
CMS letter causes ED concerns 
about ‘parking’ EMS patients 
Some EMS personnel take letter literally, adding pressure to managers

AJuly 13, 2006, letter from Thomas E. Hamilton, the director of the Centers for
Medicare & Medicaid Services (CMS) Survey and Certification Group, about
proper handling of EMS ambulance patients has caused a stir in emergency

medicine circles that still reverberates today, as confusion remains about exactly what
CMS meant. 

The letter stated that CMS had become aware that several hospitals “routinely”
prevent EMS staff from transferring patients from their ambulance stretchers to a
hospital bed or gurney and that sometimes patients were being left on stretchers for
“extended periods of time.” Hospitals were refusing to accept patients off EMS
stretchers, the letter suggested, out of a belief than unless the hospital “took responsi-
bility” for the patient, it did not have an obligation to give the patient medical care. 

Such a practice, the letter warned, “may result in a violation of the Emergency
Medical Treatment and Labor Act (EMTALA).” In addition, it said, it also may
result in a violation of the Conditions of Participation for Hospitals and Emergency
Services, “which requires that a hospital meet the emergency needs of patients in
accordance with acceptable standards of practice.” (For information on how to
obtain a copy of the CMS letter, see resource box, p. 15.)

“None of us, as emergency physicians, like to have patients anywhere else [but
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Familiarize yourself with the fine points of anti-dumping laws concerning patient presen-
tation. Be sure your policies and procedures are up to date and your documentation
processes are thorough.
• A patient is considered to have “presented” once EMS requests that you provide

treatment.
• Try not to ask EMS to continue monitoring patients for more than 15 minutes after

they arrive at the hospital.
• Make sure your documentation reflects the hospital status and that you tried to get

patients off stretchers as soon as possible.
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in an ED bed], but the reality is when everyone is bed-
ded up and there is no physical place to put the patient,
the safest place is the gurney they are on with the EMS
people with them,” says Brian Keaton, MD, FACEP,
president of the American College of Emergency
Physicians (ACEP). “If that’s the only alternative,
then that’s the only alternative.”

CMS is not unaware of the stir the letter has caused.

“Some people were alleging that some EMS squads
were taking the letter so literally that they basically
were saying that the minute the patient shows up, the
hospital has to take responsibility,” a CMS official tells
ED Management on condition of anonymity. 

The letter was discussed during a November meet-
ing of ACEP’s Technical Advisory Group (TAG),
relates Barbara Marone, ACEP’s director of federal
affairs in Washington, DC. “There was a discussion
during the meeting, the gist of which was that there 
are circumstances when hospitals can’t offload
patients as fast as EMS would like and, more impor-
tantly, EMTALA violations arise from individual com-
plaints,” she says. Marone adds that one of the new
TAG members was going to write a letter clarifying
CMS policy, “but we have not seen anything yet.”

The CMS official, however, insists that the agency
has indeed provided clarification, and says, “It is not
our intent for the hospital to take immediate responsi-
bility from the provider when they do not have the
capability or capacity at the time of presentation, but
must triage the patient in order to make an assessment,
and if according to presenting symptoms and charac-
teristics it is reasonable to wait a bit if they are dealing
with other more urgent cases, it is not unreasonable if
EMS is asked to continue to do some monitoring.”

This clarification, however, begs the question of
what constitutes “an extended period of time,” or what
“some” monitoring is. 

Not an issue?

Despite the uproar over the letter, Susan Lapenta,
JD, an attorney with the Pittsburgh-based law firm
Horty Springer, says, “This issue is to me not an issue.
It is so clear that the law prior to this says that when a
patient presents, you have an obligation to provide
screening.”

However, the issue of when a patient actually “pre-
sents” was a key consideration in the CMS letter. The
agency indicated that some hospital staff felt that if
they did not accept responsibility for the patient from
EMS, then the patient could not be considered to have
formally “presented.” However, as the letter stated, “A
patient who arrives via EMS meets this requirement
when EMS personnel request treatment from hospital
staff.”

“My guess is that CMS probably had a handful of
complaints and maybe the EDs had no choice and
thought if they did not unload the patient the EMTALA
‘clock’ would not start to tick,” Lapenta offers. “But I
can’t imagine a lot of hospitals are doing this.”

Keaton says at his facility, triage and treatment
often begin while patients still are on EMS stretchers.
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“If they need a particular kind of care, like breathing
treatment, we can get that started in the hallway,” he
says. 

But, Keaton continues, that misses the key issue
behind the controversy. “The problem is that what
CMS is trying to solve is a system problem that shows
its face at the door of the ED, and it does not seem rea-
sonable of CMS to tell us we should solve a problem
without providing us a tool to solve it,” he says. “We
need to focus attention on solving the bigger problem,
rather than assigning blame or some sort of punish-
ment for a symptom of the problem.”

Lapenta agrees. “The bigger problem is the over-
crowding in the ED,” she observes. “People are not
looking for ways around the law, but for ways to deal
with a crisis.”

A prudent process

A prudent ED manager will have processes in place
to handle these EMS patients as soon as possible,
Lapenta advises. “The thinking is that when someone
comes to the hospital through EMS, their level of acu-
ity will be higher than that of someone who walks
through the door,” she notes. “Most likely ambulance
patients will be triaged first — ASAP — and removed
from EMS and given over to hospital personnel.”

If the ED really is jammed up and EMS personnel
are standing around, “Maybe EMS would be willing 
to monitor the patient for a short period of time,
but you’re talking about perhaps 15 minutes,” says
Lapenta. “If you get to that place and you just can’t

handle anyone else, then go on diversionary status.”
It’s true that EMS might show up even though you

are on diversion, “But then they realize it will take a
longer time for the patient to be transferred from their
personnel to your personnel,” says Lapenta.

Complete and accurate documentation will give you
an added measure of protection, she continues. “I per-
sonally think we see a good deal of flexibility from the
government when we do our best, but your documen-
tation should reflect the status of your hospital, the fact
that you put EMS on notice [as to your status], and
that you were working to get the patients out of the
stretchers as soon as possible,” says Lapenta. “My
guess is that if you use your best efforts and good
faith, I do not think they will come down on you too
incredibly hard.”

The CMS official agrees. “They need to have a sys-
tem in place that can appropriately and quickly triage
that patient and get to them as soon as possible,” the
official notes. “If they have a reasonable system in
place and make an appropriate assessment and there’s
not an indication of some pattern and practice, while
you can’t make a hard-and-fast rule, that seems like
reasonable behavior on the part of the ED that survey-
ors will understand.”

The bottom line for ED managers is this:
CMS is monitoring the intake process of the ED,

whether the patient walks in or arrives by EMS.
Delays in patient management, and refusal to accept
responsibility for ambulance patients for prolonged
periods of time, are likely to result in CMS study and
action.  ■

Proactive program makes 
low LWOT rate even lower
Staff make every effort to retain patients in ED 

When is an LWOT (left without treatment) rate of
1% not good enough? Apparently, when you are

the ED managers at Affinity Medical Center, Massilon,
OH, campus. An aggressive new program has further
reduced that rate by 37%. 

The program involves two main components: A
proactive effort by staff to prevent any patient from
walking away, and individual follow-up calls when
they do.

“Our LWOT rate has always been less than 1.5%,
and usually less than 1%,” says Gregory M. Smith,
MD, FACEP, the department’s medical director. “From
January 2005 through October 2005, we had 147
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For more information on how to appropriately handle
EMS patients, contact:
• Brian Keaton, MD, FACEP, President, American

College of Emergency Physicians, 1125 Executive
Circle, Irving, TX 75038-2522. Phone: (800) 798-1822.

• Susan Lapenta, JD, Horty, Springer & Mattern, 4614
Fifth Ave., Pittsburgh, PA 15213. Phone: (412) 687-
7677. Fax: (412) 687-7692. E-mail: slapenta@
hortyspringer.com.

• Barbara Marone, Federal Affairs Director, American
College of Emergency Physicians, 2121 K St. N.W.,
Suite 325, Washington, DC 20037-1801. Phone: (202)
728-0610.

For a copy of the CMS letter, go to www.aaem.org/
emtala/emtala_cms.pdf.
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LWOTs,” he reports. However, after the new plan was
implemented, that number dropped to 88 for the same
period in 2006, while the volume of about 23,500
patients annually stayed roughly the same.

The new program was encouraged by the hospital’s
CEO, who wanted to diminish LWOTs as much as
possible, says Smith. “And as part of customer service
and satisfaction, we want to see everyone provided
with quality care,” he adds.

While the ED doesn’t have any glaring problems,
the managers and staff members always are looking to
improve, says Nancy Eckard, RN, BSN, CEN, direc-
tor of the ED. “We are in a very tight market, with
really high competition among four facilities,” she
says. 

A team effort

The program was put together through a team
effort, involving Smith, Eckard, and quality director
William Reisinger. Smith, who at the time was training
to become medical director, used the opportunity to
improve departmental function as part of the scholars
program related to that training. While Smith created
much of the overall program outline, Eckard deter-
mined what data needed to be collected and who had
to collect it. She also created the data collection forms.
[Editor’s note: Two of these forms are available
with the online version of ED Management. If
you’re accessing your on-line account for the 
first time, go to www.ahcmedia.com. Click on the
“Activate Your Subscription” tab in the left-hand
column. Then follow the easy steps under “Account
Activation.” If you already have an on-line sub-
scription, go to www.ahcmedia.com. Select the tab
labeled “Subscriber Direct Connect to Online
Newsletters. Please select an archive.” Choose “ED
Management,” and then click “Sign on” from the

left-hand column to log in. Once you’re signed in,
select “2007” and then select the February 2007
issue. For assistance, call Customer Service at (800)
688-2421.] 

Reisinger undertook the responsibility of tracking
the data. 

The program works like this: Members of the regis-
tration staff are trained to react if patients indicate they
are going to leave. They ask the patients if they could
please wait for someone to come and talk with them.
They subsequently call the department secretary, who
contacts a physician or nurse. The physician or nurse
goes out and talks to the patients and tries to convince
them to stay. “It’s not like we tell them, ‘We will see
you now,’ or that they will skip ahead of other patients,”
says Smith. “We tell them that the ED is busy, but that
we want to get everyone back in a timely fashion.”

Often, he says, the patient just wants to be heard. If
they choose to remain, “We log it down as a prevented
LWOT,” says Smith. If the patient can’t be prevented
from leaving, the treating physician will call them
back — if possible, that day. “We try to show them 
we are apologetic and that we care, and we try to get
them to come back,” Smith says. “We also tell them
that if they get sick in the future, we hope they give us
another chance.”

If the physician cannot reach the patient, they will
place up to two additional calls by 11 a.m. the next
day. If they don’t reach the patient, “we consider it
resolved, and it goes in the log,” Smith explains.

Two forms used

Eckard developed two forms to help track the pro-
gram. “The first is a daily tracking record kept at
registration; it’s a log of anyone who registered but
left,” she explains. On that form the staff can put a
peel-off sticker on with basic demographic informa-
tion on the patient. The second form is an LWOT
patient contact sheet, which includes the triage com-
plaint, patient number, whether an LWOT was able
to be prevented, and what occurred with the first,
second, or third callback attempts. (See form with
online issue.) 

There has been no change in patient satisfaction
rates since the program began, but that’s because Press
Ganey scores have been in the 99th percentile for the
past several years. In fact, the ED recently received
one of the inaugural Summit awards for consistent
excellence in patient satisfaction from Press Ganey.
(For more on this award, see “Shared governance
keeps ED nurses, patients happy,” on p. 21.)

However, Smith has definitely noticed a change in
the department. “I worked yesterday; we registered 42
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A two-pronged approach to patients who leave without
treatment can improve the performance of even the most
effective ED.
• Create a system that notifies your physicians and

nurses when a patient is contemplating leaving the
department before being treated.

• Have an ED physician or nurse personally speak to the
patients and try to convince them to wait to be treated.

• Make follow-up phone calls to every patient who leaves,
apologize for what happened, and seek to get him or
her to return.
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people, we had single coverage, and we did not have
one person leave,” he reports. 

Everyone in the department has bought into the 
goal of getting patients back as soon as possible, says
Smith, and they are well aware that LWOTs are being
tracked. “I know that when we’re busy, that fact helps
me to gear up,” he says. 

Eckard agrees. “Knowing they’re being tracked
holds everyone to our commitment not to want people
to leave,” she says. 

If one person leaves, that’s one too many, Smith
says. “That’s dollars walking out the door, as well as
potential legal risk,” he says.  ■

ED takes personal approach 
to boost satisfaction levels
Focus on survey questions IDs targets 

The ED management team at Botsford General
Hospital in Chesterfield, MO, has adopted and

adapted quality improvement principles from The
Studer Group, a quality improvement consulting orga-
nization in Gulf Breeze, FL, to boost its patient satis-
faction rates from the high 80s to the 99th percentile. 

“We had the whole nursing staff read ‘Hardwiring
Excellence,”1 notes Barbara Smith, RN, the ED man-
ager, referring to a book written by Quint Studer, head
of the Studer Group.

Part of the book’s lessons include implementation
of the “AIDET” mnemonic device to improve patient
communication:

• Acknowledge the patient when you see them.
• Introduce yourself.
• Duration: Let the patient know how long an exam

or procedure will take.
• Expectations: What the patient can expect to 

experience.
• Thank the patient for coming to the hospital. 

Kim Guesman, RN, MSN, the hospital’s nursing
director, says, “The ED adapted some additional
behaviors, like knocking before entering the room,
announcing their name, identifying their skill, and
telling the patient why they are there.” Guesman is a
key member of Botsford’s Service Excellence Council,
which is run by the CEO and president and comprised
primarily of the administrative leaders and some direc-
tors of the hospital.

Seeking to do better

Two years ago, the top leadership at the hospital
decided that customer service was going to be one of
the pillars of its mission, says David Walters, DO,
medical director of the ED.

“We kicked our effort off with a departmental meet-
ing that included all ED employees and physicians,”
he recalls. “We set out where we were and where we
wanted to be, and tried to get buy-in from everyone.”

The CEO, himself an emergency physician, took the
time to attend the meeting. “He let everyone know that
he was interested and that he would be watching, and
since we were interested in bettering our patient satis-
faction rates, we jumped at the opportunity to be the
first department to get started,” says Walters.

Smith says, “We started teaching the key principles,
and put up posters [in the locker room and break
room] to get them used to the new approach.” The
posters, she adds, were bullet-pointed to identify five
service standards:

• positive first impressions; 
• respect and courtesy; 
• teamwork; 
• professionalism; 
• safety.
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For more information on how to keep patients from leav-
ing without being seen, contact:
• Nancy Eckard, RN, BSN, CEN, Director, Emergency

Department; and Gregory M. Smith, MD, FACEP,
Medical Director, Affinity Medical Center, Massilon
(OH) Campus. Phone: (330) 837-6899. Smith’s e-mail:
gsmith@emp.com.

Sources

Take a more personalized approach to patient care to
help your staff earn high patient satisfaction ratings for
your department. Follow up to ensure the new approach
is taking hold.
• Train your staff to acknowledge the patient when they

see them, to introduce themselves, and to make sure
patients are given some idea of how long they can
expect to wait.

• Many patients don’t have to come to your hospital;
encourage your staff to thank their patients for choos-
ing your facility.

• Conduct random rounds to assess the progress being
made.
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One of the most effective strategies employed in the
program was random rounding on different shifts by
Walters and the nurse managers. “We’d show up and
ask the staff what they had done for customer satisfac-
tion and if they could give us examples,” Walters says.
“Sometimes, we’d ask them to tell us what we could
do better as leaders.”

The department had used patient satisfaction sur-
veys from Press Ganey Associates in South Bend, IN,
for years, but the ED leaders decided to focus on four
of the 30 topics addressed in the survey:

• the concern nurses have for patient privacy; 
• the information given to patients about delays; 
• the care staff show about the patient as a person; 
• the likelihood of the patient recommending

Botsford. 
Walters and his leadership team tracked departmen-

tal and shift scores on a biweekly basis. 
These four topics, plus the rounding, were very

effective, says Susan Belenchia, RN, one of the ED
nurses. “Their presence in the department provided
positive reinforcement and kept our goals fresh in our
minds,” she says. “For example, what really helped is
that it encouraged me to verbalize my concerns for the
patient’s privacy, so now I actually say, ‘I’m closing
the curtain to give you privacy.’”

When the staff does well, they are rewarded, notes
Belenchia. “For example, we once had a little ice cream
social,” she recalls. “And last year, they served us a
really nice dinner after we achieved the highest score in
our Press Ganey group, and that made us feel proud.”

Other units involved

The ED’s efforts were reinforced by the participa-
tion of ancillary departments such as housekeeping,
radiology, registration, and the lab, says Smith.

“We set up a subcommittee on which both Dr.
Walters and I sit,” she says, “And we talk to them
about how they can help us.” Radiology has a “great
champion” who greets the patients, informs them
about delays, and thanks them for coming, Smith says.
“Housekeeping gets blankets for patients, asks them if
they want water, and so forth,” she adds. 

In addition, the department has instituted a “service
recovery” program in which gifts such as coupons for
coffee or dinner in the cafeteria and Blockbuster gift
certificates can be given to patients who voice dissatis-
faction with their ED experience.

Finally, Walters relates a recent incident that demon-
strated to him the culture change was taking hold. “I
was driving in to the ED on New Year’s Day, and we
had just discharged a patient who did not have an over-
coat,” he says. “One of the staff ran outside with a blan-
ket and gave it to her.”

Reference

1. Studer Q. Hardwiring Excellence: Purpose, Worthwhile Work,
Making a Difference. Gulf Breeze, FL: Fire Starter Publishing;
2004. ■

Hand-held ultrasound 
serving three EDs
Technologists take readings at bedside overnight 

The EDs at three Toronto area hospitals — Mount
Sinai, Toronto Western, and Toronto General —

now are able to perform beside ultrasounds using a
hand-held device. The medical imaging department at
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For more information on quality improvement principles
for improving patient satisfaction rates, contact:
• Kim Guesman, RN, MSN, Nursing Director, Botsford

General Hospital, Chesterfield, MO. Phone: (248) 471-
8271.

• Barbara Smith, RN, Manager, Emergency Department,
Botsford General Hospital, Chesterfield, MO. Phone:
(248) 471-8803.

• David Walters, DO, Medical Director, Emergency
Department, Botsford General Hospital, Chesterfield,
MO. E-mail: Dwalters@botsford.org.

Sources

Having a portable ultrasound available to your ED will
enable you to perform scans during the nighttime hours,
instead of having patients wait for several hours until the
radiology department opens.
• Additional time can be saved by having a technologist

read the scans, which frees your ED physicians for
other duties.

• Having ED docs contact the technologist directly,
rather than going through a resident, also saves valu-
able time.

• Arriving at a diagnosis more quickly provides a boost
to patient safety.
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Mount Sinai provides services to the other two hospi-
tals, one across the road and one a mile away, through
an ultrasound technologist who is on duty seven nights
a week for the three sites. The technologist stays at the
two neighboring hospitals and takes a taxi to Western
when necessary.

Explaining why ED physicians do not perform the
scans, Howard Ovens, MD, director of the Schwartz/
Reisman Emergency Center at Mount Sinai, says, “Our
imaging department felt a technologist could fill the main
gap where we were not providing this service easily — 
at night. We felt the geography was such that they could
move between three sites using one device.” Since the
scanner (which costs about $70,000) and the salary of the
technologist came out of the imaging budget, he adds,
there was no impact on the ED budgets. The scanner is
from SonoSite in Bothell, WA. (For contact informa-
tion, see resource box, this page.)

Much faster and complete

While the technologist may not be quite as fast as a
physician, Ovens concedes, “It’s still much faster than
the traditional on-call model and provides a more
experienced scanner doing a more complete report.”

Besides, he says, where in the past it might have
taken several hours to get a nighttime ultrasound done,
it now is often done within an hour. “And where in the
past we might have done only a couple of ultrasounds
a week at night, we now do 15-20 a week,” he adds.

All of this has had a positive impact on quality of
care, notes Brian Goldman, MD, MCFP(EM), FACEP,
an ED physician at Mount Sinai. He notes that in the
past, if a patient needed an ultrasound, what he did
depended on the urgency of the problem. If the patient

needed an urgent ultrasound, he had to call the radiol-
ogy resident on call and try and persuade the resident to
agree to ask the on-call ultrasound technician back to
the hospital to do the study. “Unless I suspected an
ectopic pregnancy, more often than not the resident
would persuade me to hold the patient overnight to do
the ultrasound the following day,” he says. “Thus, fairly
urgent patients had to wait hours before I could refer
them to appropriate services and admit them if needed.”

Speeding the process

One of the reasons the scanner was purchased was
to cut down on the long delays that were occurring
under the system that was then in place, says Ovens.
“When the physician does it himself, he also has to
cover many other duties,” he explains. “Plus, since
they really only used ultrasounds for dire emergencies,
sometimes there were several hours’ delay depending
on clinical conditions.” Having the scanner, he says,
enables a lower threshold of indication. 

Goldman recounts a recent case where he saw a
young woman with suspected appendicitis at night.
Due to the risk of radiation from CT scans, most radi-
ologists recommend doing an ultrasound first, he
notes, but the problem with ultrasounds is that they
sometimes fail to visualize the appendix. “I ordered
one at night, and it showed a tubular structure in the
right lower quadrant that was suspicious for appendici-
tis but wasn’t definitive because the structure couldn’t
be visualized to the tip,” Goldman recalls. Still, based
on those findings, he was able to persuade the sur-
geons to accept the patient. “In the past, such patients
would have had to hang around until the day for a CT
scan before the surgeons would have even seen the
patient,” Goldman notes.

Boosting patient safety

To further streamline the process, the ED physician
calls the technologist directly, rather than going through a
resident, Ovens explains. “If the tech is faced with multi-
ple calls, she does her best to set priorities with the ED
physician,” he says. Most of the time, he notes, there are
not competing requests or long delays. “I can diagnose
them faster and refer [patients] faster,” adds Goldman.
“There’s no question that a faster diagnosis improves
patient safety.”

There are benefits for less urgent patients as well,
he adds. “In the past, for example, if I suspected a
deep vein thrombosis, I would anticoagulate the
patient and bring them back the next day for an ultra-
sound,” he notes. “That placed a burden on staff the
next day to follow up with the patient.” Now that he
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For more information on improving patient satisfaction
rates, contact:
• Howard Ovens, MD, CCFP(EM), FCP, Director,

Schwartz/Reisman Emergency Center, Mount Sinai
Hospital, Toronto. Phone: (416) 586-4800, ext. 8226.

• Brian Goldman, MD, MCFP(EM), FACEP, Mount
Sinai Hospital, Room 206, 600 University Ave.,
Toronto, ON M5G 1X5. Phone: (416) 822-5044.

For more information on portable ultrasound equipment,
contact:
• SonoSite, 21919 30th Drive S.E., Bothell, WA 98021-

3904. Phone: (888) 482-9449. Web: www.sonosite.
com.
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can obtain ultrasounds at night, he can diagnose or
rule out a deep vein thrombosis, thus saving the patient
a trip back to the ED, he says.

While the device is currently being used only for
diagnostics — i.e., full-body scan — Ovens says, “We
are also interested in exploring using the device our-
selves for initiating lines, assisting with incisions,
drainage of abscesses, and so forth.” ■

EDs boost performance with
web-based data system
Information guides managers toward PI solutions

A“homegrown” web-based tool called Web
Emergency Medicine Analysis and Reporting

System (WEBEMARS) has enabled ED managers at
the 17 departments administered by Livingston, NJ-
based Emergency Medical Associates (EMA) to read-
ily access current data on their unit’s performance,
gaining valuable insights that have led to significant
performance improvement.

For example, several of the EDs have reduced the
number of patients who leave without receiving treat-
ment by 50% or more, by looking at the patient arrival
rate to determine when the peak times were. By exam-
ining the diagnostic data, EMA units have increased the
numbers of nurses, changed bed allocations, developed
systems for moving patients through EDs more quickly,
and introduced specialized units for observation. 

WEBEMARS includes:
• a personalized web site portal through which users

can access on-demand ED reports, interactive ad-hoc
reporting tools, ED scorecards (including target and
goal identification), and ED dashboards; 

• integration services for source system data; 
• data management services; 
• data security services; 
• business intelligence and metric identification; 
• user training. 
WEBEMARS has a one-time setup cost that can

range from $20,000 to $30,000 per ED. Subscription
costs range from 50 cents to $1 per ED visit.

All administrative and clinical personnel use an elec-
tronic medical record patient-tracking system. When a
patient is discharged, his data flow from the ED to an
Oracle data warehouse at EMA’s headquarters. There, it
is combined with data such as patient satisfaction and
physician billing information. The consolidated data are
presented through web tools, scorecards, dashboards
and reports. While doctors can view their own charges,
treatments rendered and patient-satisfaction rates on
their scorecards, administrators can use the system to
see overall results.

“WEBEMARS is a data mining tool,” explains Eric
Bachenheimer, MBA, MHSA, FACHE, EMA’s direc-
tor of client solutions. “It goes into the ‘universe’ and
allows users to extract measures you look for to opti-
mize operations.”

The greatest challenge?

The data can be used to track many types of perfor-
mance, including operations, finance, patient satisfac-
tion, clinical presentation of patients, census, walkout
rates, and turnaround times, says Bachenheimer. “The
greatest challenge is deciding on how much informa-
tion you want to capture,” he says. 

One example is the daily scorecard or ‘dashboard,’
which offers summary metrics such as daily volume,
admission turnaround time, and walkout rates. “It gives
you a picture of what is really happening in the depart-
ment,” Bachenheimer says. “You can use it to work with
the hospital administration to look at staffing, throughput,
or enhancing flow, or it can be used to achieve regulatory
compliance or support Lean and Six Sigma initiatives.”

Door-to-doc time slashed

The ED at Hudson Valley Hospital Center in
Courtlandt Manor, NY, slashed its door-to-doc times
by more than 50% with the help of WEBEMARS, says
Maryann Maffei, RN, MS, clinical nurse manager of
emergency services. 

“In order to make good decisions on processes, you
need to look at the data,” says Maffei, who says her
department’s highest average door-to-doc time was 54
minutes and that now it’s down to 24 minutes. 

“I’ve worked in a number of different EDs, but had

20 ED MANAGEMENT ® / February 2007

Accessing current data on your department’s perfor-
mance can guide you toward better decisions in terms of
staffing, flow strategies, and compliance with Medicare
and accreditation requirements.
• The most important decision is deciding how much

information you should capture.
• Being able to track the different steps within a process

is critical to improving the time it takes to complete that
process.

• Sharing data with nursing staff may show them short-
comings of which they were not previously aware.

Executive Summary



never been able to capture the time the patient arrived,”
declares Maffei, who says her department started work-
ing with EMA in 2003. “Now, we can accurately time
how long it took to triage a patient.” In fact, she says,
the tool has been used to address the entire turnaround
process. “We can look at times from patient arrival to
triage, to the time they are put into the room, to the
time the physician sees them, when the decision to
admit was made, when the orders were written, when
the patient went to the floor, and what floor they went
to,” Maffei shares.

Recently, she says, her department has become a 
“no-wait” ED. “We found it was taking a long time to 
get the patient back to the department, so now we have 
a greeter who sits at the desk,” Maffei says. “When the
patient comes in they ask their name and date of birth,
they give us a medical record number, and we can start
ordering tests at triage that are preapproved by the physi-
cian group,” she says.

Helping nurses improve

Another benefit of the system is that it allows you to
look at individual patient satisfaction scores for each
nurse, says Maffei. The department’s patient satisfaction
scores from South Bend, IN-based Press Ganey were
approximately in the 30th percentile, she says. “We
were not doing well in this area, but WEBEMARS has
been extremely helpful in managing the department.”

As lower scores were recorded with specific nurses,
Maffei would review the scores with them. “Sometimes
you think you are doing a wonderful job — but you’re
not,” she notes. “We had a big problem [on Press Ganey
surveys] around informing patients about delays.”

The staff were devastated when scores were so 
low, Maffei recalls, but she was very supportive in 
her individual meetings with them. “You rarely have
somebody who does not want to improve patient care,”
she says. “We would just go over a couple of little
things about how to talk to patients.” Maffei must have
done something right; the department’s scores now are
consistently above the 90th percentile.

“In today’s ED, it’s a challenging time, not just for
operations, but for dealing with regulatory groups like
The Joint Commission, [Centers for Medicare & Medi-
caid Services], state departments of health, and so on,”
adds Bachenheimer. “These organizations look for data to
support compliance as well as process changes, and a tool
like WEBEMARS can be extremely beneficial.”

WEBEMARS, he adds, is available for purchase
using a pricing methodology of one-time upfront set-
up costs plus a subscription cost based on the number
of ED visits.  ■

Shared governance keeps 
ED nurses, patients happy
Ranking in 95th percentile or higher for 10 years 

Garnering patient satisfaction scores in the 95th
percentile is impressive, but doing it for 10 con-

secutive years really makes people sit up and take
notice. 

That’s exactly what’s happened with the ED at
Southwestern Vermont Medical Center (SVMC) in
Bennington. The department is one of 12 winners of the
newly created Summit Awards, presented by Press Ganey
Associates of South Bend, IN, to departments rated in the
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For more information on using web-based data to
improve ED performance, contact:
• Eric Bachenheimer, MBA, MHSA, FACHE, Director

of Client Solutions, Emergency Medical Associates,
651 W. Mount Pleasant Ave., Livingston, NJ 07039.
Phone: (973) 251-1147.

• Maryann Maffei, RN, MS, Clinical Nurse Manager,
Emergency Services, Hudson Valley Hospital Center,
Courtlandt Manor, NY. Phone: (914) 734-3715.

For more information about WEBEMARS, contact:
• Jonathan Rothman, Director of Data Management,

Alpha Physician Resources, 651 West Mount Pleasant
Ave, Livingston, NJ 07039. E-mail: rothmanj@alpha-apr.
com.

Sources

Empowering frontline staff to share new ideas for improv-
ing processes and to participate in departmental deci-
sion making can lead not only to valuable new ideas, 
but will boost staff morale and lead to consistently high
patient satisfaction levels.
• Have nurses sit in on all interviews for potential new

employees, as well as on policy and procedures
committee.

• Satisfied nurses with positive attitudes lead to a
greater focus on the patient.

• When you receive complaints about a specific nurse, ask
the nurse what could/should have been done differently.
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top 5% of the nation in terms of satisfaction for the last
three years. A total of 925 EDs were surveyed.

As a matter of fact, says Sheila Ritoch, RN, director
of critical care services, the department has been in the
95th percentile since 1997 and, in 2000, it hit the 99th
percentile. It ranked in the 98th percentile for 2006. She
gives much of the credit to the shared governance model
of nursing in the department. “The nursing staff have a
say over what our practices are,” Ritoch explains. “For
example, they sit in on all interviews for potential candi-
dates who have applied for positions.” Southwestern
Vermont is a magnet hospital, which is a gold seal of
approval given by the American Nurses Association to
facilities that pass a rigorous survey. 

Attracting the best RNs

When you are a magnet hospital, one benefit is that
you are able to attract and keep the best nurses, says
Daniel Perregaux, MD, the ED medical director. 

During the interview process, Ritoch and the nurs-
ing staff evaluate not only nursing skills, but attitude
and communication skills. “We try to focus on some-
one who has a good sense of humor and a positive
attitude,” she says. 

Nurses also sit on the policy and procedures com-
mittee, Ritoch says. “Any changes that are coming
down, any equipment buying, anything that is going 
to impact their practice, we discuss and talk about the
best way to implement it,” she says. 

How does this translate into improved patient satis-
faction? “When nurses feel they are heard and have
control over their practice, it gives you a satisfied
nurse with a positive attitude,” Ritoch explains. “There
isn’t a single nurse here who does not have their focus
on the patient.”

The nurses in the ED realize that patient perception
is reality, says Ritoch. “If the patient feels unhappy,
they know there’s something we could have done bet-
ter,” she says.

Making it better

When patients do express dissatisfaction, the nursing
staff have the ability to give them a coupon they can
use in the hospital gift shop. They often go beyond the

call of duty to make an unhappy patient happy again.
“One time a little boy broke his arm, and the

paramedics had to cut his ‘Hard Rock Café’ T-shirt
off,” Ritoch recalls. “He was heartbroken, so the staff
took it upon themselves to go out and get him a new 
T-shirt.” On other occasions, she says, they have pur-
chased coupons for groceries. 

When complaints reach her desk, Ritoch sends a
note to the nurse to discuss the matter. “Our approach
is: What can we do to change perception the next
time?” she says.

Another key to higher satisfaction levels has been 
a change in the staffing patterns, which came in the
wake of studies on turnaround time to discharge, she
says. “We looked at what our busiest times were and
tried to adjust staffing between 10 a.m. and 10 p.m.,”
she says. “We start with one number of RNs at 6
o’clock, add more at 8, and then at 10, so we always
have the right amount for the quantity of patients.”

The staffing model for physicians and physician assis-
tants (PAs) has changed in recent years as well, says
Perregaux. “One local hospital closed, and the volume
came to us; we responded by increasing our PA staffing
over the years,” he reports. “This way, we can see patients
quickly and make sure they get the care they need.”

Ritoch says a remodeling of the ED also has con-
tributed to patient satisfaction. “We installed TVs and
phones in all the rooms,” she says.

New protocols help

Perregaux is convinced that his active CME program
and updated protocols also benefit patient satisfaction. 

“We have a very aggressive program for maintaining
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For more information on the shared governance
approach to nursing, contact:
• Daniel Perregaux, MD, Emergency Department

Medical Director; and Sheila Ritoch, RN, Director of
Critical Care Services, Southwestern Vermont Medical
Center, 100 Hospital Drive, Bennington, VT 05201.
Phone: (802) 442-6361.

Sources

■ EDs join forces to quickly 
ID new, potential disease
outbreaks 

■ ED physician accused 
of sexually assaulting a patient 

■ How to meet antibiotic
guidelines for pneumonia
treatment

■ Insurance company slashes
ED physician reimbursement 

COMING IN FUTURE MONTHS



airway certification. We’ve started work on triage pro-
tocols to facilitate care for pneumonia and sepsis, and
we have had long-standing stroke and cardiac care pro-
tocols,” he says. “This enables us to rapidly initiate
care, and even if the patient is really ill and unaware,
the family sees what we are doing and takes notice.”

Administrative support is critical, he adds. “I’ve
worked at various facilities across the country, and
without reservation, this facility’s administrative
interaction with the medical side is remarkable 
and dramatic,” he says. “We feel our opinions and
observations are being heard, and that extends very
directly to patient care.” ■

A FREE white paper 
for our readers

AHC Media appreciates the faith you have placed in
us to provide you with practical, authoritative infor-

mation. As a token of our gratitude for your support, we
would like to provide you with the free white paper, The
Joint Commission: What Hospitals Can Expect in 2007.
From new National Patient Safety Goals to new stan-
dards to a new data management tool designed to help
hospitals identify areas for improvement, 2007 is shap-
ing up as a year of innovation and change for The Joint
Commission and the facilities it accredits. This special
paper is written specifically to explain the new standards
so that you can plan appropriately.

To get your free copy of The Joint Commission:
What Hospitals Can Expect in 2007, type www.
ahcmediawhitepaper.com into your browser, and fol-
low the instructions.

Thank you again for subscribing.  ■
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CE/CME questions

24. According to the Centers for Medicare &
Medicaid Services, a patient who arrives at
the ED via EMS ambulance is considered to
have “presented” when:

A. The ED takes over treatment from EMS. 
B. When EMS personnel request treatment

from hospital staff.
C. When the patient requests treatment.
D. When the ambulance arrives at the hospital.

25. According to Gregory M. Smith, MD,
FACEP, an ED physician will place how
many follow-up calls to patients who left
without treatment? 

A. One.
B. Up to two. 
C. Up to three. 
D. Up to four.

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. Discuss how developments in the regulatory
arena apply to the ED setting.

3. Implement managerial procedures suggested
by your peers in the publication. ■

Online bonus book for ED
Management subscribers

Readers of ED Management who recently
have subscribed or renewed their previous

subscriptions have a free gift waiting — The
2007 Healthcare Salary Survey & Career Guide.

The report examines salary trends and other
compensation in the hospital, outpatient, and
home health industries.

For access to your free 2007 online bonus
report, visit www.ahcmedia.com. ■
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26. According to Barbara Smith, RN, the AIDET
approach to patient communication includes:

A. Staff introducing themselves to the patient. 
B. Telling the patient what they can expect in

terms of tests and treatment. 
C. Thanking the patient for coming to the

hospital.
D. All of the above

27. According to Howard Ovens, MD, CCFP(EM),
FCP, while the ED is using a portable ultra-
sound solely for diagnostics, it also has the
potential to be used for procedures such as: 

A. initiating lines.
B. assisting with incisions.
C. drainage of abscesses.
D. All of the above

28. According to Eric Bachenheimer, MBA, MHSA,
FACHE, the greatest challenge for an ED
manager using WEBEMARS is:

A. deciding how much information you want to
capture.

B. entering the data. 
C. interpreting the data. 
D. deciding how best to use the data.

29. According to Sheila Ritoch, RN, when she is
interviewing new applications, she not only
considers nursing skills, but: 

A. knowledge of finance.
B. a good sense of humor and a positive attitude.
C. leadership ability. 
D. breadth of experience. 

CE/CME answers
24. B; 25. C; 26. D; 27. D; 28. A; 29. B.
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ACategory 3 tornado hits during a four-county
disaster exercise that’s been planned for two years.

Although that scenario seems improbable, that’s exactly
what happened to hospitals in the Nashville, TN, area
last year. The tornado hit the ground for 20 minutes and
caused about 35 injuries and seven fatalities.

Because of the drill, ham radios had been activated,
and those radio operators reported a tornado was moving
through the state. The drill immediately was suspended.

Mark Schultz, director of safety at Sumner
Regional Medical Center in Gallatin, TN, saw a TV
report that indicated with an arrow where the tornado
was headed. “The tip of the arrow was where the hos-
pital is,” he recalls. The hospital immediately called a
Code Yellow (tornado), locked down the facility, and
moved patients to center corridors. About four minutes
later, Schultz heard a police officer on the radio say,
“There it is.” Schultz went out the back door and saw

the tornado, which came within a mile and a quarter of
the hospital.

Joint Commission: Improve communication

The disaster proved the importance of disaster prepa-
ration and good communication. A recent study from
The Joint Commission found that community-based
preparation for — and response to — disasters would
require more effective communication and planning
among hospitals and other responders. (For more infor-
mation on the study, see “Boost communication for
emergency preparedness,” ED Management, July
2006, p. 82.) The study also found that national bench-
marks are needed to measure and promote emergency
preparedness planning. The study led to an October con-
ference on emergency preparedness, cosponsored by
Joint Commission Resources, where the Nashville,
TN, disaster and others were profiled. (For presentations
and more information from the conference, go to http://
www.jcrinc.com/14226.)

In the aftermath of the tornado, Sumner Regional
lost power and communications, and administrators
relied on their radios to find out what was happening.
When reports circulated that there might be a second
band of severe weather, Schultz contacted his brother
who lived outside the area and said, “Get on the
Internet. I need a weather report every five minutes.”

Another communication problem occurred when an
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Covering Compliance with Joint Commission Standards

Tornado hits in middle of disaster drill, and 
communication helps and hinders response
Know fellow responders, and get correct information, equipment 
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Senior Managing Editor Joy Dickinson and Associate Publisher Coles McKagen report no
consultant, stockholder, speaker’s bureau, research, or other financial relationships with
companies having ties to this field of study. Executive Editor James J. Augustine discloses
he is a consultant for The Abaris Group and conducts research for Ferno Washington. 

When the Nashville, TN, area was hit by a Category 3 tor-
nado during a disaster exercise last year, hospital admin-
istrators learned important lessons about communication.
• Don’t rely on initial reports during the chaos.
• Have EMS treat many patients on the scene to free the

hospital to concentrate on other injuries.
• Know persons at local response agencies so they can

assist in getting staff and supplies to the hospital.
• With power outages, ultra high frequency (UHF) and

very high frequency (VHF) radios aid communication.
• When disaster hits, take a few minutes to review your

response plan.
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emergency responder went to the local college, which
sustained a large amount of damage. He reported on
the radio, “The college is destroyed. There must be
hundreds of injured.” Hospital administrators who
heard the transmission geared up for a massive influx
of trauma patients who never materialized because the
report was incorrect, Schulz says. 

In the initial chaos after a disaster, hospitals receive
a lot of conflicting information, warns Pamela K.
Hoffner, MSN, RN, emergency preparedness coordi-
nator at Vanderbilt University Medical Center in
Nashville. Nashville-area hospitals are considering
having one joint information center to verify informa-
tion before distributing it, she says. 

The injured patients who were treated at Sumner
Regional, mostly for cuts and bruises, were not able to be
transferred to Nashville because the roads were closed,
Schultz says. In light of that problem, traffic rerouting
after a disaster is being discussed, Hoffner says. 

Another problem uncovered during the disaster
response was the emergency operations center at
Vanderbilt, which has one wall made mostly of glass.
“When the siren went off, we had to pick up and move
to an interior room, all the while trying to keep our
operations center open,” Hoffner says. The administra-
tors now are looking at moving the center’s location
permanently or adding hurricane shutters to cover the
glass, she says.

One area of the tornado response that did work well
was EMS, whose staff triaged and treated dozens of
patients on the scene, rather than transporting every-
one to the hospital, Schultz says. “We didn’t get ham-
mered nearly as bad as we would have if they hadn’t
done that [treatment] at the scene,” he says.

Know your community response team 

Disaster preparedness is a two-way street, and it’s
important that hospital leaders understand what they
will require from the community, says Louise Kuhny,
RN, MPH, MBA, CIC, associate director of standards
interpretation at The Joint Commission. “If disaster
lasts more than a few days, hospitals that utilized just-
in-time delivery of linens, supplies, and foods might
need some of the things from the community if they
can’t get them from their regular suppliers,” she says. 

Schultz discovered the truth of that statement first-
hand after the tornado. Because of the drill preparation,
all contact numbers for local emergency providers were
up to date. “We knew everyone’s e-mail [addresses] and
faces,” he says. “Everything was at a heightened sense
of preparedness, but I guess that’s why you drill.”

This familiarity paid off when the hospital needed
ventilators immediately. Although the vendor rep had

been instructed how to avoid heavy traffic and closed
roads when making the delivery, he didn’t follow the
directions and became stranded in traffic. 

Schultz knew who to contact, due to his previous
employment with the local fire department and from
face-to-face lunch meetings with local disaster response
leaders. He called the sheriff’s department. “I told them
there’s a white van out there somewhere with 10 venti-
lators,” he says. “The police found him, pulled him out
of traffic, and got him to us on back roads that were still
open.”

When nurses had difficulty getting through the
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Communicate everyone’s role 
and what you plan to change

In terms of preparing your staff to handle a dis-
aster, start by developing a good disaster plan,

says Louise Kuhny, RN, MPH, MBA, CIC, asso-
ciate director of standards interpretation at The
Joint Commission, previously known as the Joint
Commission on Accreditation of Healthcare
Organizations.

“It’s essential to set up effective communica-
tion strategies before disaster occurs,” Kuhny
says. 

Internally, communicate the plan to the mem-
bers of your staff so they understand their roles,
Kuhny advises. Also, communicate planned
improvements internally after an exercise. For
example, hospital administrators may determine
during an exercise that they are unable to easily
identify the number of beds available and to
locate patients. “That would be an improvement
that needs to be communicated in terms of the
people responsible for beds and the people
responsible for caring for patients,” Kuhny says.

In terms of accreditation, it’s critical to ensure
you are performing the required number of disas-
ter exercises, Kuhny says. Hospitals must test
their disaster plan twice a year either in response
to an actual emergency or in planned exercise, she
says. Also, it’s a requirement for hospitals that
offer emergency services that one of the exercises
involve an influx of actual or simulated patients,
Kuhny says.

Make sure your disaster exercises are meaning-
ful, she emphasizes. “They make a difference,”
Kuhny says. “You learn from them. They’re not
just done to meet the requirements.” ■



roadblocks, Schultz called the dispatcher, whom he
knew personally. “Thirty seconds later, I heard her on
the radio,” he says. “She’s instructing field officers to
let them through.”

Sumner Regional lost power after the tornado, even
in the incident command center. This situation points
to the need to think about what technology you will
lose in such a scenario, including computers, TVs, and
radios, Schultz says. To prepare for the future, Schultz
is purchasing uninterruptible power supply (UPS) bat-
teries for his computers. The batteries, which cost
about $200 each, can be purchased from office supply
stores, he says.

Cable, cell phones may not work

In these times, everyone has become accustomed to
modern technology, such as cable TV and cell phones.
On a day-to-day basis, local electronic communica-
tions, such as cable TV and cell phones, are necessary
for updates on community events and disasters. But
during a disaster in which the electrical and cable
infrastructures are destroyed, the hospital must have
backup systems that are wireless and battery-powered.
During the severe weather, the hospital relied on cable
TVs for weather reports and other information, Schultz
says. When the cable went out, “we were running
around the hospital looking for bunny ears,” says
Schultz, referring to the old-fashioned TV antennas. 

As occurs in essentially every major community
incident, cell phones were out of commission, he says.
“Everyone wants to call everyone they know and tell
them they saw a tornado, and the cell phone networks
can’t handle it,” he says. Although one hospital in the
district was supposed to have priority on cell channels,
it didn’t happen, Schultz says. Cell phones were use-
less, except as Rolodexes, he says. “You need to have
redundant systems,” he advises.

Land phone lines and radios remained operational
after the tornado, Schultz says. Most agencies in his
counties use ultra high frequency (UHF) and very high
frequency (VHF) radios, which cost less than $300
each, he says. “If I have a radio, I have communica-
tion,” Schultz says. Even if the base station fails,
portable UHF and VHF radios still allow communica-
tion, he says. 

Schultz’ hospital has a radio frequency license and
its own frequency. Anyone with a radio, such as the fire
department staff, can talk to anyone else with the same
equipment. “It’s very beneficial,” Schultz says. “When
it hits the fan, they know Channel 3 is the hospital, and
they’ll chime in and ask, ‘What do you need?’”

Don’t forget the plan

The important thing to keep in mind after a disaster
is for you and your staff to follow your disaster plan,
Schultz says. “Too often, in an emergency, you forget
the plan and do what you have to do,” he says. Plans
were written for a reason, he emphasizes. “You were
thinking logically and rationally when you did it,”
Schultz says. When responding to a disaster, take a
few minutes to read the plan so it’s fresh in your mind,
he advises. “You can read a tornado plan in two min-
utes,” Schultz says. (For more on disaster planning,
see story, p. 2.)  ■■

New recommendations 
focus on mass critical care

The Working Group on Emergency Mass Critical
Care has released recommendations to help EDs

meet the accreditation standard that requires their
facilities to prepare to respond to an influx, or the risk
of an influx, of infectious patients.1 The recommenda-
tions include the following:

• Modify usual standards of care.
In a mass casualty event, available resources will be

overmatched by patient needs, “therefore the usual stan-
dard of care must be degraded to focus upon life-saving
treatments to the maximum number of victims,” says
Michael Allswede, DO, program director of the emer-
gency & disaster medicine residency at Conemaugh
Health System in Johnstown, PA.

EDs’ disaster programs should have plans that
include the element of scale, he says. “What to do
when there are not enough ventilators, medications, or
operating rooms to care for all the victims in a normal
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For more information on communication during a disas-
ter or exercise, contact:
• Pamela K. Hoffner, MSN, RN, Emergency

Preparedness Coordinator, Vanderbilt University
Medical Center, B0312 Medical Center N., Nashville,
TN 37232-2625. Phone: (615) 322-0242. Fax: (615)
343-9956. E-mail: pam.hoffner@vanderbilt.edu.

• Mark Schultz, Director of Safety, Sumner Regional
Medical Center, 555 Hartsville Pike, Gallatin, TN
37066. Phone: (615) 452-4210. E-mail: mark.schultz
@sumner.org.

Sources



manner is the problem,” he says.
• Emphasize essential elements of critical care

delivery (measure oxygen saturation, temp, blood
pressure, and urine output).

The point of this recommendation is that the optimal
management of each disease/toxidrome requires a core of
monitored findings, Allswede says. “As increasing num-
bers of victims are added, these measurements must be
used to triage critical resources,” he says. “Without these
critical measurements, the medical system will be flying
blind.”

• Implement triage decisions regarding who
should receive critical care.

EDs will not have endless resources to provide to
countless number of patients requiring care, says Dan
Hanfling, MD, FACEP, director of emergency manage-
ment and disaster medicine at Inova Health System and
clinical associate professor of emergency medicine at
George Washington University, both in Falls Church, VA.

“Decisions will have to be made regarding who is
most likely to benefit from the limited resources avail-
able, and these decisions will have to be consistent,
transparent, and defensible,” he says. It may be a fal-
lacy to say that there will altered standards of care,
Hanfling says. “What is more likely to occur is that
there will be a global deterioration of services,” he
adds.

• Develop policy addressing who should provide
emergency mass critical care.

Emergency mass critical care will have to be pro-
vided by those not usually engaged in the delivery of
critical care medicine, Hanfling says. To a large extent,
even the role of ED physicians will change, he says.
“We are used to starting such care, but often not sus-
taining it beyond the very initial resuscitation, cer-
tainly not past the first few hours of care,” Hanfling
says. “This will likely change.”

A disaster officer can be appointed who understands
the disease-toxidrome-injuries to be treated and the
capability of the hospital to deliver that treatment,
Allswede says. “In cases when there are more victims
than capability to care, triage decisions are best made
by an authority with these understandings,” he says.

• Develop stockpile of key pharmaceuticals (key
emphasis on IV fluids and vasopressors).

Personal protective equipment, vaccination, antidotes,
prophylactic medications are important to have on hand
for staff, Allswede says. “The next level up would be to
provide for the families of medical providers such that
hospital personnel do not feel obligated to stay home and
care for their families,” he says.

The third level would be scaled based on a median
event size in the ED’s location, Allswede says. The
largest strategy is to consider a stockpile sufficient to

sustain operations should little or no help be available
from state or federal authorities, he says. “This last
level would represent the pandemic flu paradigm,”
Allswede says.

• Emphasize key prophylactic interventions (ele-
vate head of bed, deep vein thrombosis prophylaxis).

“The point of the recommendation is to understand
that terrorism or infectious disease emergencies do
have critical actions that mean more than, for example,
a domestic violence screen or an inventory of child-
hood nutrition,” Allswede says. “In a rapidly progress-
ing event such as a mass poisoning or car bombing,
normal documentation, inventory control, and perhaps
other normal functions would need to be dropped.”
(For more on the accreditation standard regarding
an influx of infectious diseases, see “Hospitals’
preparation for surge of patients helps with new
Joint Commission standards,” ED Accreditation
Update, August 2005, p. 1.)
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Joint Commission allows 
48-hour pharmacist review
EDs successful in changing medication standard

The Joint Commission has issued an interim action
that allows a pharmacist to conduct a retrospective

review of medication orders within 48 hours when a
pharmacist’s prospective review is not performed.

The action is a response to concerns expressed by
ED managers and others that a prospective review was
not possible due to urgent patient situations, time,
work flow constraints, and manpower, according to
The Joint Commission.1

The interim action on standard MM.4.10, EP 1,
took effect Jan. 1, 2007. The Joint Commission is field
testing permanent revisions to the standard, which
won’t take effect until at least late 2007.1
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LWOT PATIENT CONTACT SHEET

DATE:

TIME:

NAME/STICKER:

TRIAGE COMPLAINT: _________________________________________________________
___________________________________________________________________________

PHONE NUMBER:____________________________________________________________

Able to prevent LWOT? YES NO

If no, please record attempts to reach patient.

• Attempt 1: _____________________________________________________________

______________________________________________________________

______________________________________________________________

• Attempt 2: _____________________________________________________________

______________________________________________________________

______________________________________________________________

• Attempt 3: _____________________________________________________________

______________________________________________________________

______________________________________________________________

Final resolution:

• Not able to contact

• Patient contacted

Source: Affinity Medical Center, Massillon, OH, campus. 



2 Online Supplement to ED MANAGEMENT® / February 2007

Physician Daily Review: LWOT
Month_________

Date Reviewed (7am-7am) # of LWOT Physician signoff date/time

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

Source: Affinity Medical Center, Massillon, OH, campus. 




