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From the editors: 
  
 Happy New Year, and welcome to 
the first 2010 issue of Inbound Maga-
zine. We hope you enjoyed last yearôs 
issues, and have received great feed-
back from many of you. 
 
 First some editor news.  Bad news 
first, uber-doc Dave Bruner has realized 
that there are, in fact, only 24 hours in a 
day, and with his extensive other aca-
demic projects he has decided to step 
down as Assistant Editor.  With his valu-
able experience as an editor of Annals, 
he was instrumental in helping get this 
publication off the ground.  Thanks Dave 
for all your work. 
 
 Now the good news...We are ex-
panding to include San Diego, as the 
Navy has given us approval to make this 
a Navy-wide Emergency Medicine publi-
cation.  As such, Gerald Platt, whose wit 
and wisdom was legendary at NMCP 
and who now is unleashing his talents 
on NMCSD, has signed on as the West 
Coast Editor-in-Chief.  We are excited to 
have this publication expand beyond just 
Portsmouth, and be able to reach all 
Navy Residents and more Emergency 
Physicians.  We hope to continue to ex-
pand outside of the Navy and perhaps 
make this a military-wide publication. 
 
 Also good news, Kylie Wainer, an 
EMï1 at NMCP is onboard as an Assis-
tant Editor.  She assisted with the prepa-
ration of this issue, and will be taking on 
an increased role in future issues.  Great 

to have you Kylie! 
 
 Our cover photo this month is of 

the now-becoming-legendary mobile 
trauma bay deployed in Afghanistan.  
For those that have seen Jim Hancockôs 
talk on the development and current utili-
zation of this amazing vehicle, you know 
what an amazing story it is.  For those 
that havenôt, you should ask him (or 
Sean Barbabella, who provided this 
photo) about what it is doing.  It is truly 
revolutionizing Operational Medicine and 
saving lives.   
 
We hope you enjoy this issue, and keep 
the stories coming! 

 

  - Todd and Gerald 
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One of the key goals of this publication 
is to make you stop for a second and think, 
ñHmmm, I can see that happening to me,ò 
which perhaps will help minimize the chance 
that it actually happens.  While much of the er-
ror reduction in Emergency Medicine is the re-
sult of increased knowledge, even more results 
from experience, both yourôs and those around 
you.  Barry LePatner, lawyer and founder of a 
leading consulting firm, eloquently quoted, 
ñGood judgment comes from experience, and 
experience comes from bad judgment.ò 
 

But what about seasoned physicians 
who have handled similar cases hundreds of 
times who still make errors?  What about the 
junior physician that is doing everything right, 
but still makes an error?  Clearly experience 
and knowledge are important, but there are 
many other factors that come into play. One 
such factor that is nearly unavoidable is being 
interrupted.  Interruptions happen to all physi-
cians, yet they happen to more Emergency 
Medicine (EM) physicians than any other spe-
cialty.  Nurses are increasingly recognizing the 
impact that interruptions have on their jobs, and 
interruptions while preparing medications are a 
contributor to medication errors.  This is the im-
petus behind ñIn the Med Zoneò cards, which 
serve to alert others that the nurse is in the 
process of preparing a medication, and should 
not be interrupted until she is done. 
 

A landmark study by Chisholm, et al,1 in 
the Nov 2000 Academic Emergency Medicine 
tackled this topic.  They observed Emergency 
Department (ED) physicians in three separate 
ED settings:  an urban teaching hospital, a pri-
vate teaching hospital, and a rural community 
ED. They observed individual providers over a 
three hour period.  They found that the average 
physician was interrupted (defined as a brief 
event requiring the providerôs attention, but al-
lowing them to return to their original task) 10.3 
times per hour (every 6 minutes!).  The aver-
age physician underwent a ñbreak in 

taskò (defined as an interruption event that re-
sulted in changing tasks) almost 7 times per 
hour, or once every 8 ½ minutes!  As can be 
expected, the number of interruptions and 
breaks-in-task were positively correlated with 
number of patients seen per hour and being 
simultaneously managed. 
 

They then performed a second study, 
comparing ED workplace interruptions with pri-
mary care doctor office interruptions.2 They 
studied the EDs in 5 community hospitals and 
22 primary care offices in several Indiana cities. 
Twenty-two Emergency Physicians and 22 of-
fice-based Primary Care Physicians (PCPs) 
were observed at work. The number of inter-
ruptions, tasks, simultaneous tasks, and pa-
tients concurrently managed were recorded 
over 2 ½ - 3 ½ hour observation periods. 
 

What they found, as can be expected, is 
that Emergency Physicians were interrupted an 
average of 9.7 times per hour compared with 
3.9 times per hour for PCPs.  PCPs, however, 
spent an average of 11.4 minutes per hour per-
forming simultaneous tasks compared with 6.4 
minutes per hour for emergency physicians.  
PCPs spent significantly more time performing 
direct patient care, and emergency physicians 
spent significantly more time in analyzing data, 
charting, and taking reports on patients. The 
conclusions are obvious: Emergency Physi-
cians experience more interruptions and man-
age more patients concurrently than PCPs.  
PCPs spend more time performing simultane-
ous tasks than emergency physicians, due to 
decreased multi-patient responsibilities.  As 
Ozawa noted, ñCritical thinking and analysis get 
lost in an interrupt-driven workplace.ò 3  

 

We canôt hide from the fact that we work 
in an environment where interruption is the 
norm.  We are constantly distracted from our 
tasks.  But weôre all great at multitasking, right?  
Isnôt that why we went into Emergency Medi-

(Continued on page 5) 

W ORK , INTERRUPTED  
 LCDR Todd A. Parker, M.D.  
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cine in the first place?  Well, we may not be as 
good as we think.  As Roman Philosopher Pub-
lilius Syrus said in 100 A.D., ñTo do two things 
at once is to do neither.ò Significant research 
has been done looking at the effects of multi-
tasking, whether it be doing more than one task 
simultaneously, or rapidly changing from one 
task to another.   

 
Author and Professional Coach Lisa 

Montanero sums up the challenges of multi-
tasking best in her online article. 4 

 
ñWhen we need to accomplish many 

tasks, we do 2-3 things at once, sometimes 
more. We do this in order to be more produc-
tive. Multi-tasking has basically become the 
American way. In fact, employers often include 
"multi-tasking" as one of the desirable traits 
they look for in job descriptions. But is multi-
tasking really leading to increased productivity? 

 
According to many experts, the answer 

is no. Multi-tasking is generally less efficient 
than focusing on one thing at a time. Studies 
show it impairs productivity. It is impossible to 
do 2 tasks at the same time without compro-
mising each. Studies have shown it takes your 
brain 4 times longer to process than if you fo-
cused on each task separately. 

 
David Meyer, Ph.D., a psychology pro-

fessor at the University of Michigan in Ann Ar-
bor has spent the past few decades studying 

multi-tasking. His research shows that not only 
is multi-tasking inefficient, but also can cause 
problems at work, at school, and even, in some 
cases, can be dangerous. Meyer explains, "It 
takes time to warm up to a new task, especially 
if both require the same skill level" The transi-
tion time between switching back and forth 
from one task to another is where multi-tasking 
starts to result in decreased productivity. 

 
In addition, his studies have shown that 

some tasks that are frequently grouped to-
gether conflict with one another causing a de-
crease in productivity. Have you ever been writ-
ing an e-mail and chatting on the phone, and 
realize that you are saying what you are typing, 
or typing what you are saying? It's impossible 
to do both of these tasks well because each 
requires similar anguage skills and short-term 
memory. What about reading your email and 
talking to someone at the same time? If you're 
trying to actually read your email, as opposed 
to maybe just skimming the names in your in-
box, conversation with someone becomes diffi-
cult because you're tackling two language ac-
tivities at once: reading and listening. 

 
Some people feel multi-tasking helps 

them stay fresh and alert, not get bored, and 
ward off fatigue. Some even claim they can't 
help it, as their brain gets easily distracted and 
goes from one thought and task to the next. 
However, most experts agree that the average 
person does not know how to multi-task well 
and, therefore, should refrain from doing it at 
all. Jim Loehr of the Human Performance Insti-
tute has spent a great deal of time researching 
multi-tasking and writes, "Human beings, sorry 
to say, can focus fully on only one thing at a 
time. When people multi-task, they are not fully 
engaged in anything, and partially disengaged 
in everything." 

 
We know that ED physicians are inter-

rupted at amazingly high rates, including an in-
terruption that results in a change in your cur-
rent task once every 10 minutes.  We know that 
every time you are interrupted, and even more 
so when you change tasks, there is a period of 

(Continued from page 4) 

(Continued on page 6) 

 

òGOOD  JUDGMENT  
COMES FROM   
EXPERIENCE,  

AND  EXPERIENCE 
COMES FROM  BAD  

JUDGMENTó 
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refocusing on the new task.  The more this 
happens the more time is lost in the 
ñrefocusingò period.  But the very nature of our 
job requires that you spend as little time as 
possible in that refocusing period, which means 
that decisions are being made during that pe-
riod.  And this is one of the times we are most 
vulnerable to errors, no matter how experi-
enced we are. 

 
So what can we do about this?  We canôt 

change the fundamental workplace environ-
ment of an ED.  But what we can work on is 
how we respond and react.  First, and probably 
most important, is to develop routines.  We 
have learned this throughout medical school 
and training, to have a routine for history, 
physical exam, procedures, among others.  But 
do you also have a routine for other more mun-
dane, but equally critical tasks?  When you are 
giving verbal orders to a nurse during a resus-
citation, do you give the order the same way 
every time?  Do you write orders exactly the 
same way every time?  When listening to a 
medical student or intern give a presentation, 
do you make a point to be routine in how you 
listen to their presentation?  When you sign a 
chart, do you have a methodical routine for go-
ing through the chart before signing off on it?  
Do you perform a quick review of all labs and 

studies ordered to make sure you have viewed 
and acknowledged them? Dr. Meyerôs research 
has shown that when multi-tasking, or when 
changing from one task to another, the period 
of refocusing is greatly shortened when going 
from a less familiar to more familiar task.  So 
make as many tasks as possible ñfamiliar.ò The 
more routine tasks you are likely to be doing 
while multi-tasking or refocusing, the less likely 
you are to make a mistake. 

 
In addition, nurses have it rightéthere 

are some times when you simply should not be 
interrupted, or if you are it should only be for 
something life and death.  In most depart-
ments, a physician is fair game for everyone, 
from the clerks to the nurses to the patients.  
And as the ringleader of it all, you may feel obli-
gated to oblige them all.  Perhaps we need ñIn 
the Thinking Zoneò signs.  I somewhat jest, but 
the idea is clearéitôs OK to say ñhold on, Iôm 
finishing this task.ò Spend that additional 30 
seconds or minute doing what you need to do, 
then give the interrupter your full attention.  
When you are able to create more consistent 
focus yourself, you will help the entire team be-
come more focused too.  And that is ultimately 
in the patientsô best interests. 

 
Bibliography: 
1. Chisholm CD, et al.  Emergency department 

work place interruptions: are emergency physi-
cians ñinterrupt-drivenò and ñmultitaskingò?. 
Acad Emerg Med. 2000;7:1239ï1243. 

2. Chisholm CD, et al. Work interrupted: A com-
parison of workplace interruptions in emergency 
departments and primary care offices.  Ann 
Emer Med 2001; 38:2; 146-151 

3. H t t p : / / E z i n e A r t i c l e s . c o m / ?
expert=Lisa_Montanaro (Lisa Montanaro, is 
Principal of LM Organizing Solutions, LLC, a 
professional services firm created in 2002 that 
offers professional organizing, business and life 
coaching. Lisa publishes the monthly "DECIDE 
to be Organized" e-zine for the general public, 
and "Next Level Business Success" e-zine for 
professional organizers and entrepreneurs).  

4. Nancy Ozawa, Director of Strategic Thinking, 
Institute for the Future, from Markels A.  Mes-
sages inundate offices.  Wall Street Journal.  
Apr 1997. 

(ñCognitive Errorsò Continued from page 5) 

W ORK , INTERRUPTED   
(CONT  FM PG 5)  

IN THE  

 

 

 

THINKING ZONE!  


