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Note from Elite’s CEO Dr. Samuel Clemmons: ‘| want to encourage all physicians, mid-
levels, and nurses to read the article below. It is worth reading and offers some great
thoughts and suggestions to help improve the process when we are ending or beginning
our shifts.”

A 34 year old woman complains of fever and chills of 12 hours duration. She has no significant past medical
history and is on no medications. You note nothing specific on her examination. Her vital signs indicate a tem-
perature of 39.9 c (103.8), a resting pulse of 108, and a blood pressure of 122/78 mm Hg. Her neck is supple,
and there is no rash. Her chest x-ray is clear, as is her pulmonary examination. Pulse oximetry shows a satura-
tion of 96% on room air. A urinalysis is negative. A white blood count is 10,200. You discuss the case with the
admitting internist on call, and admission is arranged even through the patient only has a fever. No antibiotic is
administered by choice of the ED attending. There is a three-hour delay in getting a bed, but the patient finally
leaves the emergency department at 6:30 a.m. Orders are phoned in by the internist, who has an office day
ahead of him. Around |p.m. that day, before another physician has seen the patient, she is noted to be mori-
bund. Her blood pressure is 60 systolic, and she is confused. Fluids, pressors, and antibiotics are administered.
A petechial rash is noted. After a long and stormy hospital course, she ends up with four extremities ampu-
tated as a result of meningococcemia and shock. She survives to sue the emergency physician for $30 million.
The claim is that the patient should have been administered antibiotics while in the ED. Her attorney also
argues that she may have had an alteration in mental status before being transferred out of the ED, although
this is a matter of contention. There is scant documentation after the admission was called in at 3 a.m. At any
rate, only the emergency physician is named in the suit after the hospital settled for $500,000. The amount

named is far in excess of the corporation’s malpractice coverage. (continued on next page...)
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Handing Off Care

Gaps in the continuity of care have been recog-
nized for some time, and not necessarily in the
emergency literature. Information accompany-
ing the patient during transfer can be lost, and
the receiving physician may have a different
perspective and risk tolerance from the one
signing out the patient. A patient’s clinical situa-
tion may change with no one immediately avail-
able to notice, or the receiving doctor may rely
on misinformation from a stressed and tired
doctor going off duty.

In an effort to limit costs, emergency groups
may not compensate EP’s for staying past the
end of their shift. The fresh oncoming doctor
may be overwhelmed from the beginning of the
shift with sign-outs as well as a rack full of un-
seen patients. If a patient has been admitted
without a bed available, that patient may sit
unattended and ignored by the ED staff who
feel that the patient is or should be someone
else’s responsibility. These are not only theo-
retical issues in emergency medicine. The Insti-
tute of Medicine in its epochal 1999 report, “To
Err is Human,” cited the ED as the hospital
location with the highest proportion of negligent
adverse events. (National Academy Press,
Washington D.C. 2000.) Every discipline makes
errors, but when our field is singled out for
negligence, we have a serious quality and public
relations problem.

A review of emergency care transitions noted
some striking facts. Nursing change of shift was
identified as contributing to half of he adverse
drug events in a retrospective study at a large
Texas hospital. In a resident survey on adverse
events, |5 percent identified problems with the
“handoff” as the leading factor perceived to
contribute to problems in patient care. Another
report found that transfer of care entailed
longer impatient stays and significantly more
tests ordered. (Emergency Med. Specialty Re-
ports 2006; S06178:1.)

Practitioners are generally effective in bridging
gaps. (Brit Med | 2000; 320[7237]:791.) In the
case cited above, there are obvious confound-
ers: end of shift care, especially of a night shift;
turning over care to a doctor who is on call but
not on site, and not being acquainted with the
patient. Few would argue that a physician work-
ing all night is as alert as a doctor coming to
work.

Sign-Outs

You arrive for a 12 hr. night shift. There are
17 names on the grease board and | | in the
waiting room to be seen. The day attending
rattles off what he knows: “The lady in 5 is
waiting for an ultrasound. You'll need to do a
pelvic exam on her. The guy in 6 might have
had a stroke. Call the neurologist on call
when his CT is done. | didn't have time to
get an NIHSS score, but | don't remember
how to do it anyway, and his neurologist is
enough of a jerk to demand one. There’s a 4
yr. old with a forehead laceration. She’s off
the wall, and you’re going to have to give her
something to sedate her and sew her up. |
couldn't get near her. The lady in 14 has
intractable back pain; her attending doesn't
want to admit her, and doesn't want her
given any narcotics. She’s hooked on Oxy-
Contin. There is a 93 yr. old on Coumadin in
room | whose family wants her admitted
because she falls and lives alone. The inter-
nist on call lost his admitting privileges be-
cause his medical records haven't been
caught up. You might have to transfer her to
the county hospital. | would have myself, but
| was worried about an EMTALA violation.
I’'m having trouble reaching a plastic surgeon
to take care of a laceration in | |. She doesn't
have insurance. The chief of staff might have
some ideas about who might be willing to
take her to the OR. There’s a suicidal schizo-
phrenic in room 7 who keeps scaring the 4
yr. old. I've tried to get mobile crisis to see
him and get him transferred to a psych ward,
but he wont be sober for || hrs. | didn't
want to tie him down; Joint Commission, you
know. In room 2 there is a 47 yr. old with
fibromyalgia. She’s been bugging me for six
hrs because only Vicodin helps her. | don't
think she is really sick, but check her sed rate
and see if you can get her to leave quietly.”

He actually never finishes the sign-out be-
cause you club him over the head with a tire
iron. You end up in court on assault charges.

The Risk of Transitions

In emergency medicine, sensory overload
may occur from a variety of sources.
(Academy ER Medicine 2003;10:364.) Held
admissions from bed shortages mean that EP
has to manage new arrivals as well as patients
for whom disposition has been made theo-
retically. A night shift attending may take sign
-outs from multiple doctors. Boarders held
over from one shift to another may go for
hours or even shifts without much attention.

In single covered emergency departments,
eight hr. shifts are much more humane than
a 12 hr. one except that there are 50 per-
cent more handoffs.

My personal belief is that every shift change
should include a built in one hour overlap
to forestall sign outs as much as possible. If
the exiting physician cannot make disposi-
tions on his patients within one hour, at
least he should have a relatively simple para-
digm for managing these patients. If the
exiting physician absolutely has to be out
the door at, say, 7 p.m., then his replace-
ment should come in at 6 p.m. One study
evaluating 1002 ED visits found information
gaps in 29 percent of the documented care.
The missing information was deemed to be
essential to care in 47 percent of the pa-
tients. (CMA] 2003;169:1023.)

Remedies for Sign-Outs

| would posit that in an ideal world the
person starting a work-up makes the dispo-
sition. This is impractical, but there should
at least be a simple algorithm (e.g. “If the d-
Dimer is negative, then...”, “If it is positive,
then...”, or “Call surgeon Smith with the
CT results. He has already accepted the
patient.”’) We have to let the night shift go
home but it has been suggested that:

e Physicians ending their shifts are ex-
pected to call back within one hour of
departure to make sure there are no
loose ends that need to be tied up.

e Departing physicians time their notes,
identifying when their involvement in
the patient’s care has ceased. There
should be a similar expectations of
physicians assuming responsibility for
partially worked-up patients.

e  An oncoming clinician should accept
that a physician ending a shift is not as
astute as one starting his. There is no
point in humiliating a doctor for send-
ing ridiculous tests five minutes before
his replacement arrives. It is more
important to accept responsibility for
essentially a new encounter. Treat the
case as if you have just picked up that
chart fresh from the rack. (Academy
Emergency Med 2003; 10[10]:1143.)

Continued on back page...



Gloves Made From New Form of Latex Approved

May benefit health workers, patients allergic to traditional
latex

WEDNESDAY, April 23 (HealthDay News) -- A medical glove made from a new type of
latex that appears less likely to cause allergic reactions than traditional latex has been
approved by the U.S. Food and Drug Administration.

Traditional latex gloves are made from the sap of a rubber tree. The sap contains a
protein that may trigger allergic reactions, especially among people who use the gloves
repeatedly over long periods. Mild reactions may include rash, hives, skin redness and
itchiness, while more serious problems could include difficulty breathing and wheezing,
the FDA said.

The agency cited estimates that 3 percent to 22 percent of health-care workers are
"sensitized" and may react to traditional latex.

The newly approved Yulex gloves are made of latex from a guayule bush, native to the
Southwestern United States. Studies indicate that even people who are highly allergic
to traditional latex do not react on first exposure to the Yulex gloves, the FDA said.

The product is made by the Yulex Corp., of Maricopa, Ariz.

For More information visit:
The National Library of Medicine's Medline Plus product has more about latex allergy.

New risk factors may be associated with cardiovascular disease risk |

The primary causes of cardiovascular disease have been identified as high blood cholesterol, high blood pressure,
smoking and diabetes. However, even people without these risk factors may develop cardiovascular disease and re-
searchers are beginning to understand what other risk factors may trigger cardiovascular disease. The new risk factors
include C-reactive protein (CRP), Homocysteine, Fibrinogen and Lipoprotein (a). Not much is known about how these
risk factors are linked to cardiovascular disease, or even how to measure them in a standardized manner but research-
ers feel it is worthwhile to learn more about these substances and how they relate to cardiovascular disease. They may
provide a new avenue for treatment or diagnosis of the disease. CRP is known as an inflammatory marker because it is
produced by the immune system when an injury or infection has occurred. Atherosclerosis is characterized by inflamma-
tion. Higher CRP levels have been linked with an increased risk of cardiovascular disease. For example, on study shows
that women with high CRP levels face a seven times greater risk of heart attack or stroke than those with a low level.
CRP is considered by some to be a better predictor of heart disease risk than cholesterol level whereas others consider
it of little use at all. One of the difficulties in using CRP measurements to diagnose heart disease risk is that conditions
such as rheumatoid arthritis, urinary tract infection, medications and obesity may also increase CRP levels. Currently,
CRP level testing is only recommended for people with an intermediate risk of heart disease so that the level of treat-
ment required can be better evaluated. Homocysteine is an amino acid used to build protein but high levels of the sub-
stance in the blood has been linked to increased risk of stroke, some type of heart disease and peripheral vascular dis-
ease. If high levels of homocysteine are combined with smoking and high blood pressure, the risk of heart disease and
stroke is even higher. Like CRP, researchers stildl don
an indicator that it exists. Kidney disease and some medications can also increase homocysteine levels. Genetic
makeup, sex and diet may play a big role in determining homocysteine levels. Females have lower levels and folate and
vitamins B6 and b12 have a significant effect on homocysteine levels. High levels of the substance is frequently followed
by a recommendation for a dietary change to include the above but it is not yet proven that reducing the levels will re-
duce the mortality from cardiovascular disease. Fibrinogen is a crucial protein needed for clotting. Excess fibrinogen
causes too much clotting or clumping increasing the risk of heart attack or stroke. It is also believed to be an inflamma-
tion marker for atherosclerosis. People with diabetes, high blood pressure, high alcohol consumption, high intake of es-
trogen from the pill or hormone therapy and obesity or are inactive and smoke also tend to have higher fibrinogen levels.
Lipoprotein (a) is produced when LDL cholesterol attac
ity to dissolve blood clots. There is still dispute over some study results that indicate that increased lipoprotein(a) levels
are associated with increased risk of cardiovascular disease. Several factors may affect lipoprotein(a) levels: dialysis,
kidney transplant, poor kidney functioning and hormonal changes associated with diabetes, pregnancy or menopause.
Diet and exercise dondét seem to affect | ipoprotein(a)

Source: Summary of medical news story as reported by the Mayo Clinic
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Phone counseling after ER visit cuts drunk driving

Reuters Health
Monday, April 28, 2008

NEW YORK (Reuters Health) - People whose drinking lands them in the emergency room may benefit from telephone counseling sessions in the days afterward, a new study
suggests.

Researchers found that among 285 high-risk drinkers who ended up in the ER, those who received two phone calls from a counselor after dis-
charge were able to cut back on their drinking and driving.

The findings, published in the Annals of Emergency Medicine, suggest that it is possible to change the behavior of problem drinkers who pass
through busy ERs.

A number of medical groups say that ERs should screen patients for alcohol problems and offer brief counseling. But it is not clear how to best do
this in a setting where providers are dealing with acute injuries and illness, and patients themselves are injured or, in some cases, intoxicated.
The current study looked at whether offering counseling after the ER visit might be effective.

All of the study patients had come to one of three ERs for non- critical injuries. A screening questionnaire was used to spot those who were risky
drinkers -- defined as more than 14 drinks per week among men or more than seven drinks per week among women.

A few days after their discharge, half of the patients received a call from a counselor who asked them questions about their drinking, with the goal
of motivating them to make changes. The counselor called them a second time two weeks later.

Three months later, the study found, patients who'd received phone counseling had cut down on their drinking, but to no greater extent than those
who had received no counseling.

The counseling group did, however, report fewer instances of impaired driving.

"We sought a 'teachable moment' outside the emergency department while injury was still fresh in the patient's mind," Dr. Michael J. Mello, Emer-
gency and Internal Medicine at Brown University in Providence, Rhode Island, said in a statement.

"Injury from alcohol use has already been identified as a motivator for change in risky drinkers," he added. "Telephone intervention several days
after hospital discharge seems to motivate some of the riskiest drinkers to reduce their drinking and driving."

But whether ER screening and counseling can make a difference in people's overall drinking is still unclear. In a separate study published in the
same journal, researchers at Yale University found that for nearly 500 heavy drinkers seen in their ER, a brief counseling session was no more
effective than standard care at reducing drinking.

About half of the patients received the counseling session while the rest were advised to cut down on their drinking and given written information
on various risky behaviors. Over the next year, both groups cut back on their drinking somewhat, with similar improvements seen in each.

The results point to a need to develop more effective ways to reach problem drinkers in the ER, according to the researchers.

"Because emergency physicians see the tragic consequences of drunk-driving first-hand, we also have the opportunity to educate and motivate
our patients to modify their risky behavior," Mello said.

"It is essential that we continue to develop additional models for delivering the health and safety messages to patients about the dangers of drink-
ing and driving."

SOURCE: Annals of Emergency Medicine, online April 22, 2008.

Reuters Health

Documentation Tips

Correct documentation to be Medicare compliant includes, but is not limited to the following:

®  There is documentation of a significant, separately identifiable E & M service, which must contain the required number of key elements (history, examination,
and medical decision-making) for the E & M service reported.

The E & M service is provided beyond usual preoperative, intraoperative, or postoperative care associated with a procedure performed on the same day.
A symptom or procedure presents that prompts the E/M service (may not require a separate diagnosis.)
An initial hospital visit, an initial inpatient consultation, and a hospital discharge service is billed for the same date of service as an inpatient dialysis service.
Critical care codes are billed within a global surgical period.
A medically necessary visit is performed on the same day as routine foot care.
Inappropriate documentation includes, but is not limited to the following:
® E & M service resulted in decision for surgery.
Ventilation management in addition to E & M service.
Use on surgical codes.
Use on same day of minor procedure.

Use within global surgical period (preoperative or post operative care.)




Joint Commuission Issues Alert 1o Hospitals

The Joint Commission on Friday issued safety recommendations to hospitals to prevent drug errors or

adverse reactions in children, the AP/Houston Chronicle reports. A study released on Monday found that

about one in every |5 hospitalized children, or about 540,000 annually, is harmed by a drug mistake or

adverse reaction to an overdose. Their commendations ask hospitals to weigh pediatric patients in kilo-

grams when admitted. Kilograms typically are used to calculate proper medication doses for children.
According to Matthew Scanlon , a physician at Children’s Hospital of Wisconsin who helped write the

" recommendations, some hospitals continue to measure weight in pounds, which raises the risk of im-

“lin I5 proper dosage. The recommendations also ask hospitals to clearly indicate adult medications that have
hospitalized been repackaged to suit pediatric patients, store medications for adults away from pediatric care units
hild . and refrain from using the same automatic dispensing machines or drug cabinets for adult and children’s
chiidren 1s medicines.
harmed by
(Medical News Today, 4/14/08)
a drug

mistake...”

Did You Know?

oOur | ungs

inhale over two

million liters of

e Our lungs inhale over two million liters of air everyday, and if they were yday é¢

spread out, they are large enough to cover a tennis court.

e We have enough carbon in our bodies to make 9,000 pencils.

o If we put together all the time we spend blinking, we would see blackness for
.2 years.

e The main purpose of eyebrows is to keep sweat out of the eyes.

Expressing Everyday Gratitude

How often do you remember the people that made the little things possible ! l
| for you? It is easy to take our privileges for granted. Today, be more aware |
-of your surroundings; everything from your clothing, house, food, and car; I
| and who has made them possible for you.

| Who has made it possible for you to experience such wonderful things?
- One way to let someone know that you truly appreciate their efforts is to || Who has made wonderful things
| send them a quick note or return the kindness in your own way. . possible for you?




ElI'lTteds News and I‘nf

WE WANT YOUR INPUT!

I EINUSESSRS SRRSO Sol wel come our newest f a-

cility, Decatur County General Hospital Elite wants to include your thoughts or ideas in our next news-

_ letter. We value what our J|hos
I n Parsons, Tenne sk&Mina®rs, administrative assistants, quality assurance and

medical records administrators, and the directors of nursing and

their staff have to say.

1 If you have an issue that you would like to be addressed please
fElite is happy to welcome Kelly Gartollet us know. Also, keep us posted as to any upcoming hospital
as our new Office Manager 0 activities or certifications and we will post that information as
well.

Emergency room doctors need to
take greater care when diagnosing

patients with chest pain....

Studies have found that almost 3% of people suffering
from chest pain are sent home undiagnosed only to suffer
a heart attack within one month. These people usually
have a history of heart disease, high cholesterol or diabe-
tes. Doctors need to take greater care in diagnosing pa-
tients who present with chest pains.

SOURCE:

Summery of medical news story as reported by WIS TV “Well, yes, we could fix it in Photoshop, but
our arm would still be broken.”

Continued from inside page...... Medical HumOI.

The Bottom Line

-, . . . A veterinarian was feeling ill and went to see her doctor. The doctor
Transitions of care are risky to the patient and fraught with legal haz- g

ards. Some of these are from inherent problems: doctors are tired at
the end of shifts, and judgment may not be as good as 8 to 12 hours

asked her all the usual questions about symptoms, how long had they
been occurring etc...when she interrupted him:

earlier. The oncoming provider relies on the previous one’s assessment, “Hey look, I'm a vet, | don't need to ask my patients these kind of
which may be inaccurate. Transitions of care are more than simply er- questions. | can tell what’s wrong just by looking at them. Why can’t
rors waiting to happen, which they are incidentally. They are with us you?”

more than ever. Residency programs in other disciplines are working The doctor nodded, looked her up and down, and then wrote out a
toward a shift model. We as a field must improve coordination and prescription, then handed it to her and said, “There you are. Of
integration of care. Physicians may have different practice styles. One course, if that doesn't work, we'll have to have you put down.”

may need a CT scan to make decisions or serial sedimentation rates to
delay or defer disposition responsibility. | don't have a nonviolent an-

swer to this one. N
"' : ELITE
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Dr. Jonathon Glauser is an assistant professor of medicine at Case
Western Reserve University and attending staff faculty in emergency
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