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President’s Message Many MACEP members Save the Day
Stephen Epstein, MD, FACEP regentlyt&stﬁmd |.nfront of the MAGCEP'S Annual Meeting on
legidatureregarding astatutory

Your Board of
Directors has been
busy in the past few
weeks with a number
of important issues
facing MACEP. First,
as usua, MACEP
continues to be active on health carein
the governmental arena:

BCBSMA Contract Initiative

By now, most of you should be
aware of anew contract initiative
proposed from Blue Cross/Blue
Shield. Asatrade organization,
MACEP cannot engage in swaying
any assessment you must make in
deciding whether or not to participate
in any contract. We can, however,
serve as an educational resource to our
members and we have done that.

All of you should havere-
ceived amailing from MACEP regard-
ing the Blue Cross/Blue Shield initiative
with an outline of the proposal and a
focuson potential questionsand
answers regarding theinitiative. In
addition, MACEPisexercisingitsright
to petition governmental bodiesand has
asked anumber of them to examine
the content of the initiative because we
believe theinitiative has an effect on
the prudent layperson standard of
emergency that now protects citizens
of the Commonwealth. We will keep
you informed of MACEP's progress as
we receive responses.
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proposa to changetheminimum
staffing standard fromtwoto one
paramedicinan ALSambulance.
WhileMassachusettsistheonly state
inthe nation to have such astandard,
webelievethat it isthe best standard
for thehighest qudity prehospita
care. Massachusettsaready hasa
waiver systeminplacetoalow
servicezonesunableto meet the dual
paramedic standard to provide ALS
withaparamedic/intermediateor
paramedic/basic team.

Whilethat waiver system
may be cumbersome, it isnecessary
to assuremedica and quality control
standards. M ACEP used this oppor-
tunity to emphasizetheneed for
continuingmedica oversghtinany
new standards.

All of thetestimony heard
that day was against the proposed
change. MACEP will continue to
monitor thebill throughout thislegida-
tive session. Thanksto Dan Corboy,
MD, MACEP'slegidative chair, and
to Gert Walter, MD, EMS chair, for
leading the testimony.

Crowding/Ambulance Diversion

Unsurprisingly, and asyou
may already know, the hours of
ambulance diversion inthisstate
spiked again in January. Poorly
staffed, inpatient bed capacity coupled
with the usual flu season led to the
increases but there is hope on two
fronts.

First, the statewide Ambu-
lance Diversion Taskforce met in
December to continue their work on

May 12, 2004 at the Sheraton
Hotel in Framingham is expand-
ing to a full day and undergoing
some exciting changes this year.

Drs. Brien Barnewolt and Mat-
thew Mostofi have been busy
lining up some exceptional
speakers including Dr. John
Strauss, the New York Chapter’s

“Physician of the Year- 2000”,
and nationally know Los Angeles
malpractice attorney William
Ginsburg among others.

The CME program as always is
free and members are urged to
encourage their colleagues, who
may be interested in joining
MACEDP to attend as well. Watch
for your mailed brochure in
March but save the date in your
calendars today!

possibleremedies, and Christine
Ferguson, Commissioner for Public
Health, sent aletter to the hospitals
indicating the expectation that best
practice guidelines are in place and
being observed at all of them.

Second, we know that alarge
number of psychiatric patientswind up
for days (literally) in our EDs dueto the
difficulties of admitting themto aproper
facility. We have now joined with the
Massachusetts Psychiatry Society
(MPS) in acoalition both to help these
patients and relieve some of our
crowding. MACEP s effort is being led
by Mark Pearlmutter, MD, who worked
successfully with the MPS in the past
onmedical clearance guidelines.

See PRESIDENT, next page
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PRESIDENT continued
Seat belts

Who was that emergency
physician promoting seat belt use on
television around holiday time? It was
Jim Feldman, MD, chair of MACEP's
public health committee. While the seat
belt bill was narrowly defeated this
year, there is some hope of opening the
issue againin the legislature. More
information about thisand other public
health initiative are on the MACEP
web site. Internally, MACEP contin-
ues to be active as well.

Website redesign

Speaking of the web site, Todd
Thomsen, MD has redesigned the
MACEP website. Not only isit easier
to navigate, but will inthefuture allow
for easier updates, keeping all of
MACEP newstimely. If you haven't
been to MACEP's website recently,
check it out! Please send suggestions
to Carlos Camargo, MD, DrPH, chair
of our communications committee.

Annual meeting

Save May 12" on your
schedule requeststo join us at
MACEP' s annual meeting. Brien
Barnewolt, MD and Matthew
Mostofi, MD of the education com-
mittee have greatly expanded the
scope of the meeting thisyear to a
full day. A new morning session of
the meeting will be geared toward
residents of thefivetraining programs
in Massachusetts, with the support of
the residency directors. We hope
many of the residentswill stay on for
our afternoon sessions as well. Save
the date, May 12", on your schedule
tojoin usfor an extensive CME
program with some nationally known
speakers presenting that day.

MENA/MACEP Joint
Conference

Planning iswell under way
and registrations have been mailed
out for the 11th Annual Joint Confer-
ence once again under the leadership
of Amy Coallins, MD. Thisyear's
event will be at the Westin Hotel in
Waltham and we hope you have
marked April 7" in your calendars as
well.

Remarks

Withthe Annual Mestingin
sight, my term as President of
MACEP is beginning to draw to a
close. | continue to be amazed by the
good fortune | have had to be sur-
rounded by the very talented people
who make up our organization. As
you can see from our activities over
the past couple of months, thereis
much that we can accomplish for our
patients through MACEP — indeed, |
regard working with MACEP as
patient care on the macro level. |
hopeyou'll join at our monthly board
meeting or by volunteering for a
committee and help usin furthering
our mission.

"l'"r

Medicine’s Frontline

Residents Needed

James Eadie, MD, PGY 4; Brigham
& Women's/Mass. General Hospital;
MACEP Resident Board Member

Believeit or not, the resident
voice is heeded more today then ever
to help shape the health policies of
tomorrow. You may ask, “Can a
resident really make a difference?’
The answer is aresounding yes.
Resident involvement in shaping policy
isvital. The best way to learn is by
getting involved.

Initially it can seem over-
whelming. “ You want metojoina
committee to sit around a table and
talk about problemsthat | can not
change when | could be sleeping?’
“No one really cares what residents
think.” If this soundsfamiliar, you are
not alone. Most residents feel that
becominginvolvedisdifficult and don't
know how to doit.

In Massachusetts there is an
easy solution. Come to one of the
monthly MACEP Board meetings.
When | started attending two years
ago, not only was | was surprised by
how much | learned by listening to the
discussionson EMTALA, malpractice,
EMS, Medicare and Medicaid but |
was also impressed by the genuine
interest the board had in residents and
their ideas. Asthe old adage says,
“90% of lifeisjust showing up.” Here
are afew ideas for residents interested
in becoming active.

MACEP Resident Section
Each residency program has a

MACEP Resident Representative. We
meet quarterly over dinner at a restau-
rant sponsored by MACEP. The
dinners are a great way to learn what
isgoing on around the state and to
bring forward resident issues to the
MACEP board of directors. Currently
we are working to develop a hedlth
policy lecture seriesthat will be
offered at each residency program in
2004. Ask your representative for

M
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February 24, 2004

March 16, 2004

April 7, 2004

April 27, 2004

May 12, 2004

-
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c .
c g MACEP Board Meeting | MACEP Board Meeting and| MENA/MACEP Conference
2 M} Radisson Hotel, Marlboro | Educational Roundtable Westin Hotel, Waltham
g S 4:30 - 6:30 pm Radisson Hotel, Marlboro 7:00 am - 4:30 pm

4:30- 6:30 pm

MACEP Board Meeting
Radisson Hotel, Marlboro

MACEP Annual Meeting
Sheraton, Framingham
Resident's/CME Programs,
Business Meeting, Awards

4:30-6:30 pm

moreinformation: Drs. Rick Goulding
— Bay State; Marisa Stumpf - Beth
Israel Deaconess, Tara Coles and
Reena Duseja — Boston Medical
Center; Josh Resnick — Brigham and
Women's/ Mass. General Hospital;
Kristen Masnee — UMASS.

In addition to the program
representatives, one resident is ap-
pointed to the MACEP Board of
Directors. The resident’s term is for
one year and he/she is a voting mem-
ber of the board.

MACEP Committees

If you have specific interests,
committees offer a unique way of
becoming involved. Throughthe
committees you can work with the
leadersin the state and help form
guiding policies. For example, you
could work with the Public Health
Committee advocating for seat belt and
helmet laws. By working on the
L egidative Committee, you might even
find yourself at the State House
speaking at a hearing. The opportuni-
ties are tremendous.

Our stories as residents are
powerful. Onthe front line of medicine
we seetheinequalitiesinherent within
our current system. We need to speak
up on behalf of our patients. Thereis
no grand czar with acrystal ball
directing the emergency medicine and
the hedlth care system. Rather itis
ordinary Emergency Physicians
advocating for what isright for their
patients at the bedside and at the State

House. Be an active player in shaping
health care. Educate yourself, speak
out on patient issues and be an
advocate for resident and patient
rights.

If you have any questions
please email me jeadie@partners.org.
| look forward to seeing you at a
MACEP event. Becominginvolvedis
easy and fun, all you'vegottodois
show up.

A

CEUs & Free Screening
Materials Available to
MACEP Members Who
Participate in NASD

MACEP urges members to
participate in the 6 annual National
Alcohol Screening Day (NASD), a
free program that offers clinicians the
chance to educate the public about
acohol’simpact on health. Held
nationally on April 8, 2004, thetheme
of thisyear’s NASD program is
“Alcohol and Your Health: Where Do
You Draw the Line?’ Participating
siteswill be given screening forms as
well as materials to educate patients
about the effects of alcohol on overal
health, a message relevant to anyone
who drinks.

NASD isoffering continuing
education creditsfor participating
physicians, nurses, psychologistsand
social workers. CEUSs can be

obtained by holding a screening event
and completing a brief self-test based
on the NASD educational materials.

The NASD 2004 primary care
kit includes the one-page NASD
screening form, atool that addresses
the full range of alcohol use disorders,
from at-risk drinking to dependence;
thevideo “ Alcohol and Your Health:
Where Do You Draw the Line?’; and
educational materiasfor clinicians,
including the newly released guide,
Helping Patients with Alcohol
Problems: A Health Practitioner’s
Guide.

Sitesthat hold the screenings
also are encouraged to incorporate the
screening into their everyday practice
in the ED so asto increase early
intervention and recognition of at-risk
drinkingin patients.

“Many of our patientsdon’t
have primary care providers. |If
they’ rereceiving intervention, it'sin
the ED,” says Patricia Mitchell, a
research nurse who works in the
Department of Emergency Medicine
at Boston Medical Center, atop
NASD 2003 site. Her facility has
incorporated alcohol screening into the
ED because, she says, “the ratio of
how easy it isto implement versus the
degree to which it can help someone at
riskisreally beneficia.”

NASD is afree program of
the nonprofit Screening for Mental
Health. To register for the program,
visit www.National Alcohol Screening
Day.orgor call (800) 253-7658.

National ACEP Reimbursement Committee needs your help to learn about new emergency medicine reimburse-
ment challenges. What may start as an isolated issue can turn into a bigger problem if not addressed early. To
facilitate reporting such problems the Committee has created an easy-to-use Billing Hassles Log. Go to ACEP’s
home page www.acep.org and under “Practice Resources” click on “Reimbursement” and then “Billing Hassles
Log”. If you are not directly involved in billing, you can still help by passing this information on to someone

who is.
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EMTALA: Final Rule Issued November 9, 2003,
Effective November 10, 2003

The Centersfor Medicare and Medicaid Services (CMS) has
issued its Final Rule regarding policy clarifications of the
Emergency Medical Treatment and Labor Act (EMTALA)!. The
Final Rule largely addresses the concerns of the AMA, which
worked in partnership with several national medical specialty
societies to ensure that key EMTALA burdens would be lifted.
Highlights of the Final Ruleinclude:

On-Call Requirements

Many of the on-call requirements have been positively
revised. A hospital?must maintain an on-call list of physicians
on itsmedical staff. Thelististo be comprised: (1) inamanner
that best meets the needs of the patients who receive care under
EMTALA; and (2) in accordance with the hospital’s resources,
which includes the availability of on-call physicians. Thus,
conditions of Medicare participation are: ahospital must
maintain the above-mentioned list and physicians on the list
must respond when called. However, there are now excusable
reasons why a physician may not respond to the ED when
called. Hospitalscan now per mit physicians: (1) to schedule
electivesurgery duringthetimethey areon-call; and (2) to
have simultaneouson-call dutiesamong different hospitalsin
the community. If aphysician isunableto respond to call dueto
performing surgery or responding to call at another facility, then
he/she is not required to respond because the situation would
be considered beyond the physician’s control. Under EMTALA,
physicians are not required to take call or to be on-call at all
times.

Hospitalsmust havewritten policiesand proceduresin
place: (1) to respond to situations when a particular specialty is
not available; (2) to respond to situations when an on-call
physician cannot respond due to circumstances out of his
control; and (3) to provide that emergency services are available
to meet patients' needsif it permits physicians to schedule
elective surgery during on-call duties or allows physiciansto
have simultaneous on-call duties.

Comments accompanying the Final Rule state that although
not required, one approach to satisfy the above “policies and
procedures’ requirement, would be for a hospital to have referral
agreements with other hospitals to facilitate appropriate trans-
fers of patients who require specialty physician care that is not
availablewithin areasonabl e period of time at the facility where
the patient first presents.

TriggeringEM TALA: “Dedicated Emer gency Department,”
“Hospital Property,” & “Ground/Air Ambulances’

EMTALA istriggered when an individual who is not a patient
presentstothe“ dedicated emer gency department” requesting
an examination or treatment for amedical condition. EMTALA
isalso triggered when an individual who is not a patient pre-
sentson “ hospital property” requesting an examination or
treatment for an emergency medical condition. In both sce-
narios, if theindividual is unable to make the request, then the
request is considered to have been made if a*“ prudent layper-
son” would believe that an examination or treatment would be
necessary.

TheFinal Rule created the definition of a“dedicated emer gency
department” (DED). DED isany department or facility (whether
or not it islocated on the hospital’s main campus) that: (1) is
licensed by the State as a DED; (2) holds itself out to the public
as providing emergency care on an urgent basis without
requiring prior appointments (such as alabor and delivery
department or a psychiatric unit); or (3) during the past calendar
year, provided at |east one-third of its outpatient services for
emergency care on an urgent basis without requiring prior
appointments. Where an individual arrives at ahospital’s DED
and requests an examination or treatment for what isclearly a
non-emergency condition, EMTALA regulations require only
that qualified personnel screen theindividual to verify that in
fact no emergency medical condition exists.

TheFina Rulealso clarified the definition of “ hospital
property” to mean the entire main hospital campus. This
includes parking lots, sidewalks and driveways. This does not
include other areas or structures of the hospital’s main building
that are not part of the hospital (such as non-medical facilities,
the offices of physicians, and others who separately participate
under Medicare.) The Final Rule changed when apatient is
considered to have presented to the hospital when heisin a
ground or air ambulance that is owned and operated by the
hospital. Previously, whenever an individual wasin an ambu-
lance owned and operated by a hospital, then the patient was
considered to have presented to the hospital and EMTALA was
triggered. There are now two exceptions to that rule. Thus, an
individual is not considered to have presented to the hospital:
(2) if anambulanceis operated under communitywideEMS
protocols that direct it to transport the patient to another
hospital; or (2) if an ambulance is operated at aphysician’s
direction who is not affiliated with the hospital that owns the
ambulance. Lastly, a patient is considered to have presented to
the hospital when heisinaground or air ambulancethat is not
hospital-owned, but on hospital property at the dedicated ED for
the purpose of an examination and treatment.

Prior Authorization

The Final Rule clarified that a hospital cannot delay treatment to
inquireinto apatient’sability to pay or to seek “ prior authoriza-
tion” for the provision of servicesfrom an insurer. Reasonable
registration processes are permitted aslong as: (1) thereisno
resulting delay in screening or treatment and (2) the registration
does not act to discourage the patient from further treatment. An
EP may contact a patient’s physician at any time to seek informa-
tion regarding the patient’s medical history; however, this cannot
inappropriately delay screening and stabilization.

EMTALA DoesNot Apply

Itisnow clear that EMTALA never appliesto an individual who:
(2) has begun to receive outpatient services from the hospital; or
(2) has been admitted in good-faith as an inpatient.

EMTALA Obligation Ends

EMTALA obligations end once an individual is stabilized,
appropriately transferred to another hospital/facility or admitted
to the hospital as an inpatient. No material changes were made to
the“transfer” ruleunder EMTALA. - American Medical
Association Division of Legislative Counsel

1 EMTALA isfound at 42 USC 1395dd or Section 1867 of the Social Security Act.

2 EMTALA applies to hospitals participating in Medicare that offer emergency services.




EMTALA:

The New Regulations

By Lawrence S. Linder, MD, FACEP
Reprinted with permission from Fall 2003
Maryland EPIC

MACEPwould liketo thank
LawrenceLinder, MD, FACEPand the
Maryland Chapter of ACEP for graciously
allowing ustoreprint Dr. Linder’sarticleon
the recent EMTALA regulations that took
effect in November 2003. We hope that you
will find thisarticle useful asaguidein
understanding the new rules. However, the
views expressed are solely that of Dr.
Linder and are not intended as legal advice
by him or by MACEP. The reader should
consult with an attorney should they need
any further clarification. Also included for
your information on page four isa brief
summary of the rules written by the AMA.

CMS(The Centersfor Medicare
and Medicaid Services) issued new
EMTALA regulations on September 3,
2003. The new rulestook effect on Novem-
ber 10, 2003. Although the Legal Corner
usualy involves state laws | felt this new
federal change was important enough to
discussin our EPIC. Theserules could
exacerbate the current on call crisis. As
usual, | will useclinical questionsto
illustrate the new changes and thereis an
entire section of questions concerning “on
call” issues. However, prior to the ques-
tions, | wanted to include a brief synopsis
of the rules written by the AMA. Thisis
the most succinct and well-written sum-
mary that | found.

The questions and answers below
draw from the terms and definitions
provided in the shaded area. To whom
does EMTALA now apply (answer yes or
no for thefollowing):

Patientsin a“ Dedicated

Emergency Department (DED):”
1. A patient presentstothehospital ED
askingfor ablood pressurecheck. Yes,
they arrived at aDED and a prudent
layperson might assume that amedical
condition exists.
2. A patient presentstothehospital ED
askingfor aschool physical exam. No,
they arrived at aDED, but thereisno
medical condition.

3. A patient presentstothehospital ED
askingfor apregnancy test because she
doesn’t feel well. Yes, they arrived at a
DED, and thereisamedical condition
because she doesn't feel well. Thiswas
not just a request for a pregnancy test.
4. A patient returnstotheED for suture
removal. Yes, asabove, DED and medica
condition but aquick medical screening
exam (M SE) should suffice. They could
then be directed to a different outpatient
setting if desired. EMTALA obligations
end once the M SE has been finished and
thereisno emergency medical condition
or the emergency medical condition has
been stabilized.

5. An admitted patient iscut while
upstairsand isbrought down totheED
for suturing. No, EMTALA does not
apply to admitted patients.

6. An ED patient isadmitted but there
will not beany in-patient bedsavailable
for several hourssothey arebeing
boarded in theED. Most expertsdo not
think that EMTALA would apply here
because the patient is now admitted.
However there is some controversy
concerning how CM Swill define* admit-
ted.” Will it bewhen ordersare written,
when an admitting physician accepts the
patient or when the patient is actually in
their bed? Note, the admission cannot be
toavoid EMTALA obligations.

7. TheED wasnot ableto stabilizea
patient’semer gency condition and that
patient wasadmitted toand isnow inthe
hospital’sintensivecareunit. No, once
the patient isadmitted, EMTALA
obligation ends.

8. Palicebringadriver totheED for a
blood draw to deter minehisblood alcohal
level. Controversial and will belooked at
on a case-by-case basis. Was the
intoxicated person involved in traumaor
did he/she pass out? Prudent layperson
standard will be used to determineif a
medical condition exists.

9. A privatephysician sayshewill meet
hispatient intheED and hearrivesto
seethe patient. Thedistinction between
private and ED patient is not relevant,
EMTALA applies.

10. A patient hasbeen sent tothe ED for
direct admission toahospital bed. Most
likely if they have orders, EMTALA does
not apply. If they are to be seen by
someone who still needsto write the
orders, then they are not admitted yet,
and EMTALA applies. However, as noted

in the answer to number 6, there remains
some controversy concerning the CMS
definition of “admitted.”

11. A patient arrivesin Labor and Deliv-
ery with abdominal pain. Yes, Labor and
Delivery isconsidered aDED, and thereis
amedical condition.

12. Aman arrivesin Labor and Delivery
complaining of acold. Yes, EMTALA
applies. He presented to aDED. He has a
medical condition. However, EMTALA
does not state that he needs to be treated
in Labor and Delivery. He could be
transported to the ER for his screening
exam.

13. A patient arrivesin thehospital’s
urgent carecenter with aminor lacera-
tion. This depends on whether the urgent
care center isconsidered aDED. Itis
considered aDED if itislicensed asan ED,
is held out to the public as a site that cares
for emergencies, or if morethan 1/3 of their
visits during the previous calendar year
were unscheduled and for emergency
medical conditions. If the urgent care
center meets one of these criteria, thenitis
aDED and EMTALA applies.

14. A patient arrivesat ahospital’ soff-
campusurgent car ecenter with chest
pain. Thecenter doesnot havethe
appropriateresourcestotreat that patient.
Themain hospital campusis30 minutes
away, but another local ED is10 minutes
away. DoesEM TAL A requirethat the
patient betransferred tothe“ mother
hospital,” or isit ok to send him/her to
the closer facility? The patient presented
to aDED and hasamedical condition;
therefore screening and stabilization must
be done. However, the urgent care center
does not have the appropriate resources
available, and transfer is permitted. The
appropriate transfer location is determined
by the patient’s status and the risks/
benefits associated with each of the
possible transfer destinations. It may be
more appropriate to use the closer site
rather than the main hospital campus.

Patientson Hospital Property
1. A visitor passesout in thehospital
parkinglot. Thetrigger for EMTALA on
hospital property is different than in the
DED. There needsto be an emer gency
medical condition for other hospital
property, not just any medical condition,
asinaDED. Inthiscase EMTALA would
apply because the visitor is on hospital

See EMTALA, page 6



EMTALA continued

property and an emergency medical
condition exists.

2. A patient complainsof chest pain when
hearrivesfor hisregularly scheduled
clinicappointment. Yes, he/sheison
hospital property and thereisan emer-
gency medical condition. If the chest pain
began after the regularly scheduled non-
emergent care, then it would not trigger
EMTALA. However, the patient would still
be protected by other non-EMTALA rules
because the hospital must also follow the
Medicare Conditions of Participation
(CoP).

3. A patientisintheclinicfor aregularly
scheduled blood pressurecheck and
medication review. No, he/sheison
hospital property but no emergency
medical condition exists.

4. A patientisinthemiddleof aphysician
officevisit (in thehospital) when she
suddenly developssever e shortness of
breath. No, aphysician’sofficeisnot
considered “hospital property,” and the
patient did not initially have an emergency
medical condition.

5. An admitted patient needstobetrans-
ferred toanother hospital for angioplasty.
No, EMTALA does not apply to admitted
patients (at least for the transferring
hospital). However, EM TALA would apply
to the receiving hospital.

6. A visitor iswalkingin the hospital
hallway and appear sconfused. Hehasnot
asked for help, and no onehasasked for
help on hisbehalf. Yes, heison hospital
property and a prudent layperson would
think an emergency medical condition
exists. If arelative saysthisishisbaseline
mental status, then EMTALA does not
apply.

7.You need totransfer an admitted
uninsured patient toatertiary carecenter.
They say that thepatient wasalr eady ad-
mitted, and thereforeEM TAL A doesnot
apply and they donot need toaccept the
patient. Isthat true? No, they areincorrect.
EMTALA does not apply to the transfer-
ring hospital but it applies to the receiving
facility likeit alwaysdid.

Ambulances

1. A patient isin ahospital-owned ambu-
lance(or helicopter) on theway toyour
hospital but isnot thereyet. Yes, EMTALA
applies, but there are some exceptions.

2. A patientisin aprivateambulanceand
ison hospital property. Yes, EMTALA
applies, but there are some exceptions
noted bel ow.

3. A patientisin aprivateambulance,
which just met ahelicopter that landed at
your hospital, but thepatient isbeing
taken somewhereelse. No, EMTALA
does not apply unless the ambulance
personnel ask for your medical assis-
tance.

4. A patient isin ahospital ambulance
but isgoingtoadifferent hospital per
local EM Sprotocol. No, EMTALA does
not apply.

5. A patient isin ahospital ambulance
but isgoingto adifferent hospital per the
direction of aphysician not affiliated with
thehospital. No, EMTALA doesnot
apply.

6. A patient isin acounty EM Sambu-
lanceand isbrought toyour ED even
though they know that you areon
diversion. Yes, EMTALA applies; the
diversion status is not relevant.

True or false questions concerning the
Medical Screening Exam (M SE):

1. TheEMTALA regulationsnow clearly
definewhat aM SE is. No, thisistill
ambiguous and determined case by case.
2. A physician must performtheM SE.
No, other qualified personnel can perform
the MSE, but it must be spelled out in
hospital policies or bylaws.

3. Thetriagenur se often satisfiesthe

M SE. No, triageisnot thesameasaM SE.
4. Nursesand PAscan perform theM SE.
Yes, if qualified and spelled out in
hospital policy. So if apatient presents
with aseemingly minor complaint, anurse
could conceivably do the MSE and send
the patient out of the ED without ever
being seen by a physician.

5. Dovital signsneed tobedoneaspart
of theM SE? No. Althoughthey would
likely be required in most cases, they are
not needed in every case. Thisis urban
legend; itisnot an EMTALA require-
ment. However, sincethe M SE isnot
clearly defined if you decideto skip vital
signs, do so cautiously and don’t violate
any of your written policiesor discrimi-
nate.

Registration Questions:

1. Cantheinsurancecompany becalled
toget authorization prior totheM SE?
No.

2. All theED bedsarefull. Can thepatient
beregistered prior totheM SE? Yes, if it
does not delay the MSE.

3. TheED isnot full and aphysicianis
availableto seethepatient. Canthe
registration processoccur first? No, it
cannot delay the M SE.

4. TheED physician isin the middleof
theM SE and callstheHM O primary care
physician to obtain moreinformation.
Whilethey aretalking, cantheED
physician obtain authorization totreat?
Various experts continue to interpret this
differently. The physician can get more
information, but concurrent approval for
authorizationisstill risky.

5. TheM SE exam isdoneand thepatient
needstobestabilized. Caninsurance
preauthorization for proceduresbe
obtained? Asabove, if stabilizationis
needed and has not been done, then
concurrent approval for authorization
would berisky.

6.Inthepast wehavebeentold that weare
not per mitted todiscussapatient’s
financial responsibility with them prior to
screening and stabilization. However,
many feel that itisa patient’sright tobe
informed of potential financial liability for
services. Dothenew regulationsaddress
this? Yes. If apatient asks, their questions
can be answered. However, the answers to
these questions cannot delay screening
and stabilization. Also, the hospital is not
permitted to unduly discourage individuals
fromremaining for further evaluation. A
staff member who iswell-trained and
knowledgeable in this area should answer
the questions. The patient should be
reminded that the hospital isready to
screen and treat them regardless of their
ability to pay. They should be encouraged
to defer further discussion of financial
responsibility until after any necessary
screening has been performed.

On-Call I ssues:

1. On-call requirementshavereportedly
been made much mor eflexible. Doesthe
hospital need tomaintain an on-call

list anymore? Yes.

2.HasCM Sprovided clear guidanceto
hospitalssothat they know whomust be
on-call? No. “Each hospital must maintain
an on-call list of physicianson itsmedical
staff in a manner that best meets the needs
of the hospital’s patients who are receiving
services required under this section in
accordance with the resources available



to the hospital, including the availability of
on-call physicians.”

3. Doesthehospital need tomakesure
that every specialty iscovered on-call if
therearephysiciansin that specialty on
themedical staff for in-patients? No.
However, thisis somewhat ambiguous.
CMSwill evaluate complaints on acase-
by-case basis, taking into consideration
the number of physicians on staff in that
specidty, the other demands on these
physicians, the frequency that the hospital
receives patients with that problem, and
back-up provisions arranged by the
hospital in advance. The hospital will be
required to meet the community’s needs as
currently required by Medicare's Condi-
tionsof Participation (CoP).

4. Can theon-call physician beon-call at
mor ethan one hospital smultaneously?
Yes. However, the physician must respond
unlessinvolved in an emergency at the
other facility. The hospital needsto make
arrangements in advance to address this
issue, such as back-up call or transfer
provisions.

5. Can theon-call physician schedule
electivesurgery whilehe/sheison-call?
Yes, the physician could finish a procedure
but not start a new one before dealing with
the on-call request. Also, as above, the
hospital needs to make arrangementsin
advance to address this issue.

6. If theon-call physician hasscheduled
electivesurgery whileon-call, isit hig’her
responsibility tomakesurethat thereis
ap-propriateback-up coverage? No, the
hospital needs to address this.

7. Arehospitalsper mitted to giveprefer -
ential or no-call to senior physicians? Yes,
if it doesn’t impair the hospital’s ability to
cover the call schedule.

8.DoesEM TALA now directly addressthe
issueof hospitalsneedingto pay physi-
ciansby statingthat physiciansmust take
call? No, EMTALA does not address this,
but the new rules may force hospitalsto
pay more speciaistsif they want those
services covered for the ED.

9. Inthepast, when hospitalsdid not have
many physiciansin agiven specialty, they
oftenrelied onthe“ruleof 3" (it was
reasonablenot to beon call moreoften
then every 3rd day). Isthat still true? No.
Coverage is evaluated on a case-by-case
basis as noted above. The rule of 3 was
convenient, but was really another urban
legend.

10. Can aspecialist limit his’her scope
of practicewhen on-call? For instance,
can an orthopedist state, “ | specializein
hand surgery, and when | am on-call |

will not seeother typesof orthopedic
problems.” No.

11. If thehospital cannot provideon-call
coveragefor acertain typeof problem,
doesthat end their EM TAL A abligation?
No. They need to address this scenario in
their policies or bylawsin advance.

12. Thenew rulesdonot imposean
obligation on physicianstotakecall. The
duty ison thehospital towork it out in
their bylawsor policies. Someof thisis
covered under thehospital’sMedicare
Conditionsof Participation (COP). If the
on-call docrefusesto comein, ishe/she
still subject toEMTALA finesor is

it all thehospital’sresponsibility now.
Physicians on-call are still subject to the
same finesasin the past if they violate
EMTALA.

13. You haveread that theon-call list
must contain the physician’snameand
not the“group’s’ name. Isthat true?
Various experts continue to answer this
differently.

14. An emergency physician has
requested that theon-call specialist come
totheemergency department toseea
patient, but theon-call specialist doesnot
think the patient’ scondition war rants
hisvisit. HasCM Saddressed this
frequent occurrence? Yes. Theon-call
physician must defer to the emergency
physician’s judgment that he/she is
needed.

15. Can anursepractitioner (NP) or
physician assistant (PA) takecall for the
specialist? No. The physician must be
the one on the call list.

16. If theon-call physician wantsto send
aphysician assistant or nursepractitio-
ner to seethe ED patient isthat accept-
able? Even though the on-call physician
must be the one on the call list, it may be
ok to send an NP or PA to see the patient.
Thisis determined on a case-by-case
basis, and it is up to the treating emer-
gency department physician to decide if
that is acceptable.

Transfers:

1. Arethereany new requirements
concer ningtransfer forms? No, the
reguirements are the same. However, they
may no longer be needed for admitted

patients according to EMTALA. (Transfer
formsmay dtill be advisablefor admitted
patients for other reasons though.)

2. You saw an elderly patientinthe ED and
you aresending them back tothenursing
home. Doyou need an EM TAL A transfer
form? This may depend upon whether

an emergency medical condition exits, and
if s, if it has been stabi-lized.

3. A patient intheED hasatendon lac-
eration and theplastic surgeon iswilling
toseethepatient and repair it intheir
officenow. Doyou need tofill out an
EMTALA transfer form? Yes, anemer-
gency medical condition exits and they
are not stable yet.

4. Many havepredicted that thenew, more
flexibleon-call ruleswill makeit harder
for hospitalstorecruit on-call special-
ists. Asthishappens, morecommunity
hospitalswill need totransfer patientsto
tertiary carecenters. Someof thesepa-
tientsare“gray zone.” Supposea patient
is“stable’ if adequatefollow up can be
arranged (for instanceastablejaw
fracture). However, you now haveno
specialiststaking call in that area. You
contact theuniver sity hospital toarrange
transfer of thepatient and they statethat
thisisastablepatient and that they will
not accept him/her. You statethat the
patient isonly stableif they get appropri-
atefollow-up and you cannot arrangeit
fromyour hospital. Doesthe University
Hospital haveto accept thepatient if they
haveabed and theability to carefor that
problem? The answer to this question
remainsun-clear tome.

Other Areas/Questions:

1. Terroristsjust released ricinin several
American cities. A national state of

emer gency hasbeen declared and your ED
isbeingoverrun by theworried well who
arejust comingtothehospital to make
surethey areok. DoesEM TAL A apply?
No. EMTALA requirementsarewaived
during anational emergency. However, it
may not be declared a national emergency
until much later, in retrospect. Itisa
decision of the President of the United
States.

2. Samescenarioasabove, but thisisa
local problem and nonational stateof
emer gency hasbeen declared. Debated.
May or may not apply to local emergencies
inthefuture, but at thistime EMTALA
probably still applies.

See EMTALA, back cover



EMTALA continued

3.Inthepast therewasoften variationin
EMTALA interpretation and enforcement
between variousr egional officesand sate
agencies. Hasthisbeen addr essed? There
is better coordination between enforcers
than in the past, but it may still remaina

4. Thereach of EMTALA seemstohave
diminished. For instance, now citations
may changefrom EM TAL A toCondi-
tionsof Participation (CoP’s). Isthis
better or worse? A littleof both. There
may be more timeto respond and remedy
the problem. However, CoP surveys can

be more encompassing and demanding
thanEMTALA.

5.CMShasheen discussingarule
requiringthehospital to contact Medicare
+ Choiceplanspromptly oncethepatient
isstabilized. Hasthishappened yet. No,
thisis still being discussed.

problem. Wait and see.
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