
Is your on-call system falling apart?
Act now, or risk EMTALA violations
New report puts a national spotlight on inadequate ED on-call coverage

When an elderly man presented with severe abdominal pain, the ED
physician diagnosed a ruptured abdominal aortic aneurysm. However,
the on-call surgeon refused to come in and insisted that a computed

tomography scan be done first. 
Four hours later, another surgeon finally responded, but it was too late. The

patient coded while being brought to the operating table and died. 
In another ED, a plastic surgeon demanded that a child’s parents sign a

promissory note guaranteeing full payment before treatment for facial injuries
from a dog bite — even after the parents paid him $2,000 in cash.

These scenarios may seem unthinkable, but similar incidents are occurring in
EDs across the country, according to Loren A. Johnson, MD, FACEP, the ED
medical director at Sutter Davis (CA) Hospital.1

There is a dangerous trend of specialists refusing to take call for the ED,
partly due to increased liability risks for medical malpractice and violations of
the Emergency Medical Treatment and Active Labor Act (EMTALA), reports
Todd Taylor, MD, FACEP, an attending ED physician at Good Samaritan
Regional Medical Center in Phoenix.

A new report from the Washington, DC-based General Accounting Office
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Guide for On-Call Physicians
According to a new report from the General Accounting Office, increased liability risks
stemming from EMTALA regulations have made specialists reluctant to take call for
the ED.
• If a consultant can’t be reached or refuses to report to the ED, staff should not

hesitate to call the chief of staff or administrator.
• Your policy should address obligations of on-call specialists for acceptance and

refusal of transfer patients. 
• To ensure adequate coverage, fee-for-service arrangements may be more effective

than stipends. 

Executive Summary



puts this crisis in the spotlight, concluding that inade-
quate ED on-call coverage is a growing problem in
several states, including California, Arizona, Oregon,
and Florida. (See resource box, right.)

“This is a nationwide problem that is sure to get
worse,” says Johnson. “However, there is now a
national dialogue, which may help the situation.”

If you don’t take steps to ensure appropriate on-call
coverage for your ED, you are at risk for violations and
adverse outcomes, warns Kyle Weston, a consultant
with the Washington, DC-based Clinical Initiatives
Center, a health care organization that performs
research for hospitals. “There are serious legal and
quality concerns associated with not having adequate
coverage,” Weston says. 

Here are effective ways to improve your on-call
coverage:

• Make sure staff can access the chain of 
command. 

If a consultant refuses to come in or can’t be
reached, the ED physician must feel comfortable con-
tacting the chief of staff, chief of service, and hospital
administrator, says Johnson.

“If they are gun-shy about doing this, it can cause
significant delays and increase the risk of patient
harm,” he warns.

Teamwork counts

There must be a close working relationship among
ED managers, ED staff, administration, and medical
staff leadership, stresses Johnson. “This ensures that
appropriate decisions for treatment or transfer can be
made as quickly as possible,” he says.

• Address patient transfers in your policy.
To comply with EMTALA regulations, the hospital

must accept transfers from other hospitals, but on-call
specialists don’t have this obligation, says Johnson.

“Very often, hospitals have not addressed this in
their policy, which is a serious risk,” he adds. 

If an ED on-call specialist refuses to accept a patient,
then the hospital is at risk for a violation, he says. 

Johnson points to a recent case at St. Anthony
Hospital in Oklahoma City that resulted in the facility,
not the on-call specialist, being cited for an EMTALA
violation and fined $35,000. (Editor’s note: For more

information, go to www.medlaw.com. Click on “Court
Cases” and then on HHS v. St. Anthony Hospital.)

Your hospital needs clear-cut policies and proce-
dures to delineate these responsibilities and specify
how specialty coverage will be provided, he says.
“Hospitals are extraordinarily vulnerable to this loop-
hole in the law,” he adds. 

• Don’t limit privileges of specialists. 
Many medical staff credential committees mistakenly

believe that the Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook Terrace, IL,
requires specialists to drop their privileges for proce-
dures they do infrequently, says Johnson. “This is lead-
ing to a loss of general specialty coverage for the ED.”

He recommends “categorical credentialing” to
allow consultants to request special privileges for spe-
cific procedures and skills. “This is particularly valu-
able in community hospital settings without a huge
number of specialists,” he notes. 

• Make sure the ED is represented at meetings.
Insist on having a seat at the table when the medi-

cal staff and administrators are discussing on-call
issues, urges Johnson. “You must ensure that these
issues are dealt with in a comprehensive manner
before individual problems occur, instead of sporadi-
cally,” he says. 

As an ED manager, you should play an active role in
improving education and clearing up misunderstand-
ings, says Johnson. “It’s critical that the parameters of
compliance and noncompliance be very well under-
stood,” he stresses.
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■ How to prepare for internal
disasters 

■ Strategies for overcrowding
during flu season 

■ Effective ways to cut
medication costs 

■ Update on ambulance
restocking regs

COMING IN FUTURE MONTHS

The U.S. General Accounting Office report, titled
Emergency Care: EMTALA Implementation and
Enforcement Issues, can be downloaded from the GAO
web site (www.gao.gov). Click on “GAO Reports” and
then on “Search GAO Archives.” Under “Report title,”
enter the name of the report. Single copies are available
at no charge. To order a copy, contact:

• U.S. General Accounting Office, PO Box 37050,
Washington, DC 20013. Telephone: (202) 512-6000.
Fax: (202) 512-6061.

Resources



• Avoid barriers to providing call coverage. 
Medical staff bylaws and departmental rules and

regulations may create problems, according to
Johnson. “For example, the bylaws may simply state
that coverage will be determined by each service or
department of the medical staff,” he says. “By vesting
this authority in a dysfunctional service or department,
the coverage may fall through the cracks.”

Instead, there should be an umbrella requirement
for participation in ED call coverage that applies to the
entire staff, says Johnson. “This gives the chief of staff
the authority to assert that the department will provide
coverage, despite day-to-day discontent,” he says. 

• Consider fee-for-service arrangements. 
On-call physicians frequently are given stipends to

provide coverage for the ED, notes Joseph Viglotti,
MD, FACEP president of Emergency and Acute Care
Medical Corp. in La Jolla, CA. “This often gets out of
control, when the amount of money you are paying
and the number of physicians who want a stipend
become too much,” he says. 

$2,000 a day stand-by fee

Some California hospitals are paying neurosurgeons
up to $2,000 per day as a stand-by fee, even though
these physicians usually receive only two calls per
month from the ED, notes Weston.

In some cases, a fee-for-service payment guarantee
practice is a better option, says Weston. “It is the most

intelligent and fair approach to addressing the problem,”
he adds. “Tying payment to the actual level of service
provided in the ED protects the hospital from unneces-
sary expense.”

• Use a “chain-of-command” call ladder.
Have a prearranged, backup call system so that

alternate specialists can be called if a consultant 
does not respond in a timely manner, Weston recom-
mends. This provides an immediate solution when
physicians don’t respond, he says.

“Perhaps more importantly, the threat of a call to
the chief of service or hospital administrator motivates
most physicians to speed up their response times to
under 30 minutes,” Weston adds. 

• Take steps to coordinate physician specialty
services. 

Having 10 ophthalmologists on-call at 10 hospitals
is a terrible waste of resources, compared with two
ophthalmologists covering all 10 hospitals on a given
night, says Taylor.

Trend: MD consortiums

Taylor points to a trend of physicians forming con-
sortiums. “For example, a group of ophthalmologists
might form an ‘on-call ophthalmology consortium’ to
coordinate on-call services for several hospitals in a
region,” he suggests. “Each hospital would contribute
a small amount of money for stand-by coverage,”
Taylor says.

• Implement a quality assurance (QA) program.
Consider tracking individual consultants on their

responsiveness to the ED, says Weston.
“An on-call physician QA program can be a highly

effective strategy for speeding consultant response
times,” he says. “This is relatively easy to do and
highly effective.”

Physicians receive a “departmental report card” that
compares their response time with the response times
of other physicians, who are anonymous, says Weston.
This provides consultants with direct peer-group com-
parisons, he explains.

Physicians will want to match or outperform their
peers, says Weston. There is also fear of the financial
penalties that can be levied by the Centers for
Medicaid and Medicare Services, formerly the Health
Care Financing Administration, if the physician is
found in violation of EMTALA, he adds.

Reference

1. Johnson LA, Taylor TB, Lev R. The emergency department
on-call backup crisis: Finding remedies for serious public health
problems. Ann Emerg Med 2001; 37:495-499.  ■
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For more information about on-call coverage, contact:

• Loren Johnson, MD, FACEP, Emergency Department,
Sutter Davis Hospital, 2000 Sutter Place, Davis, CA
95617. Telephone/fax: (530) 756-6036. E-mail:
lorenj@pol.net.

• Todd B. Taylor, MD, FACEP, 1323 E. El Parqué Drive,
Tempe, AZ 85282-2649. Telephone: (480) 731-4665.
Fax: (480) 731-4727. E-mail: tbt@compuserve.com.

• Joseph Viglotti, MD, FACEP, Emergency and Acute
Care Medical Corp., 7514 Girard, 1PMB431, La Jolla,
CA 92037. Telephone: (858) 454-5448. Fax: (858)
454-6257. E-mail: joe.viglotti@eacmc.com. Web:
www.eacmc.com.

• Kyle Weston, Clinical Initiatives Center, 600 New
Hampshire Ave. NW, Washington, DC 20037.
Telephone: (202) 672-5685. Fax: (202) 672-5700. 
E-mail: WestonK@advisory.com.

Sources



New standards issued
for disaster planning

Does your disaster plan include strategies for how
your ED will work with other agencies? If not,

you’re out of compliance with new standards for 
disaster planning from the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL. 

“Surveyors want to see that you are not working on
your own,” says Ann Stangby, RN, CEM, emergency
response planner for San Francisco General Hospital.
“Your disaster plan must include communitywide
interaction and interoperability.”

The Joint Commission’s new Environment of Care
standards became effective Jan. 1, 2001. They state that
you are required to “integrate the hospital’s role with
communitywide emergency response agencies (includ-
ing the identification of who is in charge of what 
activities and when they are in charge) to promote inter-
operability between the hospital and the community.”
(See resource box for information on obtaining a
copy of the standards, p. 101, and checklist for what
your disaster plan should include, right.)

Here are ways to comply with the standards:
• Work with first responders.
Identify the first responders in your community for

disasters, and anticipate how you’ll need to work with
them if a disaster occurs, says Stangby. These might
include the fire department, emergency medical services
(EMS), the police department, office of emergency ser-
vices, and volunteer or neighborhood groups, she says. 

“Will you need the help of the fire department to res-
cue victims on your campus from a fire or structural col-
lapse? Would EMS and police respond to [a spill of]
hazardous materials, a bomb threat, or a terrorist
threat?” she asks. “If so, your plans should address this.”

Your plan should identify where these agencies
respond, and whom they report to for information
briefings, she explains.

Make a list of which agencies are in charge of
what specific activities, and under what circum-
stances, recommends Bettina Stopford, RN, chair of
the national Weapons of Mass Destruction (WMD)
work group for the Des Plaines, IL-based Emergency
Nurses Association and chief nurse for the Denver-
based U.S. Public Health Service’s Central U.S.
National Medical Response Team: WMD.

Surveyors also will want to see that anyone who
may assume a management role in a disaster will be
able to communicate using the standard community
command structure, such as the hospital emergency
incident command system, an emergency management
system, Stopford explains.

• Invite community agencies to critique your dis-
aster drills.

Develop a “roll call” of attendees, and routinely
invite agencies to participate and critique your disaster
drills, Stopford suggests. 

Surveyors will want to see evidence that you are
interacting with the community, notes Stopford. “This
can be documented by reviews and evaluations of the
two disaster drills each facility should have each year.”

100 ED MANAGEMENT ® / September 2001

New accreditation standards require you to work with
community agencies as part of preparation for disasters. 
• Invite community first responders to critique your dis-

aster drills.
• Offer to use your ED as a training site for other 

agencies. 
• Include jobs for volunteers in your disaster plan.

Executive Summary

Checklist for Disaster Plan
■■ Integration with community responders
■■ Lock down/security access capabilities
■■ Evacuation
■■ Media relations
■■ Establishing an alternate care site if the main 

ED is inoperable
■■ How to receive extra critical supplies
■■ Care of staff, including housing, transporta-

tion, and incident stress debriefing
■■ How to identify personnel in a disaster
■■ Personnel call down/notification procedure
■■ How to initiate the disaster plan
■■ How to maintain communications with radios
■■ Demonstration of an incident command
■■ Decontamination procedures, with facilities 

for radioactive or chemical isolation and 
decontamination

■■ Appropriate training and personal protective 
equipment for staff

Source: Bettina Stopford, RN, Chair, Weapons of Mass
Destruction (WMD) Work Group, Emergency Nurses
Association, Chief Nurse, Central U.S. National Medical
Response Team for WMD, U.S. Public Health Service, Denver.

UPDATEJoint Commission



When the ED at San Francisco General Hospital was
developing a WMD chemical response plan, staff con-
ducted drills with the fire department, reports Stangby.

“It was a learning experience for all of us,” she
says. “We reviewed traffic control, perimeter control,
and where decontamination should be set up.”

The drill was videotaped and is used for educational
and orientation purposes, says Stangby. 

When an earthquake drill was held, the fire depart-
ment again was invited on-site, she says.

“We know that we are vulnerable to earthquakes
and that we will need help if there is a structural col-
lapse,” she explains. “We staged victims in areas 
that would challenge the fire department. They are
now more familiar with our campus and its unique
problems.”

The Mayor’s Office of Emergency Services also
was invited to evaluate the drill, adds Stangby. “They
were able to see what we can do, how we interact with

our community agencies, and where we will need
assistance,” she says. 

• Involve volunteers from the community. 
Dozens of volunteers from local Neighborhood

Emergency Response Teams acted as victims for the
ED’s disaster drills, notes Stangby. The team members
had all taken a six-week course in self-preparedness
for disasters, with instruction in fire safety, search and
rescue, and first aid.

Never turn away volunteers who offer help during a
disaster, advises Stangby. “There is always a job to be
done,” she says. “Your disaster plans should address
this and pre-plan what these jobs might be.”

The ED also has held earthquake preparedness
fairs and on-site disaster education for the commu-
nity, she adds.

• Offer to make your ED a training site for other
agencies. 

Most fire and police departments perform routine
disaster drills, but drills can become boring if they’re
done in the same location repeatedly, says Stangby. 

“Coming to a new site can be challenging and fun,”
she says. “You get to see what they can do, and they
get first-hand experience with your hospital. Everyone
wins.”

Stangby’s ED will host a future drill for the police
department bomb squad. “They will do education on
bomb threats and searches for the hospital. Then they
will use part of the campus to practice their response
using their equipment, including dogs and robots,”
she says.  ■

Educate your staff 
to prevent assaults 

In a shootout in the emergency department (ED) of
Ben Taub Hospital in Houston, a security officer and

policeman are killed.
In the ED of Mission Bay Hospital in San Diego, a

man fatally shoots a nurse and a medical technician
trainee and wounds a doctor and a patient’s father.

A former patient bursts into Los Angeles County
University of Southern California Medical Center ED
and wounds three doctors with a handgun.

As an ED manager, you can do a lot to prevent such
tragedies, urges Tracy G. Sanson, MD, FACEP, assis-
tant medical director for the department of emergency
medicine at Brandon (FL) Regional Medical Center. 

“The way you train staff is critical,” she stresses.
“With appropriate training, staff know that the
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For more information about accreditation standards for
disaster planning, contact:

• Ann Stangby, RN, CEM, Emergency Response
Planner, San Francisco General Hospital, 1001
Potrero Ave., San Francisco, CA 94110. Telephone:
(415) 206-3397. Fax: (415) 206-4411. E-mail:
ann_stangby@sfgh.org.

• Bettina Stopford, RN, Denver Health Medical Center,
777 Bannock St., MC 8200, Denver, CO 80204.
Telephone: (303) 436-3431. Fax: (303) 436-6828. 
E-mail: Bettina.Stopford@dhha.org. 

The Joint Commission on Accreditation of Healthcare
Organization’s new Environment of Care Health Care
standards became effective Jan. 1, 2001. The section that
addresses disaster planning and communitywide
response can be found in the following locations: EC.1.4
in the Comprehensive Accreditation Manual for
Ambulatory Care (CAMAC), Comprehensive Accreditation
Manual for Hospitals (CAMH), Comprehensive
Accreditation Manual for Long Term Care (CAMLTC), the
Comprehensive Accreditation Manual for Behavioral
Health Care (CAMBHC), and in the July/August 2000
Joint Commission Environment of Care News Special
Section. The Environment of Care Essentials for Health
Care book has been updated for 2001. The cost is $60
(order code ECE-01). To order, call the Joint
Commission's Customer Service Center at (630) 792-
5800 between 8 a.m. and 5 p.m. Central time on week-
days. E-mail: customerservice@jcaho.org. 

Sources/Resources



administration takes threats seriously.”
When police brought an agitated patient to the ED

at University of California at Irvine Medical Center in
Orange, the man was released from handcuffs after a
verbal agreement not to hurt himself or the staff. 

“The patient did well for an hour, but then became
very anxious,” recalls Sherlene Stepp, RN, MICN,
clinical nurse supervisor. When he began pacing back
and forth, an ED technician called for extra personnel
and asked security to stand by. When the patient sud-
denly became violent, restraints were used immediately. 

“Because the staff was trained in managing aggres-
sive behavior, a potential assault was prevented,” says
Stepp. “The technician knew when to call in reinforce-
ments, which is very important for both patient and
staff safety.”

All ED staff must be aware of potential hazards and
how to protect themselves and co-workers, she adds.

Training in assault prevention has been shown to be
effective, according to Tom Scaletta, MD, FAAEM,
chairman of the department of emergency medicine at
West Suburban Hospital Medical Center in Oak Park,
IL. “One institution documented a 10-fold reduction in
assault in trained vs. untrained groups,” he says.1

“We have accepted mandatory annual fire and infec-
tious disease training so employees will prevent and
respond to these types of danger,” Scaletta notes.
“Obviously, the much more frequent occurrence of hos-
pital violence demands a similar effort.” (See checklist
for what training should include, right.)

Here are ways to improve staff training in assault
prevention:

• Make sure all staff know how to de-escalate 
situations. 

Many EDs do not have security assigned to them,
notes Diane Presley, RN, MSN, director of nursing
for emergency services/critical care at Seton Medical
Center in Austin, TX.

“In an industry with shrinking resources, we are all
having to do more with less,” she emphasizes. “So all
ED personnel should be trained in how to de-escalate
any potentially violent patient.”

By actively using de-escalation skills, staff can
reduce their risk of violence, says Scaletta. “Assume a

patient advocacy role by avoiding disagreements or
issuing directives, always showing respect and empathy,
and addressing requests or complaints,” he advises. 

When dealing with an angry patient, Scaletta rec-
ommends allowing the individual to vent, ignoring
personal affronts, setting limits, and using nonthreat-
ening body language. 

• Provide training on an annual basis. 
Annual training should include management of

violent behavior, verbal de-escalation, physical
restraints, and defensive techniques, advises Presley. 

“Local police and also psychiatric institutions could
provide this training for annual competencies,” she
suggests. (See resource box for courses to take, ED
Management, June 2001, p. 69.)

• Educate staff to use restraints if needed. 
In many cases, potentially violent patients can be

calmed with de-escalation techniques, says Stepp.
“However, this is not always successful,” she acknowl-
edges. “So you need to be prepared to move to what-
ever restraint is needed to ensure safety.”

Train staff to approach the patient as a team and
apply the least restrictive restraint possible, Stepp rec-
ommends. The patient must be monitored continu-
ously while in restraints, she adds. 

“The ultimate goal is to assist the patient in gaining
control during their crisis,” Stepp explains.

Instruct staff to make a verbal contract with the
patient as to when the restraints can be removed, says
Stepp. “As soon as possible, the patient should be
changed to less restrictive restraints,” she notes.
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Research shows that appropriate training of ED staff can
significantly reduce assaults by patients.
• Ensure all staff know how to de-escalate an agitated

patient.
• Provide annual training for staff.
• Educate staff in appropriate use of restraints.

Executive Summary

Components of Training 
in Assault Prevention

■■ Explanation of the company’s workplace 
violence policy

■■ Enforced “no tolerance” policy for workplace 
violence

■■ Encouragement to report incidents
■■ Techniques to prevent or diffuse violent or

threatening situations
■■ Techniques and skills to manage anger and 

resolve conflicts
■■ Review of the location and operation of safety 

devices such as alarm systems and methods 
to alert the police or security

■■ Review of personal security measures
■■ Review of personal information release policy

Source: Tracy G. Sanson, MD, FACEP, Assistant Medical
Director, Department of Emergency Medicine, Brandon (FL)
Regional Medical Center.



“During this time, keep the patient safe while ensuring
his or her dignity by providing confidentiality and
showing respect.” (For more information on restraint
standards, see ED Management, August 2000, p. 93,
and October 1999, p. 109.) 

Reference

1. Infantino J, Musingo SY. Assaults and injuries among staff
with and without training aggression control techniques. Hosp
Community Psychiatry 1985; 36:1,312-1,314.  ■

How to address 
patient complaints

If you’re like most ED managers, dealing with an
irate patient or family member is not your idea of a

good time.
“I can’t think of a more difficult place to manage

expectations than an ED,” acknowledges James J.
Augustine, MD, FACEP, vice chairman for clinical
operations for the department of emergency medicine
at Emory University School of Medicine in Atlanta.
“The ED sees essentially every member of our society,

and almost none of them wants to be visiting there.”
The situations that result in the individual being in

the ED almost always are stressful, adds Augustine.
“The individual has essentially no way of control-

ling what goes on. One of the few recourses they have
for poor service is to walk out,” he says. “They don’t
even get the psychological satisfaction of saying ‘I
want my money back!’”

As a manager, you should consider all complaints a
golden opportunity, argues Augustine. “Complaints are
a rare opportunity to get objective feedback on how well
we are doing our job,” he says. “The hotel, restaurant,
and recreation industries have vastly improved services
based on effective management of complaints.”

Here are effective ways to manage patient 
complaints:

• Thank patients for complaining. 
Tell patients that you are glad the problem was

reported so that it doesn’t happen to others, says
Michelle Regan Donovan, RN, BSN, president of
Millennium Strategies, a health care consulting firm
based in Charlottesville, VA. 

“Thank them profusely for calling this to your
attention, and assure them you’ll get back to them,”
she adds. 

• Address complaints regarding medical care
with the appropriate individuals.

If there is an allegation of poor medical care, a con-
versation with a skilled provider may help, says
Augustine. “This may include the patient’s own physi-
cian,” he notes. 

He gives an example of how to address this: “Yes, a
saline lock was accidentally left in your arm when you
left the ED. I will have the ED physician examine your
arm, and if you would feel better, we will talk to your
family doctor to let him know what happened.”

For a complaint about a nurse unsuccessfully sticking
a patient several times for an IV, Augustine recommends
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For more information on training staff in assault preven-
tion, contact:

• Diane Presley, RN, MSN, Emergency Services/Critical
Care, Seton Medical Center, 1201 W. 38th St., Austin,
TX 78705. Telephone: (512) 324-1031. Fax: (512)
324-1401. E-mail: DPresley@seton.org. 

• Tracy G. Sanson, MD, FACEP, Department of
Emergency Medicine, Team Health, Brandon Regional
Medical Center, 119 Oakfield Drive, Brandon, FL
33511. Telephone: (813) 571-5150. Fax: (813) 948-
8477. E-mail: Oaks61596@ aol.com.

• Tom Scaletta, MD, FAAEM, Department of Emergency
Medicine, West Suburban Health Care, 3 Erie Court,
Oak Park, IL 60302. Telephone: (708) 763-2227. Fax:
(708) 383-4422. E-mail: tscalett@rush.edu.

• Sherlene Stepp, RN, MICN, Emergency Department,
University of California at Irvine Medical Center, 101
The City Drive, Route 128, Orange, CA 92868.
Telephone: (714) 456-6549. Fax: (714) 456-5390. 
E-mail: cstepp@uci.edu. 

Sources

All patient complaints should be addressed appropriately,
with the goal of improving care and boosting patient 
satisfaction.
• Address complaints immediately, while the patient is

still in the ED.
• If a complaint is about quality of care, have the patient

speak to an individual who can address both medical
and risk management issues. 

• Have a policy to address complaints. 
• Make verbal contact with every patient who complains. 

Executive Summary

(Cont. on p. 105.)
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I. POLICY
ALL complaints relative to the delivery of emergency care

at Troubled Hospital, regardless of their origin, will be directed
to and reviewed by the Emergency Care Management Team.
All patient complaints are considered serious and will be
investigated in a timely and appropriate manner. 

All patient complaints are monitored as a Critical Indicator
for the Department of Emergency Medicine and will be
reported to Patient Care Management. 

Centralizing the responsibility and accountability for the
investigation, response to, and analysis of patient complaints
is expected to optimize data collection and monitoring, illus-
trate trends and service patterns, and ultimately enhance
patient satisfaction and emergency service delivery.

II. DEFINITION 
As a matter of general policy, a complaint is considered to

be: any negative comment generated by any person, telephone
call, letter or patient survey, originating from a patient or family
member, a hospital visitor, an employee or attending physician. 

III. RESPONSIBILITY for participation in process
Emergency Nursing Director
Chair of Emergency Medicine 
Nurse Manager or Team Leaders 
Patient Care Management or Risk Management 
Hospital Administration 

IV. PROCEDURE
1. Any complaint received from any hospital or other

source relative to the delivery of emergency care at Troubled
Hospital will be forwarded in writing or called immediately to
the Emergency Nursing Director.

2. Every effort will be made to centralize complaints in this
manner regarding the ED so that a timely investigation and
response may be achieved by the management team.

3. The Emergency Nursing Director will review each com-
plaint, refer to the Chair of Emergency Medicine as appropri-
ate, and/or forward to appropriate divisional staff for
investigation and response.

4. Complaint response will include a phone call to the com-
plainant for eliciting circumstance and a written response follow-
ing completion of the investigation. Any letter or recorded
telephone complaint regardless of the source will receive a writ-
ten response from the Emergency Nursing Director or Chair of
Emergency Medicine; any letter directed to an administrative
staff including the President or CEO will be drafted by the direc-
tor(s) for the administrative member’s signature, and/or

responded to directly by the Chair of Emergency Medicine.
5. A negative survey comment is considered a patient

complaint and should be addressed. When the respondent
has included their name and phone, every attempt should be
made to investigate the circumstance and address the issues
as if it were a formal complaint; however, survey complaints
will be classified and tallied separate from formal complaints
since retrospective patient surveys are not always reflective
of current circumstance.

6. Investigation and response will be requested/completed
on “Complaint Management” form available at select loca-
tions, i.e. administrative offices, nursing supervisors and the
nursing director’s office. If the complaint is received in the
director’s office in a less formal format, the information will be
transcribed in writing to the “Complaint Management” form for
due process. 

7. The “Complaint Management” form may be generated
by any individual i.e. administrative secretary, ED staff mem-
ber, telephone transcriber, or Guest/Public Relations.

8. The designated form will be used for documentation,
investigation, and response by the medical or nursing direc-
tors, and the original will be forwarded quarterly to Patient
Care Management for tally and central filing as a completed
file. Original letters or documentation should be parcel to this
central file.

9. Every effort will be made to provide a timely response
to all patient complaints regardless of their severity or source.
The ED will track and summarize all complaints according to
specific issues identified on the complaint management form
and report these, their address, and resolution to Patient
Care Management and the Emergency Services Committee. 

10. The numbers and types of complaints received
regarding emergency care will be tallied by Patient Care
Management staff and reported monthly as a Critical
Indicator and quarterly in a summary performance improve-
ment report for the Emergency Services Committee. 

11. Alleged adverse events, serious complaints, and
notable trends will be a priority agenda item at monthly multi-
disciplinary departmental meetings. 

12. All complaints but especially patient complaints are
considered serious and are a Critical Indicator for the ED
Performance Improvement process.

13. Serious complaints or any whose allegations include
misdiagnosis or inappropriate medical management will be
immediately referred to the Chair of Emergency Medicine for
review; any complaint that meets the criteria for a serious or
sentinel event should be forwarded immediately to Patient
Care Management.  ■

Complaint Management
A Comprehensive Performance Improvement Process

Source: Michelle Regan Donovan, RN, BSN, Millennium Strategies, Charlottesville, VA.



having the patient talk to the physician or the charge
nurse on duty, or both. “They should be able to explain
that there are difficult veins in some patients,” he says. 

• Try to address complaints immediately.
When possible, resolve the problem while the patient

is still in the ED, Augustine recommends. “Allay any
concerns about medical care immediately,” he advises. 

Empower staff to correct a problem on the spot,
urges Augustine. For complaints about poor customer
service, he recommends offering patients simple
tokens available right in the hospital, such as a gift cer-
tificate for the gift shop or a free meal in the cafeteria.

“For situations which require just a little TLC,
this is a great opportunity to exceed expectations,”
Augustine says.

Some patients and families can be “forgotten” on a
busy day, says Augustine. “This would be a great
opportunity to offer a sign of consideration for their
lost time,” he suggests. 

For serious complaints involving quality of care,
Donovan recommends responding with a phone call
within 24 hours. “The next step may be a lawyer if you
don’t respond pretty quickly,” she notes. 

A patient whose complaint is not addressed might
go to the state board, warns Donovan. “The next thing
you know, they are on your doorstep because a patient
didn’t get a blanket at 4 a.m.,” she says. 

• Make sure a phone call, personal contact, or
meeting occurs for each complaint. 

A complaint should not be managed without talk-
ing to the person raising the issue, at least over the
phone, says Augustine. “Voice contact and the infor-
mation contained in a person-to-person interaction is
invaluable to the process,” he stresses.

• Have a policy in place to address complaints. 

Establish a policy on complaint management in
order to have a consistent approach by all staff mem-
bers, Augustine recommends.

“It also results in data being collected and a quality
improvement process being put into place,” he says.
(See sample complaint management policy, p. 104.)

• Encourage staff to be proactive in addressing
complaints about others.

Staff may believe that a patient complaint is “not
my problem,” says Augustine. “In a busy ED, it can
feel overwhelming to try to address a complaint that
involves someone else,” he acknowledges. “But if
everyone addresses issues for each other, there will be
less work performed by all.”

Augustine gives this example: A facility mainte-
nance person changing light bulbs in the ED may over-
hear a patient complain about how hot or cold the room
is, or that the doctor was rude. “Ideally, this worker
would contact the nurse responsible for the patient, so
the issue could be addressed directly,” he suggests. 

ED physicians and nurses routinely should resolve
problems for each other, adds Augustine. “Otherwise,
simple complaints can turn into ugly allegations of
poor care,” he says.  ■

[Editor’s note: This column is an ongoing series
that will address reader questions about the
Emergency Medical Treatment and Active Labor Act
(EMTALA). If you have a question you’d like
answered, contact Editor Staci Kusterbeck. Telephone:
(631) 425-9760. Fax: (631) 271-1603. E-mail:
StaciKusterbeck@aol.com.]

Question: Our facility is comprised of two cam-
puses: a main campus with a Level II ED, and a
satellite campus 25 miles away with an ED that pro-
vides limited acute care. This satellite facility has a
different provider number, but it operates under the
same governance and policies. The medical staff is
the same. Do transfers from the satellite facility fall
under EMTALA regulations? 

Answer: Hospitals that are licensed separately are
not the same provider under the outpatient prospec-
tive payment system, and therefore, they are separate
hospitals, says Stephen Frew, JD, president of the
Rockford, IL-based Frew Consulting Group, which
specializes in compliance with EMTALA.
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For more information on complaint management, contact:

• James J. Augustine, MD, FACEP, Department of
Emergency Medicine, Emory University School of
Medicine, 1365 Clifton Road, Suite B-6200, Atlanta,
GA 30322. Telephone: (404) 778-2608. Fax: (404)
778-2630. E-mail: james_augustine@emory.org.

• Michelle Regan Donovan, RN, BSN, Millennium
Strategies, 977 Seminole Trail, Suite 274,
Charlottesville, VA 22901. Telephone: (800) 249-
7774 or (202) 438-4870. Fax: (540) 923-4045. 
E-mail: emergencyconsult@aol.com.

Sources

(Cont. from p. 103.)



“While the two staffs are merged, it is necessary to
clearly delineate privileges at only the location for
which the individual is responsible for on-call services,
or you will have serious call problems,” he adds. 

With a different provider number and a distance of
25 miles, it is a toss-up whether a transfer from the
satellite to the main campus would be considered an
interfacility or an off-campus intrafacility transfer,
says Jonathan D. Lawrence, MD, JD, ED physician
and medical staff risk management liaison at St. Mary
Medical Center in Long Beach, CA. 

“My inclination is that, under these facts, a transfer
would be considered the former,” says Lawrence. “In
either case, EMTALA still applies. The difference is
only the process, policies, and procedures that are used.”

For an interfacility transfer, the well-known
EMTALA regulations apply, including stabilizing if
possible, attestation by the transferring physician,
acceptance by the receiving facility, and provision of
an appropriate transfer method, says Lawrence. For an
intrafacility transfer, the new regulations require addi-
tional institutional policies and procedures to make the
transfer safe, but do not require attestations or accep-
tance by the receiving facility, he explains. 

Question: The satellite ED is staffed by a nurse
practitioner. Can that individual sign for the transfer,
or must it be a physician?

Answer: The nurse practitioner (NP) can sign for
the transfer because there is no physician on duty, but
the NP must be formally designated by the board and
must have phone contact with a physician who must
thereafter countersign the order, generally within 48
hours, says Frew. 

Remember that no institution is required to perform
a medical screening examination (MSE) beyond its
capabilities, says Lawrence. 

Thus the patient who requires a computed tomogra-
phy (CT) to complete an MSE may be transferred once
all the usual transfer requirements are met, he explains.

EMTALA clearly allows a nonphysician, such as a
nurse practitioner, to perform the MSE and attest to the
need for transfer if appropriate policies, procedures, and
guidelines delineate how this is to be done, he adds. 

It is unclear why these patients would need to be
transferred to the ED unless their condition is unstable,
though there is nothing prohibiting a transfer to the
ED, Lawrence notes. 

A transfer directly to the radiology department also
would be appropriate, he says. “If the CT shows an
emergency medical condition, then admission to the
main campus hospital could be the next step,” he adds.

If the emergency medical condition can be handled at
the satellite hospital, and the patient is stable, there is no
prohibition to transferring the patient back, Lawrence
adds. “If the CT shows no emergency medical condi-
tion, EMTALA no longer applies,” he says.  ■

Martinez E, Reilly BM, Evans AT, et al. The obser-
vation unit: A new interface between inpatient and
outpatient care. Am J Med 2001; 110:274-277.

Use of ED observation units can reduce inpatient
admissions, says this study from Cook County Hospital
and Rush Medical College, both based in Chicago. A
12-bed ED observation unit was studied for three years,
and 85% (6,334) of the admitted patients were dis-
charged home within 23 hours. The total number of
patients admitted decreased significantly, with 5,366
fewer patients admitted during the three years of opera-
tion, compared with the three previous years. The
researchers recommend the following:

• developing and implementing streamlined diag-
nostic and treatment protocols;

• studying patterns of care and outcomes for
patients treated in observation units;

• developing clinical prediction rules and evidence-
based guidelines.

The researchers acknowledge that they can’t be sure
that all the observation-unit patients would have been
hospitalized. However, they note that analysis of trends
in the Chicago area supports the finding that observation
units contributed to a reduction in hospital admissions. 

“Observation units can serve patients with diverse
clinical syndromes and may reduce inpatient admis-
sions,” they conclude. (For more information about
using observation units, see ED Management, May
2001, p. 49, and EDM, June 2001, p. 64.)  ■
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For more information about EMTALA, contact:  

• 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. Web: www.medlaw.com. 

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

Sources



CE/CME questions
[Editor’s note: This month’s issue includes a

Scantron form, survey, and envelope for all CE/CME
participants. Please answer the questions that were
printed in the previous five issues and this issue, and
place your answers on the Scantron form. You can
mail the Scantron form, along with the CE or CME
Survey, in the enclosed envelope. If you have any ques-
tions, contact Customer Service at (800) 688-2421 or
customerservice@ahcpub.com.]

31. Which is required under EMTALA regarding
transferred patients and on-call specialists, according
to Loren A. Johnson, MD, FACEP, an ED physician at
Sutter Davis Hospital?

A. A hospital with specialist capability and avail-
able capacity has a duty to accept transfer from a hos-
pital that lacks this capability, but there is no
corresponding requirement for an on-call specialist to
accept transfers.

B. The on-call physician, not the hospital, is liable
for EMTALA violations if they refuse a patient.

C. If requirements are specified in hospital policies,
there is an increased risk of a violation.

D. If the on-call physician refuses a patient on behalf
of the hospital and no other employees are notified of the
refusal, this doesn’t constitute a violation of EMTALA. 

32. Which of the following is an effective strategy to
improve on-call coverage, according to Kyle Weston, a
consultant with the Clinical Initiatives Center?

A. Allow only key individuals to contact the chief
of staff if a consultant refuses to come to the ED.

B. Have a prearranged backup call system so that
alternate specialists can be called. 

C. Require specialists to drop their privileges for
procedures performed infrequently.

D. Allow individual departments to determine what
coverage will be provided. 

33. Which is an effective way to comply with new
accreditation standards for disaster planning, accord-
ing to Ann Stangby, RN, CEM, emergency response
planner for San Francisco General Hospital? 

A. Invite the fire department to the ED to critique
disaster drills.

B. Reject help from local volunteers to reduce lia-
bility risks.

C. Avoid allowing outside agencies to use the ED as
a site to train staff.

D. Don’t allow outside agencies to evaluate disaster
drills.

34. Which is true regarding training of ED staff to
prevent assault by patients, according to Diane Presley,
RN, MSN, director of nursing for emergency ser-
vices/critical care at Seton Medical Center?

A. Training in assault prevention has not been
shown to be effective.

B. All ED personnel should be trained in de-escalat-
ing violent situations.

C. ED staff assaults are generally reported in com-
pliance with federal laws.

D. Federal occupational safety and health laws do
not require reporting of assaults in the ED.
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35. To comply with EMTALA regulations, which is
true regarding individuals who can sign for a patient
transfer at a satellite ED, according to Jonathan D.
Lawrence, MD, JD, ED physician and medical staff
risk management liaison at St. Mary Medical Center?

A. A nurse practitioner may sign for the transfer, as
long as that individual has been designated by the
board, and a physician countersigns the order.

B. A physician must sign for the transfer.
C. A nurse practitioner may sign for the transfer

without formal designation by the board because the
ED is a satellite facility.

D. If a nurse practitioner signs for the transfer, a
physician must countersign the order in person within
24 hours.

36. Which of the following is true regarding obser-
vation units and inpatient admissions, according to a
study published in the American Journal of Medicine?

A. Use of ED observation units increases inpatient
admissions.

B. Use of ED observation units has no effect on
inpatient admissions.

C. Use of ED observation units decreases inpatient
admissions.

D. Use of ED observation units increased overall
length of stay in most patients.  ■
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CE/CME objectives

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

be able to:
1. Identify two scenarios that would be consid-

ered EMTALA violations regarding patient trans-
fers and on-call physicians. (See “Is your on-call
system falling apart? Act now, or risk violations.”)

2. Name three strategies to improve ED on-call
coverage. (See “Is your on-call system falling
apart? Act now, or risk violations.”)

3. Cite two examples of compliance with new
Joint Commission standards for disaster planning.
(See “Joint Commission Update: New standards
for disaster planning.”)

4. List two things all ED staff must know in
order to prevent assaults from occurring (See
“Educate staff to prevent assaults.”)

5. Explain how to comply with EMTALA reg-
ulations regarding signing for a transfer at a satel-
lite ED. (See “EMTALA Q&A.”)

6. Identify the impact of observation services on
inpatient admissions. (See “Journal Review.”)  ■
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Source: Clinical Initiatives Center, The Advisory Board Company, Washington, DC.
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EMTALA Quick Reference Guide for On-Call Physicians
This EMTALA Quick Reference Guide is intended as an abbreviated summary of what is expected of on-call physicians. It is
NOT intended to be an all encompassing or comprehensive discussion of EMTALA. For more extensive information regarding
requirements and obligations for EMTALA compliance, physicians and hospitals are urged to review the EMTALA statutes, rele-
vant Centers for Medicare and Medicaid Services (CMS) EMTALA regulations, and obtain appropriate counsel from their own
hospital and medical staff attorneys. 

What is the Emergency Medical Treatment and Active Labor Act (EMTALA)?

EMTALA is the federal “anti-dumping law” enacted by Congress in 1986 to ensure that patients who come to hospitals for treat-
ment of an emergency medical condition are not turned away or transferred to another facility, based on their ability to pay. It
applies to any patient who seeks care, whether the patient’s access is through the emergency department or any other depart-
ment of the hospital.

What are the responsibilities of hospitals and what treatment and services must be provided to be in compliance with
EMTALA?

• Provide an appropriate medical screening examination to all individuals seeking emergency services to determine the pres-
ence or absence of an emergency medical condition either by a physician or other qualified medical personnel as specified
in medical staff bylaws, rules and regulations, or policy and procedures. 

• Stabilize the medical condition of the individual, within the capabilities of the staff and facilities available at the hospital, prior
to discharge or transfer.

• Obstetrical patients with contractions are considered unstable until delivery of baby and placenta.
• An unstable patient cannot be transferred unless the patient (or a person acting on his or her behalf) requests the transfer or

the transferring physician certifies in writing that the medical benefits of the transfer, outweigh the risks, and is in the best
medical interest of the patient.

• Stabilize within the hospital’s capabilities to minimize the risk of the transfer.
• Obtain the acceptance of the receiving hospital.
• Send all pertinent medical records available at the time of the transfer to the receiving hospital.
• Effect the transfer through qualified persons and transportation equipment (including life support measures)
• A receiving hospital, with specialized capabilities, must accept a patient transfer unless that acceptance would exceed its

capability and capacity for providing care. 
• Hospitals are responsible for ensuring that on-call physicians respond within a reasonable period of time. 
• The hospital must provide the name and address of any on-call physician who refused to respond or failed to make a timely

response, along with the transfer records, of any patient transferred as a result of that refusal or lack of timely response.
• Prior to screening and stabilization, the hospital emergency department may follow normal registration processes, as long as

they do not delay care, and prior authorization is not received before screening or commencing stabilizing treatment is allowed. 
• Conspicuous signage must be posted in the emergency department stating the rights of individuals under EMTALA and

whether the hospital participates in the Medicaid program; and also maintain a 24 hour/7-day (24/7) on-call schedule of
physicians taking call for the emergency department. 

What is an on-call list?

An on-call list is a roster of physicians providing the date and time when those physicians are scheduled to respond to the hos-
pital to provide evaluation and/or treatment necessary to stabilize an individual with an emergency medical condition. The on-
call list must include specialists and sub-specialists routinely available to the Emergency Department. Hospitals may establish a
reasonable on-call schedule other than 24/7 if they are unable to secure agreement by physicians to take call round-the-clock
because of the dearth of specialists in the area. 
• The on-call list is maintained by the hospital and medical staff and must be immediately updated to reflect any changes in

physician staffing. 
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• Physicians whose names appear on the on-call list are responsible for finding a suitable replacement if they cannot be avail-
able for duty and for updating the on-call list with the replacement physician’s name and other appropriate information.

Which medical staff documents define the responsibilities of on-call physicians?

• The medical staff bylaws, rules and regulations, or policies and procedures should define the responsibility of on-call physi-
cians to respond, examine and treat patients with emergency medical conditions. 

• The medical staff and hospital should have policies and procedures to be followed when a particular specialty is not avail-
able or the on-call physician cannot respond because of situations beyond his or her control.

What are the responsibilities of on-call physicians to be in compliance with EMTALA?

• On-call physicians MUST respond to the hospital when requested to attend to patients in a timely manner and complete a
medical screening examination or provide stabilizing care. CMS has not set a specific rule for response time, but some CMS
officials have mentioned 30 minutes. 

• The transferring physician MUST discuss the case with the receiving hospital’s authorized representative and obtain agree-
ment to accept the patient in transfer. (All hospitals with specialized capabilities, including physician specialists, have a
responsibility to accept a transfer when such transfer is necessary to stabilize an emergency medical condition .) 

• On-call physicians, who may be on-call at another hospital, simultaneously, MUST NOT request that a patient be transferred
to a second hospital for the physician’s convenience. 

• On-call physicians who, as part of their routine responsibilities, are charged with the duty to accept patients transferred
from other facilities, may not refuse any unstable transfer as long as their hospital has the capability and capacity to pro-
vide treatment.

Can an emergency patient be sent to the office of an on-call physician for the medical screening exam and stabilization?

No, not unless the on-call physician’s office is located in a hospital-owned building which is contiguous or located in a hospital-
owned building that is “on campus” and the service must be billed under the hospital’s provider number.
A patient can be transferred to a physician’s office IF, the physicians’ office has specialized equipment and capability that the
transferring hospital does not have. The transferring physician must certify that the medical benefits of the transfer outweigh the
risks and it is in the best medical interest of the patient. Under no circumstance should a patient be transferred for the conve-
nience of the physician.

What are the possible penalties or sanctions for EMTALA violations?

Medicare-participating hospitals and physicians found to be in violation of EMTALA could be sanctioned as follows:
• Termination of the hospital and/or physician Medicare provider agreement. 
• Imposition of civil monetary penalties against the hospital with 100 or more beds of $50,000, per violation. The fine per viola-

tion for hospitals with less than 100 beds cannot exceed $25,000. 
• Civil monetary penalties for physicians can be up to $50,000 per violation. 
• On-call physicians responsible for examination, treatment, or transfer of an individual are subject to potential civil fines of up

to $50,000 per violation for failing to come to the hospital, and may be excluded from Medicare. 
• “EMTALA provides a private right of action against a hospital for an EMTALA violation. There is no private right of action, how-

ever, against a physician for violating EMTALA. …Private EMTALA actions are subject to a two-year statute of limitations.”

What if an on-call physician refuses or fails to show up or answer when called?

The physician’s name and address will be included in the medical record and he or she may be subject to sanctions.

Source: American Medical Association, Organized Medical Staff Section, Chicago.
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Emergency Department Complaint Management Process

Write-Off or Reduction of Physician Bill Depends on:
1. Problem not isolated to hospital staff care or to another medical staff member.
2. Potential public relations or risk management issue for hospital.
3. “Justified” problem that cannot be resolved by conversation with ED Medical Director.

Write-Off or Reduction of Hospital Bill Depends on:
1. Involvement of hospital personnel (nurses, techs, clerks) as source of complaint.
2. A “justified” problem cannot be resolved with a conversation with patient and/or complainant.
3. Problem not isolated to ED or medical staff physician.
4. Potential public relations or risk management issue for hospital.

-The correct person for writing off or adjusting an ED bill at ………. is ……… at ext. …….  ………….. bills written off or adjusted should
have prior consultation with …………………………….
-For a physician bill, contact ………., New Century Physicians Billing Representative  ……….. at ext. ……..  ED physician bills written
off or adjusted should have prior consultation with ………., ED Medical Director, or ………., Asst. ED Medical Director.
-Documentation of ED complaints, their investigation and resolution should be forwarded to the Risk Management Department.

Complaint or Knowledge of
Incident

If patient still in ED, attempt
immediate resolution,

including immediate write-
off or reduction if necessary COLLECT DETAILS

Issue with
physician care,

diagnosis of
alleged

malpractice

Issue with
physician bill

Issue with ED,
timeliness

cleanliness, ED
organization or

general complaints

Issue with
nursing care

Issue with
hospital bill

Refer to ED Medical Director, ………..  If complaint
is about ………… care, refer to Associate Medical

Director, …………...or
       Regional Medical Director

Refer to ……………
Emergency Dept.

To ED Nursing Director,
………….. ext. ………

Refer to …………,
Business Office

 Ext. ……..

Initiate review of medical record if necessary

If the complaint is an
irreconcilable dispute or
a sentinel event, contact
……. ….., ……… and

 Jim Augustine at
937-435-1072 ext. 102

ED Physician Public Relations Medical Staff
Member

Physician Billing
Staff

Hospital Billing
Staff

ED Staff

(over)
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I

Contact appropriate ED or other staff
member if necessary for detail of
incident to clarify understanding.

Investigator to document
changes/improvements made to

prevent recurrence of the incident.

Emergency Department
Complaint Management

Process

Immediately contact ………… and
…… ………… Investigator to communicate with

complainant using blameless
apology.

Write off or reduction of hospital
bill only or physician bill only, or
notify complainant that contact

will be made with “other party.”

Send complaint with completed
investigation and pertinent
documentation to ……….

…………, Risk Management.

Contact “other party” if
necessary to discuss details and

make decision on other write
off/reduction.

Contact the patient,
……………….(QR) and ……

………… (ED) to communicate
the write off/reduction.

Complaint Mgmt document
completed and complaint #

assigned.

Is complaint justified
according to findings?

Is this a potential
malpractice or

significant customer
relations issue?

NO

NO

YES

Source: Premier Health Care Services, Dayton, OH.
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