
APCs have disturbing impact
on emergency observation services
Units are closing doors — Here’s how to get reimbursed

(Editor’s note: This is the first of a two-part series on ED observation ser-
vices. This month, we cover ways to increase reimbursement under ambulatory
payment classifications [APCs] and from non-Medicare payers. Next month, we
explore reasons for nonpayment and tell you how to make your observation unit
cost-effective.)

ED observation units shutting their doors. Plans for chest pain centers or
observation units being abandoned by hospital administrators. Patients
who are prime candidates for observation being admitted or sent home . 

This is the devastating aftermath of the Baltimore, MD-based Health Care
Financing Administration (HCFA) switch to ambulatory payment classifications
(APCs), which do not reimburse separately for ED observation of Medicare
outpatients, according to experts interviewed by ED Management.

When the news first hit that no separate reimbursement would be given for
observation services, an alarm bell sounded in EDs nationwide. 

“Shortly afterward, we took an informal survey of EDs across the country.
Over 40 EDs reported that chest pain units or observation units were either
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There is a disturbing trend of ED observation units being put on hold or
closing due to no separate payment under ambulatory payment classifica-
tions (APCs), but you can receive reimbursement.  
• Many procedures that an ED patient undergoes while under observation

can be coded under APCs, including a repeat EKG, exercise stress test-
ing, and cardiac monitoring.

• Closing observation units could present liability risks depending on how
physician thresholds for admission change.  

• Commercial payers still might pay for observation services, and ED
physicians still are reimbursed for the professional portion of observation
services. 
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closed, or plans to add them were put on hold because
of this,” says Raymond D. Bahr, MD, FACP, FACC,
president of the Society of Chest Pain Centers and
Providers and medical director of The Paul Dudley
White Coronary Care System at St. Agnes Health
Care, both in Baltimore, MD.

“Many hospitals have closed their observation units
due to the APC issue,” reports Louis Graff, MD,
FACEP, FACP, associate chief of emergency medicine
at New Britain (CT) General Hospital. “Half of the
units in Connecticut have closed,” Graff says. 

This disturbing trend is continuing, says Bahr.
“Observation units are being put in a holding pattern,
because the perception across the country is that pay-
ment will not be made,” he says. 

However, Bahr says this perception is not entirely
accurate, and that many ED managers do not know
how to receive reimbursement for services offered in
observation. “It is there, but it is difficult to find,” he

says. “Everyone is fending for themselves to figure
this out. There is a lot of confusion.”

Here are some ways to maximize your reimburse-
ment for patients in observation:

• Bill for multiple APCs for ED visits as 
appropriate.

Thorough documentation and accurate coding is the
crucial factor in getting the maximum payments with
APCs, Graff advises. “You can get multiple APCs per
ED visit, but only if you have complete documentation
and coding,” he says. 

There are multiple APCs for procedures that an ED
patient obtains while under observation that can be
coded for, Graff explains. “That way, the lack of an
APC for observation is not a complete loss,” he says. 

Examples of this include a repeat EKG, exercise
stress testing, and cardiac scanning, says Graff.

A procedure that is performed and appropriately
documented while in the ED or observation may be
assigned, as long as it is separately billable, not a com-
ponent part of another procedure, or otherwise inap-
propriate to assign, says Candace E. Shaeffer, RN,
MBA, vice president of coding/quality management
for Lynx Medical Systems, a Bellevue, WA consulting
firm specializing in coding and reimbursement for
emergency medicine. 

Shaeffer provides the following examples of such
procedures:

— IV therapy;
— injections (intravenous, intramuscular, or 

subcutaneous)
— vaccines, as long as they are not charged from

the pharmacy (diphtheria-tetanus, for instance);
— immunization administration (no APC value,

however, so there is no reimbursement from
Medicare);

— splinting or casting;
— bronchospasm evaluation.
Surgical procedures, such as a wound repair, more

likely would be performed in the ED, but if wounds
are repaired in observation, you could assign the pro-
cedure code, she adds. 

• Focus on other payers.
Commercial payers might still pay for observation

services, and ED physicians still are reimbursed for
the professional portion of observation services,
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■ Revamp your
decontamination plan

■ Improve physician
performance with report cards

■ Effective ways to reduce risks
of infusion pumps 

■ Significantly reduce delays
with point of care testing

COMING IN FUTURE MONTHS

How to Increase Payments
from Non-Medicare Payers

■■ Have observation services policies and proce-
dures in place that specify appropriate admis-
sions and operating procedures. Services must
be reasonable and medically necessary in order
to receive reimbursement.

■■ Ensure that only appropriate patients are admit-
ted to observation. For instance, the recovery
time for a surgical procedure would be an inap-
propriate service for separately reported obser-
vation services, she explains. 

■■ Make sure there is a physician order to admit to
observation status.

■■ Accurately document observation services and
admit and discharge times. 

■■ Accurately assign and report CPT and ICD-9-
CM diagnosis codes and numbers of units
(hours). 

■■ Review payer Explanation of Benefits (EOBs),
and follow-up/appeal any inappropriate claim
denials or down coding.

Source: Candace E. Shaeffer, RN, MBA, Vice President of
Coding/Quality Management, Lynx Medical Systems, Bellevue,
WA.



notes Shaeffer. 
Medicare is the payer for only 20-30% of the

patients in an ED observation unit, estimates Graff.
“The other payers are still paying for observation,” he
notes. “They are happy about it, since their charge
from the hospital is half that of what the charges
would be if the patient was admitted for the workup
and treatment.”

Also, the physician’s professional fee is still paid,
Graff notes. “If the physicians are salaried, the hospital
gets this fee,” he says. (See ways to increase reim-
bursement from non-Medicare providers, p. 50.)

• Don’t close observation units.
ED observation is best for patient care and should

be offered regardless of reimbursement issues, urges
Graff. “For example, with an ED observation unit,
the missed myocardial infarction (MI) error rate is
lowered tenfold, from 5% to less than 0.5%,” he
says.1

To avoid misdiagnosing patients with critical ill-
nesses such as acute MI or appendicitis who present
atypically, your ED needs an observation unit,
Graff argues. (See charts that illustrate the impact
of observation patients being sent home or admit-
ted, above.)

There are also potential liability risks associated
with removal of observation, notes Graff. If the hospi-
tal had a 60% admit rate for chest pain before observa-
tion, this would correlate with a 4%-5% missed
myocardial infarction (MI) error rate and 50% of
admissions having no serious disease, he notes.

“The liability risk will depend how physician
thresholds for admission changed after observation
was removed,” he explains. “Either they continued
their high rule-out MI evaluation rate and changed to
high admit rates to ensure high quality of care — and
few missed MI errors — or they went back to their old
moderate admit rates, which correlates with a moder-
ate risk of missed-MI errors,” he says.

High rule-out rate could protect you

The odds are if an acute MI was missed when you
have a high rule out rate, the patient had a very atypi-
cal presentation and no one could have made the diag-
nosis, says Graff. “In this scenario, the hospital and
physician will be OK if the case does go to trial,”
he adds. 

But if the rule out rate is low, the odds are the
patient whose diagnosis was missed had many clinical
findings that a physician should have picked up on,
and recommended a workup and rule out MI with
admission, says Graff. “In these circumstances the
hospital and physician will probably lose in the mal-
practice trial,” he explains. 

Thus, the ED director and the hospital risk manager
should be very aware of their rate for ruling out MI
and ED disposition pattern, says Graff. 

The patient who suffers a missed MI error has a
100% increased risk of death, Graff warns. “This is
the number one malpractice problem of emergency
physicians, internists, and family practitioners,”
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Here are trends you 
must be ready for

High diversion rates. A national nursing shortage.
Increased patient volumes. Unfortunately, these

are the major trends that will challenge your ED for
some time to come, predicts Michael Williams, presi-
dent of the Abaris Group, a Walnut Creek, CA-based
consulting firm specializing in emergency services.  

You must be proactive in addressing these trends,
urges Williams. “I am a firm believer in better and best
practices and learning from our peers. At a minimum,
sign up for the Internet ED manager listservs and
engage in the dialogue,” he says. (See resource box
for information about joining listservs, p. 53.)

Improve the tools you “bring to the table” by
attending national conferences on better and new prac-
tices, says Williams. He points to the lack of a nation-
wide best practice coalition for ED managers to
discuss and publish long-term solutions. “One does
not exist and is desperately needed,” he asserts. 

Here are several short and long-term ED manage-
ment trends and how you can address them:

• High diversion rates.
Diversion is a major problem in most EDs, espe-

cially during peak volume season, says Kim
Colonnelli, RN, BSN, MA, director of emergency and
trauma services at Palomar Medical Center in
Escondido, CA. “The old standard, ‘when everybody’s
closed, everybody’s open,’ doesn’t work anymore,” she
stresses. 

Hospitals cannot solve this dangerous problem
alone, says Colonnelli. “Diversion is a problem that
must be shared by all parties, including EMS agencies
and county authorities,” she notes. “We must work
together to find solutions.”

• Increased patient volumes.
To confront this problem, implement “best prac-

tices” for ED staffing, says Williams, who says he has
his own proprietary source from his studies that he is
willing to share. (To contact Williams, see source
box, p. 53.)

You should also use information and tracking sys-
tems, both hardware and Internet-based, recommends
Williams. “The most important thing for these systems
to accomplish is real time data on patient status and
their activities in the ED,” he adds. “Consider alterna-
tive product lines to assist with this, such as rapid

he underscores.
HCFA is considering adding a separate APC for

observation. “Hopefully, the problem of no APC for
observation will be resolved this year,” Graff pre-
dicts. (Editor’s note: For details, go to the Society of
Chest Pain Centers and Providers web site:
www.scpcp.org, and click on “HCFA discussion on
observation services.”)

HCFA directs providers to report observation ser-
vices under revenue code 762, Shaeffer says. 

“HCFA will use this data when considering revision
of the APC rules pertaining to observation services,”
she says. 

Reference

1. Graff LG, Dallara J, Ross MA, et al. Impact on the care of
the emergency department chest patient from the Chest Pain
Evaluation Registry (CHEPER) Study. Am J Cardiol 1997;
80:563-568.  ■
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For more information on observation services and reim-
bursement, contact:
• Raymond Bahr, MD, FACP, FACC, St. Agnes Health

Care, 900 Caton Ave., Baltimore, MD 21229.
Telephone: (410) 368-3200. Fax: (410) 368-3207. 
E-mail: rbahr@stagnes.org.

• Louis Graff, MD, FACEP, FACP, Department of
Emergency Medicine, New Britain General Hospital,
100 Grand St., New Britain, CT 06050. Telephone:
(860) 224-5675 Fax: (860) 224-5774. E-mail: louis-
graff@home.com.

• Candace E. Shaeffer, RN, MBA, Vice President of
Coding/Quality Management, Lynx Medical Systems,
15325 SE 30th Place, Suite 200, Bellevue, WA 98007.
Telephone: (800) 767-5969 ext. 2039 or (425) 641-
4451. Fax: (425) 641-5596. E-mail: candaces@
lynxmed.com.

Sources

Trends that are predicted to continue in the ED
include high diversion rates, overcrowding, and a
shortage of nurses and consultants.
• To reduce diversion rates, involve EMS agencies

and county authorities. 
• Use patient tracking systems to improve ED

capacity and bed tracking systems to improve
hospital inpatient capacity. 

• Recruit and retain nursing staff by cross-training
staff from telemetry or the intensive care unit,
starting nurse internship programs, and offering
flexible schedules. 
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admission units, clinical decision units, and fast
tracks.”

To combat overcrowding, use technology to
improve patient flow and inpatient processes, advises
Williams. “Many managers are attempting to learn
more about how to move patients through the ED and
hospital,” he says.  

For example, patient-tracking systems is one of the
most effective tools for improving ED processes, says
Williams. “However, they are expensive and difficult
to sell to administration,” he acknowledges. “There are
similar inpatient and bed-tracking systems that are
extraordinarily helpful to improving hospital inpatient
capacity.” They are generally cheaper as the inpatient
versions are usually add-ons to other systems such as
patient documentation and clinical programs, says
Williams.

“The return on investment is phenomenal, though, if
the processes are in place to make optimal use of the
tracking system,” he says. 

Learning more about these systems will go a long
way for the “sell” to administration, says Williams.
“Having sufficient dollars in place, with proper charg-
ing, APC coding, and billing/collections, to help fund
such systems is also effective,” he says. 

• Shortage of on-call consultants.
A shortage of on-call medical staff is a burden in

many urban EDs, reports Williams. 
“It is now apparent that this problem is not all about

money,” he says. “We must create innovative protocols
and resources, such as hospitalists, to assist in reduc-
ing this burden.”

Technology will be of some assistance, says
Williams. “Information systems can be used to better
define the needs and problems in responding to on-call
needs,” he adds.

For example, these systems can tell you when on-
call requests occur and what the response time is, says
Williams. “You can also find out if it’s commensurate
with the patient’s needs or is at the convenience of the
on-call physician, such as on-call specialists that won’t
come in until their office practice is closed for the
day,” he notes. 

• Lack of qualified nurses.
Clearly, the nursing shortage will be with us for a

long time, says Williams. 
“Some experts are saying that we will not even feel

its full force for another five to eight years,” he notes.
“We must be a lot smarter and innovative about how
we use nurses.

Do we really need to have nurses do all they are
doing? If not, the use of other care partners should be
considered.”

It appears the original goal of a “100 percent RN”

ED is no longer sustainable, Williams says. “Our rec-
ommended mix is 60% nurses and 40% support staff,”
he reports. 

Provide them with a better working environment,
Williams advises. Increasing volumes and acuity with
inadequate staffing, long turnarounds, and angry
patients is the exact opposite of an environment that’s
attractive to nurses, he says. “Changing processes can
help make the ED a much more attractive place for
nurses,” Williams adds. 

Due to the decreased number of students in accred-
ited nursing programs, you’ll face an uphill battle in
staffing your ED with qualified nurses, warns
Colonnelli. “Our ‘training ground’ has always been the
medical/surgical areas. Those nurses go to the CCU
[critical care unit ] or ICU [intensive care unit], and
transfer to the ED,” she says. “That is not happening
anymore.”

In response, many EDs have implemented programs
to train new graduates, she notes. There is also a trend
toward cross-training staff from telemetry or ICU, says
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For more information about trends in ED management,
contact: 
• Kim Colonnelli, RN, BSN, MA, Emergency and

Trauma Services, Palomar Medical Center, 555 E.
Valley Parkway, Escondido, CA 92025. Telephone:
(760) 739-3320. Fax: (760) 739-3121. E-mail:
Kim.Colonnelli@pphs.org. 

• Mary Kate Dilts, RN, MSN, Emergency Department,
Southern Ohio Medical Center, 1805 27th St.,
Portsmouth, OH 45662. Telephone: (740) 356-8430.
E-mail: diltsmk@somc.org.

• Michael Williams, The Abaris Group, 700 Ygnacio
Valley Road, Suite 250, Walnut Creek, CA 94596.
Telephone: (925) 933-0911. Fax: (925) 946-0911. 
E-mail: theabaris@aol.com.

Sources

Here are two listservs pertaining to emergency medicine
and information on how to subscribe to each:
• Pediatric Emergency Medicine. This list focuses on

the care of ill and injured children in the ED. To sub-
scribe, go to the web site PED-EM-
L@listserv.brown.edu, click on “mailing list archives
and subscription management” and then “PED-EM-L”
and then “join or leave the list.” 

• Emergency Nursing World. Send an e-mail to LIST-
SERV@ITSSRV1.UCSF.EDU with message “subscribe
Em-Nsg-L [type your name here].

Resources



Colonnelli. 
“At our facility, we have a very successful program

where we cross-train a group of nurses who work in a
cluster of units: the ED, CCU, telemetry and interme-
diate care [IMC],” she reports. “Based on staffing
needs for each shift, they can be sent to any one of
those four units.”

ED nurse managers at Portsmouth-based Southern
Ohio Medical Center, support a “cut-and-paste” sched-
ule, says Mary Kate Dilts, RN, MSN, director of
nursing, emergency, and outpatient services.

“This has been a recruitment and retention tool for
our ED,” she says. “We have a lot of staff in school
and are willing to change the work schedule for their
benefit.” ■

Nonphysicians must follow
protocols to the letter

(Editor’s note: This is the first of a two-part series
on nonphysicians and medical screening examina-
tions. This month, we cover what to include in proto-
cols for this practice. Last month, we covered
EMTALA compliance and liability risks.)

If you use nonphysicians to conduct medical screen-
ing examinations (MSEs), you’ll need to follow pro-

tocols to the letter, warns Stephen Frew, JD, president
of the Rockford, IL-based Frew Consulting Group,
which specializes in compliance with the Emergency
Medical Treatment and Active Labor Act (EMTALA).

A large number of the cited cases for EMTALA
violations have involved the failure to follow the
standards for allowing nonphysicians to do the MSE,

Frew notes. 
“Physician’s assistants [PAs] and nurse practitioners

must work under protocols and supervision of the
emergency physician,” according to Robert A.
Bitterman, MD, JD, FACEP, director of risk manage-
ment and managed care for the department of emer-
gency medicine at Carolinas Medical Center in
Charlotte, NC.  

Numerous EMTALA violations have involved PAs
failing to follow protocols, warns Bitterman. For
example, the PA was supposed to have the physician
see all children less than 6 months old with fever, but
failed to do so, and the child suffered an adverse event,
he says. 

Besides ordinary malpractice, the hospital is liable
for violating EMTALA because it failed to screen the
patient according to its established procedures, says
Bitterman.

Tips to avoid liability

Here are ways to avoid problems regarding proto-
cols for MSEs:

• Only allow individuals with appropriate train-
ing to perform MSEs. 

Unlike physicians, whose practice review is a func-
tion of the medical staff, using non-physicians for
MSEs require developing guidelines and policies that
must be strictly adhered to, says Jonathan D.
Lawrence, MD, JD, an ED physician and medical
staff risk management liaison at St. Mary Medical
Center in Long Beach, CA. (See checklist of what to
include in protocols, p. 55.)

Technically, any licensed medical person, presum-
ably including nurses and emergency medical techni-
cians, can be authorized to perform MSEs under
EMTALA if a hospital so chooses, notes Lawrence.  

“But the less training the person has, the more
likely emergency medical conditions that are subtle
and fall outside any guidelines developed will be over-
looked,” he says. 

Thus MSEs by anyone with less training than a
nurse practitioner or PA is particularly risky, says
Lawrence.

• Avoid over-extension of scope of practice.
The most common problem with properly certified

non-physician screenings has been nurses, PAs, or
nurse practitioners over-extending their role and not
involving a physician, when the protocol or common
sense requires a physician become directly involved,
says Frew. 

“Not understanding the state scope of practice
restrictions has resulted in violations,” he says. “In
other cases, it has been a matter of an individual atti-
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When performing medical screening examinations
(MSEs), nonphysicians must follow strict protocols
and work under the supervision of the ED physician.
• Numerous EMTALA violations have involved

failure to follow protocols and comply with
scope of practice.

• Protocols must address at what times a physician
is required to be called.

• Individuals performing MSEs must be formally
assessed and approved by the hospital’s board of
directors and be permitted by licensure to per-
form this function.
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tude of over-confidence.”
Nonphysicians must operate under protocols

approved by the medical executive committee, says
John D. Lipson, MD, MBA, principal of Columbus,
IN-based Medical Staff Support Services, which
assists medical staff coordinators, medical staff lead-
ers, and administrators. “These protocols must indicate
the conditions the nonphysician can eval-
uate, the tests that can be ordered and
interpreted, and the treatments that the
nonphysician may prescribe,” Lipson
explains. 

• Identify circumstances that
require a physician.

Second, the protocols must indicate, in
an objective manner, when a physician
must be called, respond to the emergency
department, and complete the MSE, says
Lipson.

“An effective case review process
must also be in place.”

• Designate individuals who are for-
mally approved.

Individuals performing MSEs must
be designated as such, and approved in a
formal hospital bylaw or policy by the
hospital’s board of directors, says Marshall Salkin,
MD, JD, FACEP, an ED physician at Northwest
Community Hospital in Arlington Heights, IL, and
adjunct professor of law at John Marshall Law
School.

“What is required is a formal hospital assessment

and approval with documentation,” he stresses. 
Although HCFA permits the use of a non-physician

to do the MSE, these individuals must be approved by
title by the governing board of the hospital and be per-

mitted by licensure to perform this
function, says Lipson. “They must
have proof of training to diagnosis the
conditions they may encounter in the
ED,” he adds.   

Salkin stresses that the hospital
administrator, chief of staff, or chair-
man of the ED cannot merely delegate
an individual to perform MSEs. “A
formal process is definitely required,”
he adds. 

• Include documentation require-
ments.

Document that the nonphysicians
have gone through the formal process,
says Salkin. “You don’t want an infor-
mal designation to be bestowed on the
nonphysician without any evidence of
proper process,” he warns. 

This is one of the reasons the use of nonphysicians
is risky, Salkin explains. “It opens the door for HCFA
to evaluate who is doing the MSE and whether that
individual has been formally assessed and approved,”
he says. “Moreover, HCFA may disagree with the hos-
pital’s choice of nonphysician MSE performers.” ■
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Checklist for MSE Protocols

Here are four things you must include in protocols
for nonphysicians and medical screening exami-
nations, according to Jonathan D. Lawrence,
MD, JD, an ED physician and medical staff risk
management liaison at St. Mary Medical Center
in Long Beach, CA:
■■ the exact parameters for each presenting

complaint that constitutes an “emergency
medical condition”;

■■ a policy that must be followed by the ED if a
nonphysician screener finds an emergency
medical condition;

■■ an auditing system by which the department
reviews the practice of the non-physician
screeners, including quality control proce-
dures when deviations from the standards are
discovered; 

■■ guidelines and audits for continuing education
of non-physician screeners.

For more information on protocols for nonphysicians and
medical screening exams, contact: 
• Robert A. Bitterman, MD, JD, FACEP, Department of

Emergency Medicine, Carolinas Medical Center, 1000
Blythe Blvd., Charlotte, NC 28203. Telephone: (704)
355-5291. Fax: (704) 355-8356. E-mail:
rbitterman@carolinas.org.

• Stephen Frew, JD, Frew Consulting Group, 6072
Brynwood Drive, Rockford, IL 61114. Telephone:
(815) 654-2123. Fax: (815) 654-2162. E-mail:
sfrew@medlaw.com.

• Jonathan D. Lawrence, MD, JD, Emergency
Department, St. Mary Medical Center, 1050 Linden
Ave., Long Beach, CA 90813. Telephone: (562) 491-
9090. 

• John D. Lipson, MD, MBA, Medical Staff Support
Services, 6043 Chinkapin Drive, Columbus, IN 47201.
Telephone: (812) 342-2658. E-mail: lipsonj@med-
staff.net.

• Marshall Salkin, MD, JD, FACEP, Northwest
Community Hospital, 800 W. Central Ave., Arlington
Heights, IL 60005. Telephone: (847) 618-4000. 

Sources

‘The less training the

person has, the 

more likely emergency

medical conditions

that are subtle and fall 

outside any guidelines

developed will 

be overlooked.’

— Jonathan D.

Lawrence, MD, JD



You can reduce delays
for lab tests by 60%

Do you think that reducing lab test delays is next to
impossible or requires a major investment in capi-

tal? That’s not the case, according to Judy Horton,
RN, MSN, CS, manager II of the ED at Harris
Methodist Fort Worth (TX) Hospital, where delays in
X-ray readings were reduced by 60% and pharmacy
delays were cut by 71%. 

“Once you start analyzing the cause of a problem,
often you find it’s something in the process which is
fairly simple and easy to fix,” says Horton.

At first, ED staff assumed that additional resources
were needed in order to reduce delays, says Ralph
Baine, RN, manager I of the ED. “That was our per-
ception in the beginning,” he says. “But we realized
that in many cases, we could reduce delays signifi-
cantly without spending any capital dollars at all, other
than meeting time.”

Here are the interventions that effectively reduced
delays at Harris Methodist’s ED:

• A bell system is used in the hospital pharmacy.
Previously, it took an average of 45 minutes to fill

workman’s comp prescriptions in the ED. “We send
our prescriptions over by pneumatic tube system. The
prescription would sit in the tube, and the pharmacists
weren’t aware it was there,” says Horton. 

The solution required no investment in capital, only
a simple process change that cost nothing, says
Horton. “A system was developed with a bell that rings
when the ED prescription arrives, which decreased the
delay to 13 minutes,” she explains. 

The bell system is linked to the lights in the room
so they blink when an ED tube arrives, in case no one
hears the bell, she adds. “A colored bag is used for ED
prescriptions so they stand out from any other tubes
that are in the system,” says Horton. 

• Areas of focus were identified.
The effort began by collecting data for turnraound

times for radiology, the laboratory, and pharmacy, says
Horton. “That validated the problem,” she explains. 

In each area, data was analyzed with the use of flow
charts, so that specific goals could be identified, says
Horton. “For radiology, it was getting the films read

and the answer back in the most efficient way. For
pharmacy, it was getting the medication; for lab, it was
getting the blood and results,” she says. 

Wherever delays or stops in the process were identi-
fied, staff had to come up with solutions to eliminate
them, says Horton. 

• The six most common lab tests were identified.
Overall, average lab turnaround times were

decreased by 39%, from 33 minutes to 20 minutes, for
the ED’s six most common tests: complete blood
count, Chem 7, arterial blood gas, pregnancy, cardiac
panels, and urinalysis. 

“The laboratory made these ED tests a priority and
reduced turnaround time to 20 minutes,” Horton
reports.

The six tests were made a priority by including the
lab in ED meetings to determine how delayed tests
affected the length of an ED visit, says Baine. “A test
on an admitted patient that takes an hour may not
change the length of stay as much as an ED patient
who is waiting for the result to go home,” he explains. 

• The location of the X-ray room was changed,
and technicians were made aware of the workload.

The X-ray room was moved from the back of the
ED to the center of the department, which decreased
transport times, says Horton. “All three nursing areas
now surround these centralized X-rays,” she notes. 

Another problem was making technicians aware of
the workload in the ED, says Baine. “The three nurs-
ing stations kept their X-ray ‘cards’ or orders at their
individual desks,” he says. “Technicians had to walk
around to the three areas to find out how many were
ordered at a given time.”

A corkboard was placed right outside the X-ray
room, and the X-ray cards are placed on one of three
sections corresponding to the nursing area of the
patient, he explains. Now, X-ray can see at a glance all
the films ordered in the ED, Baine says. 

This allows them to be on call for extra staff when
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Delays in ancillary test results for radiology, phar-
macy, and laboratory can be significantly reduced
with no capital investment. 
• At Harris Methodist Fort Worth’s ED, pharmacy

prescription delays were cut 71% by implement-
ing a bell alert system. 

• When the six most common lab tests were prior-
itized, delays were cut by 39%.  

• Instead of collecting data on average delays,
look at the 10% that show the longest delays to
focus on problem areas. 

Executive Summary



needed, instead of just plugging along at one pace not
knowing that five X-rays were just ordered,” he
explains. 

These changes had a significant impact on
turnaround times related to X-ray, says Horton. “It
took 75 minutes from the ordering of the film to actu-
ally taking the film, and now takes only 18 minutes,”
she reports. 

• The radiology software was changed.

The software on the dictation system was changed
to give the ED films priority, says Baine. “Previously,
as our films went into the reading stack, if they had 10
films to read, then we were number 11,” he notes. 

Now, the ED film dictation jumps to the top of the
transcriptionist’s screen, and automatically prints out
at the ED nurse’s station. 

It also was determined that double work was being
done, since both the ED clerks and the file room per-
sonnel were entering or verifying entered orders, says
Baine. “It was changed so that we do not look the
films up. Instead, we send them straight to the file
room, and they do all the ordering,” he explains. “This
saved work and time on our part.” ■

Reports: EMTALA
needs to be changed

Two new reports have put the Emergency Medical
Treatment and Labor Act (EMTALA) under the

microscope and concluded that enforcement of the
federal law needs to be revamped. 

The policies and process of EMTALA need
improvement, according to the reports, titled
EMTALA: Survey of Hospital Emergency Departments
and EMTALA: The Enforcement Process, both issued
by the Washington, DC-based Office of Evaluation and
Inspections.

The reports underscore the need for a national pru-
dent layperson standard, argues Robert
Schafermeyer, MD, FACEP, president of the Dallas-
based American College of Emergency Physicians
(ACEP) and associate chair for the department of
emergency medicine at Carolinas Medical Center in
Charlotte, NC. Schafermeyer says that the reports pro-
vide strong evidence of the growing health care crisis
by pointing to the national nursing shortage and recent
closures of hospitals and EDs.

“The most important take-home message is that
EMTALA has had a significant impact on the nation’s
EDs, and that managed care plans should pay for
EMTALA-related services,” said Schafermeyer.
“These reports also confirm the need for recognition of
uncompensated care as a legitimate practice expense
for emergency physicians.”

Here are key recommendations made by the reports:
• EMTALA: Survey of Hospital Emergency

Departments. 
The report notes that EMTALA requires hospitals 

to provide medical screening exams and stabilizing
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Don’t use average times
to track delays

Do you use average times to track delays in your
ED? If so, you may want to rethink this prac-

tice, argues Ralph Baine, RN, manager I of the ED
at Harris Methodist Fort Worth (TX) Hospital. 

When the ED set about to reduce ancillary test
turnaround times, average times were reported for
ancillary test delays, Baine says. “But we quickly
realized that wasn’t a very accurate way of report-
ing,” he says. “If you are aiming for an average of
30 minutes, a test with an hour delay would cancel
that out.”

Similarly, overall average test results of one hour
can be cancelled out by an average during a slow
time of 15 minutes, says Baine. 

Baine recommends using the 90% percentile
instead. “That way, you focus on the 10% that mat-
ters,” he says. 

For example, instead of focusing on 6,000 com-
plete blood counts (CBCs), you can work on the
600 CBCs that were over 30 minutes, Baine
explains. “You can identify the problems that made
those tests take longer,” he adds.  ■

For more information on reducing ancillary test delays,
contact:
• Judy Horton, RN, MSN, CS, Emergency Department,

Harris Methodist Fort Worth Hospital, 1301
Pennsylvania Ave., Fort Worth, TX 76104. Telephone:
(817) 882-3339. Fax: (817) 882-3344. E-mail: judy-
horton@texashealth.org.

• Ralph Baine, RN, Emergency Department, Harris
Methodist Fort Worth Hospital, 1301 Pennsylvania
Ave., Fort Worth, TX 76104. Telephone: (817) 882-
3385. Fax: (817) 882-3344. E-mail: ralphbaine@texas-
health.org.

Sources



treatment for all patients, but imposes no requirements
on managed care plans to pay for these services. 

It states that many private health plans are not pay-
ing for emergency services not authorized before they
are rendered. This trend leaves hospitals with the
choice of calling the health plan before the exam, and
possibly violating EMTALA, or waiting until after the
exam and risking non-payment, says Schafermeyer. 

To address this, the report recommends legislation
that compels managed care plans to reimburse hospi-
tals for EMTALA-related services.

The report’s findings showed that most ED staff are
familiar with EMTALA. However, many are unaware
of recent policy changes and believe current regula-
tions exceed the intent of the law, says the report.
Therefore, the OIG recommends that additional efforts
should be made to communicate policy decisions. 

The survey of hospital EDs shows that physicians,
nurses, and registration staff are more familiar with the
requirements of EMTALA than on-call physicians,
notes Schafermeyer. “This means we need to work
with hospitals to ensure that on-call specialists under-
stand their obligations, so that access to necessary spe-
cialty services is ensured for our patients.”

• EMTALA: The Enforcement Process. 
This report concluded that EMTALA enforcement

is compromised by long delays, inadequate feedback,
and regional inconsistencies. It recommends HCFA do
the following:

— increase its oversight of regional offices;
— improve data collection and access;
— establish an EMTALA technical advisory group,

with representation from organizations including
ACEP, the American Hospital Association, the
American Association of Health Plans, state surveyors,
and patient advocacy groups. 

Read the reports and share them with your col-
leagues, advises Schafermeyer. “These reports show
the day-to-day challenges faced by ED managers to

obtain on-call physicians,” he says. “They also show
the difficult position they find themselves in when
managed care plans do not reimburse for services not
authorized before they are rendered.” ■

Q: What if the ambulance company requires
insurance information to guarantee payment on all
transfers prior to the patient leaving the ED? Is the
transfer to be held until all the forms are in?

A: Subsection (h) prohibits the hospital from delay-
ing screening or stabilization in order to inquire about
insurance status, says Gloria Frank, JD, owner of
EMTALA Solutions, an Ellicott City, MD-based con-
sulting firm, and former lead enforcement official on
EMTALA for the Baltimore, MD-based Health Care
Financing Administration (HCFA).  

“My view is that the hospital would be held liable
for delaying the transfer under general principles of
the need for appropriate transfer in a timely manner,”
she says. 

Q: During the night, we frequently have police
officers bring people in for blood alcohols. Our lab is
staffed with only one person and is locked, making it
difficult to access. If the officer brings the person to
the ED for the blood draw, are we required to do a
medical screening examination?

A: No, according to Grena Porto, ARM, CPHRM,
director of clinical risk management for VHA, a
Berwyn, PA-based alliance of community-owned
health care organizations. “An emergency medical
condition does not exist, therefore EMTALA does not
apply,” she says. 

[Editor’s Note: If you have questions regarding the
Emergency Medical Treatment and Active Labor Act
(EMTALA), contact Staci Kusterbeck, Editor, ED
Management, 280 Nassau Road, Huntington, NY
11743. Telephone: (631) 425-9760. Fax: (631) 271-
1603. E-mail: StaciKusterbeck@aol.com.]  ■
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Single copies of the reports EMTALA: The Enforcement
Process (OEI-09-98-00221; 1/01) and EMTALA: Survey
of Hospital Emergency Departments (OEI-09-98-00220;
1/01) are available at no charge. To order, contact: 
• Office of Inspector General, Public Affairs Office,

Room 5541, Cohen Building, 330 Independence Ave.
S.W., Washington, DC 20201. Telephone: (202) 619-
1343. Fax: (202) 260-8512. E-mail: JHoltz@os.dhhs.
gov. The reports can also be downloaded at no charge
at www.hhs.gov/oig/oei/reports/a509.pdf and www.
hhs.gov/oig/oei/reports/a510.pdf.  

Resource

• Gloria Frank, JD, EMTALA Solutions, P.O. Box 1340,
Ellicott City, MD 21041. Telephone: (800) 972-7916.
Fax: (410) 480-9116. E-mail: emtala@home.com.
Web: www.gloriafrank. com.

Source



Ce questions
7. When may procedures be coded separately under

the ambulatory payment classification (APC) system
for ED patients in observation, according to Candace
E. Shaeffer, RN, MBA, vice president of coding/qual-
ity management for Lynx Medical Systems?

A. never
B. only if it is a component part of another procedure
C. if it is performed, appropriately documented,

separately billable, and not a component part of
another procedure

D. only if the patient is in the observation unit while
the procedure is performed

8. Which of the following procedures can be coded
separately if performed on a patient under observation
but has no APC value? 

A. immunization administration
B. cardiac monitoring

C. splinting or casting
D. bronchospasm evaluation
9. Which of the following is true regarding reim-

bursement for ED observation services, according to
Louis Graff, MD, FACEP, FACP, associate chief of
emergency medicine at New Britain General Hospital?

A. Commercial payers no longer pay for observa-
tion services.

B. ED physicians are not reimbursed for the profes-
sional portion of observation services.

C. Some commercial payers reimburse for observa-
tion services.

May 2001 / ED MANAGEMENT ® 59

ED Management® (ISSN 1044-9167) is published monthly by American Health
Consultants®, 3525 Piedmont Road, N.E., Six Piedmont Center, Suite 400, Atlanta, GA
30305. Telephone: (404) 262-7436. Periodical postage paid at Atlanta, GA. POSTMASTER:
Send address changes to ED Management®, P.O. Box 740059, Atlanta, GA 30374-9815.

ED Management® is approved for approximately 18 nursing contact hours. This offering is
sponsored by American Health Consultants®, which is accredited as a provider of continuing
education in nursing by the American Nurses’ Credentialing Center’s Commission on
Accreditation. Provider approved by the California Board of Registered Nursing, Provider
Number CEP 10864, for approximately 18 contact hours. American Health Consultants® is
accredited by the Accreditation Council for Continuing Medical Education to sponsor CME for
physicians. American Health Consultants® designates this continuing medical education activ-
ity for 18 credit hours in Category 1 of the Physicians’ Recognition Award of the American
Medical Association. This activity was planned and produced in accordance with ACCME
Essentials. ED Management® is also approved by the American College of Emergency
Physicians for 18 hours of ACEP Category 1 credit. Physician members of American Health
Consultants® 1999 Continuing Medical Education Council: Stephen A. Brunton, MD; Dan L.
Longo, MD; Ken Noller, MD; Gregory Wise, MD and Fred Kauffman, MD, FACEP. 

Opinions expressed are not necessarily those of this publication. Mention of products 
or services does not constitute endorsement. Clinical, legal, tax, and other comments 
are offered for general guidance only; professional counsel should be sought for specific
situations. 

Editor: Staci Kusterbeck.
Vice President/Group Publisher: Brenda Mooney, (404)

262-5403, (brenda.mooney@ahcpub.com).
Editorial Group Head: Valerie Loner, (404) 262-5475,

(valerie.loner@ahcpub.com).
Managing Editor: Joy Daughtery Dickinson, (229) 377-

8044, (joy.dickinson@ahcpub.com).
Production Editor: Nancy Saltmarsh.

Copyright © 2001 by American Health Consultants®. ED Management® is a registered
trademark of American Health Consultants®. The trademark ED Management® is used
herein under license. All rights reserved.

Statement of financial disclosure: To reveal any potential bias in this publication, and in
accordance with the Accreditation Council for Continuing Medical Education guidelines,
we disclose that Dr. Auer (editorial advisory board member) is a stockholder in Lynx Medi-
cal Systems; Dr. Bukata (advisory board member) is president of the Center for Medical
Education and is the developer of EDITS software; Dr. Mayer (advisory board member) is 
a stockholder in Emergency Physicians of Northern Virginia Ltd. and Patient Care and ED
Survival Skills Ltd.; Dr. Yeh (advisory board member) serves as a consultant to Dynamics
Resource Group, a spokesperson for Medic Alert, and a member of the board of directors
for Vital Solutions and MassPRO.

Editorial
Questions

For questions or comments,
call Joy Daughtery

Dickinson,
(229) 377-8044.

Subscriber Information

Customer Service: (800) 688-2421 or fax (800) 284-3291 (customerservice@ahcpub.
com). Hours of operation: 8:30 a.m.-6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m.
Friday, EST. Subscription rates: U.S.A., one year (12 issues), $399. Outside U.S., add
$30 per year, total prepaid in U.S. funds. Two to nine additional copies, $319 per year; 10
to 20 additional copies, $239 per year; for more than 20, call (800) 688-2421 for special
handling. Missing issues will be fulfilled by customer service free of charge when con-
tacted within 1 month of the missing issue date. Back issues, when available, are $67
each. (GST registration number R128870672.)

Photocopying: No part of this newsletter may be reproduced in any form or incorpor-
ated into any information retrieval system without the written permission of the copy-
right owner. For reprint permission, please contact American Health Consultants®. 
Address: P.O. Box 740056, Atlanta, GA 30374. Telephone: (800) 688-2421, ext.
5491. Fax: (800) 284-3291. World Wide Web: http://www.ahcpub.com.



D. There is no non-Medicare reimbursement for
observation services.

10. Which of the following is the most effective
way to track delays in ancillary test turnaround times,
according to Ralph Baine, RN, manager I of the ED at
Harris Methodist Fort Worth Hospital?

A. Use average times.
B. Compare average times with the 90% percentile.
C. Use the 50% percentile instead of overall averages
D. Use the 90% percentile.
11. Which of the following is true regarding

approval of individuals who can perform medical
screening examinations (MSEs), according to Marshall
Salkin, MD, JD, FACEP, an ED physician at
Northwest Community Hospital and adjunct professor
of law at John Marshall Law School?

A. Any individual can be designated to perform
MSEs.

B. Only physicians can be formally designated to
perform MSEs.

C. Individuals must be approved in a formal hospi-
tal bylaw or policy by the hospital’s board of directors.

D. The chief of staff can designate an individual to
perform MSEs and bypass the formal approval process.

12. Which of the following is in compliance with
EMTALA, if the ambulance company requires insur-
ance information to guarantee payment on all transfers
prior to the patient leaving the ED, according to Gloria
Frank, JD, owner of EMTALA Solutions and former
lead enforcement official on EMTALA for the Health
Care Financing Administration? 

A. The transfer must be held until all the forms 

are received.
B. The transfer can only be delayed if an adverse

outcome is unlikely.
C. The patient should not be transferred.
D. The transfer, screening, and stabilization must

not be delayed.  ■
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CE objectives

After reading this issue of ED Management,
the continuing education participant should

be able to:
1. Discuss and apply new information about

various approaches to ED Management. 
2. Explain developments in the regulatory

arena and how they apply to the ED setting. (See
APCs have disturbing impact on emergency
observation services, Warning: Have nonphysi-
cians follow protocols to the letter, Don’t use
average times to track delays, and EMTALA Q&A
in this issue.)

3. Share acquired knowledge of these develop-
ments and advances with employees.  

4. Implement managerial procedures suggested
by your peers in the publication.  ■


