
Patient drives truck into ED after com-
plaining about wait
Incident shows potential dangers of unseen patients’ frustration

On Wednesday evening, Oct. 24, 2007, a man drove his pickup truck into the
exterior wall of the ED at the Medical Center of Central Georgia in Macon.
A patient of the ED told the local press that the man, also a patient, had con-

versed with him over the five-hour wait and left after complaining about the wait.1

Since the driver also had told the witness that he was there to be seen about back
pain and seizures, it was unclear whether the crash was deliberate or the man had
just been trying to drive away in frustration when he seized. The hospital would not
provide any medical details, citing confidentiality issues. 

In either event, the incident demonstrates the potential anger and frustration by
patients who face long waits, and it offers a frightening example of what poten-
tially can happen when such a patient leaves without treatment.

“When patients wait to be seen, it is one of the biggest dissatisfiers,” notes Paul
Culler, MD, medical director of the ED at Marion (OH) General Hospital. “I think in
many smaller markets [such as Macon], the expectation is that there will be shorter
waits.”

If patients become frustrated and leave and subsequently experience an adverse
outcome, this outcome can be a huge liability issue as well as a customer service
issue, Culler says. How does he seek to minimize the likelihood of such an event?
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Patients who leave your ED before they are seen present potential problems for
your department. They could present a liability threat if an untreated ailment
later cause them harm, or they could take out their frustration by physically act-
ing out. Here are some strategies:
• Make sure your staff never ignore patients or their complaints.
• Monitor the peaks and valleys of patient demand, and be fully staffed for the

greatest numbers of patients. 
• During orientation, teach your nurses how to respond properly to patients and

set reasonable expectations.
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“Specific to this story, you have to know your audi-
ence and the community in which you are practicing,”
he says. Marion General always encourages physicians
to live locally, so members of the community see med-
ical staff members in social situations, Culler says.
“Over the course of time, this really helps, because the
community sees medical staff members out in social
situations.” In addition, he says, the staff can gain an

understanding of community expectations. 
In a larger urban community, says Culler, patients

might be used to six- or eight-hour waits. “Here, that
would never fly,” he says. “Two hours is considered a
long period of time.”

Plan ahead

Advance planning can help minimize the likelihood
that patients will face long waits and leave in frustra-
tion, says Culler. “The ED staff must be in tune and
understand ahead of time what to do,” he says. “There
is a lot of preparation and planning that goes into the
management of the department when it is packed to
the gills.”

What does that planning entail? “Consider staffing
patterns that match department demand,” he advises.
“You really have to know how many patients arrive on
average each hour of the day and night, so you can be
as fully staffed as you can in peak periods.” This strat-
egy calls for a significant amount of strategic planning
by everyone from the staff nurse to the lab, he says.

Despite the best of plans, however, “things happen,”
Culler concedes. At that point, he says, there are other
strategies that come into play.

“Hall beds have become an accepted standard, and
there are times where we use a call-in system to bring
in an extra provider,” he says. “We also have a couple
of makeshift rooms — not within the department, but
off the lobby.” One of the rooms serves as a secondary
triage area, and another can be cordoned off to create
an additional treatment room. They try to “skim off”
the lower acuity patients in the lobby, so they can be
served adequately without using a critical bed in the
department, Culler explains. “We bring them back to
the makeshift room,” he says. “They may just need an
ankle X-ray or medication for a sore throat.”

When all else fails . . . 

Despite all best efforts, no system is perfect, and
patients sometimes will become frustrated and angry
with their wait time. What do ED managers do in such
situations? The most important things are to continue
to communicate with the patient and let them know the
reasons for the delay, says Deb Richey, MPA, director
of emergency services at Parkview Hospital in Fort
Wayne, IN. 

Richey says despite the fact that long waits are rare
in her department, her nurses are trained to deal with
such situations. “It’s just not good if you ignore patients
and wait until they become angry,” she says, “and it’s
important as part of orientation that we teach nurses
how to respond and how to set reasonable expectations.”
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It’s just as important to teach staff what not to say,
as it is to teach them what to say, Richey says. “We try
to make sure the staff understands that they want to
avoid saying things like ‘I’ll be back in a second,’ or
‘The doctor will be there in a minute,’ if that is not
what normally happens,” she says. “Let them know
how long it takes on average, and then try to exceed
their expectations.”

Not everyone will walk away pleased, adds Luis
Eljiek, MD, FACEP , FAAEM, medical director of the
ED at Potomac Hospital in Woodbridge, VA. Eljiek
recommends that whatever the patient’s complaint is,
listen to it. “Don’t put it off and say you have other
patients to see and you’ll see them in 15 minutes; that
will heat them up even more,” he advises. “Be an
active listener, offer reasonable solutions if possible,
but at least acknowledge the fact that you have listened
to their concerns.” (Potomac has reduced the LWBS
rate from 8%-9% to under 1.5% in less than a
year. See the story, right.)

The nursing staff at Potomac takes a course in crisis
prevention intervention from the Crisis Prevention
Institute in Brookfield, WI, says Inez Johnson, RN,
BSN, clinical director of the ED. “It’s an eight-hour
course that helps you to understand the behaviors you
are seeing and respond appropriately so they don’t
escalate,” she explains. (For more information, see
resource box, above.)

Your staff also need to be trained in what Culler

calls “service recovery” techniques. “This is not rocket
science,” he says. “It really helps to look people in the
eye and be as honest as you can.”

It’s also important that patients understand your
triage system, says Culler. “Signage is a big thing; you
can use it to help explain we take the sicker people first
— but signage without an explanation can only go so
far,” he admits. 

Still, Culler concedes, “There are times when a
patient might say, ‘I don’t care if there are two people
having heart attacks; I want to be seen now.’”

In preparation of such eventualities, ED staff should
be taught that they can seek help with an unhappy
patient by pushing things “up the chain of command,”
says Richey. “Something we frequently do is whenever
we identify a patient who is not happy, we will try to
enlist a team leader or a charge nurse to intervene,
because many times if a patient knows this is going up
the chain of command, it helps alleviate their stress,”
she says. “If that does not work, they may call a house
supervisor or one of the ED managers.”

Occasionally, you will get angry patients or visitors
who will make threats, Richey says. “It’s important in
such a case that the nursing staff alerts security or the
police,” she says. “It’s not OK for people to make
threats.”

Reference

1. O’Donnell, B. Pickup driver crashes into hospital, Man’s
patience wore out after long wait in ER, witnesses say. Macon
Telegraph, Oct. 25, 2007, Section B. ■

ED shrinks LWTs 
from 8% to below 1.5%

In the course of less than a year, the ED at Potomac
Hospital in Woodbridge, VA, has reduced its rate of

patients who leave without treatment (LWT) from the
8%-9% range to just under 1.5% — without adding
any new staff or hours. 

“We just redeployed our assets and used our space
in a different fashion,” says medical director Luis
Eljiek, MD, FACEP, FAAEM. 

The key to this improvement is a new greeting pro-
cess, which is a rapid evaluation unit that involves
three individuals; a nurse practitioner who conducts a
rapid medical exam; an advanced triage and interven-
tion nurse who can complete a series of order sets; and
a triage technician. After the exam, the patients go
directly to rooms, where they are seen by a provider
and registered at the bedside.
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For more information on dealing with frustrated
and angry patients, contact:
• Paul Culler, MD, Emergency Department

Medical Director, Marion General Hospital,
Marion, OH. Phone: (740) 207-0808.

• Luis Eljiek, MD, FACEP, FAAEM, Emergency
Department Medical Director, Potomac Hospital,
Woodbridge, VA. Phone: (703) 670-1283.

• Deb Richey, MPA, Director, Emergency
Services, Parkview Hospital, Fort Wayne, IN.
Phone: (260) 373-6040. E-mail: Deb.Richey@
parkview.com.

For more information on crisis prevention
courses, contact: Mary Burk, The Crisis Prevention
Institute, Brookfield, WI. Phone: (800) 558-8976. 
E-mail: mburk@ crisisprevention.com. A one-day
program is $399 per person; a two-day workshop is
$779 per person; and the four-day instructor certifi-
cation program is $1,239 per person. 
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If all rooms are full, the rapid evaluation unit will
assess the patients and determine whether they really
need a room. If they do, they go to one of the triage
rooms. The department has three care areas (minor care,
major care, and kids care), and the patients are triaged
to one of those areas, based on space availability. 

Patients who don’t need a room go to the waiting
room. Orders are done, and they then sit out in the
lobby where they can wait for lab results or radiology
studies. When the results are obtained, they are brought
to a room and receive final disposition, such as medica-
tion, splints, etc.

This final system was the result of some trial and
error, says Eljiek. “At the beginning of the year, we
looked at rapid triage and started with a doctor out
front, but they had to be pulled from the acute care
area, so we were robbing Peter to pay Paul,” he recalls.
“We put the NP out front, did a rapid cycle test, and by
June we saw we had cut the LWT in half.”

For the first trial, they had some people flowchart the
process, performed a SWOT (Strengths, Weaknesses,

Opportunities, and Threats) analysis to see what worked
and what didn’t, developed a list of items to improve,
and divided into groups to address them, says Glenn
Sheffield, MSN, administrative director of the ED. For
example, notes Inez Johnson, RN, BSN, clinical direc-
tor of the ED, there was not always a tech available. “I
went back to the scheduling process and decided that
even if we had to pull a tech from another area, I would
do it because we really do seem to be able to run through
more patients,” Johnson says.

They already had an NP scheduled during that time,
so they deployed the NPs out front, says Eljiek. As for
the second nurse, says Johnson, “Prior to that, we were
budgeted for a second triage nurse as well as a floating
nurse for major care, so we readjusted [the assignment
of] that triage nurse.”

After those adjustments, a new 90-day test cycle was
run. By the end of that cycle, the LWT rate was down
to 2.5%; in October, it had dropped to just below 1.5%.
In addition, average length of stay fell from over 200
minutes to 175 minutes during the same period.  ■
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Manager: Not all EDs ready 
to convert to no-wait status
Eliminating waiting rooms takes years, cooperation

The new ED at Adventist GlenOaks Hospital in
Glendale Heights, IL, is a bit untraditional: It has

no waiting room. 
“When a patient comes in the door, they are met by

a greeter,” explains Rebecca Girling, RN, nurse man-
ager. “They call the nurses, we immediately go out
there, put them on a wheelchair or stretcher, and take
them straight to their room and start triage.” As soon as
the vital signs have been taken and bedside registration
has created a chart, they are seen by physicians, usually
within 30 minutes of the time they first entered the ED.

The old ED was one-third of the size of the new
department with a waiting room. When patients came
in the door, they would be seen by a triage nurse and
then sent to the waiting room. 

The staff and patients of the new department, which
opened in June 2007, “love it,” according to Girling.
However, ED managers should not even consider such
a move without years of preparation, warns Joseph
E.F. Shanahan, Esq., MD, the physician director.

The new department was “the culmination of a long
journey,” says Shanahan, who notes that before the
decision was made to go to no wait, the department
already had reduced its wait times to 15 minutes. “A
number of years ago, we decided we wanted everyone

seen within 30 minutes of arrival,” he recalls. “We lit-
erally had a campaign, and if a patient was not seen
within 30 minutes, they were given free theater tick-
ets.” When the staff saw they could do this, they set 
a new goal of 15 minutes and achieved it. “We then
realized we could see patients immediately if we had
enough space,” says Shanahan. 

One of the keys was process changes; bedside triage
and registration were implemented long before going
to no-wait status. In addition, says Shanahan, “We had
to sit down with radiology and lab services and insist
our patients get preferential service.”

All of these details have to be worked out before you
even consider going to a no-wait process, Shanahan
emphasizes. “You can’t go from a typical ED where
they wait two to three hours and do this,” he says.

Even when the department had reduced its wait

If you want a department with ‘zero’ wait times, as
does Adventist GlenOaks Hospital in Glendale
Heights, IL, be prepared to spend years of prepara-
tion. Here are some of the steps:
• Travel to other facilities that have such a system in

operation, and learn what can and cannot be dupli-
cated in your facility. Your nurse manager and
other nursing staff also should make site visits. 

• Make sure you already have instituted processes
such as bedside triage and registration and
reduced your wait times to 30 minutes or less. 

Executive Summary



times to 15 minutes, Shanahan did not immediately
jump to no-wait.

“My CEO had read an online blurb about a hospital
in Indiana [Ball Memorial in Muncie] that had built a
brand-new ED without a waiting room and asked me
to consider it,” he recalls. “I went down there to look
but determined that if it was ‘smoke and mirrors,’ I
wouldn’t be interested.”

So three years ago, Shanahan spent eight hours talking
to doctors, nurses, patients, and technicians, “and was
totally amazed it was not smoke and mirrors; they did not
have a waiting room, and people were getting immediate
service.” Shanahan thought that because his facility was
smaller (17,000 annual visits vs. about 40,000 at Ball),
“we could take this same concept and do it better.”

Even then, however, the department was not ready
to commit. “I took our nurse manager, our marketing
director, our VP, and nurses on a second trip so they
could see it; they had to buy into it as well,” Shanahan
explains. “We spent four to six hours talking with our
counterparts.” Girling adds, “We really focused a lot
on how that patient flow worked — from when they
walked in the door to when they got to bed.”

Finally, says Shanahan, he went to visit other EDs to
consider different design options. “I must have toured
20 different new EDs around the U.S.,” he says. “Most
of them had up to 30% of their square footage in wait-
ing rooms, so with this [no-wait] concept you could
make your exam rooms larger, allowing patients and
relatives to be inside the treatment area.” Shanahan
says he and the CEO found that concept appealing.

Not a huge step

As often happens with new initiatives, the nurses
were skeptical of the proposed setup, says Girling.
However, she adds, that reluctance also was mitigated
by the progress that had been made to date. “We had
that 15-minute time frame to begin with, so it was not a
huge step; we were already doing bedside registration,”
she observes. “We did a little team building and had
complete buy-in from the staff, which was critical.”

Members of the staff came to see it as a challenge,
she adds. For any new staff, it simply became part of
their expectations.

In addition to eliminating wait time, the new depart-
ment is more comfortable and welcoming to patients.
There are 19 treatment rooms, compared to 10 in the old
department, thanks to the elimination of the large waiting
room. Based on his ED tours, Shanahan recommended a
“racetrack” concept, which put all exam rooms on the
periphery of the department. “That allowed us to include
windows,” says Shanahan, adding that with 11-foot ceil-
ings they can be place high enough to eliminate the cost
of window treatments while preserving privacy.

The patients “all love it,” he says. “They feel like when
they come in, service starts immediately.” Girling adds,
“They tell us they love having their families brought back
with them.” ■

ED technology returns over 
$6 million in just two years
More accurate paperwork yields large increase

Greenville (SC) Hospital System University Medical
Center has been able to achieve a return on invest-

ment (ROI) of more than $6 million in two years by using
technology to more efficiently capture charges. 

The ED PulseCheck (Picis; Wakefield, MA) helped
the department increase billable charges and decrease
denials with improved documentation, while saving
considerable money through the elimination of paper
and related products, says Susan Jarvis, RN, MSN,
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For more information on creating a no-wait ED,
contact:
• Rebecca Girling, RN, Nurse Manager, Joseph

E.F. Shanahan, Esq., MD, Physician Director,
Emergency Department, Adventist GlenOaks
Hospital, Glendale Heights, IL. Phone: (630) 545-
8000.

Sources

New technology for documentation and billing can
appear costly at first — and initial expenses can, in
fact, exceed $1 million. However, within a few
years you can realize a return of several million dol-
lars due to more efficient capture of charges, as the
ED at Greenville (SC) Hospital System University
Medical Center has discovered. Here’s how:
• Since appropriate charges are automatically gen-

erated, third-party coding companies need only
double-check your bills, saving time and money.

• With a paperless system, thousands of dollars are
saved through eliminated scanning costs alone.

• Lost charges for late billings are totally elimi-
nated, significantly increasing revenues. 

Executive Summary



director of nursing in the ED at Greenville Memorial
Hospital, which handles the vast majority (87,000 a
year) of the system’s emergency patients. (For more
information on Picis, see resource box, below.)

“We realized a $6.1 million ROI,” says Jarvis,
who says that the system went live in October 2004.
Improved documentation and more accurate billing
based on that documentation were the keys to this
financial return, she says. 

The hardware itself cost $250,000, because the
department had not been automated at all, she says.
“Then, we paid about $1.2 million for the software
license and maintenance costs — some of which came
out of the IT budget,” Jarvis notes.

Charlene Ertzberger, system administrator for all
four EDs in the Greenville Hospital system, says, “We
were able to bill out $22 million more and netted $7
million,” Ertzberger notes that the standard return on
charges for EDs nationally is 30%. “We saw a reduction
in scanning costs of $152,982, a savings of $17,000 in
copy paper, and $14,238 for [paper] ED records,” she
says. In addition, the two full-time staff members who
had been used to handle scanning duties were reas-
signed to other roles in medical records such as filing 
or sorting, she says. 

The nursing and physician documentation modules,
as well as a patient tracking system, have been in place
since the first year, notes Ertzberger. More recently,
she says, computerized physician order entry (CPOE)
has been added. 

Saving time and money

Prior to implementing the technology, the ED used
a nonautomated method of documentation. “It was a
template system,” Jarvis explains. “The doctors would
pull a template based on the patient’s complaint, and
the nurse would document and complete the charge
sheet for supplies and so forth.”

The system was “horrendous,” says Ertzberger. “We
had to get the charts together, separate the pages, bun-
dle them up, and transport them by courier,” she says.
Next, a third-party coding company would have to
read each page, try to decipher the handwriting, look
at the charge sheet, and then determine what should be
charged for, Ertzberger says. 

“We often had lost charges from late billing,” says
Ertzberger, noting that her ED has only six days to
‘drop’ a bill, as required by her hospital’s policy. “Over
weekends there could be delays, and charges also had
to be sent to different parts of the state,” she explains.

Now, says Jarvis, all of that paperwork is automated.
“If you document, for example, a Foley catheter inser-
tion, the system will appropriately generate your

charges,” she says. The coders still looks at the charts
and double-check them, but they do it online. “It is sim-
ply a verification process, instead of reading the entire
chart and doing coding from that,” Jarvis explains. 

The nurses will document based on templates for
different types of complaint: one for chest pain, one
for laceration, etc., Ertzberger says. “Based on which
boxes they select to document treatment, the system
adds up different fees, such as supplies [and] profes-
sional and facility fees.” As systems administrator,
Ertzberger set up the different charges so they would
be appropriately entered automatically as the docu-
mentation was completed. 

The only way an error can occur, Ertzberger says, is
if a staff member accidentally hits the wrong box, “But
the [outsourced] medical coders still review the charts
for accuracy,” she says. 

Ertzberger, who trained all department personnel, says
the ED staff took to the system quite easily. “The nurses,
physicians, and secretarial staff were all trained to do
tracking, documentation, and order entry, which was bro-
ken up into stages [for the different applications],” she
recalls.

Each group was trained separately. “Naturally, doc-
tors and nurses received more training for documenta-
tion than the secretaries did,” says Ertzberger, adding
that the documentation course alone took two hours.

“As with any change, people were initially hesitant,
but they became enthusiastic almost as soon as they
started using it,” she adds.

Now, says Jarvis, people complain when the system
has to be shut down temporarily for monthly mainte-
nance. “They feel lost without it,” she says, despite the
fact that some doctors think it takes a bit longer to
document using the new system. 

“There is a bit of a learning curve, as there will be
with CPOE,” she admits, “But I think that will yield an
even bigger ROI.” ■

6 ED MANAGEMENT ® / January 2008

For more information on automated billing and
documentation, contact:
• Charlene Ertzberger, System Administrator;

Susan Jarvis, RN, MSN, Emergency Department
Director of Nursing, Greenville Memorial Hospital,
Greenville, SC. Phone: (864) 455-7000.

For more information on the ED PulseCheck system,
contact:
• Picis, Wakefield, MA. Phone: (781) 557-3000.

Fax: (781) 557-3140. Web: www.picis.com. 
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ED leads the way in 
improvement on CAP care
Core measure compliance improves dramatically 

The ED at Mercy Medical Center in Des Moines,
IA, has played a central role in the dramatic

improvement in hospitalwide compliance with The
Joint Commission core measures for community
acquired pneumonia (CAP). 

The Six Sigma performance improvement project has
decreased mortality rates from 6.7% in 2003 to 3.5% in
2006, or a 47.8% reduction, while reducing mean length
of stay (LOS) from 5.9 days to 5.1 days and saving more
than $300,000. To achieve these improvements, the staff
raised compliance scores for each Joint Commission
core measure for CAP to between 70% and 90%. 

“Prior to this, our compliance had only been 40%,”
reports Karen Gamerdinger, RN, MSN, pulmonary
case manager and one of the leaders of the initiative.

It was only logical that the ED spearhead this
improvement, explains Neil Horning, MD, medical
director of the pulmonary care improvement team,
because four of the six Joint Commission core mea-
sures in place at the time were performed in the ED.
The measures were:

• oxygenation assessment within 24 hours (per-
formed in the ED); 

• blood cultures before antibiotic dose (performed
in the ED); 

• antibiotics within four hours of arrival at the hos-
pital (performed in the ED); 

• antibiotic regimen consistent with guidelines (per-
formed in the ED); 

• screening and administration of influenza and
pneumococcal vaccine; 

• smoking cessation advice or counseling for those
who smoke or did so in the previous year.

The “point person” in the ED was Jeri Babb, MSN,
CCRN, CEN, director of emergency services. “With her
assistance we were able to get data back more quickly,
we moved faster, and we knew where we were and were
not making improvement, what we should and should
not be doing,” Horning says. 

Babb says she employed education and high visibil-
ity to get the staff engaged in the initiative and to keep
them engaged. “In our monthly department meetings
we discussed that this initiative would be taking place,
and we have discussed it in each of our department
meetings since then,” she says.

Since the ongoing results are e-mailed to her by
Gamerdinger, she can put a summary graph up on a

screen to show the staff how they are doing. “If in the
last month we have slipped in our performance, then I
point that out,” she explains.

High visibility is achieved through posters throughout
the department and in the break room, as well as through
a weekly newsletter that is distributed to the staff elec-
tronically and in printed form. “We use newsletter articles
to report progress or to make reference to any changes
with our pneumonia care,” Babb notes.

Close interface a key to success

The ED interfaces very closely with the initiative
leaders, says Babb, which is “one of our strengths.”
For example, she says, Gamerdinger and Horning reg-
ularly attend the department meetings. “Dr. Horning
also comes to the ED physician meetings a couple of
times a year,” notes Babb. 

When the staff reached its current high levels of
performance, “they threw pizza parties for all of our
shifts,” she says.

Gamerdinger also values the close working relation-
ship. “Having the medical director from the ED function
as a process owner meant she was able to give timely
feedback to the staff that were deficient,” she says. 

In addition, says Babb, as part of her professional
development model for RN staff nurses, they take
turns conducting the random chart audits. “Whoever
wants to step forward gets credit,” she explains. “They
pull the charts, return the results to me, and I give
them credit for their professional development ladder.”

An educational follow-up

When staff members are found to have fallen short 
on compliance, the follow-up meeting is educational in
nature, says Babb. “It is not punitive at all,” she says. “No
one comes to work planning not to do their best job.”

Instead, she says, she lets the staff member look at
the case and ask themselves which part it they “own”
and what they could do better. “They are now much
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For more information on the improving core mea-
sure compliance in the ED, contact:
• Jeri Babb, MSN, CCRN, CEN, Director of

Emergency Services, Mercy Medical Center,
Des Moines, IA. Phone: (515) 247-4070.

• Karen Gamerdinger, RN, MSN, Pulmonary
Case Manager, Mercy Medical Center, Des
Moines, IA. Phone: (515) 643-2497.

Sources



more aware [of what they should do], and communica-
tion between staff members has become a lot better,”
says Babb.

She herself has learned a lot, Babb says, and the
information from this initiative has led to others. “For
example, when I see deficiencies such as antibiotics
not given within four hours, I’ve learned that most of
those are walk-ins, and that the problem is throughput,
not the nurse being too busy to hang an antibiotic,”
Babb explains. “So, when it comes to getting our
scores even higher than the 90s, where they currently
are, we know we need to globally look at throughput,
which is what we are currently doing.” ■

EDs speed care, improve 
images with new CT scans
More rapid diagnosis avoids unnecessary admits

EDs that are using the latest technology in com-
puted tomography (CT) scanning devices are find-

ing numerous benefits in patients with chest pain.
First, these speedier machines allow them to more
quickly determine which patients may have a serious
condition and which can be discharged, which statis-
tics indicate are the vast majority of such patients. In
addition, they say, the scans also are more accurate. 

“We are achieving more effective accuracy, similar
to what you get with cardiac catheterization, and we
can discharge the patient earlier if there is no disease,”
reports David Bello, MD, director of cardiovascular
imaging at Orlando (FL) Regional Medical Center.

The facility’s ED introduced a new 64-slice CT scan-
ner from Siemens Medical Solutions USA in Malvern,
PA, in early 2007. (See resource box, p. 9.)

“Most people who come to the ED [with chest pain]
end up being discharged ultimately because they are
not having a heart attack,” Bello observes. “This
essentially rules it out; 90% of these people don’t have
acute cardiac syndrome and do not need to be here.”

Bello says the new scanner has helped reduce
length of stay (LOS) significantly. Before its introduc-
tion, he reports, the average LOS for all chest pain
patients was 32 hours; it now is down to 17. It would
be even lower, he adds, if the department had more
than one reader. (Bello is the only person qualified to
read the scans.) “I’m only here in the daytime, during
which the average LOS has dropped to six hours,” he
says. “If we could read them at night, the LOS for that
shift would be probably be eight hours.”

A recent abstract presented at a Radiological Society
of North America meeting by researchers from the
University of Pennsylvania School of Medicine in
Philadelphia showed similar results. The study looked at
a total of 202 patients, older than age 30, who came to
the ED at the Hospital of the University of Pennsylvania
between October 2005 and February 2007, and whose
primary complaint was chest pain. They were given an
electrocardiogram and a specialized CT scan: either 64-
slice or an even newer technology, called “dual defini-
tion” or “dual source,” which uses two X-ray machines.

The study showed that patients who came into the
ED during “on” hours (when the scans could be read)
spent a total of nine hours and 39 minutes in the
department before being discharged. Patients who
came to the ED during off-hours spent a total of 12
hours and 15 minutes in the unit. Patients who were
referred to the Clinical Decision Unit (CDU), which
provided the CT scan, as well as additional evaluation
and observation, spent 21 hours and 50 minutes in the
hospital if they came during off hours and 18 hours
and 38 minutes if they came during on hours.1

They used 16-slice, 64-slice, and dual definition,
says Judd E. Hollander, MD, professor of emergency
medicine, an ED physician at the Hospital of the
University of Pennsylvania in Philadelphia and one of
the researchers. “Now, we use dual definition mostly;
when it’s down we use the 64-slice, because you get
the same quality pictures faster,” he explains.

There’s no question in Hollander’s mind why EDs
should be using this latest technology. “What you
really want to do is save admissions,” says Hollander,
while echoing Bello’s concern about readers. “As long
as you are doing tests, you want radiologists available
who can read them at any time of the day.”

At his facility, he says, there are three individuals
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Newer CT scan technology can avoid unnecessary
admissions and speed care. The ED at Orlando
(FL) Regional Medical Center has cut its length of
stay nearly in half following installation of a new
64-slice CT scan.
• Experts say that between 85% and 90% of chest

pain patients do not have acute cardiac syndrome
(ACS) and do not need to remain in the ED. CT
scans can help avoid these unnecessary admissions.

• The newer CT scans are significantly faster and
can have an even stronger impact.

• Someone must be available to read the scan. 
The more hours you have readers available, the
greater impact you will have.

Executive Summary



who can read the scan, and the department soon will
have six or seven at night. “The real way we will
improve patient care is when we have someone who
can read the scans at any time,” Hollander says.

These new scanners will help to solve the problem
of boarding, he says. “There are too many ED patients
waiting for beds,” he says. “The best solution is to fig-
ure out which of them can avoid being admitted on
chest pain.”

Hollander cites statistics similar to Bello’s. “For
every 100 chest pain patients admitted, only 15 turn
out to have an important cause,” he says. “If we can
identify them and skip admission, we not only help the
patients we send home, but also those waiting to come
in, because those beds are no longer being blocked.”

Cost may be one reason more EDs don’t have these
more advanced scanners. “Our [Siemens Somatom
Sensation 64] scanner cost about $1.5 million,” notes
Bello. (The University of Pennsylvania also uses
Siemens products. The cost of the Somatom Definition
Dual-Source CT is about $2.2 million. For informa-
tion on Siemens, see resource box, above.) The ED
staff at Orlando Regional were very excited about getting 
the new scanner, and that reaction to its performance 
“has been very positive,” Bello says. (One recognized
drawback to CT scans, radiation, was underscored
recently by a paper in the New England Journal of
Medicine. See the story, right.)

Reference

1. Agarwal R. CT Scans to Determine Heart Disease in the
Emergency Room. Radiological Society of North America
Abstract ID: 5009389; Monday, Nov. 26, 3:10 p.m. ■

Paper warns of CT 
scan radiation dangers

The increased use of computed tomography (CT)
scans, while revolutionizing diagnostic radiology,

also has brought with it a greater risk of radiation and
potential cancer cases, according to a recent article in
the New England Journal of Medicine.1

“As comparedwith plain-film radiography, CT
involves much higher doses of radiation, resulting in a
marked increase in radiation exposure in the population,”
the authors said. As an example they note that a conven-
tional anterior-posterior abdominal X-ray examination
results in a dose to the stomach of about 0.25 mGy, or
“grays.” (One gray equals 1 joule of radiationenergy
absorbed per kilogram.) That dose, they asserted, “is at
least 50 times smaller than the corresponding stomach
dose from an abdominal CT scan.”

As EDs turn with greater frequency to new technol-
ogy in CT scans to speed and increase the accuracy of
their examination, are they also putting their patients at
greater risk? “I really don’t really know what to make 
of all that,” says Judd E. Hollander, MD, one of the
researchers and a professor of emergency medicine at
the University of Pennsylvania School of Medicine in
Philadelphia and an ED physician at the Hospital of the
University of Pennsylvania in Philadelphia. “Clearly
they produce more radiation, but what is the risk of miss-
ing a heart attack?” Hollander asks. In other words, he
says, “You are balancing the risks of missing a diagnosis
vs. a slightly increased chance of cancer.”

The radiation is one hazard when you undergo a CT
scan, but the amount is significantly less than you would
receive for a thallium stress test, says David Bello, MD,
director of cardiovascular imaging at Orlando (FL)
Regional Medical Center. “In 92% of chest pain cases
[who receive a CT scan], the patient goes home, so you
are saving a stress test,” Bello says.

In addition, says Hollander, “We never do it on a
patient who does not need it.” The ED requests a CT
scan for patients with a TIMI [thrombolysis in myocar-
dial infarction] risk score of 0-2 — “Not a low enough
risk to send home, high enough to admit, but no place to
admit them,” he explains. (For more information, see
resource box, p. 9.)
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For more information on the use of CT scanners in
the ED, contact:
• David Bello, MD, Director of Cardiovascular

Imaging, Orlando (FL) Regional Medical Center.
Phone: (407) 401-0454.

• Judd E. Hollander, MD, Professor of Emergency
Medicine, University of Pennsylvania School of
Medicine, Philadelphia. Phone: (215) 662-2767.

For more information on CT scans, contact:
• Siemens Medical Solutions USA, Malvern,

PA. Phone: (800) 736-8003. E-mail: e.health@
sms.siemens.com. Web: www.usa.siemens.com/
medical. 

Sources/Resource

For more information on the TIMI score and
calculator, go to: www.timi.org. Under “TIMI
Education Tools,” click on “TIMI risk calculator.”

Resource
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1. Brenner DJ, Hall EJ. Computed tomography — an increas-
ing source of radiation exposure. N Eng J Med 2007; 357:2,277-
2,284. ■

Study claims EDs fall short 
on pneumonia and MI care
Numbers disputed — Documentation poor?

According to a new study by Johns Hopkins
researchers, ED managers and their staffs are

doing a poor job of treating pneumonia and heart
attack patients. In fact, the authors of the Academic
Emergency Medicine article say that as many as
22,000 preventable deaths occur each year in the
United States because EDs across the country aren’t
meeting national goals.1

The researchers looked at the records of 1,492 heart
attack and 3,955 pneumonia patients treated at 544
EDs between 1998 and 2004. They found:

• Only 40% of eligible heart attack patients received
recommended aspirin therapy, and only 17% received
recommended beta-blocker treatment; 

• Among pneumonia patients, only 69% received
recommended antibiotics, and 46% had blood oxygen
levels assessed, as recommended by the American
Thoracic Society.

However, ED observers assert that these numbers
paint an inaccurate picture of care given in EDs, and that
by and large it is poor documentation — not poor care
— that caused the statistics to appear so disappointing. 

“Once core measures started to be introduced, CMS
[Centers for Medicare & Medicaid Services] would
come to us an ask why we were not giving aspirin [to
heart attack victims],” recalls Kevin Klauer, DO,
FACEP, director of quality and clinical education and
the Center for Emergency Medical Education with
Emergency Medicine Physicians (EMP), a Canton,
OH-based provider of emergency medical services. “We
discovered that in every hospital, there was some com-
ponent of sampling that was to blame. For example,

EMS might have already given the patient aspirin, or
they had taken it before arrival and the chart abstractor
either didn’t know to check that or just didn’t do it.”

Can’t just blame documentation

Certainly, some areas are documented better than
others, says the study’s principal investigator, Julius
Cuong Pham, MD, an assistant professor in the
Department of Emergency Medicine at Johns Hopkins
University School of Medicine, Baltimore, and a prac-
ticing emergency physician. “But if a patient gets an
aspirin, the medical record is a legal document, so if
you give someone aspirin you had better be sure you
document it — the same thing with beta-blockers.”

For other variables, such as pulse oximetry, Pham
concedes that the physician may just measure it, deter-
mine it is normal, and not write that down. “What per-
centage [of reported errors] is due to documentation?
We don’t know,” he says.

Klauer’s own documentation, he says, shows good
compliance when it comes to aspirin. “Two years ago we
went to physicians checking charts and came up with
different numbers than the hospital [was reporting],” he
says. “We have physician reviewers review their peers’
charts. They know to look in a specific part of the chart.”

The numbers for all of his practice have been about
99%, with beta-blockers at 96%-97%, Klauer says.
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A new study says the nation’s EDs are not doing a
good job of treating pneumonia and heart attack
patients. While many emergency medicine observers
dispute the study’s claims, they agree there are sev-
eral strategies to optimize care in these areas:
• Have your nurses serve as a ‘check-and-bal-

ance’ system to ensure standardized order sets
are followed.

• Have your charts reviewed by physicians. This
will help ensure an accurate assessment of
documentation.

• Assign a quality director to regularly measure
your statistics and benchmark them against those
at similar facilities. 

Executive Summary

■ Onslaught of elderly could
bring ‘catastrophic’
overcrowding 

■ What does latest national ED
data mean for you?

■ New rapid diagnosis test for
HIV successfully implemented 
in ED

■ EDs play significant role 
in reduction of hospital claims 

COMING IN FUTURE MONTHS



“We have a quality director at every site. These statis-
tics are measured quarterly and annually and com-
pared to the other facilities, and the doctors are
partially compensated on that basis,” he says. This
incentive-based compensation plan puts a certain por-
tion of the physician pay at risk, and of that portion,
5%-10% is assigned to quality, Klauer says.

Pham and Klauer agree the most controversial mea-
sure involves antibiotics. Pham says, “There’s a lot of
controversy in the ED as the whether four hours [from
admission] is appropriate, vs. six or eight hours.”

There isn’t a single piece of controlled literature
that assigns a specific time, says Klauer. “So, we may
appear to not be in compliance because of flawed
parameters, but we certainly won’t let our doctors
practice bad medicine,” he says. 

Pham and his colleagues recommend the creation of
systems in the ED to minimize whatever lapses in care
are occurring. 

“Standardized protocols are shown in the literature to
be effective,” he says. “For example, every patient with
acute MI or chest pain gets aspirin and beta-blockers as

part of their care unless it is contraindicated.” The nurse
should serve as a check and balance by ensuring the
doctors are following the protocol. There may even be a
role for IT, Pham says. “If you have a diagnosis of heart
attack and you are about to log off without giving
aspirin a red flag may pop up. This takes the individual
caregiver out of the equation,” he says. “The ED is very
hectic, and it is not unreasonable to forget something.
We need some warning feedback.”

Any performance feedback should be easily visual-
ized, Pham adds. “It could be a blinking light on the
computer screen, a red flag on a chart,” he says. “The
bottom line is, these errors are likely lead to patient harm
and death, and whatever we can do to improve on that
will affect the health of patients.”

Klauer says, “If patients are getting aspirin 44% of the
time, we are doing them a huge disservice, but I don’t
believe that is happening.”

Reference

1. Pham JC, Kelen GD, Pronovost, PJ. National study on the qual-
ity of emergency department care in the treatment of acute myocardial
infarction and pneumonia. Acad Emerg Med 2007; 14:856-863. ■
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CNE/CME questions
19. According to Paul Culler, MD, his department

employs several strategies to avoid patient frus-
tration due to long waits. They include:

A. putting patients on beds in hallways. 
B. using makeshift rooms off the lobby. 
C. activating a call-in system for extra providers. 
D. All of the above

20. According to Joseph E.F. Shanahan, Esq., MD,
before his ED was ready to become a no-wait
department, it had to: 

A. Initiate bedside triage and registration. 
B. Obtain preferential service from the radiology and

lab departments. 
C. Tour facilities that had no waiting room.
D. All of the above

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. ■

For more information on the treatment of pneumo-
nia and heart attack, contact:
• Kevin Klauer, DO, FACEP, Director of Quality

and Clinical Education, Emergency Medicine
Physicians, 4535 Dressler Road, Canton, OH
44718. Phone: (330) 705-9500. E-mail: kklauer
@aol.com.

• Julius Cuong Pham, MD, Assistant Professor,
Department of Emergency Medicine, Johns
Hopkins University School of Medicine, Baltimore.
Phone: (410) 570-8125.

Sources
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21. According to Charlene Ertzberger, the standard
return on charges for EDs nationally is: 

A. 20%.  
B. 25%. 
C. 30%. 
D. 35%.

22. According to Jeri Babb, MSN, CCRN, CEN, which
of the following approaches did she not use when
seeking to engage her staff in a performance
improvement initiative? 

A. Linking staff compensation with how well they
performed.

B. Reminding staff about the initiative during every
department meeting. 

C. Sharing performance graphs with the ED staff. 
D. Displaying posters and posting articles in the

department newsletter.

23. According to Judd E. Hollander, MD, which of the
following places severe limitations on the effec-
tiveness of having a CT scan in your ED?

A. Your department’s case mix.
B. Not having enough readers available. 
C. Resentment on the part of your staff. 
D. Being located in a rural facility.

24. According to Julius Cuong Pham, MD, which of
the following can help improve ED care for pneu-
monia and heart attack patients? 

A. Standardized protocols. 
B. Having nurses check whether protocols are

followed. 
C. Computer systems that flag failure to provide

appropriate care. 
D. All of the above

CNE/CME answers
19. D;20. D; 21. C; 22. A; 23. D; 24. D.
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