
Georgia hospital hit by F3 tornado — 
All patients evacuated to area hospitals
Ambulances, bus used as building becomes increasingly unstable

Most risk managers are prepared to respond to a disaster in their
communities, but what do you do when your facility is the
disaster? 

An F3 tornado struck Americus, GA, after 9 p.m. on March 1, 2007, and
the hospital was directly in the path of harm. 

Susie Fussell, BSN, RNC, vice president of nursing at Sumter Regional
Hospital, was at home that night when she received a call from the house
supervisor about extreme weather heading toward the hospital. Fussell
oversees risk management at the hospital.

“I told her to get patients away from the windows,” she recalls. “I told
her to get the babies out of the nursery and give them to their mothers.”
The nursery has a large amount of glass, she says. 

Fussell told the house supervisor to call each unit and tell them that if
patients were next to windows they should be moved close to walls. Next,
Fussell called the CEO, who called the house supervisor on her mobile
phone. While they were speaking, the tornado hit the area around the
hospital, and the house supervisor’s phone went dead.

As severe weather affected Fussell’s house, she moved to a hallway and
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When an F3 tornado severely damaged a hospital in Americus, GA, all 53
patients had to be evacuated to area hospitals.
• Patients were evacuated by area ambulances and a school bus.
• The hospital advises others to have an internal evacuation plan as well as

two-way radios, a megaphone to direct staff and volunteers, and additional
security. 

• A temporary treatment area was set up at a local church. 
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covered herself with sofa cushions. Soon after,
Fussell received a call from her administrative
secretary who was visiting a patient at the hospi-
tal. “She said, ‘We need help. It’s bad,” she says.

Although Fussell lives just outside the city lim-
its of the small town, it took her approximately 45
minutes to reach the hospital. “It looked like a
bomb had gone off in the downtown area,” she
says. “We were weaving through debris, street-
lights, street signs all hanging, power lines. It was
just unbelievable.”

The area surrounding the hospital had been
devastated, and two people died in a residence
directly behind one of the hospital buildings.

However, there were few serious injuries among
hospital patients, visitors, or staff. 

There was debris in the hospital, including
branches, dirt, grass, and leaves, and patients
were everywhere in the hall. The building was
not structurally sound. The hospital had one side
that was collapsing; additionally, it had lost part
of the roof, had many windows blown out, and
was flooding. Seventy-five cars in the parking lot
were toppled on top of each other. 

The administrative board room was the desig-
nated place for the disaster command center;
however, that room was completely demolished
by the tornado. Instead, key hospital personnel
met in front of the pharmacy area. “We knew
there had to be some point to gather,” Fussell
says. “We were never truly able to do a lot of
formal gathering, but we kept in touch via cell
phones and wireless phones to key players.”

The surgical hall was lined with five patients
just out of surgery that day, but no cases were
going on when the tornado hit. In the hall’s other
direction, the wall was leaning at a 45-degree
angle, Fussell says. “I thought, ‘Oh my God, this
place is coming down,’” she says. “I said, ‘We’ve
got to get these people out of here.’” 

Decision: Evacuate, with ED nurses doing triage 

The hospital declared a Level 3 disaster and
was evacuated. It was decided that two ED nurses
would triage patients from the entire hospital.
Schelly Murray, RN, BSN, nurse manager and ER
clinical coordinator, had the role of evacuator. 

Triage was relocated a couple of times as parts
of the building became increasingly unstable.
Ultimately, triage ended up being conducted in
the OR hallway flowing into the ED. That area of
the hospital was partially below ground level and
had only cosmetic damage. 

Staff members were calm and comforted
patients, Fussell says. “We were in ankle-deep
water, with water pouring over our heads and
down stairwells,” she says. In the middle of those
dismal circumstances, staff members were carry-
ing inpatients down stairwells on mattresses into
the ED, she says. The situation was chaotic,
Fussell acknowledges, but even so, there was
order. “Everybody was all business,” she says. 

One immediate problem in the ED was that 
gases were leaking and needed to be cut off. The
plant director notified Fussell that ventilators were
needed immediately. The house supervisor already
had assessed that no ventilators were available, and
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she had deployed portable oxygen tanks. 
Everyone with a strong back joined members of

the fire department and emergency medical ser-
vices in moving patients, with the critical care
patients being brought down first. There were few
serious injuries inside the facility from the tornado.
However, the five postoperative inpatients on the
third floor were a particular concern, she says.
Those patients needed pain medications after they
were moved to triage. Amazingly, the pharmacy
operated during the evacuation. The staff used the
old-fashioned “runner” system to send people to
the pharmacy to obtain medications, Fussell says. 

Murray had all patients lined up in single file
in this order:

• critical care unit patients;
• postoperative patients; 
• a patient in labor;
• general med-surg patients;
• psychiatric patients. All of the psychiatric

patients were stable and ambulatory, Murray says. 
Many staff and area physicians showed up,

with their identification badges on, to assist. 
“We had to know who was in there,” Fussell says.
Each patient had a nurse at his or her side, and
many had a physician there as well.

In the midst of the evacuation, the ED staff sta-
bilized and transported five patients having symp-
toms of heart attacks and one gunshot wound.
“Emergencies continue, regardless of your condi-
tions,” Murray says. Also, one employee went into
false labor, she says. “You have to be able to triage
your own employees,” Murray says. 

Getting patients out the door

Murray was familiar with area hospitals, so
she made decisions about where to evacuate indi-
vidual patients based on their diagnoses. For
example, the most critical patients were sent to
the largest hospital in the area. A small nearby
hospital with one floor unit received stable nurs-
ing home patients. 

Because Sumter Regional had not fully imple-
mented an electronic system, staff members were
able to send each patient’s full record with them
when they evacuated. 

As each patient reached Murray, she yelled,
“What’s wrong?” “I didn’t want to know their
history,” she says. “I wanted to know the imme-
diate problem.” 

At least two staff members stood outside the
door where patients were being evacuated at all
times, and they verified armbands, patients’

names, their chief diagnoses, and where they
were going. “People were going to get away from
you, so we always had two or three people keep-
ing that list,” she says. (See other lessons that
they learned, below.) Because power was out,
that information was manually recorded with
pen and paper. 

Two of the ambulances at the hospital were
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Hospital shares 
lessons learned

No one can prepare completely for a disaster
such as the one that hit Sumter Regional

Hospital in Americus, GA, on March 1, 2007. The
hospital was severely damaged by an F3 tornado,
and it evacuated all patients. The experience left
many lessons for the staff to share. One is to be
prepared for the unthinkable — that your facility
will be hit by a disaster — by developing an inter-
nal evacuation plan.

Another lesson involves the internal wireless
phones and cell phones. They were working ini-
tially, but most eventually were unusable. Schelly
Murray, RN, BSN, nurse manager and emer-
gency department clinical coordinator, says,
“Two-way radios would have been most useful.” 

Additionally, Murray had difficulty supervising
the triage and patient flow because she was con-
stantly bombarded with questions. “There was so
much help on top of me, it was difficult to orga-
nize,” she says. 

The hospital could have used additional secu-
rity, acknowledges Susie Fussell, BSN, RNC,
vice president of nursing at Sumter Regional
Hospital. “Everyone wanted to help and was com-
ing in to help,” she says. Murray was faced with
directing patients and volunteers. “Eventually, we
put volunteers in a waiting room and told them to
await instructions,” she says. 

Murray struggled to make her voice heard and
to get people’s attention above the noise and
chaos, she says. “That was one of the biggest
obstacles,” she says. “We needed a megaphone.” 

When Murray requested help from the police
so that she could direct the triage and patient
flow, she learned they were shorthanded trying to
keep roads clear and manage traffic. The police
requested backup from the Department of Natural
Resources, which sent a game warden. “He stood
behind me to keep people away from me,” Murray
says. The game warden, who was more than 6
feet tall, repeated Murray’s instructions over her
head when she couldn’t be heard. ■



damaged by the tornado, although one of those
was usable. Area ambulances responded, as well
as a school bus for ambulatory patients, and 53
patients were evacuated to area hospitals. (See
story on hospital that accepted patients, p. 42.)
The evacuation took about three hours.

After the evacuation was complete, approxi-
mately six men from the DNR performed a final
check of every room on every floor to ensure no
one was left behind. 

Next on the agenda was the establishment of a
treatment center in the town. Someone suggested
First Baptist Church, which already was set up as
a Red Cross shelter. “I called the pastor, and he
said you can have my church,” Murray says. (For
information on how the treatment center was
set up, see story, below.)

The hospital was unable to update its web site
with information about the evacuation because it
lost its communication ability, but it had a con-
tract with a service that was able to take on that
responsibility. (See story, p. 42.)

In hindsight, the hospital staff responded won-
derfully to the disaster, Fussell says. Even though
the hospital had never drilled for an internal disas-
ter, all the members of the staff knew their role,
sources say. Previous disaster drills were a signifi-
cant help, they say. Murray says, “They gave us a
game plan on how to evacuate internally, because
they were about handling massive amounts of
patients.” 

Fussell agrees. “They might have not done it just
by the book, but they knew someone had to track
every patient as they were transferred, and they
knew all hands had to be on deck to evacuate,” she
says. “We practice and we practice all the time, I’m
telling you. When you get so panicked and in the
midst of chaos, it takes that practice, because it
becomes what you do instinctively.” (Editor’s note:
To see photos of the tornado damage, go to www.sumter
regional.org and click on the hyperlink for the disaster
photos.) ■

How to set up emergency 
treatment area at a church

When patients were evacuated from Sumter
Regional Hospital in Americus, GA, after

an F3 tornado hit on March 1, 2007, a temporary
treatment center was set up next to the shelter
area inside the town’s First Baptist Church.

Much of the ED’s equipment was salvageable,
even though there was water on the floor, says
Schelly Murray, RN, BSN, nurse manager and
ER clinical coordinator. “[The Joint Commission]
says no equipment on the floor,” she points out.

After all of the patients were evacuated from
the badly damaged hospital, Murray moved two
$15,000 pieces of equipment that recently had
been purchased: a glide scope and an ultrasound
machine. Other equipment that wasn’t needed
immediately was moved to a large warehouse
that the hospital recently had purchased, Murray
says. 

The temporary treatment center was set up pri-
marily by Betsy Jordan, RN, CEN, clinical analyst
in the Clinical Informatics Department at Phoebe
Putney Memorial Hospital in Albany, GA. Jordan,
who is married to a paramedic at Sumter Regional
and knew Murray, had worked in the ED at Phoebe
Putney for 12 years and was a former flight nurse.
While the Sumter ED staff were evacuating patients
and meeting, Jordan loaded supplies into her car
and the car of a soldier who had showed up to help.
“I threw them in the back of my Suburban,” she
says. “It was full to the ceiling.” 

Lifesaving equipment, including crash carts,
was transported. Murray says, “We emptied the
ER completely of supplies.” Many of the linens
had been used to transport patients to the ED for
triage, but they were replenished by area hospi-
tals, a nursing home in Americus, and the Red
Cross. An EKG machine was transported from
the ED in a staff member’s car. 

Setting up in the social hall

At First Baptist, Jordan unloaded the supplies
in the dark as large spotlights were set up. The
treatment center was set up on about one-half 
of the first floor of the church building. 

The center included a treatment room (normally
a chapel and social hall) that contained a triage
area, cots provided by the church, a physician
examination area, and a treatment area. A phar-
macy was located in a small kitchen area of that
room and included a sink, refrigerator, and cup-
boards. Adjacent Sunday school rooms were desig-
nated as a resuscitation unit; an obstetrics room,
with fetal monitors, for emergency deliveries if
needed; and a room stocked with emergency sup-
plies and equipment. Pieces of paper labeled differ-
ent areas of supplies, such as suction, respiratory,
gloves, and orthopedics. 

Two entrances were set up for the treatment
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center at First Baptist: one for emergency medical
services (EMS) and one for ambulatory patients.
In terms of staffing, two nurses were placed at
each of two triage tables. As more nurses showed
up, Jordan asked them about their jobs, creden-
tials, and experience. Nurses who knew first aid
were assigned to the treatment area. 

Don’t forget your forms and policies

After the evacuation, Murray salvaged her
computer, policies, and data, including contact
information for staff. “Policies are supposed to be
on the network, but I’m not sure it’s salvageable,”
she said. 

About 500 hard copies of a one-page form
titled “Emergency Triage Nursing Notes” were
brought from the ED. That form has been used
previously when the hospital was out of power
or had multiple victims at once. Having the 500
copies proved valuable as there was no copy
machine available at the church, Murray says. 

Jordan says the form worked well. “It may not
meet [requirements of The Joint Commission]
with every ‘I’ dotted and every ‘T’ crossed, but it
statistically tracked patients or could be used if
family members were looking for loved ones.” 

For the walking wounded, the original forms
were kept at the treatment room. For patients who
were moved to areas hospitals, nurses wrote a
general summary of the patient on another sheet
of paper and sent the original form with the
patient. “We had a trail of the patient,” Jordan
says. Accepting hospitals were notified of what
patients were coming with which conditions. 

Any infection control concerns? 

Because the treatment center was set up in an
area of the church that was used regularly, it was
fairly clean with no dirt or dust on the walls or
floors. 

To prepare for patients coming in, Jordan put
trash cans with red bags in each treatment area. 
“I decided that people might be bloody,” she says.
She also set up sharps disposal areas. Jordan put
waterless antiseptic agents on all tables. Gloves of
all sizes were placed at every station. 

Dirty linens were being transported to an area
hospital. 

Help came from near and far away. First
Baptist set up phones for the hospital to use.
Orthopedic supplies were donated by a doctor’s
office in a nearby town. 

Some paramedics from Medical College of
Georgia Hospital in Augusta made repeated runs
to the hospital to retrieve ED equipment and
medications, including wheelchairs, stretchers,
and tetanus. The night of the tornado, before the
pharmacy was established at First Baptist, CVS
brought a mobile pharmacy and was able to pro-
vide medications. 

The treatment area was staffed with a minimal
number of people, Murray says. Within the first
three days of the tornado, the center treated about
50 patients. 

One of the critical elements for making the
treatment area work well was communication,
Jordan says. As nurses showed up, Jordan gave
them a walking tour and oriented them to the
process, just as if they were a new employee,
she says. “Communication needed to be clear 
in order to deliver efficient care,” Jordan says.
“Otherwise, there would be more chaos.” 

The EMS command set up in the hallway at 
the back door of the building, where ambulances
arrived, which was just outside the treatment
center. Jordan suggested putting a nurse there
who would know what was happening in the
treatment center. That nurse made a list of facili-
ties accepting patients and had them designate
one contact person at each. “They knew our situ-
ation and our process,” Jordan says. “We knew if
they could take none, or three patients.” 

If your ED ever is faced with relocating, act
quickly, even if you don’t have a process in place,
emphasizes Jordan, who felt led to take this role.
“Don’t stand around and ask for direction,” she
says. “We were working at 4 a.m.; and by 6 a.m.,
we had patients rolling in. And we had a process
in place.” 

Sumter Regional now has set up a temporary
treatment center across the street from the hospital
building. (See contact information in resource
box, below.) The three tents, which are intended 
to be used for two weeks, house a 50-bed unit.
Patients can stay in the unit for 23 hours for stabi-
lization and corrections of problems such as
breathing difficulties. The buildings are sealed, so
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For information on temporary treatment tents and
other disaster mitigation products, contact:
• EMS Innovations, P.O. Box 239, Pasadena,

MD, 21123-0239. Phone: (888) 236-1267.
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they can be heated and cooled.
There was a hard surface building being deliv-

ered for the ED to move into, but at press time, it
wasn’t certain when that ED would be established,
Murray says.  ■

Hospital used service 
to update web site

When Sumter Regional Hospital in Americus,
GA, was severely damaged by an F3 tor-

nado, one thing they didn’t have to worry about
was keeping their web page updated with disas-
ter information. 

The hospital already had a contract with
FastHealth Corp. in Tuscaloosa, AL, a digital disas-
ter management company, to provide a web-based
disaster response system, called FastConnect, if
ever needed. Ironically, FastHealth representatives
had visited Sumter officials the week before the
tornado and discussed preparing for a tornado to
hit the hospital. 

Hospital officials contacted FastHealth within
a couple of hours after the tornado. Sumter
Regional was unable to update the web site

because they had lost their communication abil-
ity. Within 10 minutes of the call, FastHealth had
information about the tornado on the web site. 

“We help hospitals with logistics and commu-
nication during a disaster,” reports Kevin A.
Foote, CEO of FastHealth. Working with the hos-
pital’s public information office, the company
posted information about the tornado, along with
photos, on the web site. FastHealth followed up
with information for employees about what to do
about coming to work. 

“Some people don’t have access to get to the
hospital,” Foote says. “They might be able to log
in to get information about what they should be
doing.”

Also, people who visited the site were given an
opportunity to donate to a disaster relief fund for
the hospital, staff, and community. 

Charlotte Regional Medical Center in Punta
Gorda, FL, used FastHealth after Hurricane
Charley in 2004 and raised just over $100,000
through its web site, according to Danielle
Dreher, spokeswoman.

Hospitals pay FastHealth approximately $7,000
as a setup fee, depending on their size, and they
pay $750 a month to have disaster services avail-
able. The company also provides a nurse answer
service. 
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Nearby hospital accepted
patients after evacuation 

After an F3 tornado severely damaged Sumter
Regional Hospital in Americus, GA, and led to an

evacuation of all patients, Phoebe Putney Memorial
Hospital in Albany, GA, was designated as one of the
accepting hospitals. During the evacuation, Phoebe
Putney accepted 45 patients, which included inpa-
tients and emergency patients from Sumter Regional. 

When Sumter Regional announced the evacua-
tion, Phoebe Putney implemented its disaster plan,
according to Todd Braswell, RN, BSN, MS, CEN,
director of the Emergency Center at Phoebe
Putney. “We began looking at our census to deter-
mine who could be transferred and what beds
were available,” he says. A few patients were dis-
charged from the ED, he says. Inpatient areas
were asked to perform an assessment and deter-
mine which staff members could assist in the ED.

From the time Phoebe Putney was notified, it
was two hours before the first patient arrived from
Americus, which is about 60 minutes away. Sumter

Regional notified Phoebe Putney of what type of
patients were being sent. EMS brought patients who
were on stretchers through the ED, but they didn’t
stop, Braswell says. “We had a ready bed waiting
for every inpatient transfer,” he says. “It made tend-
ing to emergencies easier.” 

A bus brought a large group of ambulatory patients,
he says. They were triaged in the EMS dock intake
area, Braswell says. “We would route them to the
appropriate areas: inpatient, ER, or the admit/dis-
charge unit [ADU] for the walking wounded,” he says.
Normally the ADU functions Monday through Friday as
a holding unit. The night of the tornado, it was staffed
with nurses from the inpatient areas and the Emer-
gency Center, plus a physician who responded to the
call for help. 

Each inpatient transfer was assigned to a physi-
cian. “It was fairly seamless,” Braswell recalls.

The night was not without challenges, however. In
setting up the command center, staff callback was a
problem, Braswell says. “Due to the weather in Albany,
it was dangerous for some to come in,” he says. “But
we decided to handle it with the staff in-house. Forty-
five is not an overwhelming number.” ■



Preparedness mandates from The Joint Commis-
sion require an emergency communcations system.

“There’s nothing better than the Internet,” Foote
says. “You can access it from a laptop or with satel-
lite communication.” The web is the future tool for
disaster communication, he says. “A disaster may
have just happened, but the whole world can access
and get a status update.”  ■

Homicide ruling in ED 
may have chilling effect

Even though criminal charges will not be
brought against emergency department (ED)

workers following a coroner’s ruling that a
patient’s heart attack death was a homicide, the
case could have a chilling effect on health care
workers across the country. Observers say the
case could make ED staff more fearful of second-
guessing and interfere with risk managers’
attempts to encourage open communication.

The Lake County, IL, State’s Attorney’s Office
announced recently that it will not pursue criminal
charges against Vista East Medical Center in
Waukegan, IL, or any staff member for the heart
attack death of Beatrice Vance on July 29, 2006.
Matthew Chancey, JD, chief of the criminal divi-
sion, released a statement saying, “After a careful
review, it is the determination of this office that
there is insufficient evidence to support the filing of
criminal charges against any person or institution.”

Vance, 49, died of cardiac arrest in the Vista
East ED after a wait of approximately two hours.
A coroner’s jury determined the death was a

homicide. The jury pinpointed Vance’s arrival at
the hospital at 10:15 p.m. and determined that
she was unconscious when a nurse called her
name for treatment at 12:25 a.m.

A deputy coroner said the heart attack was
caused by a blocked artery and contributing fac-
tors were delayed and inadequate treatment.
After the coroner’s inquest, Chancey headed an
investigation to determine whether criminal
charges were supported by the evidence and
stated that being able to show recklessness was
the major hurdle in filing criminal charges.

Vista Health spokesman Cory Savage issued 
a statement saying the company would not be
making any comment. The organization has con-
sistently declined to comment on the case and
cited privacy laws.

Ruling still damaging

The lack of criminal charges is not surprising
because the whole premise of the homicide ruling
was flawed, says Patricia Iyer, MSN, RN, LNCC,
president of Flemington, NJ-based Med League
Support Services, a legal nurse consulting firm spe-
cializing in malpractice and personal injury cases.
However, in terms of the effect on health care work-
ers, the damage already has been done, she says.

Simply raising the specter of criminal charges
such as homicide or murder can have a strong
effect on people even if the charges are never
brought in the end, she says. This case will have 
a chilling effect on the recruitment of nurses and
physicians for ED work, Iyer predicts, and it will
discourage staff from speaking freely for fear of
drawing fire.

“This is a real setback for risk management
and the effort to convince people that they can
speak freely and openly about adverse outcomes,
that they should speak up without fear of retribu-
tion,” she says. “If someone thinks they might
actually be charged with homicide, that’s a bigger
deterrent to speaking up than anything else
we’ve addressed, like losing their jobs.”

Homicide ruling said an overreaction

Given the circumstances of the case, a medical
malpractice allegation would not have been sur-
prising or unusual, Iyer says, although that allega-
tion doesn’t mean the ED staff did anything wrong.
But the homicide ruling was an overreaction by
local authorities and not supported by the evi-
dence, she says. Iyer theorizes that the homicide
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Local authorities have ruled a patient’s death in a
hospital emergency department a homicide
because of a long wait for treatment. Although no
criminal charges followed the ruling, it still might
have a significant impact on health care workers.
• The homicide ruling could interfere with risk

managers’ efforts to have staff speak freely
about patient safety.

• Criminal charges would be hard to prove in
such an incident.

• Risk managers should explain to staff that such
a homicide ruling is highly unusual.
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ruling may have been the result of a coroner’s jury
with members who wanted to send a message
about long waiting times or impersonal care in the
ED.

Local authorities may have been trying to
make a point also, says Gregory L. Henry, 
MD, FACEP, risk management consultant for
Emergency Physicians Medical Group in Ann
Arbor MI. He says any sort of criminal charges
were a stretch, and a murder charge never would
have stuck. That charge requires intent, which
was absent in this case, he says. 

Needed: Proof of recklessness

Even a lesser charge would require proof of
recklessness, which Henry says would be difficult
to prove against ED staff. Henry says the local
authorities may have known this all along and just
wanted to scare the hospital staff with the threat of
criminal charges. “If so, I’d say a job well done.
People are going to look at this and say, ‘Why the
hell am I doing this for a living?’” he says. “If
Waukegan, IL, has trouble finding doctors and
nurses to staff their EDs in the coming years, they
should go to the coroner and ask him why. When
clinical decision making becomes a criminal event,
we’re treading on very thin ice.”

Could a long wait in the ED ever cross the 
line from “unfortunate but unavoidable” to crim-
inal recklessness? It’s possible, Henry says, but
authorities would have to prove an egregious
case of misconduct rather than a debatable case
such as the one in Illinois. “If you have a patient
lying on the floor turning blue and you take
someone with a cut finger first, maybe you could
make a criminal case out of something that bad.
But it’s never that clear,” he says. “I once had 13
kids on a bus hit by a cement truck, and I was the

only doctor in the ED. Someone was going to be
13th to be examined that day.”

Iyer notes that, aside from the inappropriate-
ness of the homicide ruling, there may have been
missteps by the hospital that should be noted by
risk managers. (See article, below, for advice on
how risk managers can respond.)

“From a pure risk management standpoint,
what is concerning is that there was a family
mother who was asking for attention for her
mother in the ED, and she couldn’t get any help,”
Iyer says. “The usual standard is to make an
assessment of people in the waiting room at inter-
vals, to determine if anyone has become unstable
after the initial assessment and now needs treat-
ment. From a liability standpoint, the issue is
whether she was given an appropriate level of
triage when she came in and, secondly, what was
her status in the waiting room when she should
have been checked periodically.”

Don’t avoid difficult patient

Henry does caution about one scenario that
could lead to criminal charges in the ED. If staff
are familiar with a patient who is consistently dif-
ficult and disruptive, and they intentionally avoid
examining or treating the patient for that reason,
any resulting harm could meet the standards for
reckless conduct and criminal charges, he says. 

“Long waits are not criminal,” Henry says.
“But if you always put Mr. Jones at the end of
the line because he’s been in the ED 10 times
this month and he’s always a pain to deal with,
you’re going to be in trouble if he shows up one
day with a headache that’s really a subarach-
noid hemorrhage.”  ■

Review policies 
on emergency triage

The homicide ruling related to an emergency
department (ED) death at Vista East Medical

Center in Waukegan, IL, should be a wake-up call
for risk managers, says Patricia Iyer, MSN, RN,
LNCC, president of Flemington, NJ-based Med
League Support Services, a legal nurse consulting
firm specializing in malpractice and personal
injury cases. Even if the homicide ruling was an
overreaction, she says, there still are lessons for
risk managers.
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For more information on the risk of homicide
charges related to emergency care, contact: 
• Gregory L. Henry, MD, FACEP, Risk Manage-

ment Consultant, Emergency Physicians Medical
Group, 1850 Washtenaw Ave., Ann Arbor MI
48104. Phone: (734) 995-3764. Fax: (734) 995-
2913. E-mail: gamhenry@aol.com.

• Patricia Iyer, MSN, RN, LNCC, CLNI, Med
League Support Services, 260 Route 202-31,
Suite 200, Flemington, NJ 08822. Telephone:
(908) 788-8227. Web: www.medleague.com.
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Iyer makes these recommendations:
• Review your policies regarding periodic

assessments of patients waiting in the ED. Do
not fall into the trap of focusing only on the initial
triage of incoming patients. 

“From what I saw in the news reports, this
woman was complaining of chest pains and other
symptoms that would have warranted having her
receive treatment more quickly,” she says. 

• Periodically review medical records from
the ED to make sure that the triage policies are
being followed. It’s one thing to have the right
policy and procedure down on paper, but that
doesn’t mean that staff actually do that every day.

• The ED should conduct its own spot reviews
to confirm that the condition of patients in the
waiting room is being assessed and updated
regularly. 

“It is the unfortunate nature of an ED that the
unit can be empty and then patients converge on it
all at one time. That adds to the stress and the chal-
lenge of triage,” she says. “The ED manager or
other leader in that unit should confirm that triage
update is being done, on a real-time basis, in addi-
tion to any record review done at a later date.”

• Emphasize to staff that the Vista East Medical
Center homicide ruling was an isolated incident
and that such an outcome is very unlikely. 

“This can be the biggest challenge on this issue,”
she says. “We’ve got to reassure people that they
can and should speak up without fear. We’ve made
a lot of progress in this area, but just one case like
this can undo a lot of your work.”  ■

Hospital vows changes after
more patients ‘dumped’

Aspokesman for a hospital in Los Angeles 
has admitted that its procedures “were not

strictly followed” after a public outcry and threats
of criminal charges followed witnesses reporting a
recently discharged, disabled, and homeless man
being “dumped” in front of a shelter. The hospital
promises to takes steps to improve services for the
homeless.

The latest Los Angeles hospital to come under
fire for the way it discharges homeless patients is
Hollywood Presbyterian Medical Center. Los
Angeles City Attorney Rocky Delgadillo, JD,
states that his office has received 55 reports of
homeless patient dumping on “Skid Row” over

the last year and charged another facility, Kaiser
Permanente, with misdemeanor false imprison-
ment over a 2006 incident. That case is pending.

After that incident in April 2006, Kaiser Perma-
nente officials acknowledged that the patient was
not discharged properly. The hospitals in Los
Angeles agreed to voluntarily improve their
treatment of homeless patients. The most recent
incident, however, suggests the problem is not
resolved. 

Hollywood Presbyterian Medical Center is under
fire for an incident in which it twice tried to deliver
the paraplegic man to the Midnight Mission, which
he had listed as his home address on hospital
paperwork. According to a report in The Los
Angeles Times, the hospital confirms that on the
first attempt, two hospital workers arrived by
ambulance and tried to wheel the man, who was
strapped to a gurney, into the mission courtyard.1

When security guards stopped them and asked
about follow-up care, the attendants decided to
return the man to the hospital. 

Witnesses say man was crawling

Later, a van arrived with the man at the mis-
sion again. The newspaper reports that witnesses
saw the paraplegic man — who wore a soiled
hospital gown and had a broken colostomy bag
and no wheelchair or walker — prop himself up
in the door of the van, then hurl himself from the
vehicle, tumbling to the street. They told police
that the man pulled himself along, dragging a
bag of his belongings in his clenched teeth, until
they helped rescue him from the gutter.

According to the witnesses, the van driver
ignored their cries for help and instead applied
makeup and perfume before speeding off. Hospital
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Another hospital in Los Angeles has been accused
of “dumping” a homeless patient in front of a shel-
ter in a callous, disrespectful manner. The incident
has renewed criticism about how hospitals dis-
charge homeless patients.
• The hospital admits that it did not follow its own

guidelines.
• The city prosecutor alleges that the hospital is

impeding his investigation.
• State lawmakers are considering a bill that would

toughen penalties for such incidents.
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spokesman Dan Springer issued a statement
saying the hospital found the incident “extremely
troubling and regrettable. The fact is, we would
never condone leaving an individual at a location
without his consent.” He admitted that the hospi-
tal’s procedures for discharging homeless and
disabled patients were not followed.

Springer says Hollywood Presbyterian will
hire a coordinator who will be responsible for
overseeing care relating to homeless people. 

City attorney criticizes hospital

Delgadillo has not leveled criminal charges
against Hollywood Presbyterian yet, but he has
publicly claimed that the hospital is impeding
his investigation. He claims the hospital deliber-
ately blocked the release of the man’s medical
records, even though the city attorney’s office
has written consent for release of the records
from the patient. Springer denies the hospital 
is impeding the investigation.

The Los Angeles community is sensitive to the
issue because of a sensational case that took place
in April 2006, when local media aired footage of a
homeless woman who had been treated and then
dropped off at a shelter on Skid Row, where she
wandered aimlessly on the sidewalk in a hospital
gown and socks. Kaiser Permanente hospital con-
firmed that staff put a 63-year-old woman into a
taxi and had her dropped off.

California Sen. Gil Cedillo (D-Los Angeles), has
proposed legislation that would make it illegal for
hospitals to transport homeless patients and leave
them on the streets against their will. Individual
offenders could be punished by up to two years in
county jail and a fine of up to $1,000. Health care
facilities could be fined up to $10,000 and then be
subject to more oversight and rules regarding how
they discharge homeless patients. (Editor’s note:
Many risk managers point out that hospitals can
find themselves in a no-win situation with these
patients and that these “dumping” cases are rarely
as simple as they seem to critics. For more on the
problem and how risk managers can address it,
see “‘Patient dumping’ charges in Los Angeles
draw attention” in Healthcare Risk Management,
June 2006, p. 61.)

Reference

1. “Delgadillo says hospital is hindering probe of patient
‘dumping.’” The Los Angeles Times; Feb. 15, 2007. Accessed at:
www.latimes.com/features/health/medicine/lamedumping
15feb15,1,498121.story?coll=lahealthmedicine. ■

Duke hospital sued again 
over hydraulic fluid mix-up

Aformer patient has revived a lawsuit accus-
ing the Duke University Health System

(DUHS) in Durham, NC, of negligence related to
an incident in which surgical instruments were
mistakenly washed in used hydraulic fluid from
the hospital elevators instead of sterilizing fluid.

DUHS confirmed in November 2004 that staff
accidentally washed surgical tools in used elevator
hydraulic fluid for two months, which resulted in
the use of tainted instruments to treat approxi-
mately 3,800 patients. Bennie Holland underwent
back surgery at Duke Health Raleigh Hospital Nov.
10, 2004, and he claims that the improperly cleaned
instruments caused him a severe infection and
chronic pain, according to information supplied 
by his attorney Brent Adams, JD, in Dunn, NC.
Holland’s lawsuit is the only one to come light
publicly so far.

DUHS recently released a statement explaining
that it does not comment on pending litigation. In
a statement issued in July 2006, when Holland’s
lawsuit was first filed, the hospital issued a state-
ment saying, “We regret this incident occurred,
but stand by the results of independent studies
and our own analyses . . . [which] confirmed that
the surgical instruments were fully sterile.”

Legal maneuvering allowed refiling

Holland withdrew his lawsuit without preju-
dice in August 2006, a maneuver that allowed him
to refile the case at a later date. In addition to suing
DUHS, Holland also was the first of eight patients
to file lawsuits against Automatic Elevator Co. of
Durham and Cardinal Health, a medical supplies
company based in Dublin, OH.

When the incident was first revealed in 2004,
DUHS explained that employees of Automatic
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For more information on the lawsuit against Duke
University Health System, contact:
• Brent Adams, JD, Brent Adams & Associates,

119 S. Lucknow Square, Dunn, NC 28334.
Telephone: (910) 892-8177. E-mail: Brent@
brentadams.com.
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Elevator Co. of Durham mistakenly had filled
empty detergent containers with the used
hydraulic fluid in September 2004. Cardinal
Health redistributed the fluid to Duke Health
Raleigh Hospital and Durham Regional Hospital
in the same month. (For more on this sentinel
event, see “Unclean instruments may have been
used in NC” in Healthcare Risk Management,
August 2005, p. 89.)

After the incident became public, Duke officials
created a web site for patients concerned about pos-
sible effects from surgery with the tainted instru-
ments: hydraulicfluidfacts.dukehealth.org.  ■

Family accuses hospital 
of letting patient starve
Suit says dentures never returned 

The family of a songwriter has filed a lawsuit
against a New York City hospital alleging that

the elderly man died of starvation after the hospi-
tal lost his dentures.

Julius Dixson was a successful 1950s song-
writer, best known for co-writing hits such as
“Lollipop,” recorded by the Chordettes. On Jan.
16, 2004, at 90 years old, he underwent surgery
for a broken hip at St. Luke’s-Roosevelt Hospital,
according to information released by the family’s
attorney, Mitchel Ashley, JD, of New York City.

The family alleges that Dixson’s dentures were
removed before surgery and then never returned.
For two weeks after surgery, the man lost weight
and became dehydrated because, according to the
family, he was given food that required chewing.

The family claims that they expressed concern to
doctors and nurses but were rebuffed.

An autopsy determined that Dixson died from
“metabolic complications of weight loss and dehy-
dration,” Ashley reports. A spokesman for the
hospital released a statement saying the patient’s
treatment was “completely appropriate.”

The lawsuit was filed against the hospital and
two doctors, and it claims negligence.  ■
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■ EMTALA: No “parking”
patients with EMS

■ Medical waivers:
Enforceable or not?

■ Community hospitals
unite to improve safety

■ Surgeon accused of
hastening death for organs

COMING IN FUTURE MONTHS

CE objectives

After reading this issue of Healthcare Risk
Management, the CE participant should be

able to:
• Describe legal, clinical, financial, and managerial

issues pertinent to risk management in health
care. 

• Explain how these issues affect nurses, doctors,
legal counsel, management, and patients. 

• Identify solutions, including programs used by
government agencies and other hospitals, for
hospital personnel to use in overcoming risk
management challenges they encounter in daily
practice.  ■

For more information on the Dixson lawsuit, contact:
• Mitchel Ashley, JD, Shandell, Blitz, Blitz &

Bookson, 150 Broadway, 14th Floor, New York,
NY 10038. Telephone: (212) 513-1300.
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CE instructions

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers 
to test their knowledge. To clarify confusion sur-
rounding any questions answered incorrectly,
please consult the source material. After complet-
ing this semester’s activity with the June issue,
you must complete the evaluation form provided
and return it in the reply envelope provided in that
issue in order to receive a certificate of completion.
When your evaluation is received, a certificate will
be mailed to you.  ■
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EDITORIAL ADVISORY BOARD CCNNEE  QQuueessttiioonnss

13. What did Susie Fussell, BSN, RNC, do when she
received a call informing her that a tornado was
heading toward the hospital?

A. Fussell told the house supervisor to call each unit
and tell them that if patients were next to windows
they should be moved close to walls. Next,
Fussell called the CEO, who called the house
supervisor on her mobile phone.

B. She immediately left for the hospital without giv-
ing any instructions first.

C. She called the local police department to ask
what she should do.

D. Fussell told the house supervisor not to do any-
thing until the tornado came closer to the hospital.

14. What was the status of Sumter Regional Hospital
after the tornado hit?

A. The hospital was not significantly damaged and
continued operating normally.

B. The hospital declared a Level 3 disaster and was
evacuated.

C. The hospital declared a Level 1 disaster but was
not evacuated.

D. The hospital attempted to evacuate patients but
was unable to do so.

15. Where did Sumter Regional Hospital set up a
temporary treatment center after the tornado
struck?

A. A local elementary school
B. A nearby fire station
C. A local church
D. A surgery center attached to the hospital

16. According to Patricia Iyer, MSN, RN, LNCC, what
will be the effect on health care workers from the
homicide ruling related to an emergency depart-
ment (ED) death in Waukegan, IL?

A. There will be no effect because there were no
criminal charges.

B. The case will encourage health care workers to
speak more freely about adverse events.

C. The case will have a chilling effect on the recruit-
ment of nurses and physicians for ED work, and it
will discourage staff from speaking freely for fear
of drawing fire.

D. The effect will vary depending on the age of the
health care worker.

Answers: 13. A; 14. B; 15. C; 16. C.
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News: After weeks of neck pains, a woman
finally went to the emergency department (ED)
and was diagnosed by an on-call radiologist as
suffering from congenital fusion. Although nause-
ated, the woman was discharged and sent home
to bed. The next morning, she woke up paralyzed.
She went to another hospital, where she learned
that her neck was broken. The woman brought
suit against the hospital, ED physician, and radi-
ologist. The trial court dismissed the case against
the hospital, found the radiologist negligent, and
determined that the ED physician was without
fault. On appeal, the radiologist was found to be
the ostensible agent of the hospital, meaning the
hospital could be found liable for his actions. 

Background: Following a couple of weeks of
pain and stiffness after hearing something pop in
her neck, a woman went to the ED. She had been
taking aspirin to control the pain, but she became
more concerned after awaking to find that the pain
was more severe and her head was twisted to one
side. 

An ED physician examined her and prescribed
hydrocodone and aspirin for the pain and a tran-
quilizer to relax the muscles. The doctor also
ordered X-rays, at least one of which was sent for
review by the on-call radiologist. The radiologist
reported that he saw a congenital fusion but noth-
ing else. The ED physician told the patient that she
had a twisted neck, but that she was otherwise

alright. The doctor subsequently discharged the
woman from the hospital.

When a nurse attempted to escort the patient out
of the hospital, she became extremely nauseated
from the medication. The woman vomited several
times before leaving the hospital. Ultimately, the
woman’s family had to lift her head out of the toi-
let and put her in a wheelchair so that she could
leave the hospital. The family then had to lift the
woman into the car because she was unable to get
in herself.

Upon returning home, the woman fell asleep.
When she awoke the next morning, she felt the
pain in her neck and felt numb throughout her
body. She was unable to move her arms or legs.
An ambulance took her to another hospital,
where the medical staff determined that the
woman had a broken neck and was paralyzed. 

The woman sued the hospital, ED doctor, and
his medical group, and the radiologist and his
medical group. Both the medical groups were
under contract with the hospital to provide ED
and radiology services, respectively. The trial
court granted a nonsuit for the hospital in which
it found that the hospital could not be vicariously
liable for any negligence committed by the radi-
ologist because the radiologist was an indepen-
dent contractor, not an agent, of the hospital.
Subsequently, the jury found that the radiologist
and his group were negligent, but it determined
that the ED physician and his group were not.
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Unless told otherwise, patients can assume 
that physicians work for the hospital

By Blake J. Delaney, Esq.
Buchanan Ingersoll & Rooney PC

Tampa, FL



The plaintiff appealed the trial court’s nonsuit
for the hospital decision and her legal representa-
tives argued that she had put forth sufficient
evidence to find that the radiologist was the osten-
sible agent of the hospital. An ostensible agent can
bind a principal even though actual authority is
lacking, if the principal causes, either intentionally
or through lack of due care, a third party to believe
that the ostensible agent is
acting on behalf of the prin-
cipal. The plaintiff’s repre-
sentatives argued that the
hospital had led her to
believe that the radiologist
was the hospital’s agent such
that the jury could have
found the hospital vicari-
ously liable for the radiologist’s negligence.

The hospital’s legal representatives responded
that no reasonable jury could find that the radiolo-
gist was an agent, whether actual or ostensible, of
the hospital. The hospital representatives pointed
out that the woman never even knew of the radiol-
ogist’s involvement in her case, as the woman
dealt solely with the ED physician and never com-
municated with the radiologist. The hospital also
contended that the radiologist was scheduled to be
at the hospital by his medical group employer, not
by the hospital. Finally, the hospital argued that
the woman could not have relied on the hospital’s
reputation for service because the woman merely
selected the hospital that happened to be closest to
her home.

Reversing the trial court’s decision, the appellate
court found that the radiologist was an ostensible
agent of the hospital. It did not matter that the
woman never knew of the radiologist’s involve-
ment in her case because emergency patients can-
not be expected to inquire as to whether treating
physicians are independent contractors or agents,
nor can patients be expected to inquire into the
employment status of physicians they never meet.
Also irrelevant was the fact that the radiologist 
was scheduled to be at the hospital by his medical
group employer rather than by the hospital unless
the woman had some reason to know about the
hospital’s arrangements with the radiologist’s
employer. Finally, the court disagreed that the
woman’s reliance on the hospital’s reputation was
important; instead, the issue should be whether the
patient relied on the hospital’s representation that
the negligent radiologist was its agent.

As a general rule, the court stated, hospitals 
are deemed to have held themselves out as the

provider of services unless they have given the
patient notice to the contrary. The court of appeal
concluded that without evidence that the plaintiff
should have known that the radiologist was not an
agent of the hospital, the plaintiff had alleged suffi-
cient evidence to get to the jury merely by claiming
that she sought treatment at the hospital.

What this means to you:
The issue raised in this fac-
tual scenario is of vital
importance to all hospitals
and health care facilities
where independent contrac-
tors provide patients with
medical treatment. 

“Who wouldn’t think that 
a physician providing treatment within the four
walls of a hospital isn’t working for the hospital?”
asks Ellen L. Barton, JD, CPCU, a risk manage-
ment consultant in Phoenix, MD. Because this con-
clusion is entirely reasonable, Barton thinks that
the hospital has the burden to inform patients of
various relationships in a manner and at a time
that is meaningful and can be clearly understood.

Barton suggests that hospitals should take sev-
eral steps to reduce their risk of vicarious liability.
First, signs should be posted in key areas of the
Emergency Department — Registration, Triage, 
and Treatment Rooms — indicating that “Physician
Services are provided by [name of physician group]
and [radiology group] and will be billed sepa-
rately.” Second, the hospital should revise all
Admission for Treatment and Consent to Treatment
forms to include a statement in bolded or large-
sized or color font indicating that physicians are not
employees or agents of the hospital. Third, the hos-
pital should forbid physicians from wearing lab
coats or ID badges that have the name of the hospi-
tal embroidered or stamped on them. As Barton
notes, “It is a common practice for hospitals either
as a matter of courtesy or PR to give physicians lab
coats with the name of the facility embroidered
above the physician’s name. Would anyone wonder
why a patient would perceive that the physician
was a hospital employee?” And fourth, the facility
should require physicians to introduce themselves
to patients as independent contractors. For exam-
ple, Barton suggests, a physician could say, “Hello,
I’m Dr. Hugo Smith, I work for [name of physician
firm], and we provide physician services for City
Hospital.”

In this case, the hospital’s arguments in opposi-
tion to vicarious liability ring hollow because they

2 Supplement to HEALTHCARE RISK MANAGEMENT ® / April 2007

The issue raised in this factual scenario

is of vital importance to all hospitals 

and health care facilities where

independent contractors provide

patients with medical treatment.



miss the point about what a third party must be led
to believe in order for vicarious liability to attach.
Although this case appears to be one of clear liabil-
ity, it also appears that the wrong party was held
responsible. Barton points to this fact as emphasiz-
ing the need for hospitals to be pro-active in their
notices to patients.

Reference

• California Court of Appeals, Case No. E028795. ■

Failure to monitor leads 
to $1.4 million verdict

News: An elderly man presenting at the emer-
gency department (ED) with pain in his abdomen,
chest, and back was determined to be at risk for suf-
fering from a heart attack. Consequently, doctors
placed the man on heparin, a blood-thinning medi-
cation, and transferred him to another hospital
where specialists could care for him. Although car-
diac tests ultimately showed that the man’s pain
was not being caused by a cardiac condition but
was rather the probable result of a gastrointestinal
condition, the man was kept on heparin for the next
two days. The man’s condition deteriorated due to
the excessive administration of heparin, and he ulti-
mately died from a retroperitoneal hemorrhage.
The man’s estate sued the primary physician for
negligently monitoring the heparin administration,
and a jury awarded a verdict for the plaintiff of $1.4
million.

Background: An 82-year-old man presented at
the ED complaining of upper abdominal pain,
lower chest pain, and back pain. Recognizing the
patient’s history of aortic stenosis, hypertension,
carotid artery disease, and peripheral vascular dis-
ease, doctors placed the man on heparin, which
often is administered to a patient suffering a heart
attack. The patient then was transferred to a second
hospital, where he was diagnosed as possibly suf-
fering from two cardiac conditions and two gas-
trointestinal conditions. To rule out a cardiac
condition, the heart and lung physician-specialists
ordered a complete cardiac work-up, during which
heparin was administered for the entire time.

Because the cardiac work-up did not reveal any
acute cardiac conditions, doctors sent the man for
an endoscopic retrograde cholangiopancreatogra-
phy (ERCP) to check for the possibility of bile duct
stones. Although nurses ceased administering

heparin during the ERCP, the medicine was
restarted soon thereafter. To determine how the
heparin was affecting the man’s blood-clotting abil-
ity, doctors performed a test known as a partial
thromboplastin time. The results — a score of 110
approximately eight hours after the ERCP test and a
score in excess of 150 the next day — concerned
doctors such that they reduced the heparin infusion
rate, although they did not discontinue it altogether.

Over the next nine days, the man’s condition
deteriorated. Ultimately, he was rushed to
surgery, where a surgeon discovered a large
retroperitoneal hemorrhage, which is severe
internal bleeding within the man’s abdominal
cavity. The hemorrhage eventually led to organ
failure and respiratory arrest, and the man died
11 days after his initial admission to the hospital.

The man’s estate sued the primary physician
and his practice group for failing to properly mon-
itor the decedent’s heparin regimen. The plaintiff
claimed that because the man’s cardiac tests con-
firmed that he was not experiencing a heart-
related ailment, the primary physician should
have discontinued the heparin regimen. The plain-
tiff pointed to the Physician’s Desk Reference, which
indicated that hemorrhages are a known side
effect of heparin intake. The man’s estate further
claimed that the physician was inattentive by fail-
ing to discover the condition even though the
man’s internal bleeding had started by the time
the doctor performed his second examination.
Had the doctor ordered that the heparin be discon-
tinued during the physician’s initial examination
the day before, the plaintiff maintained, the bleed-
ing would have been prevented.

Although the primary physician acknowl-
edged that the tests confirmed no cardiac cause
for his patient’s pain — thus potentially eliminat-
ing the need to continue administering heparin
— he argued that cardiac problems still were a
lingering possibility, given the man’s history of
heart-valve disorders and carotid-artery stenosis.
The doctor also contended that he monitored the
patient as closely as possible, but that it is impos-
sible to attend to all patients, all the time. Finally,
the physician attempted to deflect blame for the
excessive administration of heparin by claiming
that the medication was restarted by the gas-
troenterologist, who did not notify the primary
physician that the heparin was being restarted
following the ERCP.

At trial, the man’s estate sought recovery of
damages for the decedent’s wrongful death and his
pre-death pain and suffering. The jury was asked to
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award more than $3 million. Although the physi-
cian did not contest the decedent’s injuries, he con-
tended that the damages claimed were excessive.
After a trial, the jury returned a verdict in favor of
the decedent’s estate for $1,439,824.

What this means to you: “This case highlights
the critical importance of safely prescribing, admin-
istering, and monitoring blood-thinning medica-
tion,” says Cheryl Whiteman, RN, MSN, HCRM,
clinical risk manager for Baycare Health System in
Clearwater, FL. This precise issue, in fact, has been
the subject of several recent national alerts. The ini-
tial issue of the 12th volume of the Institute for Safe
Medication Practices’ ISMP Medication Safety Alert!,
for example, begins with a high-alert medication
feature on anticoagulation therapy. The feature dis-
cusses high-risk medications used to thin blood,
such as heparin, and calls attention to the similarly
focused proposed National Patient Safety Goal for
2008 issued by The Joint Commission. The Institute
for Healthcare Improvement also has targeted these
drugs in its “Five Million Lives Campaign.” The
message from all of these initiatives is to emphasize
that a patient on anticoagulants should be carefully
monitored throughout blood testing to maintain a
therapeutic, but safe, range.

Whiteman suggests that the risk manager in
this case would have done well to follow the
treatment of the patient receiving the anticoagu-
lant throughout his hospitalization and look for
opportunities to improve care. In this case, the
first issue likely to be addressed through the peer
review process would be whether the patient was
an appropriate candidate for heparin therapy and
whether the therapy should have been altered
during his diagnostic work-up. A reviewing com-
mittee also would look at the propriety of restart-
ing the heparin following the ERCP. Whiteman
questions whether the gastroenterologist was the
appropriate physician to resume that order and
whether the gastroenterologist was following the
patient and his lab results.

Some facilities have been known to solve this
issue by engaging pharmacists to monitor lab
results. “This practice ensures that these tests are
carefully followed and that medication dosage is
adjusted to maintain safe therapeutic levels,”
says Whiteman. In addition, nurses should be
cognizant of the patient’s most recent anticoagu-
lation studies prior to administering an anticoag-
ulant or when assuming care for a patient on a
continuous heparin infusion. And labs should
monitor whether a patient’s anticoagulation level

reaches a dangerous level. In all cases, then, “val-
ues outside of the expected therapeutic range
should be immediately reported to the physi-
cian,” says Whiteman.

In this case, the two physicians should have
collaborated in developing a plan of care for the
patient, including the use and monitoring of a
high-risk anticoagulant. This case reveals multi-
ple opportunities for process improvement, edu-
cation to care providers, and, as is seen in many
factual scenarios leading to provider liability,
communication,” concludes Whiteman.
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