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Prehospital Providers Play Starring 
Role in Push to Regionalize Care  
of STEMI Patients
Investigators report a significant in-hospital mortality decrease 
in accordance with faster treatment times for STEMI patients 

Reducing time to treatment 
makes a critical difference 
in patients experiencing an 

ST-elevation myocardial infarction 
(STEMI), the deadliest form of heart 
attack. In recognition of this reality, 
hospitals have made great strides in 
improving door-to-balloon times, or the 
time between a STEMI patient’s arrival 
in the ED to when he or she receives 
life-saving percutaneous coronary 
intervention (PCI) in a hospital’s 
catheterization lab, a procedure designed 
to unblock a clogged artery.

However, experts now make the case 
that to achieve further improvements 
in STEMI outcomes, it is not enough 
to start the clock ticking when a patient 
first arrives in the ED. Instead, they 
advise measuring time to treatment from 
first medical contact (FMC), thereby 
shifting the focus of improvement 
efforts further upstream to the 
prehospital environment.

Given the vast differences in the way 
EMS agencies are governed and funded 

across the country, there may be no 
one-size-fits-all approach to cobbling 
together a systems-level solution that 
will accelerate time to treatment for 
STEMI patients. But in the Regional 
Systems Accelerator-2 project, 
investigators have demonstrated that a 
regionalized approach to care is possible, 
and that it can significantly reduce 
mortality in STEMI patients.1

Empower EMS

In the Accelerator-2 project, 
researchers aimed to test whether 
appointing dedicated regional 
coordinators could make a difference in 
improving STEMI care and outcomes 
in 12 participating regions. Among 
other objectives, the coordinators were 
charged with overseeing collaboration 
among hospitals and EMS agencies, 
and working toward accelerating time 
to treatment for STEMI patients. An 
earlier STEMI Accelerator-1 project, 
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EXECUTIVE SUMMARY

A push to regionalize the care and treatment of patients with ST-elevation 

myocardial infarction (STEMI) gains steam . Investigators documented 

improved time to treatment results and a significant decline in mortality 

among patients treated at sites adopting a regionalized approach . The 

data come from the Regional Systems Accelerator-2 project in which key 

stakeholders in 12 regions pledged to work together to improve STEMI care .

• In an improvement over the intervention used in the Accelerator-1 project, 

a neutral STEMI coordinator was funded at each site to oversee collaborative 

efforts to accelerate treatment and improve care .

• Key to the overall concept was the development of regionalized STEMI 

care plans, the empowerment of EMS providers to diagnose patients with 

suspected STEMI, and the activation of catheterization lab teams from the 

field, thereby accelerating treatment .

• Investigators reported that the faster treatment times produced by the 

Accelerator-2 intervention were in alignment with a significant 4 .4% to 2 .3% 

decrease in in-hospital mortality among STEMI patients by the end of the 

two-year intervention period .

• Particularly compelling to investigators was the observation that when 

first medical contact to activation of the catheterization lab is less than 20 

minutes, mortality is in the 2% range . However, if activation of the cath lab 

takes longer than 20 minutes, mortality is more than double that figure .

which did not include dedicated 
coordinators, achieved just modest 
improvements in time to treatment 
results from efforts to regionalize care 
in 16 participating areas. However, 
investigators noted that not all the 
sites had implemented crucial steps 
in the improvement effort.2

 The Accelerator-2 project 
included several improvements 
over Accelerator-1. Perhaps the 
most significant improvement 
was the funding of a STEMI 
coordinator in each participating 
region. However, in both projects, 
a key aspect of the regionalization 
push involved empowering EMS 
providers to obtain ECGs in the 
field and to activate catheterization 
lab teams based on the paramedic’s 
interpretation of the ECGs.

“That is the most crucial part. In 
doing that, you are able to mobilize 
the team and treat the patients 

quickly when they [arrive at the 
hospital], but that takes buy-in 
and support from the receiving 
hospitals, and it takes buy-in from 
EMS,” explains Claire Corbett, 
MMS, NREMT-P, the AMI and 
stroke programs manager at New 
Hanover Regional Medical Center 
in Wilmington, NC, and a faculty 
member/advisor on the Accelerator-2 
project. 

To secure appropriate buy-in 
from all stakeholders, ambulance 
teams need to be equipped with the 
necessary gear, and they need to be 
proficient in reading 12-lead ECGs. 
“Overall, that is now a national 
standard, and there is lots of great 
evidence out there that paramedics 
can read 12-lead ECGs and make 
these diagnoses,” explains James 
Jollis, MD, the lead author of the 
Accelerator-2 study and a professor 
of radiology at Duke University 
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School of Medicine. “That being said, 
there are 15,000 [EMS agencies], and 
each one has independent direction. 
They rely on local funding. Often, 
that funding is inadequate.”

Build Relationships

There are going to be times when 
paramedics activate a catheterization 
lab team, and it turns out that the 
patient is not in fact experiencing 
a STEMI attack. However, there is 
no perfect test, Jollis, says, noting 
that improving proficiency among 
paramedic teams is a function 
of strong physician leadership. 
For example, Jollis observes that 
in Wake County, NC, where he 
practices, paramedic activation of 
the catheterization lab is cancelled in 
just one out of every 10 activations. 
However, he acknowledges that more 
leadership and training are needed 
in some regions to ensure that the 
ECGs are interpreted in the field with 

a high degree of proficiency. This is 
where emergency medicine clinicians 
can play a significant role in the 
development of effective, regionalized 
STEMI systems. “Emergency 
medicine is a very important part 
of this whole system,” Jollis says. 
“Emergency medicine physicians 
are running EMS agencies, they are 
writing state protocols, and they run 
EDs.”

Cardiologists also play a strong 
role in fostering ties with prehospital 
providers, Corbett offers. For 
example, she notes that a cardiologist 
might sit with paramedics and 
review some ECGs or case studies 
together. “It breaks down the barriers 
between cardiology [specialists] 
and paramedics, who usually don’t 
interface, and it builds trust,” she 
says. “That is a very important part of 
doing this successfully.”

Corbett is not just reflecting on 
her experience with the Accelerator-2 
project. She also has been heavily 

involved in the Regional Approach to 
Cardiovascular Emergencies (RACE) 
in North Carolina, a statewide 
project that shares many of the same 
processes and goals and helped to 
inform the approach used in both 
Accelerator-1 and Accelerator-2.

From this work, Corbett notes 
that another helpful step in the 
relationship-building process involves 
asking paramedics to stick around in 
the catheterization lab so that they 
can see at least the beginning stages 
of the PCI procedure. “That gives 
them some instant feedback on what 
is going on with the patient, and it 
helps with that relationship-building 
between the various team members,” 
Corbett says. “That has very much 
been a part of the STEMI system 
being built in North Carolina as well 
as in the Accelerator-2 sites.”

Such steps are needed to pull 
all the different entities involved in 
STEMI care in the same direction. 
“Everybody wants to do a good job. 
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EMS AND HOSPITAL BYPASS POLICIES

 There is ample consensus that when it comes to STEMI, time-to-treatment 

is a critical factor . The AHA and the American College of Cardiology guidelines 

recommend that STEMI patients receive PCI within 90 minutes of FMC when 

patients are taken directly to a PCI-capable hospital and within 120 minutes of 

FMC when patients are taken to a non-PCI-capable hospital first .

 How does one go about improving performance in this area? For starters, 

investigators have found that it makes a difference whether one lives in a state 

that enables EMS providers to bypass hospitals that lack the capability to 

provide PCI and instead take patients directly to a PCI-capable hospital .1

 Studying this issue specifically, investigators compared the time to 

treatment for STEMI patients in six states that had instituted relevant hospital 

bypass policies vs . six states that had not . In states with bypass policies, 57 .9% 

of STEMI patients received PCI within 90 minutes of FMC and 82% received 

PCI within 120 minutes of FMC . In states without bypass policies, just 47 .5% 

of patients received PCI within 90 minutes and 77% underwent the procedure 

within 120 minutes .

 Jacqueline Green, MD, MPH, lead author, said that a policy that improves 

timely access to care for even just an additional 10% of patients could 

significantly affect the population level . She further noted that the results of 

the study bolster the case for state government leadership in developing 

strong systems of EMS care that can triage and transport patients with time-

critical conditions .  n
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But there is so much fragmentation 
in the system that if we don’t come 
together to focus on the patient and 
the system, none of us are going to 
be able to meet the end goal that we 
want, which is to provide the best 
possible care,” Corbett adds.

Establish Plans

In the Accelerator-2 project, each 
of the 12 sites worked with a neutral 
coordinator from the American Heart 
Association (AHA), someone who 
was not affiliated with one of the big 
hospitals in the region. The idea was 

to ensure that the person would not 
be perceived as biased for or against 
any participating hospital and could 
serve as a central broker, Corbett 
explains. However, she acknowledges 
that finding and employing a neutral 
coordinator may not always be 
possible.

Nonetheless, Corbett explains that 
the coordinator role can be filled in 
other ways. For example, she notes 
that in North Carolina’s RACE 
project, the STEMI coordinator’s 
role typically would be filled through 
partnering. “It would be myself 
from my hospital and another 

person like me from another PCI 
hospital. We would approach the 
process improvement, and we would 
approach the relationships with 
the hospitals and EMS [providers] 
together,” she says. “The concept 
was around the idea that the most 
important thing we can do is create 
a plan for the STEMI patient and 
keep the patient at the center [of that 
plan]. Then, people tend to get in 
line.”

The role of emergency providers 
in these STEMI systems of care may 
differ, depending on whether they 
work at a community hospital or a 
larger, PCI-capable hospital, Corbett 
says. “The emergency physician 
at a community hospital will see 
fewer STEMI patients, but will also 
have fewer resources, making the 
process of providing appropriate care 
even harder,” she says. This makes 
creating a good plan for such patients 
particularly important. “I would say 
every ED needs a physician and a 
nurse champion to own the process, 
look at the data, and make sure 
there is an ECG protocol so that [all 
appropriate patients] who walk in the 
door get an ECG.”

Corbett adds that the process 
needs to be hard-wired so that every 
emergency physician knows what 
the protocol is when they see a 
STEMI patient and what the process 
is for transferring the patient to a 
PCI-capable facility. “Community 
hospitals need to have those processes 
in place and to very much be an 
extension of the regional STEMI 
system,” she says.

Emergency physicians who 
practice at PCI-capable hospitals 
still see STEMI patients who come 
through the front door. These 
providers need to ensure that ECGs 
are performed on all appropriate 
patients and that their catheterization 
labs are activated within five minutes 
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of an ECG indicating the patient is 
likely experiencing a STEMI heart 
attack, Corbett explains. “They also 
need to collaborate with EMS and 
cardiology continuously on all of 
these patients,” she adds.

Corbett reports that at her medical 
center and many others, STEMI 
patients do not bypass the ED, but 
rather make a quick pit stop there. 
“It is only for five minutes or less 
usually, but that is a point in which 
the ED physician is accepting the 
patient, receiving report[s] from 
EMS, and ensuring that the patient 
is appropriate to move on,” she 
says. “Although it is short, it is a 
very important role that emergency 
physicians play.”

The data around STEMI care 
are clear and convincing, Corbett 
stresses. “We know that by decreasing 
treatment time, you save lives. And 
who doesn’t want to be a part of 
that?” she says. “Everybody essentially 
wants to be a part of a winning team, 
and we know how to do STEMI 
well.”

Prioritize Timing

One aspect of accelerating care 
involves making sure that suspected 
STEMI patients are transported 
directly to PCI-capable hospitals so 
that life-saving care is not delayed 
by the need for transfer to a second 
hospital. Once EMS is accustomed 
to identifying STEMI patients and 
activating catheterization teams, this 
is a concept that takes hold pretty 
easily, Corbett suggests. “EMS has 
taken trauma patients to trauma 
centers for a long time ... so there 
were inklings of starting to do the 
same thing with STEMI patients, 
but we really solidified that in North 
Carolina with the RACE program 
and then with the Accelerator-2 

project,” she says. Corbett says every 
region should determine how long 
it takes to travel to a PCI-capable 
facility. “If EMS can get [to a PCI 
hospital] within an hour or 45 
minutes, then the most appropriate 
thing to do is to bypass [non-PCI-
capable hospitals] and take the 
patient to the PCI center. If it is 
really far away, then the decision 
[should be] to take the patient to a 
community hospital that can provide 
thrombolytics.”

Such decision-making under 
many circumstances is all very much 
integrated into the plans that need to 
be developed as part of a regionalized 
STEMI system, Corbett explains. 
There is the need for early activation 
of catheterization labs, destination 
planning, and specifying when EMS 
needs to bypass community hospitals 
to get to a PCI-capable center. 

There were no mandated laws 
as part of either the Accelerator-2 
project or North Carolina’s RACE 
program, Corbett reports. “We 
pushed for grassroots efforts in having 
everyone step up and collectively 
make [appropriate] decisions,” she 
says. “We tried to use local resources 
and get local buy-in.”

These efforts proved highly 
successful during the Accelerator-2 
study period, which took place 
from April 2015 to March 2017. 
By the end of the observational 
study, investigators reported that 
all the process measures concerning 
coordination between EMS and 
receiving hospitals had improved, 
including the proportion of patients 
experiencing FMC to PCI times 
within the national standard of 90 
minutes. Specifically, investigators 
reported nine of the 12 participating 
regions reduced their FMC to PCI 
times and eight regions topped the 
national goal of treating 75% of 
patients within 90 minutes.

Most important, the faster 
treatment times were in alignment 
with a significant 4.4% to 2.3% in-
hospital mortality decrease among 
STEMI patients by the end of the 
intervention period. Researchers 
also reported this reduction was not 
observed at a subset of hospitals 
that was not participating in the 
Accelerator-2 project during the same 
period.

Agree to Basic Tenets

Although investigators tracked a 
range of measures reflective of the 
coordination between medics and 
receiving hospitals, Jollis points to 
one observation that is particularly 
compelling. “Regarding first 
medical contact to activation [of the 
catheterization lab], we find that if 
that is less than 20 minutes, mortality 
is very low, in the 2% range. If it 
takes more than 20 minutes, then 
[mortality] is more than double that 
[figure],” he explains. “If you look 
at the mortality data, then having 
medics make the call [to activate 
the catheterization lab] makes a big 
difference.”

Although catheterization lab 
teams may grouse about activations 
that ultimately prove unnecessary, 
Jollis makes the case that there is 
nothing wrong with activating the 
catheterization lab when you have 
someone who looks like they are 
experiencing a heart attack. “Even 
if [the cath lab team] is cancelled, 
the benefit to those patients who 
are actually having [a STEMI heart 
attack] far outweighs the resource 
use for when such activations 
are cancelled.” Jollis adds that in 
roughly 10% of cath lab patients, 
no blockages are found, so no 
specialist or practitioner is perfect at 
determining when PCI is warranted. 
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Nonetheless, Jollis stresses that the 
most important decisions in heart 
attack care come before someone 
arrives at the hospital. “A lot of 
things happen long before the ED. 
To be most effective, that [regional] 
coordination needs to take place, 
and our health system doesn’t have 
anything to do with that,” he says.

However, if all the different 
disciplines and agencies can agree to a 
common understanding of definitions 
as well as the diagnosis and treatment 
of STEMI patients, that will allow 
everyone to perform their jobs 
without worrying about delays, 
securing consultations, or figuring 
out who will take care of the patient, 
Jollis observes. “If you can just agree 
to basic tenets of how you are going 
to treat somebody, the system works 
much better,” he says. 

Further, it is not too difficult to 
make the case for opening a blocked 
vessel that is causing the heart muscle 
to die, Jollis notes. “It clinically makes 
sense. There is also good evidence 
for it, so it is actually pretty easy to 
get agreement among healthcare 
providers beforehand about common 
plans,” he explains.

Identify Leaders

Corbett’s advice to clinicians 
or hospital administrators in other 
localities interested in taking 
advantage of the Accelerator-2 
processes is to scour the literature 

about the project and then contact 
the champions. “Everybody that has 
been part of this work is so passionate 
about it that they will help and give 
guidance, share protocols, and share 
regional plans,” she says. “The bulk 
of the science is essentially there. 
We know how to do this well, and 
we know what the benefits are for 
patients. The hard part is actually 
doing the implementation.”

Leadership to develop such a 
system can come from cardiology, 
emergency medicine, governmental 
officials, and/or EMS, Jollis observes. 
Ultimately, no one wants to be left 
out of the system. “At every level, 
when we would go [to communities], 
have these meetings, and talk about 
patients, people would get pretty fired 
up,” Jollis says. “When you get up 
to leave these meetings, you actually 
find the leaders. It is really fulfilling 
to do this work as a healthcare 
professional.”

Now that the Accelerator 2 
project has concluded, the focus has 
shifted to maintaining the gains that 
have been achieved, a tougher task 
than achieving the improvements 
in the first place, Corbett observes. 
“Working with the AHA and the 
regional leaders to sustain the 
improvements is very important,” she 
says. However, Corbett notes that 
project leaders also are looking for 
other ways they can apply the same 
steps and regionalized approach to 
achieve improvements in the care of 

other time-dependent diseases such as 
stroke.

In fact, Corbett notes that a new 
process improvement collaborative 
focused on stroke and thrombectomy, 
an interventional procedure used to 
remove blood clots from an artery, is 
underway in five states. The project, 
called IMPROVE Stroke, includes 
some of the same investigators who 
were involved in the Accelerator-2 
project. The stroke project is focused 
on regionalizing care and accelerating 
treatment in a similar fashion.

(Editor’s Note: For more 
information and resources related to the 
STEMI projects, please visit: https://
bit.ly/2ThqoGh. For more information 
about the new stroke initiative, please 
visit: https://bit.ly/2sJWJtx.)  n
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EXECUTIVE SUMMARY

Thanks in part to a little-noticed policy shift by the Centers for Medicare & 

Medicaid Services (CMS), there is fresh evidence that telemedicine can offer 

rural hospitals a cost-effective solution to the serious challenges they face in 

trying to recruit and retain physicians to cover their EDs . Further, while efforts 

to build effective telemedicine networks in the emergency medicine arena 

have struggled, one network based in Sioux Falls, SD, is in expansion mode, 

with 185 hospitals in 13 states already hooked up to the network’s hub .

• For years, CMS maintained that hospitals have to put in place a local 

physician who has to back up an advanced practice provider working in an 

emergency setting . But in 2013, CMS issued a memorandum stating that for 

critical access hospitals with tele-emergency services, that backup did not 

have to be local; it could be a physician operating virtually out of the tele-

emergency hub . 

• After this policy change, several rural hospitals shifted some of their ED 

coverage to advanced practice providers, using an emergency physician from 

the tele-emergency hub as backup .

• Investigators found that the savings achieved by making these adjustments 

amounted to an average of $117,000 per year at seven rural hospitals that took 

advantage of the new policy . Conversely, 12 hospitals that did not make any 

staffing changes continued to see their staffing costs rise by an average of 

$138,000 per year .

Critical Access Hospital EDs Reap Savings  
by Using Advanced Practice Providers,  
Virtual Physicians
Recent policy shift gives rural hospitals flexibility in ED staffing while also helping leaders recruit 
new staff

A lthough telemedicine has existed  
 for years, its use in emergency 

medicine has been limited in most 
regions to specific specialty consults. 

For instance, it is not uncommon 
for emergency clinicians to consult 
neurologists in this way when they see 
a stroke patient. A growing number 
of EDs have established telemedicine 
hookups with behavioral health 
specialists to help care for patients 
with psychological issues. Further, 
some EDs are using telemedicine for 
triage or in the care of patients with 
low-acuity conditions.

However, the idea of leverag-
ing telemedicine to help address 
the chronic shortage of physicians 
staffing EDs in rural areas has been 
discussed often as a potent solution 
to a difficult problem. Critical access 
hospitals struggle to recruit and retain 
physicians, given the long work hours 
needed to cover an ED in these outly-
ing areas and the lack of opportuni-
ties to interact with other profession-
als in the field.

Certainly, progress with using tele-
medicine for this purpose has been 
slow, given the regulatory hurdles and 
investment required to put such a 
system in place. But now there is fresh 
evidence that telemedicine can help 
not only to relieve the staffing bur-
dens on critical access hospitals that 
are striving to maintain emergency 
care in their communities, it also can 
deliver financial benefits.

The Avera eCare network, 
affiliated with Avera Health in 
Sioux Falls, SD, has been providing 
emergency medicine consults via 

telemedicine to scores of hospitals 
in multiple states since 2009. Under 
the arrangement, hospitals pay a 
monthly fee for the ability to access 
an emergency physician via two-way 
hookup as needed with the push of a 
button. It took years and a generous 
supply of grant funding to establish 
the telemedicine network, but the 
approach offers rural hospitals a 
way around the dearth of physician 
expertise in their communities. 

Documented financial savings 
from the approach have not necessar-
ily been part of the package, at least 

not until the Centers for Medicare & 
Medicaid Services (CMS) instituted a 
little-known regulatory change.

For years, CMS maintained 
that under the Emergency 
Medical Treatment and Labor Act 
(EMTALA), hospitals have to ensure 
a local physician is in place to back up 
advanced practice providers working 
in an emergency setting. However, in 
2013, CMS issued a memorandum 
stating that for critical access hospitals 
with tele-emergency services, that 
backup did not have to be local; 
it could be a physician operating 
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virtually out of the tele-emergency 
hub. Marcia Ward, PhD, is the 
director of the Health Resources 
and Services Administration 
(HRSA)-funded Rural Telehealth 
Research Center at the University 
of Iowa. She and other colleagues 
set out to investigate the effect of 
this policy change by analyzing 
data from 19 hospitals that use the 
telemedicine network for emergency 
care in five states: Iowa, Minnesota, 
North Dakota, South Dakota, and 
Nebraska.

“We were able to get data from be-
fore and after they implemented [the 
tele-emergency system] and before 
and after the [CMS] policy change,” 
Ward explains. “We asked each of the 
hospitals to provide us with monthly 
calendars of their ED coverage ... so 
we could tell from these how many 
hours of coverage there were by physi-
cians, by nurse practitioners, and by 
physician assistants.”

Additionally, the research team 
accessed CMS cost reports for the 19 
hospitals, providing details on ED 
staffing for the study period. Further, 
Ward and colleagues conducted inter-
views with hospital leaders to gather 
more information about their staffing 
decisions before and after the CMS 
policy change.1

From all these data, investigators 
determined that of the 19 hospitals, 
12 did not adjust their staffing 
decisions at all following the 
CMS policy change. However, 
the remaining seven hospitals did 
make changes, resulting in financial 
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savings. In particular, the seven 
hospitals implemented a staffing 
approach whereby advanced practice 
providers backed up by a telemedicine 
physician covered their EDs for an 
average of 17.1 hours per day within 
three years of the policy change. In 
fact, the researchers reported that two 
hospitals adopted this model 24 hours 
a day during the study period. 

The savings achieved by making 
these adjustments amounted to an 
average of $117,000 per year, primar-
ily because of the lower compensation 
required for nurse practitioners or 
physician assistants vs. physicians. In 
addition to the financial savings, the 
seven hospitals reported they found 
it easier to recruit new physicians, 
primarily because the coverage re-
quirements would not be so burden-
some and the physicians would be 
afforded a better work-life balance, 
Ward reports. On the other hand, the 
12 hospitals that did not make any 

adjustments to their staffing following 
the CMS policy change continued 
to staff their EDs with either onsite 
or local on-call physicians, and their 
staffing costs continued to rise. “They 
were continuing on the same trend 
line, which was upward in terms 
of increased costs over time,” Ward 
explains. Investigators report the 
average increase in annual compensa-
tion expenses for these hospitals was 
$138,000.

Address Staffing  

Challenges

What was the reasoning behind 
not taking advantage of the CMS 
policy change? In interviews with 
hospital leaders in the 12 hospitals 
that did not make any changes, in-
vestigators learned that some of them 
simply did not know about the policy 
shift or they were waiting for more 
clarification from state regulators as 
to whether they could adjust staffing. 
Others said they were fine with their 
staffing approach for now, Ward says.

Among the seven hospitals that 
took advantage of the policy clarifica-
tion, staffing solutions varied. 

“Some talked to the nurses at their 
hospital and asked who wants to go 
back to school,” Ward says. “They 
grew from within, taking local nurses 
and helping them go back to school 
to become nurse practitioners so that 
they could staff the ED.”

Often, the hospitals simply relied 
on the telemedicine emergency 
physicians during the weekends so 
they did not have to pay for locum 
tenens physicians during this period, 
a relatively simple adjustment that 
nonetheless trimmed compensation 
costs considerably.

“The seven hospitals employed 
individual solutions based on their 
challenges with recruiting physicians,” 

THE SAVINGS 
ACHIEVED BY 

MAKING THESE 
ADJUSTMENTS 
AMOUNTED TO 

AN AVERAGE 
OF $117,000 PER 

YEAR.
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Ward says. For example, in some 
cases, the hospitals lost physicians due 
to retirements or relocations. In oth-
ers, physicians were burned out and 
said they needed fewer coverage hours 
in the ED.

Additionally, in facilities that 
adjusted staffing, Ward reports that 
physician candidates liked the access 
to specialists and a team approach 
because it was what those candidates 
were used to at other jobs. This access 
also enticed prospective advanced 
practice providers. 

“To know they would have some-
body with them if they got a case 
that involved something they hadn’t 
seen in a long time that presented a 
diagnostic or treatment plan challenge 
[was appealing],” Ward shares.

Be Patient

While most clinicians have 
expressed satisfaction with this tele-
emergency approach, that view is not 
universal, according to Ward. 

“There are definitely providers who 
will say they have practiced in the ED 
... for 30 years and don’t see the need 
to change,” she says. 

Further, she notes there is a lot 
of variability in how often providers 
actually use the service.

“Some are only using it for the 
highest-need cases such as stroke and 
AMI [acute myocardial infarction] 
where time is of the essence. They 

are using it when they know they 
have to transfer a patient because 
[the tele-ED service] is very helpful 
with arranging either placements or 
the actual transportation [logistics],” 
Ward explains. “It takes some time. 
If you throw out a new technology, 
clinicians are not going to immedi-
ately adopt it if they have a choice in 
the matter.”

Instead, most of the time, physi-
cians or advanced practice providers 
will give the new solution a try. If 
they see particular benefits for their 
patients, then they will gradually 
begin to use it with more cases, Ward 
shares. Regardless, it is clear that 
hospitals are warming to the concept, 
particularly in light of the docu-
mented benefits that telemedicine can 
bring to EDs and communities. 

Brian Skow, MD, FACEP, chief 
medical officer at Avera eCare, notes 
that since the time of Ward’s study, 
the number of EDs in rural areas par-
ticipating in Avera’s tele-emergency 
network has increased from 150 to 
185. The network’s reach has grown, 
too. 

“Our footprint has extended 
to now providing tele-emergency 
services within 13 states, reaching 
well beyond the Midwest [to states] 
such as New Hampshire, Maine, and 
Texas,” he explains. 

Although the tele-emergency 
network did not become a reality 
until 2009, Avera Health has been 
involved in telemedicine since 1993, 

developing several related hospital ser-
vices through its virtual health center, 
Skow notes. There are telemedicine 
offerings directed toward ICU care, 
behavioral health, pharmacy, hospital-
ists, and senior care, to name a few. 

“We have been fortunate to have 
leadership that believed in telemedi-
cine and allowed us to defy traditional 
healthcare delivery models,” Skow 
says.

Even within the tele-emergency 
offering, the services evolve continu-
ously based on feedback from clini-
cians in the hospitals who rely on the 
telemedicine hub for guidance and 
advice. Consider that through “tele-
intubation,” emergency physicians 
operating out of the hub can offer as-
sistance with emergency endotracheal 
intubations. 

“This support includes guidance 
on medications, intubation methods, 
and recommendations toward devices 
and cable technology,” Skow explains. 
“[Similarly], ‘emergency behavioral 
health’ provides admission support 
in determining the condition of a 
patient, peer-to-peer consults for be-
havioral health-related questions, and 
assistance with patient management, 
such as patient education and [help 
in] locating an admission facility.”

Confront Barriers

While Avera’s eCare network is 
thriving, most other telemedicine 

Reduce...

Assess...
 Manage...

Healthcare RISK 
www.reliasmedia.com/podcasts

Episode 8: Hiring Unicorns in Healthcare: 
Overcoming Barriers to Effective Hiring

Listen to our free podcast! 

http://www.reliasmedia.com/podcasts


34   |   ED MANAGEMENT® / March 2019               ReliasMedia .com

Paramedics, Screening Protocols,  
and Involuntary Psychiatric Holds
Researchers studied how EMS can medically clear some patients, potentially easing the burden  
on busy EDs

While there is no simple solution 
to ED crowding caused by a 

backup of patients with behavioral 
health concerns, a new study offers 
intriguing results on what could be 
part of the answer for at least some 
hospitals.

Investigators have found that a 
relatively straightforward screening 
protocol developed by the Alameda 
County EMS Agency in California 
has proven to be a safe and effective 
way to medically clear close to half 

the patients receiving involuntary 
psychiatric holds in the field. These 
patients can be transported directly 
to a psychiatric emergency facility 
rather than stopping at a general 
hospital ED for medical clearance 
first.

Looking at data compiled over a 
five-year period ending in November 
2016, researchers found that out of 
541,731 EMS encounters in Alameda 
County, 53,887 involved involuntary 
psychiatric holds. In these cases, EMS 

relied on the protocol to transfer 
41% of the patients with involuntary 
holds directly to a specialized 
psychiatric facility, enabling 22,000 
patients to be treated there without 
first making a trip to the ED.1

Tarak Trivedi, MD, the study’s 
author, is a practicing emergency 
physician and a research fellow in the 
UCLA National Clinician Scholars 
Program. He explains that the 
protocol used by EMS to determine 
which involuntary hold patients can 

approaches in the emergency 
medicine arena have struggled so far, 
Ward acknowledges. 

“We have looked at six grantees 
that HRSA funded specifically for 
tele-ED,” she explains. Some of the 
approaches have failed to get much 
uptake from rural hospitals. Others 
have run into push-back from local 
providers who are more accustomed 
to going it alone. “If those relation-
ships are not built or worked on ... 
local providers don’t see the benefit,” 
Ward adds.

Further, reimbursement 
issues have plagued endeavors in 

telemedicine for years. But the 
landscape on that front is beginning 
to change, as evidenced by CMS’ 
2013 rule change. Still, building such 
a network is a tall order. 

“It is hard to get to that tipping 
point where there is enough volume 
to where you can have dedicated 
people 24/7,” Ward says. “For tele-
medicine and tele-ED in particular, 
that is the challenge.”

Despite the economic barri-
ers, Ward expects to see more tele-
emergency solutions in the coming 
years. The regulatory and reimburse-
ment challenges have begun to ease 

while the workplace shortages in 
rural health continue to mount, she 
observes. 

“As for credentialing and licensing, 
people seem to be figuring out how to 
do those [in telemedicine],” she says. 
“I think [tele-emergency services] are 
going to keep growing.”  n
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bypass the ED is quite conservative. 
“If the patient asks to go to an ED 
— in every one of those cases, the 
patient is taken to the ED,” he says. 
Further, he notes that any patient 65 
years of age or older or younger than 
12 years of age automatically goes to 
an ED. 

“It is generally quite clear that 
if [EMS personnel] have any 
doubt, then they err on the more 
conservative option, which is to 
transport the patient to the ED.”

Trivedi adds that in the field, 
patients often understand that they 
are experiencing an emergency 
that is psychological in nature and 
ask specifically for a psychological 
evaluation. 

“A lot of times, the patient may 
be experiencing suicidal ideation or 
[a patient with schizophrenia] will 
be complaining of increased auditory 
hallucinations,” he says. “This is not 
unique to Alameda County. I am 
confident that this is how psychiatric 
emergencies go down in most other 
parts of the country.” 

Protocol Delivers

In the study, only 60 patients 
taken directly to a psychiatric facility 
had to be transported to the ED 
within 12 hours, with six of these 
cases representing what investigators 
termed a protocol failure. These were 
cases that involved patients who 
had medical issues or characteristics 
that should have been picked up by 
adherence to the protocol but that 
EMS missed.

For example, if someone was 
out of the appropriate age range for 
direct transport to the psychiatric 
facility, that was a protocol failure. 
Similarly, Trivedi notes that there 
was one patient who was pregnant 
who should have been transported 
to the ED. Instead, that patient 

was taken directly to the psychiatric 
facility. “We didn’t have any reports 
of any on-site deaths as a result of 
EMS transporting the wrong type of 
patient [directly to the psychiatric 
facility],” Trivedi notes.

For the other 54 patients who 
were taken to the ED within 12 
hours of arriving at the psychiatric 
facility, new symptoms surfaced. For 
instance, some patients had seizure 
disorders that were not apparent to 
EMS personnel. Others developed 
new medical complaints that they 
did not report initially. Additionally, 
there were instances in which patients 
who had received sedation at the 
psychiatric facility later experienced a 
fall within 12 hours of arrival.

Other Elements Needed

From the data, investigators 
concluded that paramedics can safely 
administer the screening protocol to 
determine medical clearance in cases 
involving involuntary psychiatric 
holds. Researchers also noted this 
type of approach could be used in 
other settings. 

However, this is just part of an 
overall solution that requires other 
elements to succeed. For instance, 
if paramedics are to bypass the 
ED, they must pick a designated 
psychiatric facility where they can 
transport these patients for needed 
psychiatric evaluation and care.

Some years ago, Alameda County 
established a designated psychiatric 
emergency services facility to care 

for such patients. Investigators 
demonstrated at the time that the 
approach can significantly affect 
boarding times by patients awaiting 
psychiatric care in general hospital 
EDs.2 

The approach, which became 
widely known as the “Alameda 
Model,” has been adopted in other 
communities across California and 
in some other states. But there are 
other models that could leverage 
EMS teams to handle the medical 
clearance task for certain categories of 
psychiatric patients, thereby relieving 
busy EDs. 

“That facility fee and that provider 
fee ... are not a good use of funds for 
insurance companies, Medicaid, or 
whoever is paying the tab for these 
patients,” Trivedi observes. “I would 
much rather have [payers] focus that 
money toward whoever is helping 
the patients from a psychiatric 
perspective.”  n
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1. In the Accelerator-2 project, 

what did researchers test to see 

if it could make a difference in 

improving STEMI care?

a . Better equipment

b . A single EMS service

c . Emergency physicians in the 

field

d . Dedicated regional 

coordinators

2. In both the Accelerator-1 

and Accelerator-2 projects, 

a key aspect of the push to 

regionalize STEMI care involves:

a . strengthening emergency 

providers’ ability to read ECGs .

b . empowering EMS providers to 

activate catheterization lab teams .

c . directing cardiologists to 

oversee certain EMS operations .

d . directing hospitals to upgrade 

their communications systems . 

3. In addition to reaping savings 

from their use of a telemedicine 

physician to back up advanced 

practice providers covering 

their EDs, seven hospitals 

reported to investigators that 

they found it easier:

a . to recruit new physicians .

b . to track productivity .

c . to improve patient satisfaction .

d . to manage ED operations .

4. Tarak Trivedi, MD, a practicing 

emergency physician and a 

research fellow in the UCLA 

National Clinician Scholars 

Program, explains that a 

protocol used by EMS in 

Alameda County, CA, to 

determine which involuntary 

hold patients can bypass the ED 

actually is:

a . very aggressive . 

b . under review .

c . quite conservative .

d . at the experimental stage .
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Pioneering Community Hospitals Address 
Opioid Epidemic
Despite access to fewer resources, smaller facilities can initiate treatment, link patients 
to ongoing care

Several large, academic medical centers have 
launched comprehensive initiatives to address the 
opioid crisis. For example, many systems have hired 

addiction counselors and navigators to work with patients 
who present to their EDs with opioid use disorders (OUD) 
and link these individuals into care. Some have created and 
staffed on-site clinics to provide addiction treatment to 
these individuals on an ongoing basis. A number of these 
approaches also include provider education, IT interven-
tions, revamped pain treatment guidelines, and robust 
social support systems to address the problem.

Although impressive in their scope, such programs may 
seem completely out of reach to the hundreds of commu-
nity hospitals that face many of the same issues regarding 
pain management and addiction, but lack the resources 
to spearhead such large-scale endeavors. However, some 
smaller, innovative hospitals are finding effective ways to 
confront the opioid crisis in their communities, and many 
are willing to share their roadmaps to success with others.

 In a forum sponsored The Joint Commission (TJC) on 
Jan. 15, two pioneers in this area shared their insights on 
how community hospitals can take steps to meet the needs 
of the growing number of patients who present with OUD 
and perhaps in the process make a dent in a crisis that has 
not yet shown any sign of ebbing.

Try New Approach

Hannah Snyder, MD, practices primary care, hospi-
tal medicine, and addiction medicine at Zuckerberg San 
Francisco General Hospital and is the inpatient director for 
California’s ED-BRIDGE project, which helps hospitals 

bring evidence-based treatment for substance use disorders 
to patients in inpatient and emergency settings. During 
TJC’s forum, Snyder acknowledged that she frequently 
encounters clinicians in the ED or the hospital who feel 
as though they are powerless to make a difference with pa-
tients in the throes of addiction. However, she noted that 
with effective treatment, such patients can and do recover, 
and that facilitating this process is one of the most fulfilling 
things for a provider. 

“Our job as healthcare providers is to prevent deaths 
and prevent morbidity. Opioid use disorder in particular 
has such a high rate of death from overdoses and morbidity 
from non-fatal overdoses,” she said.

Snyder also noted that OUD is associated with infec-
tions and many other medical problems. “That is why we 
also think of this as a public health intervention. It is about 
the patient who is in front of you in the hospital that day, 
but it is also about reducing the burden of drug use on the 
community. That means reducing rates of HIV and hepa-
titis C, reducing healthcare costs, and even reducing the 
rates of assaults and accidents,” she explained.

Snyder argued that the case for new and different ap-
proaches to the problem is compelling, given the fact that 
the overdose rate continues to rise despite more than a de-
cade of efforts to address the crisis. She noted that fentanyl 
is one of the primary reasons why such efforts have been 
stymied of late. 

“We are having fentanyl contaminate the opioid supply, 
including heroin, but it is also contaminating all of our 
street drug supply, including our stimulants like cocaine 
and methamphetamine,” she said. “What we see now is 
that in the last year, the number of people who died from 
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EXECUTIVE SUMMARY

Community hospitals work with fewer resources than large, academic medical 

centers. However, these facilities can create effective treatment programs 

for patients with opioid use disorder (OUD). In fact, experts state that when 

patients with OUD present to the ED, or are admitted as inpatients, there is a 

powerful opportunity to place them on the road to recovery. Still, clinicians in 

these settings need to engage with their leaders to set up a positive path.

• In a recent Joint Commission-sponsored forum, experts noted that a primary 

step in curtailing the opioid epidemic is to refrain from starting patients on 

chronic opioids for nonterminal conditions. This can be facilitated by providing 

emergency providers with a range of alternative options for pain relief and 

then making it easy to prescribe them.

• When patients who already are dependent on opioids present to the ED, 

physicians have an opportunity and a responsibility to provide treatment for 

OUD.

• Experts recommended buprenorphine as a first-line treatment for patients 

who present in withdrawal from opioids, noting that this treatment is easy to 

prescribe and can accelerate ED flow.

• To put an effective treatment program in place, community hospitals need to 

add buprenorphine and methadone to the hospital formulary, arrange order 

sets or guidelines, and forge agreements with community clinics to provide 

ongoing addiction treatment to hospital patients.

opioid overdose is more than all of 
the Americans who died in the Viet-
nam War. It is more than the peak 
rate of deaths from HIV. It is a huge 
epidemic, and we in the healthcare 
system need to be addressing it.”

Facilitate Change

Casey Grover, MD, is the director 
of the ED and chairman of the pain 
management workgroup at Com-
munity Hospital of the Monterey 
Peninsula (CHOMP) in Monterey, 
CA, and the physician champion 
for the Monterey County Prescribe 
Safe Initiative, a coalition focused on 
reducing the burden of prescription 
drug misuse and opiate addiction in 
the community. During TJC’s forum, 
Grover observed that a primary step 
in curtailing the opioid epidemic 

is to refrain from starting patients 
on chronic opioids for nonterminal 
conditions.

One way to make it easy for emer-
gency physicians to opt for nonopioid 
alternatives is through the use of pre-
printed discharge prescriptions that 
include many nonopioid options that 
providers can simply check. 

“One check box is much more 
efficient than writing out eight to 10 
letters,” Grover noted. “It is easier and 
more efficient for me to write [pre-
scriptions] for the nonopioid medi-
cations than it is to give me a blank 
script where I can write whatever I 
want.”

At CHOMP, these preprinted 
prescriptions are all loaded in the 
electronic medical record (EMR), and 
they include directions along with the 
specific medicines. There is a button 

for “nonopioid RX” that will display 
the forms, Grover explained. “All of 
our physicians have really embraced 
this. It is fast, it is easy, and it pro-
vides multiple nonopioid therapies,” 
he added.

One of the complaints Grover 
often heard from physicians is that 
there were few nonopioid alternatives 
in the hospital. To correct the prob-
lem, he worked with the ED pharma-
cist to ensure that several pain relief 
options were available. 

“I believe there are 35 different 
options for pain management in my 
ED and probably fewer than 25% 
are opioids,” he explained. “We can 
use intravenous lidocaine for kidney 
stones; we can do low-dose ketamine; 
and nitrous oxide can be really help-
ful when you are trying to reset a 
fracture.”

Grover also now asks the hospital 
physical therapist to become more in-
volved in helping some patients with 
pain relief, many times in concert 
with other pain relief options. “Often, 
combining [several options] is really 
good,” he noted.

Another option Grover has inte-
grated into the ED’s approach to pain 
is the use of transcutaneous electrical 
nerve stimulation (TENS) units. 

“They are inexpensive devices 
and they are reusable,” Grover said, 
adding that ED providers have found 
TENS units to be very effective at 
delivering relief to patients experienc-
ing pain.

A key point is that emergency phy-
sicians can offer patients several op-
tions for their pain, Grover stressed. 
“For the longest time, we would 
tell our doctors in our EDs: No on 
opioids. Now, we are telling them yes 
to 25 different other medicines that 
they can use instead of opioids. My 
providers really like that,” he said. 

“I think they felt stifled and that 
they had to disappoint patients when 



2   |   SUPPLEMENT TO ED MANAGEMENT / March 2019 SUPPLEMENT TO ED MANAGEMENT / March 2019   |   3

they said they couldn’t help them 
with their pain.”

When patients who are already 
dependent on opioids present to the 
ED, it is not sufficient to simply turn 
them away, Grover said. “We have an 
opportunity and a responsibility to 
treat them,” he said, pointing out that 
many of these patients became depen-
dent in the first place because medical 
providers prescribed them opioids.

However, clinicians tend to think 
of addiction treatment as something 
that happens in primary care or an 
addiction treatment center. However, 
more often the opportunity to place 
these patients into treatment is in the 
ED, Snyder explained. 

“Whether we like it or not, the 
ED is a really frequent site of care for 
patients with opioid use disorder,” she 
said. “They are often not engaged in 
other forms of care. These folks are 
not going to primary care, and they 
aren’t going to addiction treatment — 
but they are there in front of you.”

In particular, when a patient pres-
ents with symptoms of withdrawal, 
that is an emergency, Snyder noted. 
“If that patient doesn’t receive treat-
ment, [he or she] is much more likely 
to use drugs in a riskier way and have 
a much higher risk of overdose,” she 
shared. “This is a time when there are 
really high mortality rates, and we can 
intervene.”

In such cases, Snyder recom-
mends buprenorphine as a first-line 
treatment. “We find this is a quick 

and easy thing to provide in the ED. 
It can actually speed up your ED 
flow,” she said. Further, Snyder noted 
that initiating buprenorphine in the 
ED has been well-tested in several 
randomized, controlled trials, the 
results of which have revealed that 
when patients receive their first dose 
of buprenorphine in the ED, they are 
much more likely to stay engaged in 
treatment.

Snyder added that another 
important opportunity to engage 
patients with OUD is when they 
enter the hospital as inpatients. These 
patients may be visiting the hospital 
for an issue that is incidental to their 
OUD, but many of them are open to 
receiving help for their problem, she 
shared. 

“We know that two-thirds of 
hospitalized people who use drugs 
want to cut back or quit, and they 
are looking to use [their admission 
to the hospital] as an opportunity to 
do that,” Snyder said. “They’re sitting 
there in the hospital, and they are 
afraid of bad outcomes, such as death 
from endocarditis, which might be 
related to their drug use.”

Consequently, it is a powerful 
moment for change if attentive 
healthcare providers seize the 
opportunity to engage these 
patients and start them on either 
buprenorphine or methadone in the 
inpatient setting, Snyder suggested. 
“If you are walking out of the 
hospital, you feel comfortable, and 

you have had a good experience with 
this medicine, you are much more 
likely to follow up with outpatient 
treatment. But these folks are often 
not being engaged or helped directly,” 
she said.

Cut Through Barriers

Community hospitals willing to 
make improvements in this area are 
fully capable of doing so, Snyder 
stressed. In fact, many barriers that 
administrators worry about are more 
of a mirage. For example, Snyder not-
ed that people tend to misunderstand 
what the DEA requires regarding the 
use of methadone or buprenorphine.

For example, Snyder noted that 
patients in the hospital for non-
OUD-related reasons can start bu-
prenorphine or methadone. Further, 
she explained if a patient presents 
to an ED or urgent care center in 
withdrawal, there is a specific regula-
tion that states it is legal to adminis-
ter, but not prescribe, buprenorphine 
or methadone for up to 72 hours. 
“Upon discharge, regular rules ap-
ply, and [patients] need to go to a 
methadone clinic or an [authorized] 
buprenorphine provider,” she said. 

Many community hospitals usu-
ally cannot afford to support a clini-
cian with advanced addiction training 
who can oversee treatment of patients 
with OUD, let alone navigators or 
social workers who can devote their 
time to helping bridge such patients 
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into follow-up. However, these facili-
ties can provide the needed care to 
patients with OUD, according to 
Snyder.

“I work with hospitals all the 
time that don’t have specific fund-
ing for this, but are able to do it. You 
just need to get buprenorphine and 
methadone on the hospital formulary, 
and put together some order sets or 
guidelines,” she said.

Also, community hospitals need 
to forge an agreement with commu-
nity clinics to the effect that they will 
accept patients for ongoing addiction 
treatment in a timely fashion. “Then, 
one of your providers needs to start 
prescribing,” Snyder added. “It is 
pretty straightforward, and it is all 
protocolized.”

As an example, Snyder pointed to 
Marshall Medical Center in Placer-
ville, CA, as one community hospi-
tal that has successfully integrated 
initiation of buprenorphine into the 
care that it provides in the ED. “The 
[program] was completely unfunded. 

There was no navigator. They just set 
up a standing appointment at their 
FQHC [Federally Qualified Health 
Center],” she explained. This facili-
tated ongoing treatment for patients 
started on buprenorphine in the ED.

“When I last checked in with 
[Marshall Medical Center], 35 of 
the 38 patients that they started on 
buprenorphine in their ED presented 
for follow-up treatment, and 26 are 
still in treatment,” Snyder reported. 
“That 68% of patients are still in 
treatment is huge. That is a much 
higher rate than what we often see 
even in community addiction treat-
ment programs.”

In addition to taking the steps 
necessary to initiate buprenorphine 
while patients are in the hospital 
or ED, Snyder urged clinicians to 
provide naloxone to all patients with 
OUD. 

“No matter how motivated your 
patient is, there is a chance of re-
lapse. This is the reality of this disease 
process. Whenever counseling any 

patient who uses drugs, I talk about 
the possibility of return to use,” she 
said. “We have to be realistic, and we 
have to set them up for success.”

Grover notes that CHOMP has 
taken all the steps that he and Snyder 
discussed even though it is a com-
munity hospital with no associated 
teaching facility, no residents, and 
no medical students. “We must treat 
addiction and dependence when 
patients have [these problems]. But 
we have to also own the fact that we 
as medical providers started people 
on opioids,” he observed. “When [pa-
tients] are having problems with their 
medicines, we have to offer them 
treatment.”

These resources can assist commu-
nity hospitals with setting up effective 
OUD treatment programs: ED-
BRIDGE (https://bit.ly/2RdqIDO), 
Project SHOUT (https://bit.
ly/2DvuuF0), CHOMP’s Prescribe 
Safe (https://bit.ly/2R7eLjb), and 
Prescribe to Prevent (https://bit.
ly/2WfQsmU).  n
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