropri-
ate medication, which led to her brain damage. A
$7.3 million structured settlement was provided
on the first day of trial.

Background: The 6-year-old child first went to
the hospital one afternoon, complaining of fever
despite having taken Tylenol and Motrin as pre-
scribed at a primary care clinic the day before.
Her mother said the child had been sleeping
excessively, was generally less active, and had not
eaten well for the past three days. After waiting
five hours in the emergency room, she was seen
by the emergency room physician and discharged
home with a diagnosis of a viral upper respira-
tory infection, possibly bronchitis. 

The following evening, she was brought back to
the hospital because her fever had persisted and
her face was numb. The staff doctors noted that
she was lethargic and dehydrated. When she was
given fluids, she was unable to swallow. Early the
next morning, a pediatrician was called in, and he
performed a spinal tap. Based on the results, the
consulting pediatrician diagnosed meningitis and
dehydration. Believing she had bacterial meningi-
tis, a staff pediatrician admitted her to the hospital,
where she was treated with antibiotics.

Over the next two days, her condition wors-
ened. By the end of the second day, she was
comatose. One of the attending medical residents

noted that the spinal tap reading was an indication
of viral rather than bacterial meningitis. She was
not started on Acyclovir until the day she was
transferred to a neighboring city’s children’s hos-
pital. By the time she had arrived at the children’s
hospital, irreparable brain damage had occurred. 

In preparation for trial, the children’s hospital’s
pediatric neurologist stated that the initial hospi-
tal had been negligent in its failure to have the
staff physicians make the diagnosis of menin-
goencephalitis. On the trial’s first day, a $7.3 mil-
lion structured settlement was reached with the
hospital and the county responsible for hospital
operations.

What this means to you: Although the facts in
this instance are similar to those posed in the case
described on p. 2, the fault and subsequent liabil-
ity fell squarely on the hospital and the county
that owns it. In this case, the physicians were
employed by the hospital and had contractual
arrangement to care for such patients. “When the
hospital has a contractual arrangement with the
attending physicians, risk managers must
become more involved with protocols,” says
Michele Bellmore, senior risk management con-
sultant at Sinai-Grace Hospital in Detroit.

Bellmore says the emergency room physician
should have consulted with a pediatrician or
pediatric neurologist during the first emergency
room visit and should have worked the child up
for sepsis. Bellmore also says it does not appear

the patient was
discharged with
appropriate
instructions.
During the sec-
ond visit, there
was additional
delay in care
when the child
was not seen
until the next
morning by the

pediatrician. Finally, the hospital was slow to
treat even after viral meningitis was diagnosed. 

In summary, hospital nursing appears to have
failed to note the child’s symptoms, react appro-
priately, or notify the physician so appropriate
steps could be taken, Bellmore concludes.

Reference

Merly Tapia v. County of Kern and Kern Medical Center, Bakers-
field County (CA) Superior Court, Case No. 234387 SPC.  ■
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Areas once thought to be safe havens, immune
to the violence that plagues “big cities,” are

now realizing that they also must prepare for the
worst and EDs in rural or low-crime areas are
increasing their security.

“Everybody is affected by this problem, no
matter what community you’re in,” says Joni
Taylor, RN, CEN, director of emergency services
at South Coast Medical Center in Laguna Beach,
CA. “Relatively speaking, we’re a safe commu-
nity, but I don’t think anybody’s really immune
from violence.”

Still, security needs vary depending on your
community. “The patient populations of a down-
town [Los Angeles] ED vs. one in a little farm
community are radically different,” says Rob
McFarland, a health care safety and security 
consultant based in Orange County, CA. 

As a rule, rural areas need less security, but
there are exceptions. “One ED in a farming com-
munity in central California had a ferocious prob-
lem with drunk and violent patients,” recalls
McFarland. “There was an extremely high unem-
ployment and welfare rate, which spilled over
into the ED, and [people] got violent.”

South Coast’s ED recently underwent a security
assessment when planning a physical redesign
with the goal of preventing violence before it
occurs. “We now have security doors with a really
good controlled access system for separating the
waiting room entrance area from the actual ED,”
Taylor says. “We have the ability to entirely close
and contain the ED from the rest of the hospital
and the outside.”

Cameras allow the registration clerk to observe

all waiting areas. “There was initially going to be
a solid wall between the main waiting room and
an extension waiting room, but we built in win-
dows so our clerks can observe areas of the wait-
ing room that normally wouldn’t be visible,” she
explains. 

Establish rapport with police

Establishing a good relationship with law
enforcement personnel is essential in small com-
munities. “We have developed a good rapport
with local police, so we have immediate assis-
tance when we need it,” Taylor says. “As a small
community, we’ve always supported their service
and have given them recognition luncheons dur-
ing the holidays to show our appreciation for
them.” A prehospital room is available with
refreshments for police to do their paperwork. 

Police have responded by being extremely
responsive to the ED’s needs. “Often, when
patients are brought in by police for evaluation
and we’re not sure what the disposition will be,
they will need close observation in the mean-
time,” says Taylor. “While we’re treating other
people with life-threatening emergencies, those
patients can be very disruptive or walk out and
disrupt the community. The local police have
been very supportive of us by staying in the
department when we needed them to.”

Many EDs in relatively low-crime areas are
keenly aware of the potential for violence. That
point was brought home at South Coast when
one of the ED’s patients went on a shooting spree
locally. “He easily could have come in here, and
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that was the kind of situation we took into con-
sideration when we planned for our new ED,”
Taylor says. “We need to protect our staff and
patients the best way possible, without going
overboard with bulletproof glass and metal
detectors — there is a limit.”  ■

How to spot and defuse
potential ED violence

Any person may be violent under the right cir-
cumstances, but there are definite red flags

to watch for. Here are some patients to pay extra
attention to, with strategies to reduce the possi-
bility of violence:

❏ Intoxicated patients. “The No. 1 problem
patient is the intoxicated patient,” notes Rob
McFarland, a health care safety and security con-
sultant in Orange County, CA. “They’re time-con-
suming, demanding, and have no impulse control
because they’re drunk, but they’re a fairly signifi-
cant population served in the ED.”

McFarland recommends “fast-tracking” intox-
icated patients out the door. “Nurses object to
that because there are more critically ill people,”
he notes. “It’s true that if you’re doing straight
triage by medical necessity, these people are at
the bottom of the list. But, the longer you keep
them, the more likely you are to have an inci-
dent with them, so it’s best to get them in and
out.” 

Isolate the patient

It’s a good idea to have a secluded room for
intoxicated patients. “If you’ve got someone
who’s vulgar, drunk, and screaming, you can’t
have him disrupting all the other patients,” says
McFarland. “It could even be a closet-sized room,
but you’ve got to have somewhere to isolate a
disruptive patient.”

❏ Patients who have been waiting for hours.
Even if a patient shows no outward signs of vio-
lence, he or she is likely to be extremely anxious.
“If someone has been waiting for three hours sit-
ting in the corner, it’s a good idea to go over and
make contact with that patient,” says Craig
Ewing, director of the Southern California opera-
tions of Healthcare Security Services, based in
Denver. “The idea is to keep the violence from
happening in the first place.”

“These patients are less likely to throw some-
thing at you, but they will often launch into verbal
attacks,” says McFarland. One strategy is to be as
honest as possible about the waiting time. “On a
busy Saturday afternoon, when a patient asks how
long they’ll have to wait, show them the list, and
say, ‘You are here, and the person at the head of
the list came here two hours and 20 minutes ago.’”

It also helps to point out life-threatening emer-
gencies. “If people in the waiting room can’t see
the ambulances coming in, it’s useful to tell a
roomful of folks that two ambulances just rolled
up to the back door with some critically ill peo-
ple,” suggests McFarland. 

❏ Psychiatric patients. South Coast Medical
Center’s ED in Laguna Beach, CA, regularly sees
patients from the hospital’s psychiatric unit who
frequently become aggressive. “Many of these
patients are seeking treatment specifically
because they’re having trouble controlling their
behavior,” notes Joni Taylor, RN, CEN, director
of emergency services. “We’re sometimes notified
in advance, but often we’re not.” If a patient
becomes aggressive, security is paged overhead
to respond immediately, she says.

❏ Parents with children. “Bringing a child to
the ED is stressful, and a hurting child will often
make a parent verbally abusive,” McFarland says.
ED managers should consider ways to support the
parents during times of crisis, he recommends. 

When an IV was started in a seriously ill toddler
and the procedure didn’t go well, the father lashed
out angrily at the staff. “It was a traumatic, bloody
affair, and the dad was already stressed, but the
staff wasn’t sensitive to that,” McFarland recalls.
“As a result, he started accusing them of hidden
agendas.” After McFarland bought the distressed
father a cup of coffee and calmly explained the sit-
uation, the man calmed down. 

“I call that my ‘coffee cup intervention,’ he
says. “When someone is agitated, it’s amazing
how quickly they will calm down if you walk up
to them, and just say, ‘You’re really unhappy.
Why don’t we get you a cup of coffee and figure
out how to make it better for you?’”

❏ Deranged individuals. Patients with altered
mental status can become combative, while other
individuals may arrive at the ED with a specific
target in mind. “If they come in angry, with a
weapon and a plan, they’re really hard to stop,”
says McFarland. “Still, because they’re deranged,
at least temporarily, they get frustrated and dis-
couraged easily.” De-escalation techniques can
help dissuade violent individuals, he says.  ■
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