
Woman dies in ED waiting room; 
experts say this happens too often
While intake system is clearly ‘broken,’ EDs are not without options 

The tragic May 9 death of Edith Isabel Rodriguez in the ED waiting room at
Martin Luther King Jr. — Harbor Hospital in Los Angeles, grabbed the
nation’s attention when it was learned that two calls were made by her fam-

ily to 911 while she was deteriorating in the ED waiting room. As tragic as the
case was, however, experts insist that this scene has been duplicated — sans the
911 call — many times over in EDs across the nation. And, they warn, this may
just be the tip of the iceberg.

“If you were to ask most emergency physicians, they would tell you they were
aware of patients who died in the waiting room or who got a lot sicker,” says
Ramon Johnson, MD, director of pediatric emergency medicine at Mission
Hospital Regional Medical Center in Mission Viejo, CA, and a member of the
board of trustees of the American College of Emergency Physicians (ACEP). It
was in that capacity that Johnson testified before Congress recently that “the recent
death of a patient in the waiting room of the emergency department at Martin
Luther King Jr. — Harbor Hospital in Los Angeles is the latest illustration of a
problem that has tragically become all too common in emergency departments
across the country.” (Just how common are incidents of patient injury or death
due to overcrowding? A recent ACEP survey provides some surprising data —
see the article on p. 87.)
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While an individual ED manager cannot repair an entire system of health care, there are
several steps he or she can take to improve the safety of patients, even if nothing is
done to relieve overcrowding:
• Have an appropriate triage process in place, and ensure waiting room patients are

reassessed periodically to prevent and/or respond quickly to deterioration.
• Place a clear emphasis on conditions that must be treated immediately, and ensure

such patients are never placed in the waiting room.
• Place a high priority on return patients. Frequent fliers are not necessarily “crying wolf.”
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This problem is widely prevalent and only just begin-
ning to be publicized, says Michael Frank, MD, JD,
general counsel of Emergency Medicine Physicians
(EMP) in Canton, OH. “ED overcrowding is such that
the usual procedures most EDs have for getting people
in the back where they can be seen are such that people
still end up in waiting rooms for hours on end,” he says.
Frank says such situations “are inevitable, because if no

bed is available and someone is really sick, they will
deteriorate.”

In fact, he continues, EMP has been involved in
three cases recently that arose from patient deaths
involving ED waiting rooms. One was just dismissed
on a motion for summary judgment, Frank says. “The
second is in discovery, where our doctors and company
were dragged into it even though our first involvement
was when we were called after the patient arrested in
the waiting room,” he says. “The third, which never got
to litigation, had a fellow waiting three hours and being
diagnosed with a dissecting aortic aneurism when he
crumpled during initial assessment in the ED.” He died
the next day after being resuscitated, Frank says. Even
with positive results, the defense of such cases can cost
tens of thousands of dollars, he notes. 

The case — and what it means

The facts of the Rodriguez case, while in some ways
unique, contain lessons for ED managers facing similar
issues. According to the Los Angeles Times, Rodriguez
had been seen in the ED several times over a three-day
period before she died, but each time the medical staff
found nothing seriously wrong. Rodriguez received pain
medication before being released, and she returned later
when the pain intensified but was told to wait in the
lobby. She died of a perforated bowel. A security video-
tape shows the woman writhing for 45 minutes on the
floor of the ED lobby; a janitor could be seen cleaning
around her.1

The case raises important questions from a risk and
safety aspect, says Tom Syzek, MD, FACEP, director
of risk management at Premier Health Care Services
in Cincinnati. “Is there an established, reasonable sys-
tem for triaging these patients? Each ED should ask
themselves these questions and do yearly risk assess-
ments,” says Syzek, noting policies should be in place
to identify patients who require immediate attention.

“If they are left in the waiting room for a while, this
calls for reassessment from time to time,” he insists.
“You must have policies and procedures to prevent
patients from deteriorating in the waiting room.”

Frank agrees, although he adds that more patients can
be moved into beds more quickly if a bedside registration
system is installed. This, he concedes, requires a “philo-
sophic shift” within the hospital. 

Assuming the ED manager is not able to change 
the hospital philosophy, “there have to be procedures
for recognizing those issues or problems for which
patients must be seen right now, like testicular pain,
chest pain, elderly patients with abdominal pain radiat-
ing to the back; you can’t triage them to the waiting
room,” Frank says. But for those patients you do triage
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to the waiting room, “you have to have a system in
place to continually monitor them,” he says. “You have
to be sure your waiting room is a safe place to wait.”

For example, says Frank, he is aware of one case
where a patient who deteriorated in the waiting room
had not had their vital signs taken. “Beyond that, there
have to be repeat assessments, although the exact
interval may vary depending on the situation,” he
advises. “You simply can’t send someone to the wait-
ing room and not see them again for three hours.”

Beware of frequent fliers

Another important lesson of the Rodriguez case is
that ED managers and their staffs must be extremely vig-
ilant when it comes to repeat patients, or frequent fliers,
even though their instincts might be just the opposite.

“We might think of frequent fliers as potential drug
seekers, uninsured, indigent, derelict; this phenomenon
definitely occurs, as we are only human,” says Syzek.
“But if we fail to overcome our own biases, not only
will we get burned, but our ability to provide care gets
compromised.”

There are patients who “cry wolf,” Johnson acknowl-
edges, “but even those patients get sick, so we have to 
be vigilant when the typical frequent flier presents.
Many times patients may be assumed to be malingering,
enhancing symptoms, or being overly dramatic — we all
see patients like that — but we have to be careful not to
miss someone who is very, very ill.”

There is no exception in the Emergency Medical
Treatment and Labor Act (EMTALA) for frequent
fliers or for people who you regard as drug seekers,
warns Frank.

So what is the proper approach? “Repeat visitors
should be high priority,” says Syzek. “This woman
[Rodriguez], who returned with increased severity of
pain, should have been considered high risk.”

In his ED, he notes, one of the things a patient is told
as part of their discharge instructions is to come back if
their condition worsens. When a patient returns under
those conditions, Syzek says, that should send up a red
flag. “This is huge in a return visitor,” he notes. 

Above all, he warns, be on guard for personal biases
against such patients. “This falls under the area of cog-
nitive errors, which can offset a good system, and
good policies and procedures,” he says. “But from a
risk perspective, the return of a patient who has been
here before is a gift to the ED team to carefully and
thoroughly examine the patient — because they fol-
lowed your discharge instructions.”

On the first repeat visit, he says, the patient should
receive special attention. “The third time [they pre-
sent], you’d have to crowbar them out of my ED,” he

says. “I generally think of admitting them — even if
all objective evidence does not point to a diagnosis.”

Frank concludes with this final warning: “You’re
really playing with fire if you have any policy that
indicates these patients should be coerced not to return
— or worse yet, simply turned away.”
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Survey: Boarding deaths 
not all that uncommon

While the media may be treating the recent death
of Elizabeth Rodriguez in an ED waiting room

in Los Angeles as an isolated incident, a new survey
by the American College of Emergency Physicians
(ACEP) would indicate that is far from the case. 

The survey, conducted between Jan. 29, 2007, and
Feb. 28, 2007, queried ED physicians in New York,
New Jersey, and Connecticut on issues ranging from
ED overcrowding to boarding, including their personal
experiences with patients suffering harm or dying as a
result of boarding. The results are sobering:

• In New Jersey, 139 ED physicians responded to
the ACEP survey. Of those, 55.4% said they had per-
sonally experienced a patient suffering harm as a result
of boarding, and 12.2% said they personally had expe-
rience with a patient dying as a result of boarding. 

• In Connecticut, 104 ED physicians responded to
the ACEP survey. Of those, 60.6% said they had per-
sonally experienced a patient suffering harm as a result
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For more information on treating patients safely under
conditions of overcrowding, contact:
• Michael Frank, MD, JD, General Counsel, Emergency

Medicine Physicians, 4535 Dressler Road, Canton,
OH 44718. Phone: (330) 493-4443.

• Ramon Johnson, MD, Director of Pediatric Emergency
Medicine, Mission Hospital Regional Medical Center,
27700 Medical Center Road, Mission Viejo, CA 92691.
Phone: (949) 364-1400.

• Tom Syzek, MD, FACEP, Director of Risk Management,
Premier Health Care Services, Cincinnati, OH. Phone:
(937) 312-3497. E-mail: TSyzek@phcsday.com.
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of boarding, and 16.3% said they personally had expe-
rience with a patient dying as a result of boarding.

• And in New York, 425 ED physicians responded
to the ACEP survey. Of those, 68.9% said they had
personally experienced a patient suffering harm as a
result of boarding, while a stunning 28.2% said they
personally had experience with a patient dying as a
result of boarding.

These statistics seem to correspond to a recent increase
in overcrowding in respondents’ EDs. For example,
61.2% of the New Jersey respondents said that crowded
conditions in their EDs had increased significantly in the
past year; 36.7% said boarding occurs in their ED most
of the time and 31.7% said it occurs all the time.

In Connecticut, 51% of the respondents said that
crowded conditions in their EDs had increased signifi-
cantly in the past year; 42.3% said boarding occurs in
their ED most of the time and 13.5% said it occurs all
the time.

And in New York, 56.5% of the respondents said
that crowded conditions in their EDs had increased
significantly in the past year; 36.5% said boarding
occurs in their ED most of the time, and even more of
them (36.7%) said it occurs all the time.

In Connecticut, 26.9% of the respondents said that
patients are boarded in their ED an average of 13-24
hours; In New Jersey, 30.2% said that patients are
boarded in their ED an average of 13-24 hours; and in
New York, 29.2% said their patients were boarded
between 13 and 24 hours on average. 

Finally, a total of 97.1% of the Connecticut respon-
dents either agreed or strongly agreed that crowded
conditions in their ED were harmful to patients; in
New Jersey, the figure was 96.4%; and in New York,
it was 97.6%.  ■

CMS EMTALA memo says
telecommunications OK
Averages for LOS, LWBS patients cut in half 

In a memo of clarification that should have ED man-
agers breathing a sigh of relief, the Centers for

Medicare & Medicaid Services (CMS) has informed
state survey agency directors that there is no prohibi-
tion under the Emergency Medical Treatment and
Labor Act (EMTALA) against ED physicians using
telecommunications in consultation with specialists
who are not present in their hospital or critical access
hospital (CAH). 

The memo, dated June 22, 2007, noted that some

parties had interpreted the guidelines for 42 Code of
Federal Regulations 489.20(r) and §489.24(j), which
deal with hospital/CAH on-call lists and the obliga-
tions of on-call physicians to make in-person appear-
ances, and they did in fact contain such a prohibition.

“The prior guidelines were just flat out confusing
about the ED practitioner’s ability to reach out [to
specialists] using that technology,” concedes Alan
Steinberg, an attorney with the Pittsburgh-based law
firm Horty Springer, who attended the two most recent
CMS Technical Advisory Group (TAG) meetings that
led to the issuance of the memo. “This memo is quite
significant, as many ED managers felt they were con-
strained and limited in their ability to use telemedicine,”
he says.

At a recent [TAG] meeting, there was an association
in attendance that represented telemedicine that testi-
fied there was concern that telemedicine could not be
used for on-call purposes, says Charlotte S. Yeh, MD,
FACEP, regional administrator, Region I, for CMS in
Boston. “While we had never prohibited that, there
was concern that the way the guidance was worded it
could have been interpreted as such, so we all agreed it
was important to send out a clarification,” she says.

The memo specifically states the following:
“The treating physician in a hospital’s or critical

access hospital’s (CAH) dedicated emergency depart-
ment (DED) who is conducting the medical screening
examination and/or providing stabilizing treatment of
an individual required by the EMTALA regulations at
42 CFR 489.24 may, without violating EMTALA, con-
sult on the individual’s case with a physician who is not
present in the DED by means of any telecommunica-
tions medium that the physicians choose to use.” It fur-
ther adds that the portions of the guidelines that discuss
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While the Centers for Medicare & Medicaid Services’
memo on telecommunication consults may come as a
relief to ED managers, remember that the other key
areas, and limitations, of the Emergency Medical
Treatment and Labor Act (EMTALA) regarding on-call
physicians remain in place.
• Despite some recent confusion, EMTALA doesn’t pro-

hibit distance consults involving technology of the ED
physician’s choosing.

• While telecommunication is covered under EMTALA, it
is not necessarily reimbursed by third-party payers.

• On-call physicians still are required to report to the ED
in person if asked to do so by the ED physician request-
ing the consult.
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telemedicine or telehealth are superceded by this new
guidance.

Radiology, says Yeh, is a good example of a specialty
that will benefit from the guidance. “Before, the radiol-
ogist would have to have come in [to the ED],” she says.
“Now, some of that burden should be relieved.”

Other sections unchanged

Experts are quick to point out that the other sections
of 42 CFR 489.24 are unaffected by this new guidance.
So, for example, the on-call physician who is requested
to make an in-person appearance in the DED still is
required to do so. Still, the new guidance does raise the
question of whether greater use of telemedicine might
help relieve the problem caused by specialists’ growing
reluctance to take call. 

“If the use of telemedicine gives the ED more doc-
tors to reach out to, or more ways to address the emer-
gency medical condition, that is always a help in terms
of the on-call burden,” says Steinberg.

But others are not so sure, including Ralph Talkers,
MD, the emergency services medical director of
Middletown Regional Hospital, a community facility
north of Cincinnati, which handles 55,000 ED visits per

year. “I see limited value from the patient emergency
evaluation and stabilization standpoint,” he says. “There
may be select cases in which consultation provides us an
alternative disposition plan, i.e., the patient would not
require the services of another institution [his facility
generally requests transfers when on-call physicians are
not available], but these would be far and few between in
our practice setting.”

Telemedicine might help, concedes Yeh, but that aid
may be offset, at least in part, by one other portion of
the memo: “This guidance does not affect policy by any
health care third party payer, including Medicare, gov-
erning the circumstances under which it will or will not
pay for remote consultation services,” she notes.

“EMTALA is not a reimbursement policy, but a
condition of care and access to care,” Yeh explains.
“We can say, ‘Sure, you can use telecommunications,’
and if in fact that makes the use of on-call physicians 
a more efficient part of doing business, all well and
good, but [reimbursement] is separate and distinct.”

As for whether third-party payers do, in fact, reim-
burse for telemedicine, Yeh says “it varies from payer 
to payer.” (For more information on CMS reimburse-
ment policies, see the resource box, left.)  ■

Tough new CA legislation 
targets ‘homeless dumping’

[Editor’s note: M. Steven Lipton, JD, is an attorney
with the San Francisco law firm Davis Wright. This is
the second of a two-part series on the growing crisis of
dumping homeless patients. Last month, we explored
the California law on discharge planning and the
investigation by the Los Angeles city attorney of hospi-
tal discharges of homeless patients in that city. That
investigation culminated in criminal and civil charges
against a Kaiser hospital in November 2006. In Part II,
we explore the remedies pursued by the city attorney
and the legislature to curtail “homeless dumping.”
Lipton can be contacted at Suite 600, One Embarcadero
Center, San Francisco, CA 94111-3611. Phone: (415)
276-6500.] 

The investigations over “homeless dumping” spread
to the California legislative arena in 2006 with a bill

that prohibits hospitals from transporting a homeless
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Centers for Medicare & Medicaid Services will reim-
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following two sections on Telehealth Services:
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Policy Manual Pub. 100-02;
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Manuals/IOM/list.asp#TopOfPage.
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patient across county lines in the absence of consent
from a receiving shelter. The California State Legislature
also directed the regional hospital associations to hold
meetings with stakeholders (hospitals, local govern-
ments, shelters, providers, and community organiza-
tions) to develop recommendations for post-hospital
transition of homeless patients. 

The recommendations of the regional hospital
associations will be reported to the California State
Legislature in January 2008.1

In February 2007, state legislation sponsored by the
Los Angeles city attorney was introduced to prohibit hos-
pitals from causing the transport of any patient, other than
an interfacility transfer, to a location other than his/her
own residence in the absence of the patient’s informed
consent.2 The draft legislation as introduced proposed
that violations by hospitals and discharge personnel
responsible for the transport were a misdemeanor and
subject to fines of up to $10,000 and possible imprison-
ment.3 At press time, the legislation exemplifies the adage
about the making of sausages and the law:You wouldn’t
want to watch either being made. Here is now the legisla-
tion has evolved:

• Although the 2006 legislation defined “homeless
patients” as individuals who lack a fixed and regular
nighttime residence or who live in shelters or nonhab-
itable accommodations, (Senate Bill 275) applies to all
patients (except interfacility transfers) if a hospital
arranges the transportation to a location other than the
primary residence.

• The “informed consent” standard proposed in the
first draft was amended to require that hospitals must
obtain the patient’s “clearly and explicitly manifested
consent, knowingly and intelligently given without duress
and coercion.” The same standard applied in California
for consent by involuntary behavioral health patients for
psychosurgery and electro-convulsive therapy.

• Sanctions provisions in the proposed legislation
were replaced with a “three strikes” approach: an admin-
istrative sanction of up to $100,000 upon a first viola-
tion; a civil penalty of up to $250,000 upon a second
violation; and a misdemeanor penalty of up to $500,000
upon a third violation. In addition, cities and counties are
authorized to adopt local ordinances authorizing inspec-
tions or investigations, or implementing and enforcing
restrictions on patient transport. 

The settlement

While SB 275 was pending action, Kaiser signed a
settlement agreement with the Los Angeles city attor-
ney that includes a training program for hospital staff
and a discharge protocol for homeless patients (includ-
ing emergency patients). The discharge protocol will

be monitored by a retired federal judge who must
approve the training program, review quarterly certifi-
cations of compliance, and recommend contempt
actions for any violations of the agreement. 

Under the discharge protocol, Kaiser’s Los Angeles
County hospitals must follow the following practices
with respect to homeless patients:

• record all homeless patients on a homeless patient
log;

• provide appropriate clothing at the time of discharge;
• assess patient “cognitive intactness,” including liv-

ing conditions and support systems; complexity of the
discharge plan; orientation to person, time, and place;
ability to provide self-care; and access to medical care,
food, and shelter;

• perform a needs assessment, including food and
shelter, treatment for substance abuse or domestic vio-
lence, vocational assistance, Medicaid enrollment, and
eligibility for other public services;

• establish discharge plans that meet patient medical
and social needs, with appropriate referrals, and help
with eligibility for Kaiser’s financial assistance pro-
gram to obtain drugs or equipment;

• for a post-discharge referral to a shelter, locate
available options, ensure that the patient meets the
shelter’s criteria for acceptance, and document the
consent of the patient and shelter to the placement;

• for a patient seeking transport to a “Skid Row”
shelter, the hospital administrator (or designee) must
approve the discharge plan.

Kaiser agreed to implement an inservice program for
physician, clinical, social service, discharge planning, and
other staff involved in the care and discharge of homeless
patients. The training program includes the requirements
of the discharge protocol; homelessness in Los Angeles
County; problems faced by homeless patients; assess-
ment of cognitive intactness; post-discharge issues; com-
munication with homeless patients; location of shelters
and services for the homeless; referral sources; the haz-
ards of Skid Row; and the use of surrogate decision mak-
ers for homeless patients.4

What’s next?

On June 26, 2007, the city attorney filed civil
charges against two more hospitals (and a patient van
service operator) seeking civil penalties and injunctive
relief under California’s Unfair Competition Law in
connection with their respective discharge planning
procedures for homeless patients. Both cases allege
two instances where each hospital initiated the trans-
port of homeless patients to Skid Row without proper
discharge planning or acceptance by a shelter.5

Representatives of Skid Row shelters testified on
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July 3 before the State Assembly Committee on Public
Safety that despite the Kaiser settlement and the pend-
ing action on SB 275, hospitals still are transporting
homeless patients to Skid Row without prior coordina-
tion with homeless shelters and service providers.
Despite its limitations, SB 275 has been approved by
five legislative committees. However, the final language
of the bill and the likelihood that Gov. Schwarzenegger
will sign the legislation are uncertain. 

The continuing complaints from Skid Row providers
and the Los Angeles city attorney, the new lawsuits, the
pending legislation, and the Kaiser settlement all point 
to continued pressure on hospitals throughout California,
and especially in southern California, to exercise greater
care in the discharge of homeless inpatients and emer-
gency patients. Representatives of the California
Hospital Association have argued that the lack of
resources for the homeless has resulted in longer lengths
of hospital stays for homeless patients, thereby creating
bed shortages and longer ED waiting times.6 The unin-
tended consequences of SB 275 (if enacted) and the con-
tinuing threat of lawsuits could only make the situation
worse: more delays in service and possible curtailment
by hospitals of courtesy patient transportation services. 

In the end, the underlying issues of homelessness and
lack of resources will continue to be unresolved, and the
complaints, investigations, and lawsuits over alleged
homeless dumping will continue in the public spotlight.
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Change of shift high risk 
for patients in the ED 
Communication lapses can cause adverse outcomes

Nurses and physicians are at high risk for communi-
cation lapses during change of shift, says Francis

L. Counselman, MD, chairman and program director
for the Department of Emergency Medicine at Eastern
Virginia Medical School in Norfolk, VA. The departing
physician often is anxious to leave and does not have
the same degree of vigilance for that last patient of the
day, he explains. As a result, all of the necessary infor-
mation may not be communicated to the physician tak-
ing over the patient. “The arriving physician often never
examines the patient or does not really consider the
patient ‘theirs,’” he says. “There is often no sense of
‘ownership’ of the patient for the physician coming on.”

Similarly, orders at the very end of a nurse’s shift
may not get done, yet the nurse coming on may assume
they have been done. “The bottom line is that the order
is not performed,” says Counselman. “Another scenario
is a compulsive nurse completes all of the orders on her
patient such as hanging medications, but forgets to doc-
ument these actions.” The nurse coming on does not
think the medication has been given and administers it,
so the patient receives two doses.

The absolute worst scenario is when physicians and
nurses change shift at the same time, says Counselman.
“There is then no caregiver who has a full understand-
ing of the patient.”

Improve communication

Information related to patient plan of care, diagno-
sis, and suspected complications is essential to safe
care delivery, says Pamela S. Rowse-Schmidt, RN,
quality/risk consultant and former ED manager at St.
Rose Dominican Hospitals — Rose de Lima Campus
in Henderson, NV.

Rowse-Schmidt gives a hypothetical example of a
patient admitted from the ED as a rule-out acute coro-
nary syndrome, with the first troponin level coming
back negative. The patient is held for an admission to a
medical/telemetry bed. While the patient is still in the
ED, the next troponin level comes back critically ele-
vated. “If it’s a different shift, who communicated that
very valuable information to the current caregiver?
Probably no one,” says Rowse-Schmidt.

After being admitted to the medical/telemetry bed,
the patient’s condition deteriorates and it becomes
clear that patient is having an evolving myocardial
infarction. As a result, the patient is transferred to the
ICU in an emergent condition.

The delay in admitting to the appropriate level of
care, based on the critical lab value, has the potential



for resulting in additional myocardial damage and ulti-
mately extending the patient’s length of stay, as well
as resulting in a further diminished cardiac function-
ing. “In this case, delay in identifying a potentially
life-threatening event could result in death,” she says.

Particularly if the patient died, or suffered long-
term affects from the event, the family would have a
case for litigation, says Rowse-Schmidt.

Risk reduction strategies

Here are risk reduction strategies for change of
shift:

• Have the oncoming physician sign the chart of all
patients being turned over to them. “This will often
have the effect of making the oncoming physician
more diligent in following up on results and recheck-
ing the patient,” says Counselman. “The patient is now
‘theirs’ without question.”

• Have the oncoming physician examine all patients
turned over to them, except for the most benign cases
such as those waiting for a single, simple laboratory
test, and write a brief note on their chart. “This gives
the oncoming physician the opportunity to form their
own impression of the patient and also allows the
patient to know who their doctor is in case they have
questions,” says Counselman. 

This situation is much better than having a patient
who has been in the ED for several hours and wants to
talk to his or her physician, only to be told, “Your doc-
tor has gone home,” he says.

At George Washington University Hospital in

Washington, DC, change of shift is viewed as 
“an opportunity rather than a risk,” says Robert
Shesser, MD, professor and chair of the Department
of Emergency Medicine. The physician leaving
reviews all patients with the second physician who 
is coming on shift, and the second physician asks the
difficult questions. “They generally ask the physician
to explain any lab abnormalities that are already
identified, what labs or X-rays have been sent and
have not yet returned, and what the plan would be
depending on what is found,” he says.

Make every effort to have physician and nurse shift
changes occur at different times, not the same time.
Schedule the physician going off service one addi-
tional paid hour to stay in the ED and help with the
transition. “We also schedule our senior resident shifts
to overlap the attending shifts so there is some conti-
nuity of care for the critical patients,” says Shesser.

Some EDs have a culture of not signing out
patients, which means that a physician going off ser-
vice stops seeing new patients some amount of time
before shift change. “Our culture has always been to
see new patients right up until the last minute and
feel free to check them out,” says Shesser. The new
physician always goes to see patients who have been
checked out to them, so the patient gets two evalua-
tions vs. one. “I think over time, we have caught
more problems with this approach than had things
slip between the cracks because there was checkout,”
says Shesser.

Use an electronic medical record (EMR). Since an
EMR is used at George Washington University’s ED,
there is very little chance of any key information getting
lost, because the record is the repository for all informa-
tion developed during the previous shift. “All lab and X-
ray data are in one place and color-coded according to
whether it is normal or abnormal,” says Shesser.  ■

Family’s presence in ED 
may lower liability risk
If anything, patients are less likely to sue, say experts

Agrowing number of EDs are allowing family
members to be present during resuscitation, as a

result of multiple research articles that consistently
report that families want to be present and generally
have a positive experience. However, some ED
providers refuse to allow this because they fear law-
suits by family members who misinterpret what they
see and hear.
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For more information on change of shift and high-risk ED
patients, contact:
• Francis L. Counselman, MD, Chairman and Program

Director, Department of Emergency Medicine, Eastern
Virginia Medical School, Room 304, Raleigh Building,
600 Gresham Drive, Norfolk, VA 23507. Phone: (757)
388-3397. Fax: (757) 388-2885. E-mail: Counsefl
@evms.edu.

• Pamela S. Rowse-Schmidt, RN, Quality/Risk Con-
sultant, St. Rose Dominican Hospitals — Rose de
Lima Campus, 102 E. Lake Mead Drive, Henderson,
NV 89015. Telephone: (702) 616-5548. Fax: (702)
898-6381. E-mail: Pamela.Rowse@chw.edu.

• Robert Shesser, MD, Professor and Chair, Department
of Emergency Medicine, George Washington University,
2150 Pennsylvania Ave. N.W., Washington, DC 20037.
Phone: (202) 741-2911. E-mail: rshesser@mfa.gwu.edu.
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What are the liability issues in this new and contro-
versial area? Several authorities who have published and
practiced in this area were asked their opinions.

Many people focus too much on the likelihood of
lawsuits in these situations, says Gregory P. Moore,
MD, JD, an ED physician with Kaiser Permanente in
Sacramento, CA. As a general rule, patients are more
likely to file suit if they think that secrets are being
kept from them, because the lawsuit serves as a con-
duit to obtain answers to questions about what hap-
pened, he explains.

“If they witness good medical care, they will likely
feel a sense of appreciation and satisfaction,” says Moore.
“There is no data that I am aware of, but I would guess
that the possibility of a lawsuit is decreased by family
presence.”

There is no question that family presence is becom-
ing an increasingly accepted practice in EDs nation-
wide, says Eric T. Boie, MD, vice chair and clinical
practice chair for the Department of Emergency
Medicine at Mayo Clinic in Rochester, MN. Rather
than increasing legal risks, the practice improves the
ability of a family member to cope with death and
reduces overall liability, he says. “Family members
leave with the understanding that everything possible
was done and that the team worked hard to save the
patient, rather than wondering with no insight whether
any more could have been done,” says Boie.

Matthew J. Walsh, MD, FACEP, chair of the
Department of Emergency Medicine at the University
of New Mexico, occasionally has allowed families in
the resuscitation room. “I feel that it’s rare to have the
right staff, sufficient resources, and a family that is
present at the right time, but I have personally done it
a couple of times,” he says.

If the family member is accompanied by a physi-
cian or nurse who can explain everything being done,
Walsh believes there is no significant risk of liability.
“I never worried about legal issues of this type,” he
says. “Some folks I know feel everything is a risk and
they would do nothing beyond the absolute ordinary.

Others, like me, are less concerned and don’t feel any
significant risk.”

Most of the time, the family didn’t arrive in the ED
until the code had been called and the patient was pro-
nounced dead, notes Walsh. “In my current position,
the present rooms are too small for the care team and
the family, so I couldn’t do this at present,” he adds.

Moore says that in theory, one legal risk would be a
suit for negligent infliction of emotional distress. This
is a controversial legal theory not accepted in many
jurisdictions, but the underlying concept is that one
has a legal duty to use reasonable care to avoid caus-
ing emotional distress to another individual. If one
fails in this duty and unreasonably causes emotional
distress to another person, that person will be liable for
monetary damages to the injured individual. In con-
trast with intentional infliction of emotional distress,
there is no need to prove intent to inflict distress; an
accidental infliction, if negligent, is sufficient to sup-
port a claim.

To avoid this possibility, ED staff should discuss
beforehand with the family what they are likely to
encounter in the room and then ask them if they want
to proceed, similar to the process for informed con-
sent, advises Moore. “It would be very hard later for
them then to sue and say, ‘You exposed me to some-
thing horrible and now I suffer from the experience,’”
says Moore. The response would then be, “I warned
you of what you would encounter, and you wanted to
be present.” ■

Is family presence 
a factor in lawsuits?

When emotional family members are in the ED,
what if they hear or see something that they mis-

interpret and later tearfully tell a jury that the staff
were unprofessional or uncaring? 

To reduce the chance of this happening, the ED
team should be addressed and warned of the family’s
impending arrival before the family comes in, and 
they are encouraged to behave professionally, says
Gregory P. Moore, MD, JD, an ED physician with
Kaiser Permanente in Sacramento, CA.

To minimize malpractice exposure, perform major
procedures before the family enters the room, Moore
suggests. “When I have let family members in during
resuscitation, it is usually after the initial procedures
and evaluation has been done,” he says. This often is 
a moot point, however, as the family typically arrives
some time after the patient has come by ambulance,
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For more on family presence in the ED, contact:
• Eric T. Boie, MD, Vice Chair and Clinical Practice

Chair, Department of Emergency Medicine, Mayo
Clinic, Rochester, MN. Phone: (507) 255-2216. Fax:
(507) 255-6592. E-mail: Boie.Eric@mayo.edu.

• Gregory P. Moore, MD, JD, Emergency Department,
Kaiser Permanente, 2025 Morse Ave., Sacramento,
CA 95825. Phone: (916) 973-1627. E-mail: gregory.
p.moore@kp.org.
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and the initial care has been provided.
This practice not only reduces legal risks, it also

gives you an opportunity to share some information
with the family when they arrive, such as what was
done, what was noticed, and what is about to be done.
“But most procedures have known complications,”
says Moore. “When a bad outcome develops, juries are
made aware of that, and thus they understand that a
complication, in and of itself, is not a breach in the
standard of care.”

Was family presence a factor?

It’s difficult to determine whether family presence
was a factor behind many ED malpractice lawsuits,
says Ken Braxton, a health care attorney and partner
at Dallas-based Stewart Stimmel. “This is because any
court opinions are going to address the underlying
medical facts of the case, not whether or not the family
was present,” he says.

However, that’s not to imply the family’s testimony
would not be a key part of the case; it certainly would,
says Braxton. “In most emergency department cases
that I have defended over the past 20 years, the testi-
mony of family members who are with a patient in the
ED is always a significant part of the case, especially
if their testimony is different than the care providers,”
he says.

Braxton gives the following example of a malprac-
tice lawsuit involving a difficult intubation of a patient
with chest trauma. In front of a family member, the
physicians discussed whether the endotracheal tube
was placed correctly into the lungs and questioned
each other’s findings from auscultation. “The family
member, not understanding the ‘checks-and-balances’
approach to ensuring correct placement, and allowing
the junior physician to learn from the senior’s place-
ment of the tube, interpreted that ‘the first physician
didn’t know how to do it and had to have someone
check it,’” he says.

A key concern is the level of understanding a
“layperson” family member really has about how ED
providers go about their work. Braxton has repre-
sented academic physicians as defendants in many
malpractice cases, ranging from residents to faculty
with decades of experience. “When we take a family

member’s deposition with the four or five defendants
sitting in the room, the family member will testify that
a medical student or junior resident was ‘in charge’
from what they saw,” says Braxton. “And they will
describe the senior faculty as not being really
involved ‘hands on’ with the patient.”

In this case, the family member clearly didn’t
understand how the ED team functioned, with a
senior faculty directing the actions of all the various
team members. “The junior resident physician may
do much of the hands-on work and discuss the situa-
tion with this family member after, so they think the
resident must have been the senior member of the
team,” says Braxton.

‘Controlled chaos’

In several lawsuits involving traumatic intubations,
insertion of chest tubes, and head trauma interven-
tions, family members have misinterpreted the “con-
trolled chaos” of saving a life as callousness, says
Braxton. “In a crisis, the ED team must be able to
function without having emotions play a role in their
care, and this can be interpreted as indifference by a
layperson,” he says.

To avoid misunderstandings, if the family is allowed
to stay in the room during resuscitation or any other
lifesaving maneuvers, a health care provider from the
ED should be assigned to communicate what is going
on to the family, says Braxton. “Communication
between health care providers and patients is always the
best way to alleviate problems,” he says. “For lifesaving
maneuvers, the ED team must focus their total attention
on the patient, without having to worry about liability as
even a remote consideration.” ■
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■ Physician in triage more than
triples patient satisfaction rates 

■ Create sense of urgency to
bring staff onboard with new
ideas

■ The lowly whiteboard can
teach important communication
lessons 

■ Ideas from your peers for
improving ED overcrowding

COMING IN FUTURE MONTHS

For more information on liability concerns regarding fam-
ily presence in the ED, contact:
• Ken Braxton, Partner, Stewart Stimmel, 1701 N.

Market St., Suite 318, Dallas, TX 75202. Phone: (214)
615-2013. Fax: (214) 752-6929.

Source



ED heart attack protocols 
save time and lives 

Two studies published online in the Annals of
Emergency Medicine describe new methods of

achieving the door-to-balloon time of 90 minutes rec-
ommended by the American Heart Association.1,2

“Our research shows that when ED physicians are
authorized to initiate the process leading to balloon
angioplasty without waiting for consultation with a cardi-
ologist, the door-to-balloon time drops dramatically, from
131 to 91 minutes,” says Michael Kurz, MD, of Virginia
Commonwealth University Medical Center in Richmond
and lead author and researcher for one of the papers.
“Given the considerable investment required to maintain
an infrastructure capable of consistently meeting that 90-
minute goal, it is very encouraging to find that emergency
physicians can take the lead and save both money and
lives — while costing virtually nothing.”

Kurz and his team first studied door-to-balloon
times for heart attack patients treated using the stan-
dard hospital protocol of cardiology consultation,
followed by activation of the cardiac catheterization
laboratory. Next, they enrolled 172 patients using a
new protocol, in which the ED physician diagnosed
the heart attack and then activated the cardiac catheter-
ization (or angioplasty) team with one phone call,
without consulting a cardiologist first.

In a similar study, ED physicians devised a heart
attack protocol that involved concurrent activation of
the cardiac catheterization team and cardiologist by the
ED physician, reducing door-to-balloon times on aver-
age from 147 minutes to 106 minutes. 

Although the 90-minute recommendation has been 
in place for over a decade, the standard protocol requir-
ing a cardiologist to diagnose the heart attack and then
assemble the team to perform the angioplasty has
proven too time-consuming. Aveh Bastani, MD, of
Troy (MI) Beaumont Hospital, one of the co-authors of
the second paper, says that ED physicians play a central
role in diagnosing and treating heart attack patients, but
historically they have lost critical time by sequentially
paging first the interventional cardiologist and then the
cardiac catheterization team. “With the concurrent acti-
vation group, 39% of patients had a door-to-balloon
time of less than 90 minutes, compared with 16% in 
the serial activation group,” Bastani says. 

References 

1. Kurz MC, Babcock C, Sinha S, et al. The impact of emergency
physician-initiated primary percutaneous coronary intervention of
mean door-to-balloon time in patients with ST-segment-elevation

myocardial infarction. Ann Emerg Med 2007; DOI: 10. 1016/j.ann
emergmed.2007.03.018.

2. Kraft PL, Newman S, Hanson D, et al. Emergency physician
discretion to activate the cardiac catheterization team decreased door-
to-balloon time for acute ST-elevation myocardial infarction. Ann
Emerg Med 2007; DOI: 10, 1016/j.annemergmed.2007.03.013. ■
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CNE/CME questions
25. According to Tom Syzek, MD, FACEP, ED man-

agers should conduct a risk assessment of their
triage system: 

A. every six months. 
B. once a year.
C. every 18 months.
D. every other year.

26. According to Ramon Johnson, MD, when a fre-
quent flier presents to your ED, you should:

A. direct them immediately to the waiting room.
B. automatically place them on the lowest triage

level.
C. be vigilant. 
D. encourage them not to return again.

27. According to Charlotte S. Yeh, MD, FACEP, the
one thing that remains uncertain following a
memo of clarification on telecommunication con-
sults in the ED is:

CNE/CME instructions

Physicians and nurses participate in this CNE/
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.  ■

CNE/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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A. Whether third-party insurers will reimburse the
hospital for such a consult.

B. Which methods of telecommunication are accept-
able under EMTALA. 

C. Whether on-call specialists are required to appear in
person if the ED physician requests them to do so.

D. Which specialties may be consulted using
telecommunications. 

28. According to M. Steven Lipton, under a discharge
protocol negotiated between the Los Angeles city
attorney and Kaiser’s Los Angeles County hospi-
tals, the facilities must follow which of the follow-
ing practices with respect to homeless patients?

A. Record all homeless patients on a homeless
patient log.

B. Provide appropriate clothing at the time of
discharge.

C. Establish discharge plans that meet patient medi-
cal and social needs, with appropriate referrals.

D. All of the above

29. According to Peter Angood, MD, a complete list of
home medications upon admission must include: 

A. prescription drugs. 
B. vitamins.
C. supplements.
D. All of the above

30. Ann Morrill, RN, reminded staff about abbrevia-
tions not to be used by: 

A. conducting an inservice.
B. putting posters on every computer in the 

department. 
C. rounding through the department and reminding

doctors and nurses personally.
D. sending a mass e-mail out to staff.

CNE/CME answers
25. B; 26. C; 27. A; 28. D; 29. D; 30. B.
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Keeping up with changes in standards from The
Joint Commission and the attendant interpreta-

tions can be a challenge for the most conscientious of
ED managers — especially when they come as quickly
as they have in the area of medication management.
The most recent action was the suspension of a Jan. 1,
2007, interim action that had changed the requirement
for pharmacy review of ED medication orders [ele-
ment of performance (EP) 1 for standard 4.10 of medi-
cation management]. Once again, prospective review
is required, although The Joint Commission is allow-
ing broader interpretation of the exceptions to the
requirement for prospective review. 

With this being the fourth stance taken by The Joint
Commission on this issue, it is not surprising that
some ED managers believe there has been a change in
another medication management area: medication rec-
onciliation. However, as one Joint Commission official

emphasizes, that is not the case.
“We have not changed our National Patient Safety

Goals [on medication reconciliation],” explains Peter
Angood, MD, vice president and chief patient safety
officer for The Joint Commission. While standard 4.10 is
“mostly focused toward pharmacy review,” he notes, it
does mention medication reconciliation as well — thus
the potential source of confusion. The specific expecta-
tions, however, are delineated in National Patient Safety
Goals 8, 8a, and 8b. Both the goals and the standard, he
notes, are surveyed and evaluated for accreditation.

“We are concerned enough with the confusion about
medication reconciliation that we are planning for a
summit conference in the fall to review the different
issues that have come up,” Angood adds. The summit
will be for invited participants only.

ED managers should not underestimate the Joint
Commission’s commitment to medication safety, warns
Andrew Jenis, MD, the ED director and chairman of
emergency medicine at Cortland (NY) Memorial
Hospital. “The impression I’ve always gotten from the
Joint Commission is that there may be some wiggle
room, but they are all about safety; just because some
people argue [medication reconciliation] involves a few
inconveniences, that doesn’t mean they are changing their
stance,” he says. “That would be a complete reversal —
saying that knowing patients’ meds is not important —
and the biggest risk patients face when they wander into 
a hospital is going to be an adverse drug reaction.”

In reviewing the medication reconciliation require-
ments, Angood notes that a facility must have and do
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Covering Compliance with Joint Commission Standards

The Joint Commission says the goal 
for medication reconciliation is unchanged
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While numerous changes in its position on pharmacy
review may be confusing, The Joint Commission has not
amended its requirements for medication reconciliation
at all. Here are a few tips that will help you ensure com-
plete and accurate lists, and compliance with the
agency’s standards:
• Make sure you have standardized processes in place

from presentation in the ED to the time of discharge.
• Have your forms include breakdowns between pre-

scribed medications, supplements, and other nontradi-
tional therapies, and consult with your physicians and
nurses as to structure and ease of use.

• Educate your staff about the forms, and follow up with
random audits to ensure compliance.

Executive Summary



the following:
• A complete list of home medications at time of

entry, including prescribed drugs, supplements, and vita-
mins. “What is often forgotten are things like inhalers, so
the generation of an initial list is an important part of the
whole process,” says Angood. The need to generate this
initial medication list is required in the ED, he empha-
sizes. For ED patients who are unable to provide these
details, an attempt should be made to obtain the informa-
tion from family or designated care provider. “Many
institutions with successful programs have set a self-
imposed 24-hour time limit to complete this initial step
in the reconciliation process,” notes Angood. 

• As the patient moves through the facility, the list
must be reviewed, and any changes, subtractions, or addi-
tions must be reconciled as part of a standard process.

• At the time of discharge, including discharge from
the ED, the patient must receive the updated list, along
with the name of the next facility they are going to (if
applicable), and ideally, that of the primary care provider. 

“The places that seem to do well [with compliance]
are those that have standardized processes from the ED
to the inpatient setting to the time of discharge,” notes
Angood. This standard does not, he emphasizes, require
an electronic medical record. “This can be easily done

with handwritten medical notes,” he says. “What’s most
important is that the standardized pattern is such that it
comes to be expected by doctors, nurses, and pharma-
cists.” The forms should be set up so the users can look
through them quickly and add or subtract their own
modifications to get it updated, he says.

The best forms, says Angood, include breakdowns
between prescribed medications, supplements, and
other nontraditional therapies. “The goal is to stimulate
the care provider to ask questions in those categories,”
he explains. “Left to their own devices, patients will
not remember to tell anybody [about supplements].”

Mary Fran Hughes, RN, MSN, nurse manager of
the ED at Massachusetts General Hospital in Boston,
says, “We don’t have electronic medical records in the
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For more information on Pepid medication reconciliation
software for personal digital assistants (PDAs), contact:
• Pepid, 1840 Oak Ave., Suite 100, Evanston, IL 60201.

Phone: (888)321.7828. Fax: (866) 681-8207. Web:
www.pepid.com.

Resource

Proper forms, follow-up 
are the keys to success

What are the critical factors to a successful medi-
cation reconciliation process? “For us, the keys

have been ease of use of forms, staff education about
the forms, and follow-up to make sure that things are
getting done properly,” says Ann Morrill, RN, a staff
nurse in the ED at Massachusetts General Hospital
(MGH) in Boston.

First, they put up posters that included copies 
of the actual form, including what physicians and
nurses needed to fill in and what they were respon-
sible for, she says. “Then, I went around to as many
people as I possibly could, told them why we were
using these forms, how they were different, and how
the triage nurse was still responsible for initiating
the process,” she says.

In addition, Morrill sent out e-mail reminders to
the staff. They inserviced nurses and physicians at
the same time, Hughes says. “Ann is also on the
hospital’s collaborative practice committee, so she
and the ED doc who is on it made sure we sent our
people the same information so they would all ‘hear’
the same things,” she says. 

In terms of follow-up, Morrill goes around the
department and checks random charts every day. If

the form is not being used properly, she will take 
up the issue with the individual nurse. Mary Fran
Hughes, RN, MSN, nurse manager of the ED at
MGH, says, “We have 200 nurses and a lot of
physicians. Any time you make a change like this,
Ann and other staff nurses will do random audits.”

Another key element in a successful medication
reconciliation program is gaining “permission” from
hospital physicians and nurses to recognize medi-
cation errors as one of the largest areas of risk for
patients, says Andrew Jenis, MD, chairman, of the
Department of Emergency Medicine at Cortland
(NY) Memorial Hospital. You have to have a medi-
cation reconciliation program, Jenis says, “but if you
do not have staff agreement, you can set up all the
programs you want” and they won’t work well.

To obtain the all-important buy-in, he says, get
staff leaders on board. “In any organization you
need leaders who truly believe in this and believe
that you can actually do something good in this
area,” Jenis notes. “It may not seem that important
when people are dying all around us, but there is
real benefit for 99% of the people who come in
here.”

How does he deal with doubters? “If anyone
looks at me askance, I give them my rationale: that
this is where we can have some real impact on
patient safety,” Jenis says. ■



ED, so we designed a two-part form [made of pres-
sure-sensitive paper] where nurses and physicians can
both collect patient medication information and give a
completed copy to the patient on discharge in end.”
This form, Hughes explains, eliminates the need for
“double documentation.”

Before the form was finalized, the staff nurses and
physicians reviewed it to make sure it was easy to use,
that there was enough space between items, etc. Ann
Morrill, RN, a staff nurse in the ED at Massachusetts
General, says, “It’s so well laid out that we really don’t
even have to think about it; it just flows right across
the paper.” [Editor’s note: A copy of the form is
available with the online version of this issue of ED
Management. Go to www.ahcmedia.com. For assis-
tance, call Customer Service at (800) 688-2421.] 

Jenis says they’re lucky. “We have an electronic
health record, so if the patient has been to our ED before,
we just look at their record and ask if they are still on the
same meds or taking new ones,” he says. “If they haven’t
been here before, of course, we get the list up front.”

When he enters a medication, the system automati-
cally conducts an adverse reaction and allergy search.
Before he had the electronic record, Jenis used a soft-
ware program from Pepid in Evanston, IL, which he
ran on his personal digital assistant (PDA) to warn him
of potential interactions. (For more information on
software, see resource box, p. 2.) You need to use a
program like that, he maintains. “You must realize
how incredibly safe it can make your care, as you can’t
possibly memorize every drug interaction,” Jenis says.
“On discharge, you can also make sure the new meds
you are giving will not cause any interactions.”

Jenis has some additional tips for EDs that are not on
an electronic system. “If people come by ambulance,
the EMTs are going to have to bring in their meds,” he
says. “They should be trained to scoop the home meds
up and bring them in — the families, too.” When the
patients and families are really not sure of the meds they
are taking, Jenis recommends calling the patient’s phar-
macy to obtain an instantaneous list. “Most places will
fax it to you, while others will read it off,” he says. “If a
family member wants to be helpful, you could ask them
to go home and get all of their relative’s meds.”

Jenis says he and his staff also work with outpatient
clinic physicians to try to create a better list, by asking
for their assistance in keeping the medication lists up to
date. “We don’t hold formal seminars, but sometimes
we’ll have patients who complain the list of meds they
had for admission were bad,” he notes. In such cases, he
says, “It’s worth it to have your nurses put in a little
labor and call their physicians.” (For more tips on keys
to successful medication reconciliation, please see
story, p. 2.) ■

ED joins hospitalwide
effort on survey findings

More often than not, ED managers and their staffs
toil in relative anonymity as they go about their

daily work. However, once the recent findings of a sur-
vey by The Joint Commission at Boston’s Massachusetts
General Hospital (MGH) were made public, that was no
longer possible.

The staff learned in late 2006 in a memo from MGH’s
CEO Peter Slavin that “we did not do as well as we
should have, and that there were a number of areas we
just had to get to work on,” notes Greg Meyer, MD,
MSC, medical director and vice president of quality 
and safety for the Massachusetts General Physicians’
Organization. “When you have 20,000 employees, you
know that e-mail is going out in the public domain.”

And go out it did, in the form of coverage by The
Boston Globe. Slavin’s memo was cited in the paper 
as saying The Joint Commission found employees
weren’t washing their hands enough, weren’t com-
pletely filling out medical records, and weren’t cor-
rectly following medication reconciliation policies.

MGH chose to respond with a policy of total trans-
parency. Today, anyone who wishes to know the full story
can go to the MGH web site, www.massgeneral.org,
and click on the link on the left-hand side of the home
page that says, “Massachusetts General Hospital Joint
Commission Findings.” Once there, the reader will see
a letter from Slavin and an MGH summary of the Joint
Commission findings. In each case, it enumerates what
was found, why it was important, what MGH is doing
about it, and what progress they have made to date. 
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At Boston’s Massachusetts General Hospital, the ED man-
ager and staff nurses addressed several areas of weak-
ness identified in their survey by The Joint Commission and
implemented new processes to improve performance.They
followed up with random audits and individual discussions
with staff members who weren’t following the processes
correctly.
• To encourage more frequent hand washing, dis-

pensers of antibacterial hand rub were moved from
inside patients’ rooms to the doorway entrances.

• Global e-mails were sent to remind staff of the impor-
tance of documenting pain reassessment.

• To help physicians and nurses avoid confusing abbre-
viations, posters of the banned abbreviations were
placed on each computer in the department.

Executive Summary



And, for those who care to wade through it, The Joint
Commission’s final report also is there in its entirety at
the bottom of the page.

ED gets involved in process

ED management and staff were informed of the sur-
vey findings in that memo from Slavin. As strategies to
respond to the findings took shape, there were no spe-
cific comments aimed at the ED or other departments.

“Because the [response] process is hospitalwide, this
was not an ED-specific thing; we were all part of the
solution,” says Mary Fran Hughes, RN, MSN, nurse
manager of the ED at MGH. “They told us what The
Joint Commission recommendations were, and we
looked at what was happening in our area that we could
improve.” All along the way, she adds, best practices
were shared among the various departments at leadership
meetings.

There were several areas of emphasis the ED chose
to address, recalls Ann Morrill, a staff nurse in the
ED whose responsibilities include Joint Commission
compliance. One involved reassessment of pain,
Morrill recalls. “This is very important to The Joint
Commission, and we are very good at it — but not so
good at documenting,” she says. 

Morrill sent an e-mail to the staff to remind them of
the importance of documenting. She also conducted
random chart audits and provided individual feedback
to nurses who were not documenting properly.

This is an old issue, says Hughes, “but the audits
showed people the evidence that they were not writing
down all their actions.” There definitely has been an
improvement, she says, although the audits are hospital-
wide so exact statistics for the ED are not available.
“However, we have a small group of auditors, and they
say they can definitely see the progress is there,” Hughes
says.

Hand washing was another major issue, although
Morrill notes it is probably more of a standard practice
in the ED than in some other areas of the hospital. In
fact, she says, at the time of the survey, the compliance
rate was in the “high 80s.”

This figure was based on ED-only audits, Hughes
says. “Still, we looked for ways to make it even easier
for staff to wash their hands,” she says. 

One of the strategies involved changing the location
of the dispensers for the department’s antiseptic hand
rub, Morrill says. They put them all at the doors for
staff to use as they enter the patient’s room, she says.
“We had them inside the rooms, but we felt that some-
times people went in and did not look at them,” says
Morrill. “We also put a lot more around the nurses’
station; we doubled the number of dispensers.”

In addition, says Hughes, three staff nurses were
dubbed “hand hygiene champions” and were given
time each month to stand in the patient rooms and con-
duct audits on whether people were washing their
hands. “Our scores are much higher — in the mid-90s
— and we hope to get to 100%,” says Hughes. 

Morrill also addressed the issue of abbreviations 
in documentation. “There are two abbreviations you
are not supposed to use in the ED: QD (every day),
and MSO

4
for morphine,” QD can be confused for

QID (four times a day), and MSO
4

can be confused
with magnesium sulfate, she explains. “If you want
medicine taken daily, you write ‘daily,’ and for mor-
phine, you put the full name of the medicine.”

Doctors and nurses were using the banned abbrevia-
tions, so Morrill created a poster listing all the abbrevi-
ations that were not to be used and attached a copy to
each computer in the department. “We did a lot of
walking around to remind people as well, and we con-
ducted audits, too,” she says. “It’s definitely getting
much better.” ■
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Now available in AHC Media’s 
Audio Conference CD Collection

Prevention of Employee Injuries: 
Why Lift Teams Are Not Enough 

Shirley Thomas, RN, MPA, and Janet Ford, PT,
MS, share real life success stories of how they

drastically reduced workers’ compensation claims
and built a culture of safety at the University of

California, Davis Health System. 

With this audio conference CD, participants will
earn continuing education credit at no additional 

cost until March 14, 2008.

Call (800) 688-2421, or order online, 
www.ahcmediainteractive.com

Faculty: Shirley Thomas, RN, MPA, man-
ager of Vascular and GI surgery unit, and lift

team at the University of California, Davis
Health System.

Janet Ford, PT, MS, workers’ compensation
and biomechanics specialist at the University

of California, Davis Health System. 

The CD price of $299 includes accompanying
presentation slides. When ordering by phone,
please mention product code 11T07153.
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HOME MEDICATION RECORD

DATE: ____________________ Page____ of ____

ALLERGIES:

___________________________________________________

___________________________________________________

___________________________________________________

Initials Signature / Title Initials Signature / Title Initials Signature / Title

Source of Information
Medication, Supplement, 

Herbal, Vitamin

84
99

8 
 (4

/0
7)

PATIENT IDENTIFICATION AREA

Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List
Patient Family
Combined Medication List

Dose Route Frequency Initials Time

Medication
How much medication

should I take?
How often should I take

the medication?

New Discharge Medications

Please continue all your regular medications as shown above in the Home Medication Record

Discharge Clinician Signature _______________________________________ Patient Signature __________________________________________________

Source: Massachusetts General Hospital, Boston.


