
White powder triggers lockdown 
of ED, as fire and police respond
EDs need quick, appropriate response to unidentified substances

In a scene reminiscent of the anthrax scares of 2001-2002, an unidentified male
walked into the ED at Fort Sanders Regional Medical Center in Knoxville, TN,
on the afternoon of Wednesday, Aug. 22, and then exited the ED after leaving

behind a bottle containing white powder.
The event triggered a lockdown of the ED, which was quarantined by the local

health department, but the substance was found to be harmless within several hours.
The ED reopened that evening. 

While the hospital would not comment for this article, a news release issued that
day stated that “proper precautions were taken to lock down the unit, and the appro-
priate authorities were contacted.” In this case, that involved the ED contacting the
local 911 center, which in turn triggered involvement by the health department, the
fire department, and the FBI. (The FBI web site has a detailed description of
proper procedures and coordination between the agency and local health and
safety organizations. See the resource box, p. 135.)

While the Fort Sanders news release did not provide much detail on the “proper
precautions” it took, Dan Hanfling, MD, FACEP, director of emergency manage-
ment and disaster medicine for Inova Health System in Falls Church, VA, recalls a
similar incident about 10 years ago at another facility that he says is a prime example
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When an unauthorized individual walked into the ED at a Tennessee hospital, he placed
a bottle of white power in the department and left, which resulted in a lockdown. Prompt
action is essential when an unidentified substance is discovered:
• If the substance is in a package or an envelope, do not open it. It could be harmful to

you, your patients, or other staff members.
• Alert those around you. If possible, remove the container and the substance outside

your building.
• A disruptive lockdown may not be necessary if the above steps have been taken and

all decontamination procedures are taking place outside the building.
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of what not to do.
“A disgruntled apartment renter decided to take out

his frustration on his landlord,” he says. “The landlord
had received a letter in an envelope containing a white
powder. When he opened it, his eyes started to run,
and he decided to bring it to us.”

When he showed the envelope to the triage nurse, she
opened the note and said, “My goodness, you’re right!

My eyes are watering, too!” says Hanfling. “She closed
the envelope, put it in a bag, and walked him through
the ED into one of the interior patient care rooms —
after which the doctor and nurse assigned to that patient
did the same thing [by opening the envelope, smelling
it, and having their eyes react].” Both the landlord and
the staff members who treated him went through decon-
tamination. Finally, he says, the authorities were alerted,
and it was determined that the powder was an industrial-
grade cleaning product. The landlord was evaluated,
observed, given follow-up information, and released. 

In a proper response, Hanfling advises, the staff
should be alert to and recognize any potential issues,
particularly an agent that could pose a threat of contam-
ination. “The first thing that should happen is the person
who finds such a substance ought to alert those around
them that it looks suspicious,” he says. “If it is possible
to gather it up without any further dissemination, for
example, if it is in a closed bottle, walk it outside, take
the person who delivered it along with you, as well an
anyone who might have come in contact with it, and
have a quick, cursory examination to determine what it
is.” If the container is open, he adds, everyone should be
kept away from it.

Move it outside

Getting a source of potential contamination out of
the ED should be a primary concern, adds James J.
Augustine, MD, FACEP, director of clinical operations
at Emergency Medicine Physicians, an emergency
physician partnership group based in Canton, OH.

“The thing to do is to immediately move it outside
and conduct all containment activities outside the build-
ing,” Augustine says. “Don’t let anyone else near it, and
don’t do anything to disturb it.” Ideally, he adds, you
should tell the person who brought it in to turn around
and walk it outside. 

One of his facilities also had a similar incident,
Augustine says. “A couple of years ago, this guy
walked in and said he was going to commit suicide by
using the bottle of cyanide he had with him, and this
really was cyanide,” he says. The nurse did a “very
appropriate thing,” Augustine says: She had a techni-
cian accompany her, and they walked him outside the
doors of the ED, where she could continue the inter-
view and leave the container outside.

“All those interactions need to take place outside,”
Augustine emphasizes. “There, they could secure the
bottle of cyanide, question him about where had been,
and initiate care for him, including decontamination.”

Is an ED lockdown, such as the one that was initi-
ated in Knoxville, an automatic response to discovering
a potentially dangerous substance? Not necessarily,
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argues Hanfling. 
“Our ultimate response [during the aforementioned

incident] was for all intents and purposes a lockdown,”
says Hanfling. He notes that ultimately the fire depart-
ment, the U.S. Postal Service and the police responded
to calls, and this gridlock, combined with concern about
the offending agent, led the ED to stop taking patients.
“We’ve come a long way since our experience and the
numerous white powder experiences that occurred in
2001-2002,” he says. “The fact is we realize that for the
most part a less draconian dragnet needs to be put in
place.” (Editor’s note: For more on anthrax, see
“Case study, ED acts quickly after anthrax” and
“System makes anthrax care more efficient” in the
May 2002 ED Management. Also see anthrax stories
in the Bioterrorism Watch supplement in that issue
and the June 2002 issue.)

If you can isolate and remove the substance, identify
those who have been in contact with it, and allow the
proper authorities to investigate, then a lockdown may
not be necessary, he says. “The problem with a lock-
down in the ED is that it is so disruptive,” Hanfling says.
“There are probably ways around having to shut the
whole ED down, assuming there has been a somewhat
expedient response to the material and its evaluation.”

Hanfling asserts that “999 out of 1,000” of these
cases prove to be hoaxes. “The ‘out clause’ is that
when in doubt, you can certainly cease standard oper-
ating procedures until you are confident there is no
risk posed to staff or patients,” he says. 

Augustine agrees you should have other options
available short of a total shutdown. “You should be

able to adapt your operations,” he says. For example, if
something “dirty” comes in the door, you may have to
close that entrance and then use another one,
Augustine says. “It’s the same as if a door broke,” he
says. “You don’t close the ED; you use another door.”

In addition, EDs today often are designed in such a
way that the entrance for “HAZMAT-contaminated” is
separated from the ambulance or walk-in entrance,
Augustine says. “This way, it will not affect routine
ambulance arrivals or walk-up arrivals,” he says.

Under what circumstances should a lockdown be
called? “If a person is acting in such a way that the
staff feels he has done other [violent] things, or put
others at risk — or if there is greater concern for the
larger area, you should lock down the ED,” Augustine
advises. “For example, if someone became angry and
dumped piles of white powder around the entire build-
ing, then it’s best to keep everyone in place until the
HAZMAT team can come in.”

Who you notify, and in what order, also depends
upon the nature of the event, Augustine continues. “If
it is a potentially legal issue, call the police,” he
advises. “If [the individual with the substance] just
wants to harm himself, you can call the HAZMAT
team that serves your hospital, and should already
know who that is.” They, in turn, can assist you in
identifying the material and containing it, but they are
not responsible for disposing of it. “That will be the
responsibility of whatever HAZMAT company ser-
vices the hospital — the company that handles all of
its hazardous waste,” Augustine explains. 

Finally, he says, whatever the incident, you should
always follow the “golden rule of response.” “The teach-
ing line we use in drills is, ‘We will protect this house,’”
Augustine says. “Whether it involves a patient, a bottle,
or an envelope, the object is to protect the hospital by
containing the offending object outside until an appropri-
ate cleaning can be done or the hospital is otherwise pre-
pared to manage the situation.”

In other words, any containment activities should take
place outside the mainstream. “That’s an ‘all-hazards’
teaching,” Augustine says.  ■

New composite ‘obs’ APCs 
welcomed by ED experts
Reduced RVUs could offset gains for observation 

The initial reaction to the creation of two new com-
posite APCs (8002, 8003) in the final Outpatient

Prospective Payment System (OPPS) for 2008 was

December 2007 / ED MANAGEMENT ® 135

For more information on dealing with suspicious sub-
stances in the ED, contact:
• James J. Augustine, MD, FACEP, Director of Clinical

Operations, Emergency Medicine Physicians, 4535
Dressler Road, Canton, OH 44718. Phone: (330) 493-
4443. E-mail: JAugustine@emp.com.

• Dan Hanfling, MD, FACEP, Director of Emergency
Management and Disaster Medicine, Inova Health
System, Falls Church, VA. Phone: (703) 776-3002.

The FBI web site is a valuable source of information
on procedures for dealing with unknown substances.
Go to www.fbi.gov. On the left side of the page, under
the heading “Learn About Us,” click on “National Security
Branch.” On the right side of the page, under the heading
“Inside the National Security Branch,” click on “Protective
Clothing” and “Working with the FBI lab.”
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greeted with surprise and welcome by ED experts who
had been pushing for just such a move. However, at
least one observer says if you drill down to the actual
relative value unit (RVU) payments, the result actually
could be a loss of revenue for observation services. 

“They created two composite APCs, which basically
serve the purpose of what we wanted,” says Barbara
Marone, federal affairs director for the American
College of Emergency Physicians in Washington, DC.
“For year, we have been wanting to extend observation
payment for more than the three diagnoses [chest pain,
asthma, and congestive heart failure] to which it had
been limited.” The final rule includes all diagnoses.

Of the three possible scenarios, this outcome was the
best one, says Michael A. Ross, MD, FACEP, director of
observation medicine in the Department of Emergency
Medicine at Emory University School of Medicine in
Atlanta and a member of the APC Advisory Panel for the
Centers for Medicare & Medicaid Services (CMS). “In
its last proposal, CMS said it would do away with an ED
package, which we thought was a bad idea,” Ross says.
The second option was to play it safe, leave things as
they were, and review the available data, which was
what most observers expected, he says.

“The third option, proposed by the [APC] panel,
was to create a composite where ED and observation
services were paid as one visit, and that’s the best of
the three possibilities,” says Ross.

How it works

Under the new arrangement, Marone explains, the
relevant new composite is 8003, which is referred to as
“extended assessment and management.” “What that will
do is combine a Level 4 or 5 ED visit with observation of
more than eight hours,” she says.

This change will accomplish two positive outcomes,
she says. “It will continue to allow separate payment
for this type of treatment, and you don’t limit the diag-
noses to the historical three,” Marone says. In addition,
she says, the payment would be about $628, which is
certainly higher than it would have been under the
originally proposed “bundling” arrangement. 

Ross says this is “absolutely great news for hospi-
tals that provide observation services.” He considers
the increased payment rate “not a big breadwinner, but
a fair starting point.”

Not so fast . . . 

One of the ongoing frustrations of these CMS rules,
note observers, is that because of government admoni-
tions to keep such proposals budget-neutral, there is
almost always an offsetting expense or revenue reduc-
tion when apparent new benefits are announced. This
reduction appears to be the case here, in terms of
reduced RVUs for many types of ED care, warns
Michael J. Williams, MPH, HSA, president of The
Abaris Group, a Walnut Creek, CA-based health care
consulting firm specializing in emergency services,

“The drop in payments [RVUs)] for levels 4, 5, and
trauma is problematic and does not reflect the increased
packaging promised by CMS and the [stated] overall
3.2% in positive net impact for EDs,” Williams says. He
points out, for example, that for a Level 4 ED visit, the
2008 payment would be $212.59 compared with $209.99
in 2007, or a modest increase of 1.24%. For a Level 5
visit, a $325.26 payment in 2007 becomes a payment of
$315.51 in 2008, or a 3% decrease. For critical care, there
is a 15.06% increase, from $405.04 to $466.02. However,
for trauma activation, the payment plummets a whopping
33.21%, from $494.54 to $330.28.

“I estimate that 80% of all ED charges are going to be
Levels 4 or 5,” Williams says. “By my calculations, the
new 8003 composite payment of $628.15 is lower than
the $758 you would have received last year for a Level 5
ED visit plus observation if all the rules were correctly
used.” Williams arrives at that calculation by adding last
year’s now discontinued RVU for observation care
(7.2039) to last year’s RVU of 5.29 for a Level 5 emer-
gency visit. The total RVU of 12.4954 is higher than this
year’s 10.02 RVU for the new 8003 composite APC.

“With the exception of critical care, the paltry
increases in the other level visits seem to be a disincen-
tive [for observation services],” he argues. “We need
more ‘obs’ medicine units in our country to help solve
our capacity problems, but hospitals will look at this new
composite system as a take-away and a disincentive.”

Marone does not dispute Williams’ calculations, but
says, “If CMS had bundled, it would have been such a
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While the new ambulatory payment classification (APC)
payment structure is seen by most ED observers as a posi-
tive move, it may not be a plus for your facility or your obser-
vation unit. Studying the new relative value units (RVUs)
and your own case mix will tell your how your unit will fare.
• If the vast majority of your cases fall into Level 4 or

Level 5, you may face a loss of revenue in 2008.
• The payment level for trauma care will be 33% lower in

2008.
• Compare your 2007 reimbursement for level 4 or 5

cases plus last year’s observation payment with this
year’s new APC composite to project your likely rev-
enue gain/loss.
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disincentive for those with separate obs units to keep
going. It is still better than what was originally pro-
posed, and we are pleased that observation has been rec-
ognized as a service that needs to be treated separately.”

The new rule will be implemented in January 2008.
(For information on the proposed rule, see “Proposed
OPPS changes for 2008 may threaten observation
units,” ED Management, September 2007, p. 97.) ■

Sign-in kiosks shorten 
waiting room lines
Technology allows quicker ID of seriously ill patients 

The installation of three self-service computer sta-
tions, or kiosks, in the ED at Parkland Memorial

Hospital in Dallas has not only reduced long lines in
the waiting area, but also enabled the staff to more
quickly identify the more urgent cases. 

“We used to have huge lines to check in,” recalls
Jennifer Sharpe, RN, the ED director, who says her
department sees more than 139,000 patients a year. “At
times of high volume, we would have maybe three or
four nurses doing the check-in process, and that takes
about five or six minutes per patient.”

Being in an urban area, and with patients having
access to mass transit, as many as 50 patients can
arrive at once, Sharpe explains. “These big boluses
caused problems: No. 1, the patients had to stand up,
and even if there were 20 people in line, there could be
a critical case that was not evident — like a patient
with chest pain who did not tell you,” she says. “You
can look at them and guess, but if the nurses are all

tied up doing assessments, you might not see through
to the end of the line.”

Now, says Sharpe, the patients come in and sit
down at the kiosk. They type in their basic demo-
graphic information and then answer questions about
their condition and history. “The computer has pic-
tures of body parts they can identify, and then they
are asked if they have pain, if they have diabetes, and
so on,” Sharpe explains. (The kiosks, manufactured
by Galvanon, of Maitland, FL, actually were sug-
gested by a patient. See story, p. 138.) 

Testing the system

The kiosks were formally installed in March 2007,
but a small pilot test was conducted about 2½ years
ago, recalls Jennifer Hay, RN, the ED’s unit manager. 

“I got together with our computer guy, made up the
system, and went out to patients with a laptop to see if
they could navigate it,” she recalls. “We did it for one
day and got feedback from lots of patients.”

Through that feedback, as well as the early use of the
kiosks, the system was adjusted for ease of use. “At first,
the patients couldn’t navigate it,” says Sharpe. “They
have an average third-grade [reading] level, and they do
not use computers frequently enough.” Some directions,
for things as basic as entering your first and last name,
were simplified, and a touch keyboard is provided on the
screen. Terms such as “diabetes” were changed to “blood
sugar.” In addition, a tech is there to help patients who
have difficulty with the system.

“The patients see the kiosks as soon as they walk in
the front door,” says Hay. The technician who helps
them is also a greeter, she says. “They welcome them
to the ED and show them to the kiosk, explaining it is
for self check-in and that the medical staff will be with
them shortly.”

The ED nurses have screens in every room, so once
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For more information on the final payment rule for 2008,
contact:
• Barbara Marone, Federal Affairs Director, American

College of Emergency Physicians, 2121 K St. N.W.,
Suite 325, Washington, DC 20037-1801. Phone: (202)
728-0610, ext. 3017.

• Michael A. Ross, MD, FACEP, Director of Observation
Medicine, Department of Emergency Medicine, Emory
University School of Medicine, Atlanta.

• Michael J. Williams, MPH, HAS, President, The
Abaris Group, 700 Ygnacio Valley Road, Suite 270,
Walnut Creek, CA 94596. Phone: (925) 933-0911.
Fax: (925) 946-0911. E-mail: theabaris@aol.com.

Sources

Sign-in kiosks in your waiting area can help eliminate
long lines, while also providing patients with an added
level of privacy. However, there are several steps you
should take to ensure you reap the optimal benefits from
this approach.
• Make sure the sign-in instructions you use are appro-

priate for the education level of your typical patient.
• Have a technician-greeter available to provide addi-

tional patient assistance when it is required.
• Before final implementation, run a small pilot program,

perhaps using a laptop computer, to address any prob-
lems with your system.
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the patients have entered their information, they have
data on every patient in the waiting room. 

Many benefits seen

The kiosks have provided several benefits, although
improved flow was not necessarily one of them, says
Sharpe. “They were never really designed to help effi-
ciency,” she says. “It was to provide [seating] comfort
for the patients, speed up the waiting process, and
rapidly identify people who were critically ill.”

For the first month, they talked to patients who were
here before and after the hospital obtained kiosks, says
Hay. “Most of them were very happy with them,” she
says. The primary reason they gave for their satisfaction
was that they felt their information was in the system
and that somebody knew they were there, Hay adds. 

“This has been mainly patient-driven,” she says.
“They can sit down, and they have privacy because
they don’t have to talk to someone in an open space.”
The kiosk is similar to a small voting booth, Hay says.
“No one can see what you type in,” she says. “Before,
the whole triage area was one open space.”

Although they didn’t set out to improve throughput,
they hoped that would happen, Sharpe says. “It’s abso-
lutely true we are seeing the sicker patients more
quickly,” she says. “I can’t capture much data on that
because we did not having anything before, but now it
takes less than five minutes to get a [seriously] sick
patient to a nurse and immediately intervene.” ■

What are legal risks 
of videotaping trauma?
Educational value may be worth the risk

Many EDs videotape trauma cases for quality
improvement and educational purposes, but

some have put a stop to this practice due to concern
about lawsuits. 

After the Health Insurance Portability and
Accountability Act (HIPAA) became law, a study
reported on a dramatic decrease in videotaping at U.S.
Level 1 trauma centers. Prior to HIPAA, 58% of respond-
ing trauma centers used video compared to 18% after-
ward, reported the researchers. The most commonly cited
reasons for stopping video use were legal concerns about
patient privacy, consent, and discoverability.1

But what are the actual facts about liability risks of
this practice? The first thing to consider is that video-
tapes of trauma cases and other procedures would be
admissible in the event of a malpractice lawsuit, says
Linda M. Stimmel, a partner with the Dallas-based
law firm of Stewart Stimmel. “A video of the health
care provided — if that care is in question in a lawsuit
— will definitely have to be turned over,” she says.

Stimmel has seen the video help the defense in a
labor and delivery case because it showed the care
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For more information on using computer kiosks in your
ED waiting room, contact:
• Jennifer Hay, RN, ED Unit Manager, or Jennifer

Sharpe, RN, ED Director, Parkland Health & Hospital
System, 5201 Harry Hines Blvd., Dallas, TX 75235.
Phone: (214) 590-8735.

For more information about ED waiting room kiosks,
contact Galvanon, 2500 Maitland Center Parkway, Suite
100, Maitland, FL 32751. E-mail: info@galvanon.com.
Phone: (407) 667-0669. Fax: (407) 667-8774.

Sources/Resource

Listening to patient 
pays off for ED

Asuggestion from an observant patient started
the ED staff at Parkland Memorial Hospital in

Dallas on a journey that eventually led to the instal-
lation of three sign-in kiosks. It’s a move, they say,
that has eased the wait for patients and helped the
staff more quickly identify more serious cases.

“We had a patient who came in and saw [the
long waiting lines] in the ED and felt we could 
be more efficient,” recalls Jennifer Sharpe, RN,
the ED director. “He was in the IT field, and he
helped us get grant funding from a private indi-
vidual for some sort of self-service check-in.”

Members of the ED staff started their research,
and they found to their dismay that “no one 
was doing anything like this in the ED,” says
Sharpe. They did, however, find a company named
Galvanon in Maitland, FL, that had a primary 
focus on outpatient clinics. “I don’t even know if
they had done urgent care centers before,” she says. 

Galvanon won the bid to develop their system
using the grant, which was actually given to
University of Texas (UT) Southwestern (with
which Parkland is affiliated). The cost for
installing the three kiosks was $50,000.  ■



provided was timely, when the chart was not diligently
documented. “I have also seen the reverse, when a video
showed bad language and critical lapses in care that was
used against the hospital at trial,” she says. “So, it may
depend on whether the care provided was appropriate.”

If your ED videotapes trauma cases, use the tapes
for educational purposes only, advises Stimmel. “I
would definitely let staff be aware they are being video-
taped and that language will be on the tape,” she says. 

Additionally and of utmost importance, the videos
should be destroyed on a regular, consistent basis, she
says. For example, if the tape is needed for a monthly
seminar, destroy it after 30 days, advises Stimmel.

“There is no reason to keep videos in storage after
their useful purpose is over,” she says. “The destruc-
tion process must be consistent for all videos. You do
not want videos laying around that people could view
in violation of HIPAA.”

Although you would definitely have to turn over a
video if a lawsuit was involved, many lawsuits are not
filed for up to two years after an event, notes Stimmel.
“There is no reason to keep videos of all trauma cases for
years if their useful purpose is over. The law does not
allow us to destroy material at issue in a lawsuit, but there
is no problem if we are taping for teaching purposes and
then destroying all tapes on a regular basis,” she says. 

San Francisco General Hospital’s ED has been
videotaping trauma cases for 10 years, but there were
significant concerns about liability raised by attorneys
when this was first suggested. “When we first told the
university and the city we wanted to do this, the initial
response was, ‘No, that’s not a good idea,’” says Alan
Gelb, MD, the hospital’s division chief of emergency
services.

Hospital attorneys were concerned that the tapes
might be discoverable and then used in a malpractice
trial, but took into consideration that under California
law, hospital’s quality assurance activities (QA) are
not discoverable, says Gelb. “Nothing is ironclad, but
the statute states that the contents of meetings of
physicians that are used for QA or PI [performance
improvement] purposes are not discoverable,” he says.
“If they were discoverable, then it would hinder the
ability of physicians to have candid discussions
regarding how to improve things.”

Although the statute doesn’t specifically mention
videotapes, the taping is done under the purview of the
hospital’s PI program, so Gelb believes the tapes would
not be discoverable. “We have never had it tested or had
a request or subpoena for the tapes,” he says. “If we
don’t use the tapes within a short period of time, then
we erase them.”

The ED’s policy states that the tapes are used only
for QA purposes and only the staff involved in the

resuscitation may view them. About three years ago,
the ED’s policy was amended after a survey by The
Joint Commission. “The issue was that even though
we are only using the tapes for QA purposes, they
wanted consent, which became a very difficult issue,”
says Gelb. “Many trauma patients die, and those can
be the most interesting cases in terms of learning and
performance improvement. What we settled on, and
they agreed to, was to get consent from the patient or
next of kin. So that’s made things a little more difficult
now.”

The consent that is required is the basic conditions
of admissions that patients sign, which isn’t a separate
consent for the video, but it includes being filmed for
QA purposes. “But if we can’t get that, we don’t use
the tapes,” says Gelb. “We don’t get consent from the
staff to be taped because it is considered part of work-
ing here.”

Worth some risk

The benefits of videotaping trauma cases far out-
weigh any potential liability risks, according to Gelb.

“It’s good to be diligent in setting up your practice
to protect yourself, but this is doable. It is so helpful
from an educational and peer review standpoint, not
just for the students and house staff, but for the attend-
ings as well,” he says. “It’s amazing what you see on
those tapes. You think you did everything exactly right,
but it turns out you could have done something better.”

Usually the focus is not so much on the technical
aspects of the procedures, but more on the organiza-
tion, leadership, and how quickly things get done, adds
Gelb. In fact, as a result of improved performance, an
ED’s liability risks may decrease, he says.

Gelb points out that the documentation of a resuscita-
tion is discoverable, and everything that is seen on the
tape is already recorded on the flow sheet that the scribe
nurse fills out. He says that even if a jury viewed a tape,
it wouldn’t necessarily work against the ED. “In fact, I
would think most of the time, the jury would get a sense
of how many things are going on at one time,” he says.
“They would see how heroic things are, and it would
help the defense. However, we would not try to play 
it both ways; these videos are taken for performance
improvement purposes only. We would not introduce a
tape in defense of a lawsuit no matter how favorable it
might be.”

Reference

1. Campbell S, Sosa JA, Rabinovici R, et al. Do not roll the
videotape: Effects of the health insurance portability and account-
ability act and the law on trauma videotaping practices. Am J Surg
2006; 191:183-190. ■
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Patient’s jewelry stolen 
as she rests in the ED
Thief in scrubs apparently walks freely through ED

A96-year-old woman was brought to the ED at
Rhode Island Hospital in Providence on the after-

noon of Oct. 10, 2007. Later that night, a wedding
band and a ring with two white diamonds were stolen
while she lay in her bed. According to published
reports, a man in blue scrubs used a lubricant to slip
the rings off her fingers, while assuring her they were
being put away for safekeeping. However, he then left
behind a note saying, “Your daughter took your rings
with her so they wouldn’t get lost.”

Nancy Cawley, a hospital spokeswoman, told The
Providence Journal that the hospital was cooperating
with the police investigation.1 When subsequently con-
tacted by ED Management, she indicated that the facility
was reviewing its procedures, but she would not provide
additional comment until the review was completed.

How did this individual get into the ED in the first
place? “Since he had scrubs on, he could have come in
with them on,” notes Jeff Snyder, MD, FACEP, emer-
gency medical director of Alegent Health in Omaha, NE. 

Alegent Health switched to color-coded scrubs in
July. The switch at Alegent started in January for all
new hires, says Snyder, noting that patient safety, as
well as security, was one of the reasons for the switch.
“We put placards up in all departments indicating what
colors were for which department,” he explains. For
example, lab staff wears teal, respiratory wear black,
surgery is green, and ED nurses are dressed in bur-
gundy. Physicians can wear a variety of colors, but in

the ED they wear forest green or gray, Snyder notes.
“If [this individual in Rhode Island] had bought scrubs
on the outside, he would have had to match it with the
proper color,” he offers.

It would have been virtually impossible to obtain
the scrubs in one of his system’s EDs, says Snyder.
“No scrubs are available in closets here except for
surgery,” he says. “In the ED, you have to go through
one outside door, two inside doors, and into the locker
to access them.”

Regardless of whether someone is wearing scrubs,
all staff should have ID badges, Snyder says. “Even our
‘travelers’ have ID badges,” he notes. Thus, even if the
thief had worn scrubs of the proper color, “the first per-
son who saw him should have checked his ID.”

If ED staff members see a strangely dressed person or
someone who looks lost or like he or she doesn’t fit in,
staff are supposed to question the person as to his or her
identity, Snyder says. “You can always go to security if
you do not want to confront the individual,” he advises. 

Apparently, the Rhode Island hospital did have some
protocols for the handling of jewelry, but they don’t
appear to have been thorough enough in following them.
For example, while a phlebotomist had urged the patient
to surrender her necklace, bracelet, and watch because
they could not stay on during an X-ray, no mention was
made of the rings.

“We have different protocols for jewelry,” notes
Snyder. “One is trauma; there can be different acuities,
but if you use the trauma protocol, you must remove the
jewelry and give it to security.” Once the jewelry is given
to security staff members, they log it in, put it in an enve-
lope with the patient’s ID sticker in it, and put it in a safe.
They also have an orthopedic protocol, Snyder says. “If
there are broken bones but it is not a [‘traumatic’] trauma,
we still do exactly the same thing,” he says.

While there is no formal written policy, the staff
does the same thing if someone is unconscious or criti-
cally ill, Snyder says. “If they are coding, we do not
fool around [with jewelry removal], but we remove
necklaces and so forth for chest X-rays,” he says. 

If family members are present in the ED, they are
asked if they want to be responsible for the jewelry,
Snyder adds. “If they say, ‘Yes,’ we document that it
was given to the family, and write down their name
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In a hospital ED in Rhode Island, a 96-year-old patient
was robbed of her jewelry while she rested in her room.
The thief was dressed in scrubs. Identification badges
are only one way of keeping unwanted intruders out and
your patients’ belongings safe. Other suggestions:
• Have different groups of staff members, i.e., ED doc-

tors and nurses, wear color-coded scrubs that distin-
guish them from other hospital personnel.

• If your staff see a strangely dressed person or some-
one who looks lost or like they don’t fit in, they should
question them about their identity.

• Create protocols for the removal and safekeeping of
patients’ jewelry that cover several different scenarios.

Executive Summary

For more information on protocols to ensure the protec-
tion of patients’ valuables, contact:
• Jeff Snyder, MD, FACEP, Emergency Medical Director,

Alegent Health, Omaha, NE. Phone: (712) 328-5230.

Source



and their relationship to with patient,” he says.
In an event such as the one in Rhode Island, even if

the jewelry is stolen, ED managers who have security
cameras in their departments can be of great assistance
to law enforcement efforts, Snyder adds. “For example,
while we don’t have cameras positioned in patients’
rooms, we do have them in common areas, so even if
the theft is not witnessed, you can go and play back the
tape,” he notes. “So, for example, you could see if there
was a guy in scrubs that did not match any of our col-
ors, if they went into the nurses’ lounge, and so forth.”
You also can attempt to obtain a description of the thief
for police, he adds. 

Reference

1. Smith G. R.I. Hospital patient, 96, robbed of rings. The
Providence Journal, Oct. 13, 2007. Accessed at www.projo.com/
ri/cranston/content/Missing_Jewelry_10-13-07_407FJSO.314a8c0.
html. ■

What are responsibilities 
of specialty hospitals?

[Editor’s note: This column addresses readers’
questions about the Emergency Medical Treatment
and Labor Act (EMTALA). If you have a question
you’d like answered, contact Steve Lewis, Editor, ED
Management, 215 Tawneywood Way, Alpharetta, GA
30022. Phone: (770) 442-9805. Fax: (770) 664-8557.
E-mail: steve@wordmaninc.com.]

Question: A patient presents to “Community
Hospital’s” ED, is screened and is found to be in an
emergency medical condition (EMC). She needs orthope-
dic surgery to stabilize her EMC. The problem: There are
no orthopedic surgeons on Community Hospital’s medi-
cal staff. They all left last year after building their own
specialty hospital. Does the specialty hospital have an
obligation under the Emergency Medical Treatment and
Labor Act (EMTALA) to accept Community Hospital’s
proposed transfer of this patient? 

Answer: Pursuant to a new EMTALA regulation
published Summer 2006, the answer is yes, so long as
the terms of a “specialized capabilities” transfer are met,

according to Alan Steinberg and Ian Donaldson, attor-
neys with the Pittsburgh-based law firm Horty Springer. 

Several dynamics have been involved in the rise of
specialty hospitals, they note. One of the attractions
for some physicians has been the belief that they could
escape EMTALA responsibilities because the law was
thought not to apply to those facilities, they say. 

In changes made to the EMTALA Regulations pub-
lished on Aug. 18, 2006, however, the Centers for
Medicare & Medicaid Services (CMS) made it clear
that EMTALA does apply to specialty hospitals that
have “specialized capabilities,” as compared to the
proposed, sending facility, they say.

CMS’ position is that the specialized capabilities
provision always applied to specialty hospitals, but
that this rule may not have been well understood,
explain Steinberg and Donaldson. As described in its
comments published with the regulatory changes,
CMS states: “[I]t has come to CMS’ attention that our
policy regarding the application of EMTALA to hospi-
tals that have specialized capabilities but are without
dedicated emergency departments may be less well
understood as it relates to individuals for whom an
appropriate transfer is sought.” [68 FR 48,097 (2006)].

CMS states that it has been its longstanding policy
that any Medicare-participating hospital with a special-
ized capability, in accordance with EMTALA’s special-
ized capabilities provision [42 U.S.C. §1395cc(g)], must
accept, within the capacity of the hospital, an appropriate
transfer from a requesting hospital. That policy has been
applied to hospitals without regard to whether they have
dedicated EDs, note Steinberg and Donaldson.

One particular point of review for the EMTALA
Technical Advisory Group (TAG) has been the applica-
bility of EMTALA to specialty hospitals. To quote from
CMS’ comments: “At its meeting held on Oct. 26-28,
2005, the EMTALA TAG heard testimony from repre-
sentatives of physician groups, hospital associations, and
others regarding EMTALA compliance by specialty hos-
pitals that typically do not have dedicated emergency
departments. After extensive consideration and discus-
sion of the issues raised and views presented, the mem-
bers of the EMTALA TAG voted to recommend to the
secretary that hospitals with specialized capabilities [as
defined in §489.24(f) of the regulation] that do not have
a dedicated emergency department be bound by the
same responsibility to accept an appropriate transfer
under EMTALA as hospitals with a dedicated emer-
gency department.” [68 FR 48,097 (2006)].

Steinberg and Donaldson are in agreement with the
EMTALA TAG’s assessment. To address the TAG’s rec-
ommendation, they point out, CMS proposed changes to
the EMTALA regulations on April 25, 2006, as part of
the fiscal year 2007 IPPS proposed rule [71 FR 24,118
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(2006)]. In its proposed changes, CMS noted that the
revision would not require hospitals without dedicated
EDs to open EDs, nor would it impose any EMTALA
obligations on those hospitals with respect to individuals
who come to the hospital as their initial point of entry
into the medical system seeking a medical screening
examination or treatment for a medical condition. By its
proposed revision, CMS sought only to clarify that any
Medicare-participating hospital with specialized capabil-
ities had EMTALA obligations as per the specialized
capabilities provision.

The proposed changes became final as published
Aug. 18, 2006. By the revision, 42 C.F.R. §489.24(f)
now states: “(f) Recipient hospital responsibilities. A
participating hospital that has specialized capabilities
or facilities [including, but not limited to, facilities such
as burn units, shock-trauma units, neonatal intensive
care units, or (with respect to rural areas) regional
referral centers, which, for purposes of this subpart,
means hospitals meeting the requirements of referral
centers found at § 412.96 of this chapter] may not
refuse to accept from a referring hospital within the
boundaries of the United States an appropriate transfer
of an individual who requires such specialized capabili-
ties or facilities if the receiving hospital has the capac-
ity to treat the individual. This requirement applies to
any participating hospital with specialized capabilities,
regardless of whether the hospital has a dedicated
emergency department.” (Emphasis added by Steinberg
and Donaldson.) [68 FR 48,143 (2006).]

What does this all mean? Steinberg and Donaldson
explain that if a patient at an acute care hospital requires
specialized capabilities not then available at the hospi-
tal, but that are available at the specialty hospital, then
the specialty hospital would have an EMTALA obliga-
tion to accept the proposed transfer as long as it has the
capability and capacity to treat the patient. 

Does that mean specialty hospitals must institute 
an on-call list and program as per other Medicare-
participating hospitals? In its comments, CMS said no,
but it adds that the specialty hospital must find appropri-
ate ways to meet its Medicare responsibilities [68 FR
48,098 (2006)], according to Steinberg and Donaldson.

Therefore, they conclude, it would appear that physi-
cians who provide their specialty services at specialty
hospitals, and no longer at acute care hospitals or on a
much more limited basis there, now can find themselves

on the receiving end of specialty transfers if the acute
care hospital cannot provide that specialty service at the
time needed by the patient in an emergency medical
condition. There likely will be more to come from this
regulatory change, once its full meaning and scope are
understood. For patient care purposes, this means that
an acute care hospital and its ED that cannot provide
specialty services at any given time can look to a spe-
cialty hospital for a specialized capabilities transfer. 

[Editor’s note: For more information on EMTALA,
contact Steinberg or Donaldson at Horty, Springer 
& Mattern, 4614 Fifth Ave., Pittsburgh, PA 15213.
Phone: (412) 687-7677. Fax: (412) 687-7692.] ■

Study: 75% of EDs have
inadequate call coverage

Afull three-quarters of all hospital EDs in the United
States don’t have enough specialists who specifi-

cally treat cardiac or neurological problems, according to
a new study from the Center for Studying Health System
Change. It further noted that 21% of premature deaths
and complications resulting from delays in ED care are
due to a lack of available specialists. 

The study, titled “Hospital emergency on-call cov-
erage: Is there a doctor in the house?” was based on
site visits to 12 nationally representative metropolitan
communities. “The diminished willingness of special-
ist physicians to provide on-call coverage is occurring
as hospital emergency departments confront an ever-
increasing demand for services,” wrote the authors.
“Factors influencing physician reluctance to provide
on-call coverage include decreased dependence on
hospital admitting privileges as more services shift 
to nonhospital settings; payment for emergency care,
especially for uninsured patients; and medical liability
concerns.”

They noted a number of strategies to secure on-call
coverage, including:

• enforcing hospital medical staff bylaws that
require physicians to take call;

• contracting with physicians to provide coverage;
• paying physicians stipends;
• employing physicians.  ■
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■ ED introduces 64-slice CT 
in patients presenting with 
chest pain 

■ Study: EDs have 22,000
preventable heart attacks,
pneumonia deaths

■ ED patient safety initiatives
help limit liability claims

■ Citywide diversion campaign
fails to limit ED overcrowding
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Reimbursement drops 
for emergency visits 

Anew study in the Annals of Emergency Medicine
shows that payments for ED services declined for

all patients over an eight-year period, with Medicaid
paying less overall than uninsured patients do. 

“Falling reimbursements to emergency departments
were a consistent trend over the eight years we studied,”
said Renee Hsia, MD, of the University of California 
at San Francisco in California, in a prepared statement.
“What surprised us was that uninsured patients actually
pay a higher proportion of their emergency department
charges than Medicaid does.”

This runs counter to the commonly held belief that
the uninsured are universally poor payers, she says.
The study found that, in fact, 35% of charges for unin-
sured visits were paid in 2004, compared with 33% for
Medicaid visits.

The researchers studied charges and payments for
43,128 ED visits from 1996-2004. Nationwide, the over-
all proportion of ED charges paid for outpatient emer-
gency department visits declined from 57% to 42%. The
declines in the proportion of payments to charges over
the eight-year study period tended to be sharper among
patients with insurance than among the uninsured,
although the share of charges paid was consistently the
lowest for visits by Medicaid and uninsured patients, and
consistently the highest for visits by patients covered by
private insurers. Reimbursements fell the least for unin-
sured patients.

“Declining reimbursement ratios will cut into the
ability of emergency departments to recover their
actual costs of providing care,” Hsia predicted.

The article can be accessed free of charge at: www.
annemergmed.com/webfiles/images/journals/ymem/rhsia.
pdf.  ■

Minnesota hospitals 
seek trauma designation

Hospitals in Minnesota are scrambling to meet the
new state requirements and become part of the

state’s trauma system, as outlined in the recently passed
Emergency Medical Services Regulatory Board statute.
The deadline is July 1, 2009. 

The new law is referred to as the “bypass legislation”
because major trauma patients must not be transported to
an undesignated hospital unless no state-designated

trauma hospital is within 30 minutes transport time. This
“30-minute rule” means a closer designated trauma hos-
pital may be bypassed for a higher-designated trauma
hospital that is within 30 minutes transport time. When
the bypass regulation goes into effect in 2009, it will
affect only severe trauma patients and only ambulance
services, not helicopters. Hospitals still will be able to be
designated after the deadline has passed, but if they are
not designated by then, they may get bypassed in terms
of transportation. ■
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CNE/CME questions
13. According to concern, says James J. Augustine,

MD FACEP, a potentially harmful substance
found in the ED should be removed:

A. once its contents have been determined. 
B. immediately. 
C. after clearing the ED. 
D. after calling the FBI. 

14. According to Michael J. Williams, MPH, HSA, the
payment in 2008 for a Level 5 emergency visit
with eight hours or more observation would: 

A. be greater than it was in 2007. 
B. be the same as it was in 2007. 
C. be less than it was in 2007. 
D. depend on the length of stay. 

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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15. According to Jennifer Sharpe, RN, a small pilot
program and early feedback on three sign-in
kiosks in the waiting room convinced her staff it
was necessary to: 

A. change the location of the kiosks. 
B. simplify the instructions. 
C. put up signs directing the patients to the kiosks. 
D. purchase two more kiosks.

16. Which is recommended regarding videotaping of
trauma cases?

A. Keep them in storage indefinitely.
B. Encourage all staff to view them, even if they

were not directly involved in the case.
C. Don’t inform staff that they are being videotaped.
D. Have a consistent destruction process for all

videos.

17. In addition to requiring everyone in your depart-
ment to wear an ID badge, what strategy does
Jeff Snyder, MD, FACEP, recommend to safe-
guard the well-being and personal property of
your patients?

A. Using color-coded scrubs. 
B. Aggressively questioning individuals who look like

they don’t belong in the department. 
C. Developing protocols for the removal and safe-

keeping of patients’ jewelry. 
D. All of the above 

18. According to Alan Steinberg and Ian Donaldson,
a specialty facility is obligated to accept your
transfer requests:

A. as long as the terms of a “specialized capabilities”
transfer are met.

B. whenever you make them. 
C. if you are on diversion. 
D. if your facility is understaffed. 

CNE/CME answers
13. B; 14. C; 15. B; 16. D; 17. D; 18. A.
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Financial strategies (Also see
Medicare and Reimbursement)

Discharge instructions help parents
provide home care, JUL:77

Fever kit helps ED save $300,000 in
three years, JUL:77

Flu 
You can expect delays in flu vaccine

delivery, MAY:58

HIV/AIDS
Guide helps ED implement HIV

testing, OCT:119

Infection control
New recommendations focus on

mass critical care, FEB ED
Accreditation Update Suppl:3

Pandemic warnings could trigger
closings, MAY:57

SHEA assails proposed infection
control standards, NOV ED
Accreditation Update Suppl:4

Joint Commission 
Anticoagulation therapy is safety

goal for 2008, SEP:103
Communicate everyone’s role and

what you plan to change, FEB ED
Accreditation Update Suppl:2

Critical lab value reporting more
challenging in ED, MAY:55

Customer satisfaction surveys being
revised, NOV ED Accreditation
Update Suppl:4

ED joins hospitalwide effort on
survey findings, AUG ED
Accreditation Update Suppl:3

Fire-safety equipment standard
revamped, NOV ED Accredita-
tion Update Suppl:4

Home Medication Record, AUG
ED Accreditation Update
Suppl:Online

Joint Commission allows 48-hour
pharmacist review, FEB ED
Accreditation Update Suppl:4

Joint Commission to address diver-
sity issues, MAY:56

Last-Minute Joint Commission
Clean-Up List, MAY ED
Accreditation Update
Suppl:Online

New recommendations focus on
mass critical care, FEB ED
Accreditation Update Suppl:3

Physicians, medical staff may report
safety concerns without fear of dis-
ciplinary action, NOV ED
Accreditation Update Suppl:1

Proper forms, follow-up are the
keys to success, AUG ED
Accreditation Update Suppl:2

Proposed leadership standard revi-
sions emphasize resolution of con-
flicts among leaders, MAY ED
Accreditation Update Suppl:1

Say it in English, MAY ED
Accreditation Update
Suppl:Online

SBAR Observation Tool, NOV ED
Accreditation Update Suppl:
Online

SBAR techniques help EDs comply
with handoff regs, NOV ED
Accreditation Update Suppl:3

SHEA assails proposed infection
control standards, NOV ED
Accreditation Update Suppl:4

The Joint Commission says the goal
for medication reconciliation is
unchanged, AUG ED
Accreditation Update Suppl:1

Tornado hits in middle of disaster
drill, FEB ED Accreditation
Update Suppl:1

What surveyors want to see for
review of med orders, JUL:75

White paper underscores patient
health literacy, MAY ED
Accreditation Update Suppl:3

Left without being seen (Also see
Diversion, Length of Stay, Patient
Flow and Patient Satisfaction)

LWOT Patient Contact Sheet,
FEB:Online

Physician Daily Review: LWOT,
FEB:Online

Proactive program makes low
LWOT rate even lower, FEB:15

Length of stay (Also see Diversion,
Left without being seen, Nonemergent
ED visits, Overcrowding, Patient flow
and Patient satisfaction) 

Chest pain — Nontraumatic
[Guidelines], JAN:5

CMS EMTALA memo says telecom-
munications OK, AUG:88

Concurrent projects aim to improve
satisfaction, JUN:70

MVT cuts door-to-doc times by
24%, JAN:6

‘PIT’ more than triples ED’s satis-
faction rates, SEP:101

Tough new CA legislation targets
‘homeless dumping,’AUG:89

‘Sense of urgency’ helps sell staff,
SEP:102

Survey: Boarding deaths not that
uncommon, AUG:87

System says ED patients will have
zero wait times, JAN:4

Woman dies in ED waiting room;
AUG:85

Liability
Decrease liability risks of sedation

in your ED, NOV:126
Family’s presence in ED may lower

liability risk, AUG:92
Guidance to address liability in

emergencies, MAY:59



Is family presence a factor in law-
suits? AUG:92

Major liability risk with procedural
sedation, NOV:127

Management
‘Culture of safety’ sets tone for

improvement, JUN:64
ED joins hospitalwide effort on sur-

vey findings, AUG ED
Accreditation Update Suppl:3

Incremental approach is best with
new EDIS, MAY:52

‘Medical tourists’ are unique ED
challenge, OCT:113

MI mortality rate higher on the
weekends, JUN:68

Most ED staff victimized by vio-
lence never report incident,
OCT:109

New evidence-based MTBI dis-
charge form proposed, JAN:7

New staff and a team approach
boost morale, SEP:105

Patient’s jewelry stolen as she rested
in her room, DEC:140

Physicians, medical staff may report
safety concerns without fear of dis-
ciplinary action, NOV ED
Accreditation Update Suppl:1

Pre-planning critical for freestand-
ing ED, OCT:115

Save time with ‘admission folder,’
NOV:130

Shared governance keeps ED
nurses, patients happy, FEB:21

Solid plan, ‘gut instinct’ are disaster
response keys, SEP:99

Staff buy-in is key with freestanding
ED, OCT:115

Medicare (Also see Observation ser-
vices and Reimbursement)

APC panel: Don’t finalize plan for
observation packaging, NOV:121

CMS EMTALA memo says telecom-
munications OK, AUG:88

CMS letter causes ED concerns about
‘parking’ EMS patients, FEB:13

New composite ‘obs’APCs wel-
comed by ED experts, DEC:135

Proposed OPPS changes for 2008
may threaten observation units,
SEP:97

Reimbursement cuts, payment delays
threaten ED bottom lines, MAR:25

Medication errors (Also see Patient
Safety)

Home Medication Record, AUG 
ED Accreditation Update
Suppl:Online

Pharmacist in ED slashes medica-
tion errors by 50%, MAR:29

Proper forms, follow-up are the
keys to success [for medication
reconciliation], AUG ED
Accreditation Update Suppl:2

The Joint Commission says the goal
for medication reconciliation is
unchanged, AUG ED
Accreditation Update Suppl:1

Vermont EDs accessing records of
patients’ meds, SEP:107

What surveyors want to see for
review of med orders, JUL:75

Nonemergent ED visits
Chest pain — Nontraumatic

[Guidelines], JAN:5
Discharge instructions help parents

provide home care, JUL:77
Fever kit helps ED save $300,000 in

three years, JUL:77
Social workers cut nonemergent vis-

its 45%, JUL:80
System says ED patients will have

zero wait times, JAN:4

Observation services (Also see
Medicare) 

APC panel: Don’t finalize plan for
observation packaging, NOV:121

New composite ‘obs’APCs wel-
comed by ED experts, DEC:135

Proposed OPPS changes for 2008
may threaten observation units,
SEP:97

Overcrowding (Also see Diversion,
Left without being seen, Nonemergent
ED visits and Patient flow) 

‘Boarded’ patients prefer halls on
inpatient floors, JUL:79

Cooperation, expansion keep diver-
sion rate low, MAY:54

Despite longer wait times, satisfac-
tion improves, NOV:124

Keep the patient’s ‘internal clock’ in
mind, NOV:125

Mapping system gets patient to the
right ED, JAN:9

Survey: Boarding deaths not all that
uncommon, JUL:87

Tough new CA legislation targets
‘homeless dumping,’AUG:89

Woman dies in ED waiting room;
AUG:85

Patient flow (Also see Diversion, Left
without being seen, Length of stay,
Nonemergent ED visits and
Overcrowding)

‘Boarded’ patients prefer halls on
inpatient floors, JUL:79

CMS letter causes ED concerns about
‘parking’ EMS patients, FEB:13

Listening to patient pays off [with
sign-in kiosks], DEC:138

Palliative program yields triage
changes in the ED, MAR:27

Patient navigators show the way to
faster flow, SEP:104

Save time with ‘admission folder,’
NOV:130

Sign-in kiosks shorten waiting room
lines, DEC:137

Patient safety (Also see Liability and
Medication Errors)

Anticoagulation therapy is safety
goal for 2008, SEP:103

Survey: Boarding deaths not that
uncommon, AUG:87

Change of shift high risk for
patients in ED, AUG:91

‘Culture of safety’ sets tone for
improvement, JUN:64

Decrease liability risks of sedation
in your ED, NOV:126

ED can play major role in rapid
response teams, MAY:51

ED heart attack protocols save time
and lives, AUG:95

ED uses ‘Virtual ICU’ to improve
patient care, MAR:31

Georgia hospital hit by F3 tornado,
APR:37

How to set up emergency treatment
area at a church, APR:39

Joint Commission to address diver-
sity issues, MAY:56

Major liability risk with procedural
sedation, NOV:127

MI mortality rate higher on the
weekends, JUN:68

One-third of EDs fail to meet 90-
minute target, JAN:1

Physicians, medical staff may report
safety concerns without fear of dis-
ciplinary action, NOV ED
Accreditation Update Suppl:1

White powder triggers lockdown of
ED; DEC:133
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Woman dies in ED waiting room;
AUG:85

Patient satisfaction (Also see Left
without being seen)

Age can make a difference in
patient satisfaction, APR:45

‘Boarded’ patients prefer halls on
inpatient floors, JUL:79

Chest pain — Nontraumatic
[Guidelines], JAN:5

Concurrent projects aim to improve
satisfaction, JUN:70

Customer satisfaction surveys being
revised, NOV ED Accreditation
Update Suppl:4

Did You Know? [Explanations of
long waits] NOV:124

Despite longer wait times, satisfac-
tion improves, NOV:124

ED adds business center to wait
area, OCT:117

ED ‘PALs’ help put focus back on
patients, MAR:30

ED takes personal approach to boost
satisfaction levels, FEB:17

Keep the patient’s ‘internal clock’ in
mind, NOV:125

MVT cuts door-to-doc times by
24%, JAN:6

‘PIT’ more than triples ED’s satis-
faction rates, SEP:101

‘Sense of urgency’ helps sell staff,
SEP:102

Shared governance keeps ED
nurses, patients happy, FEB:21

Sign-in kiosks shorten waiting room
lines, DEC:137

System says ED patients will have
zero wait times, JAN:4

Translation technology fills impor-
tant niche, JUN:65

Urgent care clinics post wait times
on web, OCT:116

Pharmacy
Pharmacist in ED slashes medica-

tion errors by 50%, MAR:29

Quality of care
‘Culture of safety’ sets tone for

improvement, JUN:64
ED boosts performance with web-

based data system, FEB:20
ED takes personal approach to boost

satisfaction levels, FEB:17
ED uses ‘Virtual ICU’ to improve

patient care, MAR:31

SBAR Observation Tool, NOV ED
Accreditation Update Suppl:
Online

SBAR techniques help EDs comply
with handoff regs, NOV ED
Accreditation Update Suppl:3

Reimbursement (Also see Financial
strategies and Medicare) 

Reimbursement cuts, payment
delays threaten ED bottom lines,
MAR:25

Salary
Annual salary survey report, NOV:1

Security (Also see Violence in the ED)
Patient comes back to ED in scrubs

and works an entire shift,
MAY:49

Patient’s jewelry stolen as she rested
in her room, DEC:140

White powder triggers lockdown of
ED, DEC:133

Staff education
‘Culture of safety’ sets tone for

improvement, JUN:64
Most ED staff victimized by vio-

lence never report incident,
OCT:109

New staff and a team approach
boost morale, SEP:105

Proper forms, follow-up are the
keys to success [for medication
reconciliation], AUG ED
Accreditation Update Suppl:2

Staff health
Counseling is essential following a

disaster, JUN:63
White powder triggers lockdown of

ED; DEC:133

Staffing (Also see Call panels)
If pandemic strikes, how much staff

will you have? APR:44
Knowledge can aid in call negotia-

tions, APR:47
Multi-pronged approach eases on-

call challenge, JUN:67
New staff and a team approach

boost morale, SEP:105
OIG advisory opinion clarifies some

call issues, NOV:128
Opinion ‘plays into hands’ of on-

call specialists, NOV:130

Surge capacity (Also see Disaster
planning and response)

If pandemic strikes, how much staff
will you have? APR:44

Technology (Also see Telemedicine)
ED boosts performance with web-

based data system, FEB:20
Hand-held ultrasound serving three

EDs, FEB:18
Hospital used service to update its

web site, APR:41
Incremental approach is best with

new EDIS, MAY:52
Listening to patient pays off [with

sign-in kiosks], DEC:138
Sign-in kiosks shorten waiting room

lines, DEC:137
Translation technology fills impor-

tant niche, JUN:65
Urgent care clinics post wait times

on web, OCT:116
Vermont EDs accessing records of

patients’ meds, SEP:107

Telemedicine
CMS EMTALA memo says telecom-

munications OK, AUG:88
ED uses ‘Virtual ICU’ to improve

patient care, MAR:31

Trauma 
New evidence-based MTBI dis-

charge form proposed, JAN:7
U.S. House passes Trauma Care Act

of 2007, MAY:58

Triage
Consideration for Direct Admission to

Acute Palliative Care Unit,
MAR:Online

Palliative program yields triage
changes in the ED, MAR:27

‘PIT’ more than triples ED’s satis-
faction rates, SEP:101

‘Sense of urgency’ helps sell staff,
SEP:102

Survey: Boarding deaths not all that
uncommon, JUL:87

Woman dies in ED waiting room;
AUG:85

Violence in the ED (Also see Security)
Most ED staff victimized by violence

never report incident, OCT:109
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