
Patient comes back to ED in scrubs 
and works an entire shift as a temp
She claimed she had lost ID badge — staff took her word 

At 9 p.m. on March 5, a woman who had been a patient in the ED at St.
Joseph’s Hospital in Tampa, FL, returned there in scrubs and claimed to
be a temporary worker. Although she had no ID badge, staff accepted her

story that she had lost it. She was allowed to enter the ED and worked for 10
hours as a patient care technician. 

Apparently, her familiarity with ED lingo and the layout of the department
helped convince the staff she was whom she claimed to be. However, it soon
became apparent that she couldn’t take temperatures or read blood pressure. She
was told to shadow another worker, but she completed her shift. The next day she
returned, and asked to be readmitted to the ED — as a patient.

“This is bizarre on a lot of levels,” says Gregory Henry, MD, FACEP, risk
management consultant for Emergency Physicians Medical Group in Ann Arbor,
MI. While no patients appeared to have been harmed, Henry says they certainly
could have been. Also, “she might have slowed down the process,” he notes. “If
you have to get something done in two minutes and they fail to call in the right
personnel, then that’s a problem.”

In addition, Henry says, the door was wide open to potential violations of the
Health Insurance Portability and Accountability Act (HIPAA). “This was ethical
and moral deception,” Henry says. “Even if staff did not release [confidential

NOW AVAILABLE ON-LINE! www.ahcmedia.com/online.html
For more information, call toll-free (800) 688-2421.

MAY 2007
VOL. 19, NO. 5  •  (pages 49-60)

IN THIS ISSUE
■ Rapid response teams: EDs
can play an important role . . . 51

■ Take it one step at a time when
implementing new EDIS . . . . . 52

■ Diversion a problem?
Not in this city! . . . . . . . . . . . . 54

■ What surveyors want to see for
reporting of critical lab values . . 55

■ Joint Commission offers
strategies for language and
cultural issues . . . . . . . . . . . . . 56

■ Malpractice database available
to public . . . . . . . . . . . . . . . . . 57

■ How will a pandemic affect
your community? CDC report
offers answers . . . . . . . . . . . . 57

■ New act would increase the
availability of trauma care across
the U.S.. . . . . . . . . . . . . . . . . . 58

■ Enclosed in this issue:
— ED Accreditation Update

Financial Disclosure:
Author Steve Lewis, 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. Diana S. Contino, Nurse Planner,
discloses that she performs consulting for
hospitals.

A former patient in a Tampa, FL, ED, returned to the department in scrubs, claimed to
be a temp, and was allowed to work despite not having any ID. To avoid similar prob-
lems, your ED should have a well-defined set of rules for people who report for work
without an ID and/or do not demonstrate the requisite skills to treat patients.
• “No badge, no work” is a good rule, unless the person is well known to you.
• All ED staff, including physicians and ancillary workers, should be prepared to pro-

duce photo ID immediately upon request.
• If staff cannot reach you, they should be encouraged to report interlopers to security

or local police, as they are guilty of trespassing.

Executive Summary



patient] information or she did not pose a clear and
present [patient safety] threat, patients in the ED have
a right to expect that their problems and lives, which
are personal, will be handled as such.”

Grena Porto, RN, MS, ARM, CPHRM, senior vice
president with Marsh, a risk and insurance services
firm based in Philadelphia, put it even more succinctly:

“This incident makes you think of a Marx Brothers
movie,” she says.

‘No badge, no work’

In an ideal situation, Henry says, this phony temp
would never have begun her shift. “At that moment in
time [when she claimed to have lost her ID], the policy
should have been no badge, no work,” he asserts. “Or
at the very least, they would have to get some form of
temporary ID from the manager, who could first check
to records to see if you were who you claimed to be.”

Incidentally, he adds, this policy alone is insuffi-
cient because “no one looks at badges.” Henry tells the
story of a medical school colleague who pasted in a
picture of Mickey Mouse on his ID badge and was
never caught in four years. “What’s more, someone
could steal a badge,” he notes.

Perhaps the more important question to answer is
“Who is this person, and what is their training?” he
says. If someone is there for their first day of work, he
notes, they should go through orientation. As an ED
manager, “you ought to know who your team is,” he
says. “Where I work, we know everybody — even the
cleaning people.”

Port adds, “First of all, if you don’t know someone,
you can’t just say, ‘Oh well, you lost your badge —
especially in the ED, where you have a lot of people
coming and going.”

It’s not unusual for a legitimate member of the staff
to show up and not be known to the staff — especially
in a large hospital, she says. “But having said all of
that, you still have to have some process,” Porto says.
“We have to be able to verify who you are, or send you
home.”

Photo identification is best, she says, because
anyone can simply give the name of an employee.
“Anyone who shows up and does not have valid ID
should be deemed not ready for work,” says Porto.

That rule, she continues, may have a few excep-
tions. “If one of my nurses I know on sight does not
have their ID, and I am a nurse manager and need
nurses, they might not go home,” she concedes. 

Acting on suspicions

In Porto’s opinion, when it was clear she couldn’t
perform basic tasks, the other employees should have
told their supervisor, but the decision to have them
shadow other workers was useful, she says. “It was an
appropriate step in terms of removing them from cir-
cumstances in which they could hurt anyone; and at
that time of night, there may not have been a lot of
offices open where they could call someone.”
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Once that shift was completed, “I think I certainly
would have gotten in touch with the manager,” she
says. “I would also pass the information on to the day
shift, so that she would not be assigned again.”

But Henry maintains that the staff should have rec-
ognized that the worker was an impersonator. When
the phony temp had trouble performing basic services,
he says, “Didn’t that ring a little bell? If you can’t take
a blood pressure or a temperature, what are you doing
there?”

If you do discover someone like this working in your
ED, he continues, you have to take definitive action —
for example, notify the authorities. “Have them escorted
out by security,” he suggests. In fact, he says, calling the
local police is not a bad idea, either. “After all, they’re
trespassing,” he explains. “No one is invited to just wan-
der through the bowels of the hospital.”

For Henry, having this individual shadow other
workers makes no sense. “I might have said to my
supervisor, ‘There’s a training problem here,’” he says.

In addition, he says, when an impostor is discov-
ered, “I would go back and check every patient they
have seen, to make sure that something ‘funky’ hasn’t
been done.” If a problem is discovered, he says, “Take
care of it now. If a patient is mad, talk to them; if that
person put in a Foley catheter, be sure the patient does
not have torn urethra, and so on.”

No exceptions, please

The issue of someone masquerading as a hospital
employee is not unusual, which makes it even more
important for ED managers to have strong policies in
place, notes Porto. “The biggest problem is doctors,
who often do not have photo IDs,” she notes. “They
may walk in and start reading a patient’s chart, but no
one will question them because they often are afraid to.”

How do you overcome this problem? “All attendings
ought to have photo ID, and that ID should be renewed

when they renew their privileges and presented on
demand,” Porto says. “In fact, whether you are a doctor,
a parking lot attendant, or a nurse on the floor, you
should be prepared to do that.”

Above all, experts agree, you should go the ‘extra
mile’ once you sense something is amiss. “I actually
think the staff acted in a reasonably appropriate man-
ner — except for that initial decision to let the temp
in,” says Porto. “They were somewhat alert to the fact
that there was something a little strange going on.”

As for St. Joseph’s, the administrators are conducting
their own investigation, strengthening badge enforce-
ment, and educating staff about how to deal with unfa-
miliar colleagues, according to local press reports.1

Reference

1. Patient revisits St. Joseph’s — as a bogus ER worker. St.
Petersburg Times, March 8, 2007. ■

EDs can play major role 
in rapid response teams
Hospitals look to their EDs to fill staffing needs 

When you learn that a hospital has a rapid
response team (RRT), your initial assumption

might be that it is being staffed and managed by the
ICU, and in many cases you’d be right. But in a grow-
ing number of facilities, particularly smaller commu-
nity hospitals, that role is being filled by the ED.

“The hospitals that I have talked with who utilize
this model do so for several reasons: Either the lack 
of an ICU unit, [insufficient] staffing, or for physician
coverage of the rapid response team,” notes Kathy D.
Duncan, RN, expert faculty for RRTs at the Institute
for Healthcare Improvement (IHI) in Boston.

Duncan says this model, while used mostly in smaller
hospitals, is not restricted to facilities that lack ICUs.
“Sometimes they do have an ICU, but if it usually has
only one or two patients, the nurses are cross-trained to
be both ICU and ED nurses,” she notes. By being cross
trained, they can alternate assignments from shift to shift,
depending on need, she says. Also, no matter which unit
is handling the RRT, a nurse in the other unit still might
carry a beeper and serve as a backup.

Duncan adds that sometimes these nurses are cross-
trained by the ED, while in other facilities the ED staff
are the RRT. “Staffing often comes from that unit
because they are there 24/7,” Duncan explains.

In addition, if a physician is needed by the RRT,
“The only guy in the building is often the ED doc,”
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For more information on improving security in the ED,
contact:
• Gregory Henry, MD, FACEP, Risk Management

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.

• Grena Porto, RN, MS, ARM, CPHRM, Senior Vice
President, Marsh, Two Logan Square, Philadelphia, PA
19103. Phone: (215) 246-1144.
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notes Duncan. “Most facilities will have a triage situa-
tion where the nurse and respiratory therapist will do
the initial assessment, and if things look bad, they’ll
call the ED doc.”

In facilities like these, she continues, the RRT may
not be called that often — perhaps three or four times
a month, she suggests — “but it’s important to have
someone available.”

Large facilities different

In larger hospitals, says Duncan, the ED will not
have nearly as much interface with the RRT. “I have
heard from some folks in one Cincinnati facility that if
the ED is holding patients for a longer period of time,
and these are essentially med/surg patients waiting on
a bed, there is some magic point in time — perhaps
after two to four hours — after which they may call
the Rapid Response Team if the patient is deteriorating
or if you need an extra set of hands.”

In a smaller facility, the benefits to the ED can be
greater: The RRT may respond to help care for arrivals
of boluses of patients; take care of unusually sick
patients or ones that otherwise would tie up the ED
nurses; and keep the ED staffs from having to respond
to more codes on the floors.

The trade-off, however, is that the ED manager
must be more knowledgeable about RRTs, says
Duncan. “The manager needs to know all there is to
know if they are providing coverage,” she notes. “For
example, in one small hospital in Cleveland, the ED
manager and the ICU manager take turns on the RRT.”

Someone who definitely needs to know “all there is
to know” is Patti Massmann, RN, director of nursing
at Granite Falls (MN) Hospital, a small rural, critical
access facility. Massmann oversees the RRT at Granite

Falls, which ‘went live’ in July 2006. While the team
is run through emergency services, there is no ED
manager other than Massmann.

The structure was determined by the hospital’s criti-
cal care team, she explains. “We had discussions regard-
ing the framework of rapid response teams, looked at
other facilities, reviewed IHI’s recommendations [for
setting up an RRT], and then made a model that made
sense for us,” Massman says. (For more on the IHI’s
recommendations, see resource box, left.)

Since Granite Falls has an ambulance service, says
Massmann, “it made sense to use EMS staff since they
are on call 24/7,” she says. Half of the paramedics are
also RNs and function as such within the hospital, she
says. The rest of the team consists of the bedside nurse
and physician.

Anybody can make a call for the team, which
comes through on the pagers that all team members
carry, Massmann says. “The first criterion [for a call]
is that you are worried — that something’s just not
right with the patient,” she explains.

The primary benefit to the hospital is getting extra
hands to the bedside fast when a patient is in critical
condition, Massmann says. As for the ED, “It has
absolutely eased the burden,” she notes.

In the past, says Massmann, these patients might
have been put on the med/surg floor on in a monitored
unit. “All of that is time-consuming,” she says. “Now,
we can get all the players to the bedside and, hope-
fully, keep the patient in the room and not have to
move them to a higher level of care.” ■

Incremental approach 
is best with a new EDIS 
Staff need time to be comfortable with applications 

An Emergency Department Information System
(EDIS) often is referred to as a “suite” because it 

is an integrated software system, with multiple applica-
tions designed to work in concert with each other. Given
that design, an ED manager might well be inclined to
purchase and implement such a suite in one fell swoop.

But that’s not the best way to go, advises Donna
Biscamp, RN, the process improvement nurse for the
ED at Memorial Hermann Baptist Beaumont Hospital
in Beaumont, TX. Her ED, which uses an EDIS from
Addison, TX-based MEDHOST, introduced its first
applications in 2003 and still is adding modules
incrementally.

“We went live in the summer of 2003 with tracking
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For more information on Rapid Response Teams,
contact:
• Kathy D. Duncan, RN, Expert Faculty for Rapid

Response Teams, Institute for Healthcare Improvement,
Marion, AR. Phone: (870) 739-3193.

• Patti Massmann, RN, Director of Nursing, Granite
Falls Hospital, 345 10th Ave., Granite Falls, MN
56241. Phone: (320) 564-6211.

For more information on how to set up a Rapid
Response Team, go to www.ihi.org. In the search box,
type: “Rapid Response Teams.” Then, scroll down to
“Establish a Rapid Response Team.”
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and discharge instructions,” Biscamp recalls. “In
September the nurses were inserviced on nursing doc-
umentation, and that was implemented in October.”

However, it wasn’t until 2005 that an interface was
introduced that allowed lab work to “cross over” into
the computer system, says Victor Ho, MD, FACEP,
FAAEM, the medical director of the ED. “Then, in
March 2006 the physicians added physician documen-
tation and order entry applications,” Ho says.

They’ve also just started ED level charges — nurs-
ing documentation that determines the patient’s bill,
says Biscamp. “What is left in that area is procedure
charges,” she says. The next step, she says, will be
coding. “Everything will be done electronically, based
on the documentation,” she explains. All of that infor-
mation will then be automated into the patient’s bill.
“Right now we have somebody sit behind a screen and
manually enter the charges,” notes Biscamp, who said
at press time the goal is to have this latest process
ready to go in a week or two. 

One step at a time

What is the rationale for this step-by-step approach? 
“The ED works best when it is able to get one

aspect working very well, and the nurses are comfort-
able with it, before moving on to another aspect,”
explains Biscamp, noting that she and MEDHOST
provide separate training for each application.

How does Biscamp know when the nurses are com-
fortable with a new application? “I do a tremendous
amount of training, and then I monitor their documen-
tation,” she says. “If we see an area where they need
improvement, we step up to the plate right then.”

Once the department goes live with an application,
she explains, both she and Ho can watch on their com-
puter screen and see how well the staff is using it. “I can
see when they are not documenting what they should

be,” she explains. “I talk to them to see what is wrong.”
The nurses often come to Biscamp to explain why

they are not comfortable, and what they do not like
about the system. Sometimes, they simply have to
improve their performance, but often the system can
be adapted to better suit their needs. “For example, if
they feel certain meds need to be added, or the phras-
ing of sentences makes them uncomfortable, we can
adjust that,” she says.

Ho adds that he and Biscamp, as the “most efficient
[EDIS] users,” also can help staff make better use of the
system. “We hopefully can see with our [quality] audits
when people are going too slowly, and we ask them to
tell us what they are doing,” he explains. “Sometimes we
can show them how to do a process in one step instead
of five.”

‘Strange animals’

Doctors, says Ho, are more of a challenge than
nurses. “The doctors are strange animals; they’re crea-
tures of habit and do not like to change,” he says. When
the department was about to switch over to physician
documentation, Ho visited other hospitals that already
were using the system and learned that the key was
preparation. 

“You really have to pound it into their heads, because
a lot of them have big egos,” he says. “We had multiple
sessions for doctors to learn.”

Ho offered to provide one-one-one tutorials, in addi-
tion to the four sessions provided by MEDHOST. Still,
he did not have much success getting people to show
up for the tutorials. “When we went live, you should
have heard what came out of people’s mouths,” he says. 

As with the nurses, he was able to respond to some
of the negative input and adjust the system to make the
doctors more comfortable. Eventually, he says, the
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Be aware of how your staff are taking to a new Emergency
Department Information System, and be prepared to be
proactive in terms of spotting problems and addressing
them to ensure the entire staff is comfortable.
• Make sure staff receive adequate training. Provide

them with several sessions if necessary.
• Once a new phase has been implemented, monitor

staff performance with computer screen audits.
• Doctors often require more time and patience than

nurses, but make sure that rejection of the system is
not an option.

Executive Summary

For more information on how to implement an Emergency
Department Information System (EDIS), contact:
• Donna Biscamp, RN, Process Improvement Nurse,

Victor Ho, MD, FACEP, FAAEM, Medical Director,
Emergency Department, Memorial Hermann Baptist
Beaumont, 3080 College St., Beaumont, TX 77701.
Phone: (409) 212-5000.

For more information on the MEDHOST EDIS, contact:
• MEDHOST, 5055 Keller Springs Road, Suite 400,

Addison, TX 75001. Phone: (972) 560-3100. Fax: (972)
560-3939. E-mail: medhostinfo@medhost.com.
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system caught on. “Unfortunately, two physicians had
to leave,” he recalls. “You really need to know how to
type to use this system, and one doctor was near retire-
ment and refused to learn.”

The department has hired some new, computer-
savvy doctors, who realize this gives them a better
chart” says Ho. The rest of the staff, he adds, “have
learned to embrace the system.” ■

Cooperation, expansion 
keep diversion rate low
City cuts overcrowding, beats national averages 

“Overcrowding? What overcrowding?”
That could well be the slogan of EDs in Fort

Wayne, IN, where diversion rates in its five hospitals
are consistently below national averages. The last time
Lutheran Hospital had to divert patients was February
2006, and Parkview Hospital and Parkview North had
only two instances in the past 18 months when patients
were diverted — and then for only an hour or so.

These impressive statistics have been made possible
by a number of factors, including a significant expan-
sion at Lutheran, and use of a single ambulance
provider. But perhaps above all, it is the communica-
tion and cooperation between the community’s EDs
that has helped keep things flowing smoothly.

When Lutheran Hospital goes on diversion, admin-
istrators let Parkview know, says Joe Dorko, chief
operating officer for Lutheran. “Even before they go
on, they tell us they are at capacity and probably will

go on diversion in an hour or so,” he says.
This effective communication is due to the fact that the

systems now share the same diversion policy, first devel-
oped by Parkview Hospital. When volumes were growing
from 55,000 annually in 1995 to 82,000 in 2000, they
developed a Code Purple, recalls Deb Richey, MPA,
director of emergency services at Parkview. “That means
the ED is at capacity, and it’s a signal that goes to the
house and allows us to partner with our critical care and
meds/surg units,” Richey says. 

When either Parkview hospital (the second facility is
Parkview North) goes on Code Purple, the ED calls the
other hospitals in the community and establishes what
their status is — i.e., whether they are full or have capac-
ity. “If we do get to the point where we are unable to take
more critical patients in, we can triage those patients to
Lutheran or St. Joseph’s,” Richey explains. “If they didn’t
have the capacity either, our executive decision would be
to go to Code Orange, not diversion.”

Shortly after Parkview adapted that policy, says
Richey, Lutheran was at capacity “and we shared our
policy with them, and they adopted it.”

A ‘great system’

Dorko and Richey agree the community’s single
ambulance provider makes a big difference as well.
“It’s a great system,” Dorko says. “We have great com-
munication with pre-hospital care.”

They have a public utility model ambulance service,
The Three Rivers Ambulance Authority, which is in
charge of all EMS service provided within the county,
adds Richey. American Medical Response is the con-
tracted provider and provides the bulk of the trans-
portation, she says. “It’s easier for us to communicate
because there aren’t multiple providers — everything
is patched through a central system,” she explains.
“Since EMS is provided by that one organization, they
are able to strategically place ambulances and meet
our needs during peak demand times.”

Most diversions that do arise involve dealing with
patients who may be coming from a nursing home,
says Dorko. “Our local ordinances say the ambulance
must take critical care cases to the closest ED,” he says. 

The shared diversion procedures also have served
the city well when working with the ambulance sys-
tem, Richey adds. “We fax a copy of our [code] infor-
mation to the ambulance authority when we go on and
off diversion,” she says.

This keeps ambulances from having to go to one
hospital and then to another, Richey explains. “I’m
going to say we had fewer than 10 hours of diversion
between both organizations in the last year,” she says.

Both systems have added bed capacity, which also
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Having the same diversion policy as neighboring facilities
will enhance communications during stressful periods
and minimize the likelihood that more than one ED will
go on diversion at the same time.
• Establish a Code Purple to indicate that your ED is at

capacity and requires cooperation from other hospital
departments.

• Share this information with other facilities, to determine
which of them might have capacity to accommodate
additional patients slated for your ED.

• If no other facilities can accommodate your needs, go
on Code Orange (disaster alert) rather than on diver-
sion. This will activate your disaster plan and enable
you to call in extra staff.

Executive Summary



helps take the burden off the EDs. For example, both
systems opened new hospitals in recent years. In addi-
tion, Lutheran doubled the bed size of its ED (from 17
to 34) in 2003, and Parkview recently added six surgi-
cal intensive care beds and reopened four medical ICU
beds to relieve ED pressure.

In February 2006, Lutheran opened the 77-bed
Lutheran Musculoskeletal Center, which freed up bed
space in the ED. Prior to its opening, up to 30 beds in
the ED were being used for patient overflow.

The final piece of the puzzle is a series of five out-
patient centers, called RediMed, which the Lutheran
system runs in Fort Wayne. Level I and II cases are
handled in these facilities, which also help reduce the
volume in community EDs. 

“If you look at our conversion rate, something like
28% of our ED patients go on to be admitted, while
the national average is probably more like 16%,” says
Dorko. “How do we address that? We offer these alter-
natives to ensure we have sufficient capacity.”

Of course with the best of systems, diversions can-
not be entirely avoided, but Fort Wayne seems to be as
close to the ideal as a community could get. “There are
times when more than one facility has had to go on
diversion — but fortunately, never at the same time,”
says Dorko.  ■
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For more information on strategies to minimize diversion,
contact:
• Joe Dorko, Chief Operating Officer, Lutheran

Hospital, 7950 W. Jefferson Blvd., Fort Wayne, IN
46804. Phone: (260) 435-7001.

• Deb Richey, MPA, Director, Emergency Services,
Parkview Hospital, 2200 Randalia Ave., Fort Wayne, IN
46805. Phone: (260) 373-6040. E-mail: Deb.Richey@
parkview.com.
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Critical lab value reporting
more challenging in ED
Your process must be consistent

Failing to document that a critical lab value was
read back, if your ED’s policy requires this. Failing

to realize that there are long delays in reporting urgent
test results to ED physicians.

These are both common violations of The Joint
Commission’s requirements for reporting critical lab
values that involve emergency nurses. 

Because the ED receives a much higher volume of lab
values that are considered “critical” compared with other
hospital units, it’s particularly important that your pro-
cess is consistent, says Megan Sawchuk, MT (ASCP),
The Joint Commission’s associate director of standards
interpretation. “EDs are obviously more likely to have
critical values that require taking immediate action,” she
says. 

To comply with The Joint Commission’s require-
ments, ED nurses must verify critical test results given
to them by reading back the results and then confirming
the results with the person giving the information. Here
are problems surveyors have identified at some EDs:

• Confusion over the definition of a critical
result. “Understanding the difference between the 
two is something that people still struggle with,” says
Sawchuk. 

Critical results are any test results that require
immediate attention, including imaging studies, lab

tests, electrocardiograms, or other diagnostic tests. A
critical test is any test that is needed for the immedi-
ate care of the patient requiring rapid communication
of results, even if the result is not life-threatening, so
EDs usually will consider all “stats” as critical tests,
Sawchuk explains.

• Failure to measure the time interval from when
the nurse became aware of the result to the physi-
cian being informed. “Most often when there is a
reporting problem in an ED, it’s a failure in communi-
cation after the result is reported to the nurse,” says
Sawchuk. “Without measuring the interval between
the nurse and physician, you won’t know if you have 
a delay in that reporting process.”

It’s acceptable to perform a random audit of a per-
centage of charts, rather than auditing 100% of charts,
she adds. 

The Joint Commission requires timely reporting of all criti-
cal lab values and verification by having the person receiv-
ing the information read it back and confirm it. Because of
higher volumes of critical results, this requirement is more
challenging for EDs than other hospital units.
• Measure the time frame from the nurse becoming

aware of the result to the physician being informed.
• If your policy requires documentation of the read-back,

make sure it’s followed consistently.
• ED nurses can be taken out of the process by having

the lab communicate with the ED physician directly.
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• Failure to follow documentation requirements.
Although The Joint Commission doesn’t have a spe-
cific requirement for documentation of critical values,
many EDs fail to follow their own policies consis-
tently, says Sawchuk. 

“On the nursing side, documentation tends to be
inconsistent,” she says. The ED’s policy might use
“RB” as a code to indicate the read-back was done, but
nurses don’t always write that next to the critical value
even though they might have done it, she explains.

Below are the steps taken by ED nurses at
Champlain Valley Physicians Hospital Medical
Center in Plattsburgh, NY, says Ann Heywood, RN,
BSN, SANE, the ED’s clinical practice coordinator:

— Nurses assess all results received. Critical values
received by phone are read-back to the person report-
ing the results. 

— Nursing reviews the medical record for pertinent
information related to the critical result, such as previ-
ous lab results or medications. The patient is assessed
immediately for complications. 

— The ED nurse notifies the ED physician immedi-
ately of all critical values called into the department.
Nurses document the date and time the physician was
notified.

Process at one hospital

At Borgess Medical Center in Kalamazoo, MI, the
lab gives the critical value to the ED charge nurse. “That
value, and the name of the individual who received the
call, is sent to the ED,” says Ken Lanphear, RN, BSN,
an ED nurse. The charge nurse notifies the ED attending

physician, as well as the assigned nurse, Lanphear says.
“The system works well for our department,” he says. 

If the patient already was discharged, the charge nurse
fills out a form documenting the notification and action
taken, he says. “Otherwise, there aren’t any firm time-
lines for notifying the ED physician,” says Lanphear.
“The name of the person who took the call from the lab
is on the lab printout, as well as the time of the call.”

At Edward Hospital in Naperville, IL, ED nurses
were taken out of the process entirely. “The lab calls
the ED and usually speaks to the unit clerk, who in
turn forwards the call to the ED physician,” says Lisa
DiMarco, RN, BSN, MBA, CEN, administrative
director for emergency services. The physician then
documents the result in their dictation, DiMarco says. 

In the past, the lab would contact the ED, and a
nurse would take the result and inform the physician.
To improve the notification process, a hospitalwide
decision was made to document the finding in the
electronic medical record, says DiMarco. “So in the
ED, we decided not to involve nursing, but instead, to
have the lab contact the ED physician who then enters
the information into their dictation. It saves a step or
two,” she says.  ■

Joint Commission to
address diversity issues

Anew report from The Joint Commission recom-
mends targeted strategies to address language and

cultural issues that increasingly pose challenges to hospi-
tals seeking to deliver safe, effective care to an increas-
ingly diverse American population.

The recommendations in “Hospitals, Language, and
Culture: A Snapshot of the Nation, Compiled List of
Resources” result from a study of how 60 hospitals
across the country are providing health care to cultur-
ally and linguistically diverse patient populations. The
project examined the challenges of providing care and
services to populations that may not speak the same
language or share the same customs, how hospitals are
addressing these challenge, and promising practices
that can be used by hospitals across the country. 

The recommendations include establishing a central-
ized program to coordinate services relating to language
and culture as a part of the organization’s commitment to
quality. Other recommendations for hospital leadership
include a visible commitment to culturally and linguisti-
cally appropriate care and fostering internal discussions
among all disciplines about this issue. Additional
research is encouraged to understand what motivates
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For more information on reporting critical lab values in
the ED, contact:
• Lisa DiMarco, RN, BSN, MBA, CEN, Administrative

Director, Emergency Services, Edward Hospital, 801
S. Washington St., Naperville, IL 60450. Telephone:
(630) 527-3368. Fax: (630) 527-5012. E-mail:
ldimarco@edward.org.

• Ann Heywood, RN, BSN, SANE, Clinical Practice
Coordinator, Emergency Care Center, Champlain
Valley Physicians Hospital Medical Center, 75
Beekman St., Plattsburgh, NY 12901. Telephone:
(518) 562-7483. E-mail: aheywood@cvph.org.

• Ken Lanphear, RN, BSN, Emergency Department,
Borgess Medical Center, 1521 Gull Road, Kalamazoo,
MI 49048.Telephone: (269) 383-8232. E-mail: Ken
Lanphear@borgess.com.
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hospital leaders to embrace culturally and linguistically
appropriate care. 

With regard to patient safety, The Joint Commission
says hospitals should formalize their processes for
translating patient education materials, such as patient
rights and informed consent documents, into lan-
guages other than English and should use health care
interpreters and cultural brokers to facilitate communi-
cation and education. Other recommendations include
sensitizing caregivers and staff about the tendency to
make unwarranted assumptions about patients (stereo-
typing); greater discussion of issues related to culture
and language that can affect patient safety; expansion
of a Joint Commission National Patient Safety Goal to
specifically address diverse populations, particularly
those with language and communication barriers; and
use of adverse event data to examine language, race,
and ethnicity in patient safety.

The report is available at no cost at The Joint Com-
mission web site at www.jointcommission.org/NR/rdon
lyres/E64E5E89-5734-4D1D-BB4D-C4ACD4BF8BD
3/0/hlc_paper.pdf.  ■

Database of malpractice
records now available to all

HealthGrades, an independent health care ratings
company in Golden, CO, has compiled the first

national database of physician malpractice records avail-
able to the public. Free detailed information on medical
malpractice judgments, settlements, and arbitration
awards against physicians in 15 states is available online
at www.healthgrades.com as part of HealthGrades’ physi-
cian quality reports for consumers.

The database combines, for the first time, all available
public malpractice records. It also includes the amount
or range of payment and whether the resolution was a
judgment, settlement, or the result of arbitration. In the
HealthGrades data set, approximately 3% of physicians
have a malpractice settlement or judgment on their
record over the years 2001-2005. The true number is
likely higher as HealthGrades data are based on state
records, some of which contain thresholds for reporting
claims, the company reports.

Still room for improvement

Sarah Loughran, HealthGrades executive vice presi-
dent, notes that there still are challenges to improving
access to physician malpractice records. For example,
among the states that do report physician malpractice

data, there is wide variation in how much information is
provided and how long it stays on a physician’s record.
HealthGrades has added malpractice data for physicians
in the following states: California, Connecticut, Florida,
Idaho, Indiana, Massachusetts, Maryland, North Dakota,
New Jersey, New York, Oregon, Tennessee, Virginia,
Vermont, and West Virginia.  ■

Pandemic warnings 
could trigger closings
CDC, OSHA set categories for flu planning

Even a mild pandemic could result in school clos-
ings, cancellation of public gatherings, voluntary

quarantines, and absenteeism of employees who must
leave work to care for children or elderly relatives,
according to interim guidance on community mitiga-
tion released by the Centers for Disease Control and
Prevention.

A new Pandemic Severity Index, modeled after the
hurricane warning system but using a case fatality
ratio as its measure, will be used to designate what
interventions are needed. A Category 5 pandemic
would be similar to the devastating 1918 pandemic,
with a projection of more than 1.8 million deaths.

Categories 2 and 3, the mildest pandemics, could
trigger school closings and other interventions, based
on the characteristics of a pandemic within a specific
community, the guidance says. (Category 1 would be
similar to a more severe form of seasonal influenza
with fewer than 90,000 deaths.)

Meanwhile, the U.S. Occupational Safety and Health
Administration (OSHA) set risk categories for workers
and told health care workers what they already know:
They are at the highest risk for occupational exposure.

Cross-train 3 for each position

Employers should plan now to have respiratory pro-
tection for those high-risk workers and should cross-
train at least three people for each essential position to
maintain services during a pandemic, says Amanda
Edens, deputy director of OSHA’s directorate of stan-
dards and guidance.

“Employers may experience employee absences 
as well as interruptions in supplies,” Edens says. “We
recognize that a severe pandemic in our country could
have a devastating effect on our nation’s work force.”

OSHA’s guidance mirrors that of CDC, but gears
its information to employers with information on
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administrative, engineering, and work practice con-
trols that can help protect workers. “We recognize that
a severe pandemic in our country could have a devas-
tating effect on our nation’s work force,” OSHA
administrator Edwin J. Foulke Jr. said in a press
conference.

While school closings, “social distancing,” voluntary
quarantines and other “nonpharmaceutical interventions”
may be disruptive, they can slow a pandemic and lower
the peak number of cases, said CDC director Julie L.
Gerberding, MD, MPH. “This is an important goal
because it will help save lives and it will also decom-
press the burden a pandemic places on our hospitals,”
she said.

(Editor’s note: The CDC guidance on community
mitigation is available at www.pandemicflu.gov/plan/
community/commitigation.html. OSHA’s Guidance on
Preparing Workplaces for and Influenza Pandemic is
available at www.osha.gov/Publications/OSHA3327
pandemic.pdf.) ■

U.S. House passes 
Trauma Care Act of 2007

The U.S. House of Representatives has approved the
Trauma Care Systems Planning and Development Act

(H.R. 727), which, according to the American College of
Emergency Physicians (ACEP), will increase the avail-
ability of trauma care across the United States and thus
improve the survival rate for patients suffering from trau-
matic injuries. 

The Trauma Care Systems Planning and Development
Act, originally authorized in 1990 and funded from 1992
through 2005, received no funding in fiscal years 2006
and 2007. The new bill authorizes $12 million in funding
to be distributed through grants to all 50 states in fiscal
year 2008. 

“H.R. 727 promotes the development of appropriate
modern systems of trauma care through the sharing of
information among agencies and individuals, as well as
the collection and dissemination of trauma data among
states,” says Brian F. Keaton, MD, FACEP, president,
American College of Emergency Physicians. “In addi-
tion, it provides seed money to states — through fed-
eral grants — for the provision of emergency medical
services.”

H.R. 727 also emphasizes the need to integrate or cre-
ate trauma systems in rural areas, Keaton says, noting
that “the bill requires the secretary of Health and Human
Services to update the model plan for the designation of

trauma centers and triage, transfer, and transportation
policies that may be adopted for guidance by the state,
taking into account standards set forth by ACEP, the
American College of Surgeons, and the American
Academy of Pediatrics.” ■

You can expect delays 
in flu vaccine delivery
Slow pace of distribution is normal

If you were frustrated by the slow delivery of
influenza vaccine last fall, public health officials

have a message for you: Get used to it.
Gone are the days when hospitals received all their

vaccine in one shipment and began vaccinating in late
September. Flu vaccine manufacturers are making
more vaccine than ever before — but they release the
vaccine gradually, as it is ready. “There are capacity
issues about how many doses can be produced,” says
Greg Wallace, MD, MS, MPH, chief of the Vaccine
Supply and Assurance Branch at the Centers for
Disease Control and Prevention (CDC). “Even [a
delay of] two or three weeks can cause a lot of logisti-
cal nightmares.”

The CDC now is recommending that hospitals and
other providers begin vaccinating as soon as they get
vaccine, but continue their vaccinations through January.
About 130 million doses will likely be available for the
next flu season, according to manufacturer projections.
That is significantly more than the 100 million dis-
tributed in the past flu season.

‘A lot more complexities now’

The rapid growth in vaccine production creates
challenges for distribution, notes Wallace. “Even if
you go back as few as 10 years ago, it was a much
smaller system,” he says. “There are a lot more com-
plexities now.”

Many health care providers were upset last fall when
they had only partial delivery of their vaccine supply but
area retailers, such as Wal-Mart, were offering mass
vaccination campaigns. In fact, all vaccine purchasers
received a portion of their order, says Wallace. “By the
end of September, providers had 40% of what was out
there. They had their fair share,” he says.

Hospitals should schedule vaccination clinics in
October, but continue vaccination efforts through
November, December, and even January. “Use what
you have. There’s more coming,” Wallace says.  ■
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Guidance to address 
liability in emergencies 

The Health Resources and Services Administration
(HRSA) in Washington, DC, is accepting com-

ments through May 31 on draft guidance clarifying the
scope of medical liability coverage provided under the
Federal Torts Claims Act (FTCA) to federally sup-
ported health centers and their employees during
emergencies.

The guidance applies to more than 3,800 federally
supported community health centers, migrant health
centers, health care for the homeless centers, and pub-
lic housing primary care centers and their employees,
who are immune under the FTCA from medical liabil-
ity suits for actions within the scope of their project
and employment. The agency said it developed the
guidance in response to numerous requests to clarify
the scope of FTCA coverage during emergencies. 
To see the draft guidance, go to bphc.hrsa.gov/drafts
forcomment/ftcaemergency.htm.  ■

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.ahc
mediawhitepaper.com into your browser, and follow
the instructions.

Thank you again for subscribing.  ■
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■ Shorter waits, personal touch
improve patient satisfaction 

■ Stand-alone EDs in Virginia
are winners with patients 

■ Implementation of new 
G Codes may cause problems
in EDs

■ Report identifies best
practices to minimize diversions 

COMING IN FUTURE MONTHS

CE/CME questions
7. According to Grena Porto, RN, MS, ARM,

CPHRM, which of the following hospital workers
should carry photo ID and present it on demand?

A. Attending physicians
B. Nurses
C. Parking attendants
D. All of the above

8. According to Kathy D. Duncan, RN, when should
ED staff serve as part of a RRT in a facility that
has a separate ICU?

A. Never.
B. When the ICU typically only has one or two patients. 
C. When the ICU staff decide not to staff the RRT

themselves.
D. When the ICU has only one critical care nurse.

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. ■
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9. According to Donna Biscamp, RN, how do she
and the ED medical director determine whether
the ED nurses are comfortable using a new
Emergency Department Information System
(EDIS) program? 

A. They ask the unit heads.
B. They call the nurses in for a personal meeting

and ask them.
C. They audit their performance on a computer

screen.
D. They survey the patients.

10. According to Deb Richey, MPA, when her ED is
unable to take more critical patients, and they
cannot be triaged to neighboring facilities, the
next step is to: 

A. Go on diversion.
B. Call a disaster alert.
C. Contact other facilities in the region.
D. Try to handle the situation with existing staff.

11. According to proposed changes to the leadership
standard by The Joint Commission, which of the
following is considered a “key leadership compo-
nent” of the hospital?

A. The hospital governing body.
B. The department managers.
C. The organized medical staff.
D. All of the above

12. According to Ron Davis, MD, which of the follow-
ing is something you should not ask a patient?

A. Is everything clear?
B. What is your main problem?
C. What do you need to do?
D. Why is it important for you to do this?

CE/CME answers
7. D; 8. B; 9. C; 10. B; 11. D; 12. A.
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The Joint Commission has proposed revisions to its
leadership standard that reinforce its emphasis on

effective communication and conflict resolution between
and among what it calls the “key leadership components”
of a hospital: The ED manager and other department
managers, ED physicians, and other organized medical
staff, and the governing body. 

The new proposed standard, 2.50, includes the follow-
ing Elements of Performance: Criteria are used to assign
primary accountability for the decisions that are the col-
lective responsibility of the leadership components.
There is a process for making decisions when a leader-
ship component fails to fulfill its accountability. The pro-
cess is implemented when required by the situation.

In addition, the revised Element of Performance for
L.D. 2.40 reads as follows: Leadership components
implement a process to resolve conflicts in decision
making.

Conflict resolution, both between ED management
and other department managers, as well as within the
ED itself, is a leadership skill of growing importance,
experts agree.

“It sounds like the new concept they are trying to get
at is to add muscle in terms of leadership to make things
happen in the area of solving problems,” says Bruce
Janiak, MD, FACEP, FAAP, professor of emergency
medicine at the Medical College of Georgia, Augusta,
and former president of the American College of
Emergency Physicians (ACEP).

Nurses, doctors, administrators collaborate

The whole gist of solving problems in the ED is 
you have to solve them collaboratively, says Donna L.
Mason, RN, MS, CEN, nurse manager at Vanderbilt
University Medical Center Adult Emergency Services in
Nashville, TN, and current president of the Emergency
Nurses Association. “No ED has or ever will in the
future be able to make unilateral decisions,” Mason says.
“Nursing, physicians, and hospital administration have
to be collaborative and make decisions together.”

The issue of overcrowding helps illustrate the need
for conflict resolution skills, Janiak says. “For exam-
ple, you have patients who need to go to the ICU but
can’t because there are no beds,” he says. “The ICU
physicians have a ‘solution,’ which is that the ED staff
can manage the patients until a bed is available.”

That solution, however, is not acceptable to the ED,
says Janiak. “ED physicians will complain they are not
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Covering Compliance with Joint Commission Standards

Proposed leadership standard revisions 
emphasize resolution of conflicts among leaders
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Proposed revisions of Joint Commission leadership stan-
dards put the focus on conflict resolution.
Interdepartmental conflicts can best be resolved through
collaboration. To minimize conflict within the department,
engender a team atmosphere among the staff.
• When conflicts arise, assemble an interdisciplinary

team involving all affected departments, and seek a
solution together.

• If upper management is charged with resolving con-
flicts, employ your political skills to convince adminis-
tration, risk management, that ED-friendly solutions
are best for patient welfare.

• Eliminate hierarchical structure and a hostile atmo-
sphere between physicians and nurses to reduce likeli-
hood of personal conflicts.
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trained for long-term management of ICU-type patients,
and that the real solution is somewhere else in the hospi-
tal,” he says. 

Sometimes, Janiak says, the solution comes from
some person or entity who sits above the ED director,
such as the chief of staff or a senior physician execu-
tive vice president. 

The problem is that such individuals often are weak
decision makers, Janiak says. Because they often are
not emergency physicians, they may not be sympa-
thetic to the ED’s cause, he says. “They may not side
with anyone or make any decision,” he says. 

In the real world, he continues, the ED manager
“has to be quite a politician.” The clever ED manager
will contact a combination of the executive committee
and risk management, Janiak suggests. “They should
pose the issue at hand in the following manner: ‘What
would be safer — to put the patient in the ICU when it
is overcrowded, expand the size of the ICU, or keep
them there in our ED where they take up a bed and
where the doctors who manage them not are trained to
handle their long-term care?’” he says.

The risk manager will quickly figure out theses
patients do not have to be in the ED, Janiak maintains.
“Hopefully, they will get the ball rolling to expand ser-
vices, and to convince the ICU staff they should come
down to the ED to manage the patients — that is,
round in two places, as this would be better for the
patient,” he suggests. 

Finding a solution

Mason agrees that overcrowding is an excellent
example of interdepartmental conflict. “But I, my
physician colleagues, my administrative support, and
the people who can best affect crowding throughput in
hospital got together in collaborative effort and found
some solutions,” she shares.

The interdisciplinary team outlined by Mason
worked with the informatics staff to develop a com-
puter board with color-coded markers for each patient.
“Once the patient has been here for six hours, the color
of their name changes and they need to go [out of the
ED],” says Mason. “If we have an order for them to go
to an inpatient area, there is one color; for observation,
another.”

With this system, ED nurses take care of only short-
term admissions, while long-term admissions are sent
upstairs. “The inpatients are happier because they have
a bed, and we turn patients over quicker,” says Mason. 

There several other areas of potential conflict, such
as the issue of whether nursing or CT staff perform
oral contrasts, Mason says. “You have to realize that
people get frustrated with the processes, not with other

people,” she advises.
In these collaborations, says Mason, the different

parties discuss what it is about that process that is not
working. “You pull groups together that are affected
and make the situation better; you always look for
both parties to win,” she observes.

These issues are not always quickly resolved,
Mason confesses. For example, the conflict with oral
contrasts is ongoing. “The CT folks, instead of giving
the contrast themselves, expect [ED] nurses to give it
and spend an hour looking for a nurse,” she notes. “We
think they should give it.” Discussions are taking place
between the ED and CT. “We’re working collabora-
tively to try to do what’s best for the patient; we are
going to win in the long run,” Mason predicts. 

Engender sense of teamwork

Within the ED itself, says Janiak, “the ability han-
dle these conflicts is directly related to teamwork,
which comes down from the leadership of the physi-
cian director.”

“If the unit is compartmentalized, that is, ‘We are
doctors, you are nurses, and we don’t talk to each
other,’ these conflicts are hard to resolve,” says Janiak.
“But they can be resolved if they are made to feel they
are all one team, all on the same mission to improve
health care.”

This type of team behavior eliminates the fear of
hierarchical structures, Janiak continues. “For exam-
ple, doctors are taught not to yell at nurses when they
ask questions,” he says. This simple team approach
eliminates most interdepartmental conflicts, Janiak
asserts. “Show me an ED that has a number of docu-
ments about conflict resolution, and I will show you
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For more information on conflict resolution in the ED,
contact:
• Bruce Janiak, MD, FACEP, FAAP, Professor of

Emergency Medicine, Medical College of Georgia,
Augusta, GA. Phone: (678) 852-1639.

• Donna L. Mason, RN, MS, CEN, Nurse Manager,
Vanderbilt University Medical Center, Adult Emergency
Services, 1211 Medical Center Way, Room 1314 VUH,
Nashville, TN 37232-7240. Phone: (615) 343-7223.

To download a free copy of the revised standards, go
to www.jointcommission.org/Standards/FieldReviews,
then scroll down to “Revised Leadership Standards Field
Review.”
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one that does not have many conflicts — because they
have thought things through,” he says. What would
these documents contain? “They would have some ref-
erence to collaborative work, to sharing of informa-
tion, and specific recommendations on how nurses and
doctors are obligated to address each other when ques-
tions arise,” Janiak says. 

Masons says this type of approach “helps people
socialize together and develop mutual respect. You
must have this in the ED because you have to depend
on each other to make things work in a life-and-death
crisis.” ■

White paper underscores 
patient health literacy

“ . . . Your left toe, looks like you’re going to lose 
a little bit of the distal part,” the trauma surgeon told
the wounded patient. Then he paused, and rephrased:
“The end of it, right at the toenails there; just a tip off
the big toe and maybe the second toe in, just the tip.”

This brief conversation, part of a recent CNN spe-
cial on trauma care in Iraq,1 succinctly illustrates

the need for clear communication between caregivers
and patients – specifically, the need to communicate
on the patient’s level. [A chart listing common ED
medical terms and “lay” alternatives is available
with the online version of ED Management. For
assistance, call customer service at (800) 688-2421.]

To address this issue, The Joint Commission has
published a policy white paper, “’What Did the Doctor
Say?:’ Improving Health Literacy to Protect Patient
Safety,” available at: www.jointcommission.org/News
Room/PressKits/Health_Literacy. The paper offers sev-
eral specific recommendations, including several that are
pertinent to providers of emergency care:

• the sensitization, education, and training of clini-
cians and health care organization leaders and staff
regarding health literacy issues and patient-centered
communications; 

• the development of patient-friendly navigational
aids in health care facilities; 

• the enhanced training and use of interpreters for
patients; 

• the re-design of informed consent forms and the
informed consent process; 

• the development of insurance enrollment forms
and benefits explanations that are “client-centered”; 

• the use of established patient communication
methods such as “teach-back”; 

• the development of patient self-management skills. 
Providers must be patient-centered in their lan-

guage, asserts Ron Davis, MD, who chaired The Joint
Commission expert round table that developed the
white paper and who is president-elect of the
American Medical Association. “For example, we
often refer to people by their medical problem or the
organ that is not working very well, i.e., ‘There’s a lac-
eration in cubicle 3,’ or, ‘I’m going to see the sprained
ankle.’” ED staff, he says, must treat people as people.
“Patients overhear you talking like this, and it’s dehu-
manizing and disrespectful,” he says.

In terms of clear communications, Davis recom-
mends that ED providers:

• Use plain language.
• Use teach-back.
• Emphasize two or three important points.
• Use drawings, devices, and models where possible.
• Encourage patients to ask questions.

Easy as ‘1, 2, 3’

Davis points out a particularly useful tool men-
tioned in the white paper: “Ask Me 3” (www.askme3.
org). “This refers to three questions that you should
always encourage patients to understand and answer
back: ‘What is my main problem? What do I need to
do? Why is it important for me to do this?’” he says.
“If the patient has answers to these questions, they
have a pretty good chance of doing what they need to
do.”

Some facilities have their staff wear “Ask Me 3”
lapel pins as a reminder and a conversation starter, he
says, while others have posters that say, “Make sure
you get answers to the following questions. “It’s defi-
nitely a good idea to have bilingual posters,” Davis
adds.” (For more information on the posters, see
resource box, below.) 

The ED at Akron (OH) General Medical Center uses
Ask Me 3, reports Susan Clark, RN, MBA, director of
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For information about Emergency Department
Information Systems, contact:
• LOGICARE Corp., 2125 Heights Drive, Fourth Floor,

Eau Claire, WI 54701. Phone: (800) 848-0099.

You can download “AskMe3” posters free of charge,
in English or Spanish. Go to: www.askme3.org, and click
on “For Providers.” Then, click on “Download/Order
materials.”

Resources



nursing/patient services and ED manager. “We are
driven to teach patients and family to ask those three
specific questions and have done quite a bit of educa-
tion with staff,” she reports. That education includes
computerized graphic presentations and role-playing,
says Clark. “We then ask ourselves if the communica-
tion was handled at a level that the ‘patient’ understood
and whether they could say the answers back to you,”
she says.

In triage, this teach-back approach is much more
effective than simply asking the patient a more general
question such as, “Is everything clear?” says Davis.
“Patients sometimes just nod their heads because they
don’t want to feel stupid,” he says.

Ahead of the curve

Akron General already has implemented a number
of the white paper’s recommendations, says Clark.
“We jumped on [communication] early, knowing it
would be part of the National Patient Safety Goals,”
she explains, adding that she and her staff suspected
that the 2008 National Patient Safety Goals “will be
pushing literacy and the AskMe3 program.”

In addition to the Ask Me 3 program, her ED has
“always done a version of teach-back,” Clark says.
For example, in crutch training, the staff members
actually walk on crutches, show the patient how to
handle certain maneuvers, and then have the patient
repeat what was demonstrated. The ED’s discharge
instructions are patient-friendly and have been tested
for a fifth-grade reading level. (The department’s
Emergency Department Information System can
be auto-formatted to be tested to a specific grade
level. See resource box, p. 3.)

“We also have several videos we offer for ED and
in-house patients for different literacy and language
levels, which are available on our TV video system,”
says Clark. The ED gets the videos from a hospital
library of 200-300 tapes contributed by the patient
education department, nursing staff development edu-
cation, and medical education for attending physi-
cians. “They are not necessarily ED-specific, but they
are pooled by diagnosis; so for example, if you need to
communicate with a patient about a heart problem,
you can do so,” says Clark. These videos can be dialed
from the phone in their room and brought up on the
TV screen,” she explains. “If need be, the nursing staff
can help the patient dial in.”

In the near future, adds Clark, the ED will offer a
translation service that uses a laptop computer. The
program asks the user which language the patient
speaks. Once it is selected, the provider types their
information in English, and the computer translates it

into the native language of the patient. Clark says ven-
dors are being interviewed. 
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ED overcrowding survey
process may be revamped

The Joint Commission is keenly aware that much
still needs to be done to address ED overcrowding;

in fact, the agency is considering a redesign of its sur-
vey process to more accurately measure ED perfor-
mance in terms of overcrowding, according to a
leading Joint Commission official.

These insights were provided in response to a ques-
tion posed at a March 20, 2007, press conference
unveiling The Joint Commission’s new report titled
Improving America’s Hospitals: A Report on Quality
and Safety. (The report can be accessed at www.joint-
commissionreport.org.) 

Following the initial presentations, Arthur
Kellerman, MD, MPH, professor and chairman of 
the Department of Emergency Medicine at the Emory
School of Medicine, Atlanta, noted that a table on page
8 of the report showed achievement rates of 90% or
greater for several areas of ED performance, including
overcrowding, and asserted that these figures did not
correspond to reality. He asked the panel whether The
Joint Commission had any plans to help facilitate the
prompt movement of patients through the ED. 

‘Not persuaded we are there yet’

Dennis S. O’Leary, MD, president of The Joint
Commission, said, “We had a recent public policy
round table during which we noted the very high rate
of compliance, but I’m not persuaded we are there
yet.” O’Leary said he had a hard time believing 90%
of hospitals are doing an excellent job of compliance.
“It may be more an issue of how we execute on-site
surveys,” he said. 

O’ Leary noted that most surveys are conducted
during the day, while most overcrowding occurs at
night. Accordingly, he noted, “We need new ways of
assessing compliance with [Joint Commission] stan-
dards. We are talking about survey process redesign,
to get our arms around that issue.” ■
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Say It in English

Medical Term General Meaning

Carcinoma Cancer

Fracture Broken bone

Distal Farthest point

Contusion Bruise

Abrasion Scrape or break in skin

Symptom Complaint or problem

A. Fib Irregular Heart Beat

EMS Ambulance or rescue squad

Myocardial Infarction (MI) Heart Attack

Hypotension Low Blood Pressure

Triage To sort, quickly

Respiration Breathing, to breathe

Laceration Cut in skin

Immunization Shot given to prevent illness

Source: Susan Clark, Akron (OH) General Medical Center.


