
Warning: Are you prepared to lose
your ED after a natural disaster?
Flooding in Houston EDs highlights need for effective evacuation plan

All hospitals in a major U.S. city are flooded up to three feet deep.
Patients are evacuated by helicopters and boats because ground trans-
portation is nonexistent. There is no electricity or phone communication

whatsoever, and EDs in the area are closed for an entire month. 
This may sound like the plot of a Hollywood disaster movie, but it was a

frightening reality in Houston recently after severe flooding. 
“The disaster was not the actual flood itself. It was the loss of four major

hospitals,” reports Michael F. Boyle, MD, FACEP, medical director for emer-
gency services at Memorial Hermann Southwest Hospital, one of the EDs that
was evacuated. 

Most ED managers have not considered the scenario that there may be no
ED in which to treat patients, says Timothy Seay, MD, FACEP, regional medi-
cal director for Greater Houston Emergency Physicians.

“We never entertained the thought that we would lose major hospital centers
before this, but now we do,” he says. 

There is a tendency to focus resources on bioterrorism, notes Lisa Angell,
RN, BSN, MICN, paramedic liaison nurse at Watsonville (CA) Community
Hospital.
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Natural catastrophes that can lead to loss of the ED itself are often overlooked in dis-
aster plans and drills.
• Plans should address evacuation of patients, including transportation and equip-

ment to take, and drills should include these scenarios. 
• You should have alternatives to cope with loss of power and communications,

such as oxygen-powered backup generators. 
• To prepare for a deluge of individuals coming to the ED after a disaster, decide

how to utilize volunteers, and limit access by using disaster identification vests.
• New Environment of Care standards from the Joint Commission on Accreditation

of Healthcare Organizations require you to perform a hazard and vulnerability
analysis.
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“However, we have to prepare for natural disasters
even if they are less ‘trendy,’” she says. “Any actions
taken in advance to avoid wasting time or resources
will pay off a hundredfold.” (For more information
about preparation for terrorist attacks, see ED
Management, August 2001, p. 85, and November
1999, p. 121.)

Here are effective strategies to prepare for internal
disasters:

• Address internal disasters that could affect the
ED itself.

Internal disasters are often overlooked in disaster
plans/drills, warns Robert Suter, DO, MHA, FACEP,
senior medical director of the North Texas region for
Questcare Emergency Services, a 13-hospital group
serving the Dallas-Fort Worth area. “We all have a
sense of an organization’s invincibility that naturally
leads us to this thinking,” he says.

Every possible scenario must be addressed and
practiced as a drill, says Suter. These include hurri-
canes; weapons of mass destruction; earthquakes;
floods; loss of power; water, or climate control; epi-
demic illness affecting staff; bomb scares; and chemi-
cal spills, he says.

“This should be done in conjunction with the hos-
pital Safety and Environment of Care Committee,”
Suter adds. 

• Address evacuation. 
Your disaster plan should address arrangements for

patients to be evacuated if necessary, says Boyle. 
Because Houston roads were completely submerged

under water, patients were evacuated by helicopter or
boat, he reports. “The evacuation was done without
power, using flashlights and transporting patients on
backboards down the stairs,” says Boyle.

To evacuate without warning, with limited time and
resources, could be chaotic, says Ann Stangby, RN,
CEN, emergency response planner for San Francisco
General Hospital. “Managers should consider this
ahead of time,” she urges. She recommends asking the
following questions:

— How do you evacuate and to where? 
— What equipment do you take with you? 
— Will you be expected to care for staff who may

be hurt as well as incoming patients? 
— Do staff on all shifts know what to do?

— Have you exercised it?
• Address power failure.
Disaster plans should address the scenario of not

having any electrical power, even backup generators,
says Boyle. 

The Houston hospitals had basement electrical sys-
tems that were flooded, he explains. Boyle reports that
the facilities are looking into purchasing fuel-powered
generators that don’t depend on electricity. (See
resource box for list of vendors, below.)

The complete loss of power was handled in a
“chaotic but competent” way, says Seay. “Most medi-
cal equipment has battery back-up. Patients were hand
bagged to the helicopter or ambulance and taken to
other places,” he reports. 

• Plan for alternate types of communications. 
The cell phone towers in Houston failed, and land-

based lines were saturated and couldn’t be used, so the
ED was forced to resort to other modes of communica-
tion, says Boyle. These included battery-powered
walkie-talkies, he notes. Also, when all communication
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COMING IN FUTURE MONTHS

The Joint Commission on Accreditation of Healthcare
Organizations’ new Environment of Care Standards
address disaster planning and performing a hazardous
vulnerability analysis. The Environment of Care Essentials
for Health Care book has been updated for 2001. It is on
back order until approximately December 2001. The cost
is $60 (order code ECE-01) plus a $10.95 shipping
charge. 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 weekdays. Web: www.jcaho.org.

Here is a partial listing of vendors that offer fuel-powered
generators:
• Best Power Generators, Rick McClain, 446 E. First St.,

Lowell, OR 97452. Telephone: (541) 937-8734. 
E-mail: Sales@Best-Power-Generators.com.

• Bowers Machine, PO Box 600, Kent, WA 98035-0600.
Telephone (800) 858-5881 or (253) 872-7800. Fax:
(888) 246-2935 or (253) 872-4127. E-mail:
dan9460@yahoo.com.

Resources



was failing, local ham radio operators got out the word
about the evacuation through short-wave radios. 

Managers at Memorial Hermann Southwest are
looking into the possibility of using short wave radios
to communicate in future disasters; however, there
may be extenuating factors such as the signal interfer-
ing with hospital equipment. The cost of a short-wave
radio is $50-$200.

To prepare for the loss of your ED, Seay recom-
mends having all these options available, and making
communications your No. 1 priority. He advises prac-
ticing the setup of command control communication
centers. To do that, you’ll need to put together a crate
of policies, phones, and radios that can be moved to a
remote location as necessary, says Suter. “Then do an
unannounced drill,” he recommends. 

This requires moving materials and phones to a pre-
determined area that has been set up to accommodate
multiple phones, switchboards, and radios, and practic-
ing coordination communications from there, he adds. 

Angell recommends asking yourself, “‘Have we
really planned on a complete absence of communica-
tions? Do we have an effective ‘plan A’ in place?
What about a plan B, C, D, and so on?’”

• Assess your facility’s vulnerable areas. 
Identify the catastrophes your ED is most vulnera-

ble to, such as earthquakes, floods, or severe weather,
Suter says. “For example, hospitals next to railroads or
interstate highways are at higher risk for chemical
spills,” he says. “Government hospitals may be at
higher risk for terrorist attacks.”

New Environment of Care standards from the Joint
Commission on Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, requires you to
do a hazard and vulnerability analysis to pinpoint your
weaknesses, notes Stangby. 

“This is now mandatory for 2001,” she stresses.
“Doing this will show you what can occur and the
impact it would have on the ED. It is also a method by
which you can justify monies for mitigation.” (See
Sample Tool for Medical Center Hazard and
Vulnerability Analysis; Hazard and Vulnerability
Assessment Tools for Human Related Events,
Technologic Events, Naturally Occurring Events,
and Events Involving Hazardous Materials; and
Summary of Medical Center Hazards Analysis in
this issue.)

For example, if you know that your building is par-
ticularly vulnerable to structural collapse due to its
age, you should focus on that possibility, she says.
Examples of solutions include strapping down equip-
ment, and avoiding use of high shelves or cabinets that
could fall and cause injury, she says. “In this case a
small amount of money could not only lessen property

damage, but also save lives,” she says. 
Stangby advises you to look around your work

space. “Would you be injured by falling objects?
Would furniture such as cabinets fall and block your
exit?” she asks. “Now go to the patient care area and
do the same thing. It can be eye opening!”

• Prepare for bomb scares. 
When an individual left a suspicious looking pack-

age in the ED at Medical City-Dallas, the ED was
evacuated for two hours. “Luckily, it occurred in the
afternoon, so we diverted ambulance arrival and ran
the entire ED out of the GI lab for an hour or so,”
recalls Suter, medical director of the ED. “If it had
occurred during the day shift, it would not have been
so easy.”

The package was found to be harmless, but the
experience brought to light the need for an effective
plan to move patients, both ambulance and ambula-
tory, to a safe area, reroute new patients, and secure
needed equipment in a new area, says Suter. 

• Prepare for a deluge of individuals after a dis-
aster occurs.

Within 15 minutes after the 1989 Loma Prieta earth-
quake hit, there were more than 600 people at the
Watsonville Community Hospital ED, including dozens
of volunteer nurses and physicians, recalls Angell. 
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For more information about internal disasters, contact:
• Lisa Angell, RN, BSN, MICN, Watsonville Community

Hospital, 75 Nielson St., Watsonville, CA 95076.
Telephone: (831) 761-5651. Fax: (831) 728-4758. 
E-mail: angellme@cruzio.com. 

• Michael F. Boyle, MD, FACEP, Emergency Services,
Memorial Hermann Southwest Hospital, 7600
Beechnut, Houston, TX 77074 Telephone: (713) 776-
5552. Fax: (713) 937-6918. E-mail: BoyleEM@aol.com.

• Timothy Seay, MD, FACEP, Greater Houston
Emergency Physicians, 211 Highland Cross, 
Suite 275, Houston, TX 77073. Telephone: 
(281) 784-1500. Fax: (281) 784-1522. E-mail:
Tim.Seay@HCAHealthcare.com.

• Ann Stangby, RN, CEN, 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.

• Robert Suter, MD, FACEP, QuestCare, 101 E. Park
Blvd., Suite 911, Plano, TX 75074. Telephone: 
(972) 881-8353. Fax: (972) 422-2208. E-mail:
r.suter@questcare.com.

Sources



Stangby urges you to decide in advance how you
will make the best use of volunteers. “We have all seen
TV coverage of disasters with health care workers
rushing to the nearest hospital to help,” she says. 

Consider how you will validate credentials and
how you’ll orient volunteers to your hospital, the
charting system, and your organizational structure,
Stangby advises. San Francisco General’s ED has a
policy set up in advance for this scenario to avoid
confusion, she adds. 

Stangby suggests having phone numbers of licens-
ing boards handy so you can call to verify credentials.
“Also, you should have an intake form for who people
are, what their level of licensure and training is [MD,
DO, RN, LVN, etc.], and a competency list to deter-
mine familiarity with equipment,” she adds. 

Stangby also recommends having a quick orienta-
tion packet for volunteer staff, including location of
equipment, information on how to obtain food, and a
list of who is in charge. 

After the earthquake, members of the media tried to
access the ED  — often successfully. “An ABC news
helicopter landed and tied up our helipad for 60 min-
utes before we knew what was happening,” Angell
reports. To avoid this scenario, you’ll need to immedi-
ately control and restrict access to your hospital’s cen-
tral operations area, Angell urges. 

To limit access to the ED, Stangby recommends the
use of disaster identification vests. “If you are not
wearing a vest that identifies you as either an ED staff
person or a member of the Hospital Incident
Command System, you do not get in,” she says. 

At one disaster activation, the hospital’s chief finan-
cial officer came down to the ED, Stangby recalls. “He
was not wearing a vest, so he was refused admittance,”
she says.  ■

Boost quality of care: 
Track medication use

Would you like to track your quality improvement
process and reduce costs at the same time? A

medication use study can help you do exactly that,
according to James Augustine, MD, FACEP, who
serves on the board of directors of Premier Health
Care Services, a Dayton, OH-based physician manage-
ment group that provides staffing and consulting ser-
vices. Premier tracked medication usage at 10 EDs. 

“This offers a snapshot of the clinical practice in the
ED,” Augustine says. “There are few other quantitative

measures to gauge the efforts to educate staff on best
practices in the ED.”

A medication study can improve consistency of
physician behaviors and reduce costs, adds Bruce
Janiak, MD, FACEP, director of the department of
emergency medicine at Toledo (OH) Hospital.
“Monitoring effectiveness allows an ED to facilitate
evidence-based change,” Janiak says.

According to Augustine, medication usage studies
also offer opportunities to reduce care variance, man-
age risk, decrease complaints, increase patient satisfac-
tion, and improve clinical outcomes. 

“This is accomplished by an active and timely
review of the data, identification of care patterns that
lead to the usage of certain medicines, and then ongo-
ing education of staff,” he says. 

Here are some benefits of tracking medication usage:
• Pain management is improved. 
The study assessed whether staff was providing

appropriate pain control while the patient is in the ED,
says Augustine. “We have been adding pain scales to
our documents, but there is a ‘reality check’ when you
measure the administration of pain control medicines,”
he says. 

The increased use of pain medicines in the ED,
especially oral narcotic medicines, is a good measur-
ing stick to assess these efforts, says Augustine. “This
is great objective evidence that the staff is looking for
opportunities to offer pain control,” he says. 

Similarly, use of antibiotics, breathing treatments,
gastrointestinal medicines, anti-inflammatories, and
certain sedatives represent an effort by ED staff to
resolve symptoms in the ED, he adds. 

• Drug-impaired clinicians are identified. 
Tracking drug usage will usually allow you to spot a

clinician who abuses drugs, says Janiak. “Monitoring of
inappropriate usage of drugs with abuse is a potential
early warning of a professional in trouble,” he says. 

“The latest method for tracking is a system such 
as Pyxis [Pyxis Corp., San Diego], a machine that
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A medication use study conducted by 10 EDs resulted in
reduced costs and more consistent care. 
• Tracking medication usage can gauge whether clini-

cians are succeeding at resolving symptoms in the ED.
• The study’s findings included increased use of pain

medicines, antibiotics, breathing treatments, gastroin-
testinal medicines, and anti-inflammatories.

• You can measure the use of expensive medications vs.
less costly alternatives. 

Executive Summary



dispenses drugs, including narcotics, in the ED,” he
says. “It requires a code to be entered and records
usage. Therefore, if an individual is found to access
an inordinate amount of narcotics, the abuse is 
discovered.”

• There is improved use of antibiotics.
The study revealed that patients admitted to the hos-

pital with infectious disease diagnoses were not get-
ting antibiotics in the ED, notes Augustine. As a result,
the ED physicians were educated about the benefits of
giving a first dose of antibiotics in the ED. Some ED
physicians did this before cultures were complete,
while others thought that the best practice was to wait
until the appropriate attending was contacted,
Augustine explains.

“Once the group realized the variance in practice, it
was addressed,” he says. 

First, key members of the medical staff were invited
to address the ED group, so that a uniform approach
could be developed, says Augustine. “We received input
from infectious disease specialists, who urged that
antibiotics be given before cultures, and from internists,
who appreciated the emergency physicians getting the
first dose in before they were called,” he says. 

Even the surgeons approved the first dose of antibi-
otics, because it improved surgical outcomes for the
sickest patients, he adds. 

Next, it was determined that patients admitted for
pneumonia through the ED had significantly shorter
hospital lengths of stay and better outcomes than those
patients who were direct admits to the floor, says
Augustine. “This was because direct admits to the
floor waited hours longer for the first antibiotic dose,”
he explains. 

The use of all intravenous antibiotics in the ED
increased, as the ED physicians became consistent in
the aggressive management of potential or identified
infectious diseases, says Augustine. 

• Use of expensive medications is reduced. 
The study also measured progress in reducing the

use of expensive medicines that may have effective
alternatives, says Augustine. 

“If you are concerned about the use of a very
expensive medicine in the ED and feel that other
medicines would offer equivalent or better clinical
results, you may consider asking the lead clinical phar-
macist and the medical director to address the emer-
gency physician group,” he suggests.

The results of that effort to educate the ED physi-
cians would be measurable immediately through a
medication use study, he adds. 

The Premier study found that a few expensive drugs
account for much of the total drug costs in the ED,
says Augustine. (See charts on Our Most Costly
Medicines, Others Medicines of Note with
Alternatives, and One ED Costs Study, enclosed in
this issue.)

“If it is a priority for the ED to reduce the use of
some of these expensive medicines, this study will
give the data on an almost real-time basis,” he
explains. “Then education of the ED physicians and
nurses can take place with objective numbers.” ■

ED makes nurses happy
by outsourcing calls 

When a depressed young woman called the ED at
Eastern Maine Medical Center in Bangor, she

began asking questions about a strange mix of
medicines. The call was forwarded to a special triage
line used for ED patient calls. 

“The patient’s voice was slurred, and she would not
answer basic questions,” recalls Karen Clements, RN,
BSN, department head nurse for the ED. 

The patient hung up after she had given her tele-
phone number, and Clements was immediately con-
tacted by the nurse who had taken the call. “I chose to
have the police involved so they could check on her,”
she says. 

When the police arrived, they found the woman
unconscious on the couch, having overdosed on all the
medications she had asked about. “We saved her life
that day,” says Clements. 
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For more information about tracking medication usage,
contact:
• James Augustine, MD, FACEP, Premier Health Care

Services, 8111 Timberlodge Trail, Dayton, OH 45458.
Telephone: (937) 435-1072. Ext. 102. Fax: (937) 435-
8626. E-mail: jaugustine@phcsday.com. 

• Bruce Janiak, MD, FACEP, Department of Emergency
Medicine, Toledo Hospital, 2142 N. Cove Blvd., Toledo,
OH 43606. Telephone: (419) 291-4111. Fax: (419) 291-
2142. E-mail: Bruce.Janiak.MD@ProMedica.org.

Sources

Benchmarking
Success



ED nurses at the 400-bed hospital were routinely
bombarded with dozens of calls a day from the public
looking for medical advice, says Erik N. Steele, DO,
ABFP, administrator for emergency and trauma ser-
vices. “These calls created problems for the staff
because they were uncomfortable giving medical
advice over the phone, but at the same time they
wanted to help the callers,” says Steele.

The ED now outsources the non-emergency nurse
calls coming into the ED to Intellicare, a Web-enabled
patient contact center that provides nurse triage ser-
vices. (See resource box for more information,
right.) The patient contact center provides 24-hour
triage of all symptom-based and health information
calls coming into the medical center’s ED, Steele says.
(See box for what occurs when a patient calls the
ED, p. 115.)

The ED pays a variable monthly fee based on call
volumes, which is approximately $80,000 annually for
Eastern Maine. This is less costly than owning and
operating a call center, says Steele. 

Here are some benefits of outsourcing patient calls:
• Unnecessary ED visits are reduced. 
The system reduces unnecessary visits to the ED for

primary care, says Steele. “It provides measurable
redirection to the appropriate levels of care,” he adds. 

Outsourcing brings answers to patients who don’t
need emergent care, while also convincing seriously ill
patients that EMS is needed, says Clements. 

“There is one call, and one answer,” she says.
Documentation of triage calls allows ED nurses to
make follow-up calls to check on the status of the
patient’s condition and find out what type of care they
received. 

• Nursing staff are freed up. 
The system allows the nursing staff to concentrate

on the patients at hand, says Clements. “Prior to out-
sourcing, we were answering 20-30 calls a day without
much follow-up,” she says. 

Steele estimates that about five to 10 minutes of ED
nurses’ time is saved per call, including several min-
utes for the call itself and several minutes of lost effi-
ciency when a nurse is pulled away from some other
task. 

“We have 20 to 40 such calls a day, and some days
it has been as high as 60,” he reports. “We have esti-
mated it costs us about 0.5 FTEs. It is also a nursing
satisfaction issue.”

• Patient satisfaction is increased. 
Before outsourcing calls, nurses were faced with

two unpleasant choices, says Steele. “We had to either
tell these callers that we couldn’t help them, or give
them inconsistent advice by a harried nurse who didn’t
have the time or interest to really be helpful,” he says. 

According to Steele, the system allows the ED to
provide a valuable patient service, and surveys have
shown that 95% of patients say they are “satisfied” or
“highly satisfied.”

He adds that the service helps the ED differentiate
itself in the marketplace by providing a leading-edge
solution for patient contact. 

• Liability risks are reduced. 
Previously, patient calls were a liability risk for the

hospital because the information that staff were giving
to callers was inconsistent and there was no documen-
tation of the call, says Steele. 

“Nurses either told callers that they couldn’t give
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Outsourcing of patient calls can save significant time,
increase satisfaction among patients and nursing staff,
and reduce unnecessary ED visits. 
• The program provides 24-hour triage for patient calls,

at a cost of approximately $80,000 a year.
• Each forwarded call saves ED nurses about five or 10

minutes. 
• Patient calls are a liability risk for the hospital

because of inconsistent information and inadequate
documentation. 

Executive Summary

For more information about outsourcing patient calls,
contact: 
• Karen Clements, RN, BSN, Emergency Department,

Eastern Maine Medical Center, 489 State St., Bangor,
ME 04401. Telephone: (207) 973-8010. Fax: (207)
973-7985. E-mail: Kfclements@emh.org.

• Erik N. Steele, DO, ABFP, Eastern Maine Medical
Center, 489 State St., Bangor, ME 04401. Telephone:
(207) 973-8270. Fax: (207) 973-8267. E-mail:
esteele@emh.org.

IntelliCare provides patient communications systems.
The company provides customized nurse triage services
and technology for a variable monthly fee based on vol-
ume. For more information, contact:
• Katherine Taudvin, Senior Vice President of Product

Development and Marketing, IntelliCare, 500
Southborough Drive, South Portland, ME 04106.
Telephone: (207) 775-2600. Fax: (207) 775-0359. 
E-mail: ktaudvin@intellicare.com. Web: www.intelli-
care.com.

Sources/Resources



medical advice over the phone or gave undocumented
advice,” he says. 

This resulted in mutual dissatisfaction for callers
and the staff and a risk of bad advice given over the
phone, he says. The quality of advice given by ED
nurses over the phone is inconsistent and rarely docu-
mented, says Steele. 

“There have been a number of phone advice malprac-
tice cases with multimillion-dollar settlements in the past
10 years, most frequently inappropriate advice for febrile
children and for adults with chest pain,” he says. 

Steele gives the example of a parent calling the ED
about a child with a fever, and the nurse recommend-
ing Ibuprofen. “If that child ends up with meningitis,
the hospital is could end up paying $5 million in a
malpractice settlement,” he says. “We are self-insured
as a hospital, so one avoided case for us will pay for
this service for 20 years.”

• Nurses are more satisfied. 
The nursing staff initially was suspicious about

turning calls over to an outsourced center, says Steele.
“Some of the more reluctant nurses pretended to be
patients and tested the service by calling the ED,” he

reports. “They were very satisfied with the level of
customer service and quality advice they received.”

Most EDs are frequently overcrowded, and the staff
is ‘barely hanging on,’ notes Steele. 

“The outsourcing solution removes a difficult,
potentially high-risk task from the staff,” he says.  ■

Victory: You’ll be paid 
for ED observation 

The long-awaited proposed rule on payment for ED
observation services from the Baltimore, MD-

based Centers for Medicare and Medicaid Services
(CMS) has been published, and you probably will be
pleasantly surprised at the outcome. 

“The [CMS] ruling was in our favor,” announces
Sandra Sieck, RN, director of cardiovascular develop-
ment at Providence Hospital in Mobile, AL. “Now we
can provide better patient care without financial
restraints.”

The rule proposes to create a new payment group
for observation services for patients with chest pain,
asthma, and congestive heart failure. The proposed rul-
ing was published in the Aug. 24, 2001, Federal
Register. The final rule will be published on Nov. 1,
2001, to become effective Jan. 1, 2002. (For more
information about reimbursement of observation
services, see ED Management, May 2001, p. 49.) 

Raymond D. Bahr, MD, FACP, FACC, president of
the Baltimore-based Society for Chest Pain Centers
and Providers, reports that the group got CMS’s atten-
tion by building a consensus among a dozen groups,
including the Dallas-based American College of
Emergency Physicians. 

“At an early stage, we were able to engage [CMS]
administrators who wrote the previous outpatient regu-
lation,” says Bahr, who is also medical director of The
Paul Dudley White Coronary Care System at S. Agnes
HealthCare, also in Baltimore. “We made them aware
of the medical advances which have taken place in the
care of patients with acute coronary syndrome.”
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Here’s what happens
when a patient calls

The following steps occurs when a patient calls
the ED at Eastern Maine Medical Center

(EMMC) in Bangor, ME, which outsources calls to
a contact center that provides nurse triage services:

• The patients call the ED and ask to speak to a
nurse or have a medical question. 

• The patients are asked if they are calling about a
problem they were seen for recently in the ED. If
not, patients are asked to hold while they are con-
nected to the EMMC Nurse Help Line. 

• The patients’ calls are then forwarded to the ser-
vice, where a nurse takes the calls and talks to the
patients. 

• The nurse’s responses and decision-making are
guided by a computerized algorithm for different
clinical problems.

• Where appropriate, at the end of the call the
patients are advised to go to the ED or call their
doctor in the morning for an appointment. The
patient also can be connected to 911 or to their doc-
tor’s answering service. 

• A record of the calls is generated and sent
immediately to the ED, if that is where the patient is
sent, or to the patient’s doctor’s office.  ■

(Continued on p. 117.)
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After careful consideration, we are proposing: 
• to continue to package observation services into surgical 
procedures;
• to create a single APC — APC 0339, Observation — to
make separate payment for observation services for three
medical conditions: chest pain, asthma, and congestive heart
failure — when certain criteria (as described below) are met.
We are further proposing to instruct hospitals that payment
under APC 0339 for observation services would be subject to
the following billing requirements and conditions: 
• An emergency department visit (APC 0610, 0611, or 0612)
or a clinic visit (APC 0600, 0601, or 0602) is billed in conjunc-
tion with each bill for observation services. 
• Observation care is billed hourly for a minimum of 8 hours
up to a maximum of 48 hours. 
• We would not pay separately for any hours a beneficiary
spends in observation more than 24 hours, but all costs
beyond 24 hours would be packaged into the APC payment
for observation services.
• Observation time begins at the clock time appearing on the
nurse’s observation admission note. (We note that this coin-
cides with the initiation of observation care or with the time of
the patient’s arrival in the observation unit.)
• Observation time ends at the clock time documented in the
physician’s discharge orders, or, in the absence of such a
documented time, the clock time when the nurse or other
appropriate person signs off on the physician’s discharge
order. (This time coincides with the end of the patient’s period
of monitoring or treatment in observation.) • The beneficiary is
under the care of a physician during the period of observation,
as documented in the medical record by admission, dis-
charge, and other appropriate progress notes, timed, written,
and signed by the physician. 
• The medical record includes documentation that the physi-
cian used risk stratification criteria to determine that the bene-
ficiary would benefit from observation care. (These criteria
may be either published generally accepted medical stan-
dards or established hospital-specific standards.). 
• The hospital furnishes certain other diagnostic services along
with observation services to ensure that separate payment is
made only for those beneficiaries truly requiring observation care. 
• We believe that these tests are typically performed on bene-
ficiaries requiring observation care for the three specified con-
ditions and they are medically necessary to determine
whether a beneficiary will benefit from being admitted to
observation care and the appropriate disposition of a patient
in observation care. 

• The diagnostic tests are as follows: 
— for chest pain, at least two sets of cardiac enzymes and
two sequential electrocardiograms; 
— for asthma, a peak expiratory flow rate (PEFR) (CPT code
94010) and nebulizer treatments;
— for congestive heart failure, a chest X-ray, an electrocar-
diogram, and pulse oximetry. 
• We are proposing to make payment for APC 0339 only if the
tests described above are billed on the same claim as the
observation service.
• We are not proposing to require telemetry and other ongoing
monitoring services as criteria to make separate payment for
observation services. Although these services are often medi-
cally necessary to ensure prompt diagnosis of cardiac arrhyth-
mias and other disorders, we do not believe they are necessary
to support separate payment for observation services.
• We propose to require that, in order to receive payment for
APC 0339, the hospital must include one of the ICD-9-CM
diagnosis codes listed below in the diagnosis field of the bill.
We propose the following diagnosis codes to indicate a symp-
tom or condition that would require observation.
— For chest pain:
411.1 Intermediate coronary syndrome;
411.81 Coronary occlusion without myocardial infarction; 
411.0 Postmyocardial infarction syndrome;
411.89 Other acute ischemic heart disease;
413.0 Angina decubitus;
413.1 Prinzmetal angina;
413.9 Other and unspecified angina pectoris;
786.05 Shortness of breath;
786.50 Chest pain, unspecified;
786.51 Precordial pain;
786.52 Painful respiration;
786.59 Other chest pain.
— For asthma:
493.01 Extrinsic asthma with status asthmaticus;
493.02 Extrinsic asthma with acute exacerbation;
493.11 Intrinsic asthma with status asthmaticus;
493.12 Intrinsic asthma with acute exacerbation;
493.21 Chronic obstructive asthma with status asthmaticus;
493.22 Chronic obstructive asthma with acute exacerbation;
493.91 Asthma, unspecified with status asthmaticus;
493.92 Asthma, unspecified with acute exacerbation.
— For congestive heart failure:
428.0 Congestive heart failure;
428.1 Left heart failure;
428.9 Heart failure, unspecified.  ■

Excerpt: Proposed Rule — Medicare Program; Changes to the Hospital Outpatient
Prospective Payment System and Calendar Year 2002 Payment Rates

Source: Centers for Medicare and Medicaid Services, Baltimore, MD.



He gives the example of current chest pain evalua-
tion in the ED, which includes an “attack” approach
for patients with acute myocardial infarction (AMI),
but also an observation period to assess other patients. 

“This approach provided evidence for reduction in a
number of missed AMI patients being sent home, as
well as a significant reduction in the number of inap-
propriate admissions to the hospital,” he adds. 

This system of risk stratification was included in the
new American College of Cardiology/American Heart
Association for patients being evaluated with unstable
angina and non ST-segment elevation myocardial
infarction, he notes.1

To use this approach effectively, EDs needed to
have appropriate reimbursement, Bahr urges. Although
observation centers have been declining due to lack of
reimbursement, Bahr expects that to change. 

“With the proper reimbursement, we expect to see a
renewed interest in observation services that will result
in exponential growth of chest pain centers,” he says.
Bahr predicts that the number of chest pain centers,
currently 1,300, will double over the next year or two. 

Although the proposed rule won’t be finalized until
Nov. 1, Bahr doesn’t expect significant changes. “This
was late in coming, so there are only a couple months

left for commentary,” he says. “With 10 organizations
behind this, it will be hard to change very much.”

Reference

1. ACC/AHA Guidelines for the management of patients with
unstable angina and non-ST-segment elevation myocardial infarc-
tion: Executive Summary and Recommendations. 102(10)
September 2000.  ■

[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.

Also, see EMTALA Questions and Answers from
the Centers for Medicare and Medicaid Services on
definition of campus, when EMTALA is triggered,
screening, staffing, use of EMS/911, transfer, sig-
nage, and responsibility for administrative require-
ments of EMTALA, inserted in this issue.]

Question: When may a patient be transferred to a
physician’s office for definitive care? 

Answer: When the physician’s office has neces-
sary equipment that is not available anywhere in the
hospital, such as eye equipment, and all other medi-
cal conditions have been dealt with, the Baltimore,
MD-based Centers for Medicare and Medicaid
Services (CMS) has allowed transfers to the physi-
cian’s private office — if they are treated and docu-
mented as a transfer to another hospital for higher
level of care, says Stephen Frew, JD, president of
the Rockford, IL-based Frew Consulting Group,
which specializes in compliance with EMTALA.
“That includes transport by ambulance unless refused
in writing by the patient,” he adds. 

Question: Once a patient is admitted, under what
timeframe must an attending physician see the patient?

Answer: CMS does not specify rules (yet) on this,
but delays in seeing admitted patients have resulted in
citations, Frew reports.

“I generally favor all admissions to critical care units
be seen within 60 minutes,” he says. “I also suggest that
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(Cont. from p. 115.)

For more information about the Centers for Medicare and
Medicaid Services and observation services, contact:
• Raymond D. Bahr, MD, FACP, FACC, St. Agnes

HealthCare, 900 Caton Ave., Baltimore, MD 21229.
Telephone: (410) 368-3200. Fax: (410) 368-3207. E-
mail: rbahr@ehac.org. Web: www.scpcp.org.

• Sandra Sieck, RN, Providence Hospital, 6801 
Airport Blvd., P.O. Box 850429, Mobile, AL 36685.
Telephone: (334) 633-1646. E-mail: ssieck@
providencehospital.org.

The proposed rule, Medicare Program; Changes to the
Hospital Outpatient Prospective Payment System and
Calendar Year 2002 Payment Rates (CMS-1159-P), can 
be downloaded at no charge at www.hcfa.gov/regs/
cms1159p.htm. CMS will consider public comments
received by 5 p.m. Eastern standard time on Oct. 3, 2001.
Refer to file code CMS-1159-P. No faxed comments will be
accepted. Mail written comments (one original and three
copies) to: Centers for Medicare and Medicaid Services,
Department of Health and Human Services, Attention:
CMS-1159-P, PO Box 8017, Baltimore, MD 21244-8017.

Sources/Resources



the hospital have a short time frame for admissions to
pediatrics and a definite requirement for admission to
other units. Relying on the 24-hour H&P rule is not suf-
ficient, in my opinion.”

Chellis M, Olson JE, Augustine J, et al. Evaluation
of missed diagnoses for patients admitted from the
emergency department. Acad Emerg Med 2001;
8:125-130. 

Errors made by ED physicians contributing to misdi-
agnoses are very low, according to this study from
Wright State University and Premier Health Care
Services, both based in Dayton, OH. Researchers
reviewed the medical records of 5,000 admitted patients.
If the ED diagnosis differed from the patient’s discharge
diagnosis, the ED record was examined to find out the
reason for the misdiagnosis. Here are key findings:

• The study found 28 records that contained errors
in the diagnostic process resulting in a misdiagnosis,
which comprised 0.6% of patients. 

• The most common missed diagnosis was
gastrointestinal bleeding/duodenal ulcer, followed by
digoxin toxicity and pneumonia. 

• Incomplete histories and physical examinations
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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.

American Health Consultants (AHC), publisher of ED
Management, has published A Comprehensive Guide to
EMTALA. The publication reviews basic aspects of EMTALA
plus some intricacies, such as transfers and the responsi-
bilities of off-site locations. It identifies the key require-
ments of EMTALA, analyzes practice behaviors to
determine compliance, and explains EMTALA considera-
tions pertinent to patient transfers. The $269 publication
offers 3.5 CE and CME contact hours. Also, AHC has sched-
uled an EMTALA teleconference. (See box, right.) Contact:
• AHC Customer Service. Telephone: (800) 688-2421.

Fax: (800) 284-3291. E-mail: customerservice@
ahcpub.com. 

Sources/Resources BASIC EMTALA:
What EVERY Medical

Professional Should Know
An audio conference designed to educate
your entire staff on this critical regulation

Wednesday, December 5, 2001
2:30 to 3:30 p.m. EST

Presented by Robert A. Bitterman, MD, JD, FACEP 
and Mary Kay Boyle, RN, JD

Educate your entire staff for one 
low fee — including CE and CME!
Just $199 for your entire facility!

▼ Did you know that nursing triage does not fulfill the
mandate for a medical screening exam (MSE)?

▼ Did you know that your institution must have
board approval for anyone other than a physician to
perform an MSE (including nurses in OB who per-
form an exam, confer with a physician over the
phone, and then release the patient)?

▼ Did you know that people presenting to an ED only
for collection of forensic evidence do not trigger
EMTALA?

Whether you work in the ED, on the med/surg floor,
in admitting, in an outpatient facility, or in another
area, you have a role in helping your facility comply
with EMTALA.

And while all staff members cannot be expected to
know all of the ins and outs of this complex legislation,
it can cost you and your hospital thousands of dollars
in fines and lawsuits if you and your staff don't under-
stand and follow the basic guidelines of the “patient
anti-dumping” regulation.

Plus, your staff can 
earn valuable CE or CME!

Each listener has the opportunity to earn approximately
1 nursing contact hour or up to 1 AMA Category 1 CME
credit, and the first 20 receiving CE/CME are free!  A
processing fee of $5 per person will be charged after the
first 20 receiving continuing education.

Call (800) 688-2421 to register 
or for more information!

Accreditation Statement
American Health Consultants 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 1
contact hour. 
American Health Consultants designates this continuing medical education activity for up to 1
hour in Category 1 credit toward the AMA Physician’s Recognition Award. Each physician
should claim only those hours of credit that he/she actually spent in the educational activity.
American Health Consultants is accredited by the Accreditation Council for Continuing
Medical Education to provide continuing medical education for physicians. 
At the conclusion of this teleconference, participants will be able to list ways in which they
can help their hospital comply with EMTALA.



led to many of the errors, which led to misdiagnoses. 
• Common diagnoses with ambiguous signs and

symptoms, such as urosepsis and digoxin toxicity, were
overlooked because appropriate tests were not ordered. 

• Elderly patients and patients arriving by emer-
gency medical services were at highest risk for diag-
nostic errors. 

• There was a lack of documentation of a complete
physical examination in rectal exams of patients with
abdominal pain. 

Only three patients had delays in treatment because
of the errors in the diagnostic process made by the ED
physicians, and no patient suffered a long-term com-
plication. However, the researchers note that patient
care can be impacted significantly by information
missed during the initial ED evaluation. 

They recommend that ED managers perform a chart
audit based on ED and final diagnosis, as a quality
assurance. “Valuable information can be obtained to
improve both physician performance and subsequent
patient care,” they write.  ■

CE/CME objectives

After reading this issue of ED Management, the con-
tinuing education participant should be able to:

1. Identify current Joint Commission requirements
for performing a hazardous vulnerability analysis. (See
“Warning:Are you prepared to lose your ED after a
natural disaster?”)

2. Cite three conditions included in the new payment
group proposed by the CMS for ED observation services.
(See “Victory:You’ll be paid for ED observation.”) 

3. Name two outcomes that can measure effective
medication use in the ED. (See “Boost quality of care:
Track medication use.”)

4. Identify two potential problems with giving tele-
phone advice. (See “ED makes nurses happy by out-
sourcing calls.”) 

5. Explain how to comply with EMTALA regula-
tions for transferring a patient to a physician’s office.
(See “EMTALA Q&A.”)

6. Cite two common physician errors that were
found to result in patient misdiagnoses. (See “Journal
Review.”)  ■

CE/CME questions
1. Which of the following does the Joint

Commission on Accreditation of Healthcare

Organizations require regarding a hazard and vulnera-
bility analysis?

A. Only EDs in areas vulnerable to earthquakes
need to perform this analysis.

B. Only EDs that are vulnerable to structural 
collapse due to age are required to perform this 
analysis.

C. After conducting an analysis, solutions to correct
weaknesses constitute a major expense in all cases.

D. A hazard and vulnerability analysis is mandatory
for 2001.
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2. Which of the following patients will be included
in the new payment group for observation services,
according to the ruling from the Centers for Medicare
and Medicaid Services? 

A. congestive heart failure
B. anxiety disorder
C. pneumonia
D. suspected stroke

3. Which of the following is an outcome that shows
efforts are being made to resolve symptoms in the ED,
according to James Augustine, MD, FACEP, CEO of
Premier Health Care Services?

A. decreased use of oral narcotic medicines
B. decreased use of antibiotics
C. increased use of anti-inflammatories
D. decreased use of breathing treatments

4. Which of the following is true regarding patient
calls to the ED, according to Erik N. Steele, DO,
ABFP, administrator for emergency and trauma ser-
vices at Eastern Maine Medical Center?

A. Patient calls do not present liability risks because
EMTALA does not apply. 

B. Patient calls are a liability risk for the hospital
because the information given is inconsistent, and
there is often no documentation of the call.

C. Patient calls are not a liability risk as long as
there is adequate documentation.

D. Research has shown that information given over
the phone is consistent. 

5. To comply with the Emergency Medical Treatment
and Active Labor Act, when may a patient be trans-
ferred to a physician’s office for definitive care, says
Stephen Frew, JD, president of Frew Consulting Group?

A. under no circumstances
B. only when the physician’s office has necessary

equipment that is not available anywhere in the hospi-
tal, and all other medical conditions have been appro-
priately treated

C. only if the patient is transported by ambulance
D. A patient may be transferred without documenta-

tion of a transfer for a higher level of care or transport
by ambulance, as long as a medical screening exami-
nation has been conducted.

6. Which is true regarding ED physician errors and
misdiagnosis, according to a study published in
Academic Emergency Medicine?

A. Errors made by ED physicians contributing to
misdiagnoses are very low.

B. Errors made by ED physicians contributing to
misdiagnoses are high.

C. Over half the patient records contained errors in
the diagnostic process which resulted in a misdiagnosis

D. Pediatric patients were at highest risk for diag-
nostic errors.  ■
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Source: Mitch Saruwatari, MPH, Project Manager, Kaiser Permanente, Pasadena, CA.
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Definition of campus

Question: Is a hospital obligated to comply with
EMTALA whenever an individual presents for emer-
gency medical care anywhere within 250 yards of the
hospital’s main building, even if the individual is in
an area that is not hospital-owned and operated?

Answer: No. Generally, a hospital campus is
defined in regulations as the physical area imme-
diately adjacent to the hospital’s main buildings,
other areas, and structures that are not strictly
contiguous to the main buildings but are located
within 250 yards of the main buildings, and any
other areas determined on an individual case
basis by the CMS regional office to be part of the
hospital campus [42 CFR § 413.65(a)(2)]. We con-
sider the parking lot, sidewalk, and driveway that
are on hospital property to be part of the hospital
for EMTALA purposes [42 CFR § 489.24(b)]. For
purposes of EMTALA, the parameters of a hospi-
tal’s campus are not determined by drawing a cir-
cle 250 yards around a hospital’s main building
and concluding that every building, area, and
structure that happens to be located within those
boundaries is part of the hospital campus. 

For EMTALA purposes, an individual seeking
emergency care who presents to a location on the
hospital campus as interpreted above will be con-
sidered to have “come to the hospital” if a request
is made on the individual’s behalf for emergency
care. A hospital has no EMTALA obligation with
respect to individuals who present to other areas
or structures that may be located within 250
yards of the hospital’s main building that are not
part of the hospital (except those areas like park-
ing lots that serve the hospital). Examples of sepa-
rate entities that are not part of the hospital for
EMTALA purposes, even when located within 250
yards of the hospital’s main building, include fast
food restaurants or independent medical prac-
tices. 

Example: An individual comes to the office of
Drs. Jones and Smith, PA, located 50 yards from
Hospital A’s main building, complaining of a head
cold. Drs. Jones and Smith are independent prac-

titioners who own their practice and are not
employed by, or under contract with, Hospital A.
While being examined by Dr. Smith, the individ-
ual starts feeling pains in his chest. Dr. Smith sug-
gests that the individual walk over to Hospital A’s
emergency department (ED) and asks a nurse on
her staff accompany the patient to Hospital A’s
emergency department. 

Analysis: Neither Dr. Smith, nor the office of
Drs. Jones and Smith, nor Hospital A incurred an
EMTALA obligation when Dr. Smith told the
individual to go to Hospital A’s ED. While the
office of Drs. Jones and Smith is located 50 yards
from Hospital A’s main building, the doctors’
office is not part of Hospital A. However, Hospital
A would incur an EMTALA obligation that begins
when the individual presents at the ED and
requests examination or treatment for his medical
condition (the chest pains). 

We note that if the situation was the same as
described above, except that the office of Drs.
Jones and Smith was a hospital-owned, but inde-
pendently run practice, EMTALA would still not
apply, unless the office of Drs. Jones and Smith
was provider-based. 

Example: An individual orders a meal in a fast
food restaurant located two city blocks (100
yards) away from Hospital B. While waiting 
for his food, the individual faints and drops 
to the floor of the restaurant. The wait staff at
the restaurant call 911 for an ambulance. When
the ambulance arrives, EMS personnel begin
CPR and transport the individual to Hospital B’s
ED. 

Analysis: Neither the fast food restaurant nor
Hospital B incurred an EMTALA obligation when
the individual fainted in the restaurant. The fast
food restaurant is a separate entity that is not a
site of any health care services that are billed
under Hospital B’s provider number, even if it is
located 100 yards from Hospital B. However,
Hospital B would incur an EMTALA obligation
that begins when the individual arrives at its ED
and a request is made for examination or treat-
ment. (7/20/2001) 

EMTALA Questions and Answers
To better inform hospitals of their obligations under our current regulations, the Centers for Medicare and

Medicaid Services (CMS) in Baltimore, MD, releases these questions and answers relating to implementation of
regulations concerning the Emergency Medical Treatment and Labor Act (EMTALA, or the “anti-dumping” statute)
as applied in provider-based departments. 
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When is EMTALA triggered?

Question: When is EMTALA triggered in the
hospital ED and on hospital property other than in
the ED? 

Answer: An EMTALA screening obligation on
the part of the hospital is triggered in one of two
ways: first, when the individual presents at a hos-
pital’s ED and requests examination or treatment
for a medical condition. Second, when the individ-
ual presents elsewhere on hospital property (that
is, at a location that is on hospital property but is
not part of a recognized ED), and requests exami-
nation or treatment for an emergency medical
condition.

We note that a hospital also would incur an
EMTALA screening obligation if the individual
was not able to make a verbal request, but showed
symptoms that indicated an obvious possibility of
an emergency medical condition. This policy does
not require that an emergency medical condition
be found, upon subsequent medical examination,
to exist; rather, in the absence of a request for
examination or treatment of an emergency medi-
cal condition, a prudent layperson observer,
would believe, based upon the individual’s symp-
toms, that the individual needs emergency care.

Example: A patient comes to an off-campus
provider-based outpatient department of a hospi-
tal for a scheduled physical therapy session. While
undergoing therapy, the patient complains of
chest pains and lightheadedness for which she
requests assistance. The nurse therapist adminis-
tering the physical therapy summons a nurse who
has been designated by the hospital as a qualified
medical person for purposes of EMTALA. The
nurse screens the patient for signs of an emer-
gency medical condition and decides that the
patient must be transported to the main hospital’s
ED to complete the screening examination. The
nurse calls the hospital’s ED, and the patient is
transported to the hospital’s ED. Her arrival is
noted in that department’s central log. The
patient is given a medical screening examination
(MSE), which reveals that she has an emergency
medical condition related to coronary artery dis-
ease. She is stabilized in the ED and is released to
the care of her daughter.

Analysis: In this case, the hospital is obligated
to comply with the EMTALA requirements
because the patient had presented at the off-cam-
pus provider-based outpatient department and

requested examination or treatment for an emer-
gency medical condition, by complaining of the
chest pains and lightheadedness. The hospital
would have incurred the same EMTALA obliga-
tion if the patient had presented at a hospital
department located on the main campus, rather
than at the off-campus location, and requested
examination or treatment for an emergency medi-
cal condition. The hospital also would have
incurred the same EMTALA obligation if the
patient had not made a verbal request, since her
symptoms of a possible heart attack indicated an
obvious possibility of an emergency medical con-
dition. The hospital would have incurred an
EMTALA obligation under these circumstances
even if the patient’s symptoms were later shown
to result from a non-emergency condition, such as
extreme indigestion. (7/20/2001) 

Question: What are the options for transporting
patients from the off-campus outpatient department
to the hospital’s ED? 

Answer: Because the responsibility under
EMTALA for the patient rests with the hospital as
a whole, not merely the off-campus department,
transportation to the main campus ED may be
necessary. Where an individual presents to a
provider-based off-campus site for examination or
treatment for an emergency medical condition,
the off-campus site may find it necessary to trans-
port the individual to the main hospital’s ED to
either complete the screening of the individual or
to provide stabilizing treatment for the found
emergency medical condition. In these circum-
stances, the off-campus site must arrange for
appropriate transport of the individual to the hos-
pital’s ED either by the hospital’s own transport
services or by summoning an independently oper-
ated service that has agreed to provide transport
for the hospital. (If the individual insists on trans-
porting himself or herself to the hospital’s ED, the
outpatient department must document the indi-
vidual’s informed refusal of the offered trans-
portation to the hospital’s ED.) (7/20/2001) 

Question: If the outpatient setting is an “urgent
care center/walk in” clinic that also sees patients by
appointment, is it correct that only patients that pre-
sent for examination or treatment for emergency
medical conditions must be triaged and re-prioritized
according to presenting symptoms, as would be done
in the hospital ED? 

Answer: Yes. However, whether in an off-cam-
pus department, an on-campus department, or a



hospital ED, it is never appropriate to simply
“triage” an individual who is presenting for
examination or treatment for an emergency
medical condition. As discussed below, the hospi-
tal (using the capabilities of the off-campus site
and, as appropriate, the ED) must screen the
individual presenting in this manner. We would
expect that a hospital ED and the outpatient
department would prioritize the screening/stabi-
lization based upon the individuals presenting at
that location. We would not expect that screen-
ing/stabilization in an outpatient department
(either on the hospital campus or in an off-cam-
pus location) would be delayed for an individual
because of the outpatient department’s non-
emergency caseload. In instances when the
appropriate staff initiate the screening and
determine that an emergency does not exist, no
additional treatment would be required under
EMTALA. (7/20/2001) 

Question: If the caseload dictates, would it be
acceptable for a provider-based off-campus outpa-
tient department to transport patients to the main
campus ED to be screened? 

Answer: Any transport of an individual to the
main campus ED would be dictated by the indi-
vidual’s need for screening and (if necessary) sta-
bilization, not by the non-emergency caseload of
the off-campus hospital department. (7/20/2001) 

Question: In settings other than EDs, is the hospi-
tal responsible for noting a patient’s arrival in the ED
log [42 CFR ‘ 489.20(r)(2)] and for documenting a
refusal of emergency treatment [42 CFR ‘
489.24(c)(2)] only with respect to emergency
patients, i.e., those who have requested emergency
medical treatment or have physical appearance/ state-
ments that evince an emergency medical condition? 

Answer: Yes. (7/20/2001)

Screening

Question: Must a MSE always be conducted in
the same manner in the off-campus setting as in an
ED? 

Answer: In general, a MSE is the process
required to reach with reasonable clinical confi-
dence the point at which it can be determined
whether a medical emergency does or does not
exist. We expect that the type and extent of the
screening will be dependent upon the particular
conditions that the patient presents. Depending on
the presenting conditions and on the capabilities

and capacity available at an off-campus depart-
ment, the personnel at that off-campus depart-
ment may be able to complete the screening or
may need to arrange transport of the individual
to the main hospital’s ED for completion of the
screening and any necessary stabilization. 

If, after initiating the screening, the off-campus
department determines that an appropriate MSE
requires the capabilities or facilities available only
at the main hospital, the off-campus department
personnel must, in cooperation with personnel at
the main hospital’s ED, arrange to move the
patient to the main hospital for completion of the
screening and necessary stabilizing care. If it is
decided, in consultation with the main hospital’s
ED, that moving the patient to the main hospital
would jeopardize the individual’s life or health,
the patient should be transferred according to §
489.24(d) to the most appropriate hospital or
other medical facility. In those cases where it
would be appropriate to activate the emergency
medical services (EMS) to facilitate the transfer to
the appropriate hospital or medical facility, acti-
vating the EMS does not excuse the off-campus
staff from providing screening and stabilizing
care within their capabilities until the EMS per-
sonnel arrive. 

We note that even when the EMS is activated,
the off-campus department still must contact the
main hospital’s ED, notifying them of the situa-
tion. Contact may be delayed in specific cases, if
the contact would endanger a patient subject to
EMTALA protection. (7/20/2001) 

Staffing

Question: Is a hospital permitted to maintain sep-
arate on-call lists for its main campus and an off-
campus department, so that physicians may agree to
come in to the main campus when called, but refuse
to respond to calls from the remote location? 

Answer: Yes. However, if a patient is trans-
ported from the off-campus department to the
main hospital ED, and a physician on the main
campus on-call list is called to come in to treat the
patient at the main campus, he or she is obligated
to do so. (7/20/2001) 

Question: Are hospitals required to adopt proto-
cols calling for ED staff to be dispatched to an off-
campus department to treat a patient, or can this
decision be made on a case-by-case basis? 

Answer: The preamble to the regulations 
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indicates that hospitals may arrange to dispatch
ED staff to other locations to address emergency
cases. However, protocols requiring such arrange-
ments are not required. The decision in such cases
should be based on the specific situation and on
the medical condition and needs of the patient.
(7/20/2001) 

Question: Can a hospital decline to designate any
staff as qualified medical persons (QMPs) in an off-
campus department routinely staffed by physicians,
RNs, or LPNs, because its administrators believes
the staff of that particular department would not meet
its qualification requirements to serve as QMPs in
the main campus ED? 

Answer: No, the regulations specify at 42 CFR
‘ 489.24(i)(2)(i) that in such departments, at least
one individual at the off-campus department dur-
ing its regular hours of operation must be a desig-
nated QMP. (7/20/2001) 

Question: In designating QMPs in off-campus
departments, can a hospital use less stringent criteria
than it uses for QMPs in the main campus ED? 

Answer: Yes, the hospital is free to determine
its own criteria for QMP designation in each set-
ting, and the criteria for off-campus departments
need not be identical to those for main campus
EDs so long as the criteria are consistent with the
hospital’s by-laws. (7/20/2001) 

Question: What happens in circumstances where
an off-campus department is only occasionally
staffed by personnel who are qualified as QMPs?
Can we assume that during the hours when the loca-
tion is not staffed by a QMP, the location operates
under the requirements applicable to off-campus
departments that are not staffed by QMPs? 

Answer: The requirement depends on whether
the provider-based off-campus department is rou-
tinely staffed by physicians, RNs, or LPNs. If that
is the case, at least one individual on duty at the
off-campus department during its regular hours
of operation must be a designated QMP, as
described in 42 CFR ‘ 489.24(d). If the off-campus
department routinely closes its office for the lunch
hour, this time would not be considered part of its
regular hours of operation; therefore, the desig-
nated QMP’s presence in the office would not be
required during that time. (7/20/2001) 

Question: What satisfies the requirement for com-
munication between the off-campus department and
the ED? Is CMS envisioning something in particular
when the regulation speaks of communication between
the non-emergency department site and the ED? 

Answer: We have not specified the technical
details of the communications link, but we believe
it should be reliable for its intended purpose,
which is to provide timely direction to the off-
campus department. It should link the off-campus
department directly to the main campus ED, and
protocols should ensure that calls from the off-
campus department to the main campus ED will
be answered in person and responded to
promptly, within the capability of the main cam-
pus ED. (7/20/2001) 

Use of EMS/911

Question: What is the appropriate use of
Emergency Medical Services and 911? 

Answer: If a patient presents to a provider-
based off-campus department with an emergency
medical condition, CMS expects the off-campus
staff to initiate care within their capability.
However, if it is evident that the staffs’ best efforts
will be insufficient to stabilize the patient’s emer-
gency medical condition, or the patient’s condi-
tion rapidly deteriorates, and the instability of the
patient’s condition does not permit hospital staff
to move the patient to the main hospital safely
because doing so would significantly jeopardize
the patient’s life or health, it would be appropri-
ate to activate the EMS to facilitate an appropri-
ate transfer consistent with 42 CFR ‘ 489.24(d).
Activating EMS does not excuse the off-campus
staff from providing screening and stabilizing
care within their capabilities until EMS personnel
arrive. 

We note that even if the EMS is activated, the
off-campus department still has a responsibility to
contact the main hospital’s ED and notify them of
the situation. Contact may be delayed in specific
cases if the contact would endanger a patient sub-
ject to EMTALA protection. (7/20/2001) 

Question: Will the decision to contact 911, trans-
fer the patient or send the patient to the hospital-
based entity’s own ED (or screen/stabilize and
release on site) be evaluated for EMTALA compli-
ance based on the capabilities of the personnel
staffing the off-campus location (e.g., a receptionist
vs. a physician)? 

Answer: Yes. If a patient presents to the off-
campus department requesting examination or
treatment for an emergency medical condition,
the staff should initiate care that is within the
department’s capabilities while simultaneously
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establishing contact with the main hospital’s ED
to assist the staff with determining which option is
in the best interest of the patient. CMS clearly
does not expect a receptionist to have the same
knowledge as a nurse or a physician, but we
expect the hospital to have trained and provided
guidance through written protocols to its person-
nel as to what actions one is to implement in an
emergency situation arising within that depart-
ment. (7/20/2001) 

Question: When a determination is made to call
911 and transfer the patient to another hospital, is it
still necessary to call the main hospital ED? 

Answer: Yes, the main hospital ED must be
notified of the individual’s arrival and the han-
dling of the case, so this can be noted in the hospi-
tal’s ED log. A call for this purpose should be
prompt (e.g., as soon as possible after the call to
EMS), but the call should not result in delay in
meeting the medical needs of the patient).
(7/20/2001) 

Transfer

Question: What is a transfer agreement? 
Answer: A transfer agreement is an agreement

designed to facilitate appropriate transfers. Such
an agreement should be entered into between a
hospital with a provider-based off-campus depart-
ment and a neighboring hospital that may be a
recipient of transfers, particularly where the
neighboring hospital is closer to the off-campus
site than the site’s main campus. We expect these
agreements to establish protocols, in advance of
any actual transfer, including contact information
and other relevant procedures to be followed
when an emergency necessitating such a transfer
arises. (The policy on these agreements is speci-
fied in the regulations at 42 CFR ‘ 489.24(i)(3)(ii).)
(7/20/2001) 

Question: What is the expected content of these
transfer agreements? 

Answer: The agreements should specify [as
described in 42 CFR ‘ 489.24(i)(3)(ii)] that the
recipient hospital agrees to accept individuals
transferred from the provider-based off-campus
department of the transferring hospital when
transfer of the individual is warranted, either in
the case that the main hospital campus does not
have the specialized capability or facilities the
individual requires and the recipient hospital
does, or when the individual’s condition is deteri-

orating so rapidly that taking the time needed for
a move to the main campus ED would signifi-
cantly jeopardize the life or health of the individ-
ual. The responsibilities of recipient hospitals in
transfer situations are specified in section 1867(g)
of the Social Security Act and in regulations at 42
CFR ‘ 489.24(e), and the agreements referred to
above should make it clear that the recipient hos-
pitals will fulfill those responsibilities. (7/20/2001) 

Question: Can hospitals refuse otherwise appro-
priate transfers from facilities with which they do not
have a transfer agreement or that fall outside the
scope of the transfer agreement? 

Answer: A hospital may not refuse an other-
wise appropriately transferred patient if it has
specialized capabilities or facilities needed by the
patient as well as the capacity to treat the patient.
If a hospital fails to accept a transferred patient
under these circumstances, it would violate its
responsibilities, as specified in section 1867(g) of
the Social Security Act and existing regulations at
42 CFR ‘ 489.24(e). Note that if a hospital does
not have the specialized capabilities or facilities
required to provide an appropriate MSE or stabi-
lizing treatment to a particular individual based
on his or her emergency medical needs, the hospi-
tal has no obligation under 1867(g) to agree to a
proposed transfer. If, however, a sending hospital
transfers a patient without obtaining the consent
of a receiving hospital or otherwise fails to fully
comply with the requirements for an appropriate
transfer, once the inappropriately transferred
patient arrives on the property of a second hospi-
tal and requests emergency examination or treat-
ment, the latter hospital is obligated under
EMTALA to screen and, if necessary, to stabilize
or appropriately transfer that patient. (7/20/2001) 

Question: Under what circumstances can an 
off-campus hospital outpatient department transfer 
a patient to another hospital without a transfer 
agreement? 

Answer: The regulations clearly require such
an agreement to be in place. If a transfer is neces-
sary to prevent immediate jeopardy to the life or
health of a patient and a prior transfer agreement
between the two hospitals is not in effect, the
transferring hospital may proceed to carry out an
otherwise appropriate transfer under EMTALA.
The life or health of a patient should not be jeop-
ardized simply because of lack of such an agree-
ment. In the event of a complaint under
EMTALA arising over such a transfer, however,
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the CMS Regional Offices will review whether the
transferring hospital can document that it has
made a good faith effort to secure such agree-
ments with hospitals or other medical facilities in
the area. (7/20/2001) 

Question: Under the “appropriate transfer” require-
ments in 42 CFR ‘ 489.24(d)(2)(iii), the transferring
hospital must send the receiving facility certain medi-
cal records related to the emergency condition with
which the individual has presented. How does this
requirement apply in the event that the transfer is from
an off-campus location? For example, what if a gun-
shot victim walks into an off-campus hospital depart-
ment, and the personnel there call 911 and administer
first aid while awaiting the arrival of EMS paramedics.
In such circumstances, there may be no medical
record and a physician may not have made the “trans-
fer” decision, so when the patient arrives at the receiv-
ing hospital, there is no “appropriate transfer”
documentation. Is this a “patient dump” that the hospi-
tal is required to report to CMS? 

Answer: The regulations cited above require
any medical records for the patient to be sent at
the time of transfer only to the extent that they
are available at that time. Other relevant records
(for example, historical records from the hospi-
tal’s files that are not readily available) should be
sent as soon as practicable. Assuming records are
provided (to the extent they are available) and
other requirements are met, the situation
described above would not be an inappropriate
transfer. (7/20/2001) 

Question: Will the applicability of the new regu-
lations be determined by the cost reporting period
starting date of the receiving hospital or of the trans-
ferring hospital? If the hospital doesn’t know the
effective date for the transferring hospital, can it be
liable if it doesn’t report the patient dump? 

Answer: The effective date of the new require-
ments will be determined according to the cost
reporting period start date of the transferring
hospital. If a recipient hospital receives a transfer
which it believes may be inappropriate, it should
report this event to CMS regardless of whether or
not it knows when the transferring hospital is first
affected by the new regulations. (7/20/2001) 

Signage

Question: The current interpretive guidelines
regarding signage in EDs and “other places in the
hospital that a person might go seeking emergency

medical treatment” might be misinterpreted by some
individuals to mean that all screening and stabiliza-
tion must be conducted at the off-site department,
without the need to move the individual to the main
campus ED. Can the wording of the signs be modi-
fied to avoid confusion on this point? 

Answer: The current signage requirement
does not state, and is not intended to imply, that
a complete emergency MSE will be conducted at
the off-campus department. The hospital has a
responsibility to its patients to inform them as to
their rights under EMTALA. The services ren-
dered are dependent upon the capability and
capacity of the off-campus department and the
hospital. Any off-campus department where
patients may wait for examination or treatment
for an emergency medical condition must adhere
to the minimal signage requirements at the hos-
pital according to the regulations at 42 CFR §
489.20 (q). (7/20/2001) 

Question: Many EDs have removed signage that
states that “payment is expected at time of service” or
“co-payments and deductibles must be paid today” (or
similar) as they may be deemed by a surveyor (or
patient) to conflict with the signage requirements of
EMTALA. In the non-ED setting, however, this is an
appropriate and customary requirement. May non-ED
settings continue to advise patients, through such
signs, that payment is required? 

Answer: Hospitals must post signs in their outpa-
tient departments and in hospital-based entities
that specify the rights of individuals under section
1867, as provided for in 42 CFR § 489.20 (q). This
requirement does not preclude a hospital from post-
ing other signs concerning payment for nonemer-
gency care in those hospital locations. (7/20/2001) 

Responsibility for administrative 
requirements of EMTALA 

Question: The EMTALA regulations impose vari-
ous requirements on hospitals with EDs (e.g., log
maintenance, arranging for transportation or transfer,
forwarding medical records); is it acceptable to view
these as obligations of the hospital as a whole and
allow each hospital to design its own most effective
way to meet the requirements? 

Answer: Yes, hospitals are responsible for com-
pliance at all hospital locations. Therefore, main
hospital resources must be available to help the
hospital’s off-site departments comply with these
and other EMTALA requirements. (7/20/2001)  ■
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Our Most Costly Medicines

Medicine to thin blood

Tenectaplase........................................................................50 mg....................................$2,157.33

Eptifibatide ...........................................................................20 mg.........................................$41.03

Enoxaparin .........................................................................100 mg.........................................$39.17

Biologicals

Tetanus Immune Globulin (one dose).....................................................................................$98.60

DDAVP (one dose)..................................................................................................................$57.49

Octreotide.........................................................................500 meq.........................................$53.75

Glucagon................................................................................1 mg.........................................$46.01

Imitrex ....................................................................................6 mg.........................................$36.17

Adenosine ............................................................................12 mg.........................................$29.61

Liquid Antibiotics

Biaxin 125/5.........................................................................100 ml.........................................$28.37

Cefuroxime 125/5 ................................................................100 ml.........................................$24.72

Azithromycin 200/5.............................................................22.5 ml.........................................$22.38

Corticosporin Otic Susp (one dose) ..........................................................................................$7.89

Intravenous Antibiotics

Ceftriaxone.............................................................................1 gm.........................................$38.54

Levofloxacin .......................................................................500 mg.........................................$22.14

Azithromycin.......................................................................500 mg.........................................$19.80

Cipro...................................................................................400 mg.........................................$13.70

Piperacillin.......................................................................3.375 gm.........................................$12.90

Pen G ....................................................................1.2 million units.........................................$11.92

Amp/Sulbactam......................................................................3 gm.........................................$11.80

Ancef ......................................................................................1 gm...........................................$0.90

Oral Antibiotics

Levoflox..............................................................................500 mg...........................................$6.09

Fluconazole........................................................................100 mg...........................................$5.85

Azithromycin.......................................................................250 mg...........................................$5.29

Cipro...................................................................................500 mg...........................................$3.37

Biaxin .................................................................................250 mg...........................................$3.12

Augmentin ..........................................................................500 mg...........................................$2.92
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Other Medicines of Note, With Alternatives

Alternative
Ondansetron 16 mg dose $64.00 Phenergan 25 mg  — $1.76
Flumazenil 0.5 mg $44.97 Nothing
Propofol 100 mg $38.69 Midazolam 5 mg  — $1.10
Fosphenytoin 100 mg equivalent $14.96 Phenytoin (oral 100 mg — $0.25)
Orphenadrine 60 mg $13.33 Flexeril (oral) — $0.90
Bentyl 20 mg $12.98 Bentyl (oral) 20 mg tab — $0.16
Butorphanol (Stadol) 4 mg $7.55 Dilaudid 2 mg — $0.82
Mepergan 50 mg $6.48 Demerol 50 mg — $0.49
Omeprazole (oral) 20 mg PO $3.40 Tagamet 400 mg — $0.05
Phenergan (supp) 25 mg supp $2.71 Phenergan oral — $0.40
Compazine 10 mg $2.60
Ketorolac 30 or 60 mg $2.34 Motrin (oral) 600 mg — $0.03
Phenergan 25 mg $1.76

SYRINGES OF DRUGS ALWAYS COST MORE THAN VIALS!

One Premier Health Care Services ED Costs Study

Impact Drugs Annualized Cost
1. Tenectaplase ........................................................$ 60,000
2. Ceftriaxone ...........................................................$ 25,500
3. Enoxaparin............................................................$ 13,000
4. Azithromycin/Biaxin ..............................................$ 11,500
5. Cipro/Levoquin......................................................$ 9,000
6. Phenergan ............................................................$ 4,200
7. Ketorolac...............................................................$ 4,000
8. Adenosine.............................................................$ 3,200
9. Mepergan..............................................................$ 3,200 (Meperidine alone $500)
10. NTG Drip.............................................................$ 3,100
11. Tetanus...............................................................$ 3,100
12. All IV fluids ..........................................................$ 3,000

$ 142,800
All other medicines ...................................................$ 37,200

TOTAL $180,000
First 4 months of 2001
Total use of Meds and IV Fluids in ED
Patients 9,211
All Doses of Medication and IV Fluids 14,782 160 Doses Per 100 Patients
Total $ costs:  $57,659  $6.26 Per Patient

Take Away
Enoxaparin, Eptibatide, Tenectaplase $24,591           $2.67 Per Patient
All Antibiotics $16,707           $1.81 Per Patient
Everything Else $16,361           $1.77 Per Patient

Source: Premier Health Care Services, Dayton, OH.
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