
Many times a day, emergency
departments receive referrals from an
urgent care center, primary care office, or
another outpatient setting. The
management of this interface can be
critical to good patient outcomes, or may
contribute to a misadventure, thereby
exposing the well-meaning provider to
unnecessary litigation. Here are some tips
for you to consider.

Scenario 1:
A 42-year-old man is brought to the

clinic by his wife for evaluation of an acute
onset of vague chest discomfort, general
fatigue, and nausea. The office staff alerts
the intake staff who take him back to the
treatment area immediately. His admitting
vital signs include a Temp of 37 C, HR of
98, BP 162/92, RR 18, and pulse ox of
98%. His symptom onset was about two
hours prior to admission; he had no
diaphoresis but mild shortness of breath.
His only risk factor for heart disease was a
family history, which he vigilantly
managed with exercise and proper diet.
Today’s events are not customary for him.

Exam is essentially negative. EKG in
the office revealed a normal sinus rhythm,
rate of 68, with no acute change.

A decision is made that further work
up is required in a hospital emergency
department. The patient reported
improvement in his symptoms and
implored the PCP to allow his wife to drive
him to the hospital rather than to incur the
cost of an ambulance, which she did
reluctantly.

En route, the patient became more
symptomatic, with more chest pain,
labored breathing, diaphoresis, and upon
pulling into the hospital drive, slumped
forward unresponsive.

The emergency department team
responded quickly, pulled him from the
front seat of the car, and began
resuscitative measures. Unfortunately, the
man failed to be resuscitated. Post mortem
exam identified death due to coronary
atherosclerosis and acute myocardial
infarction. With the implementation of the
Affordable Care Act, new dynamics may
well contribute to an increase in just such a
bedside dynamic. More patients will
theoretically be directed to the primary
care office and directed away from the
emergency department.

It is conceivable, therefore, that more
patients better suited for the emergency
department might well end up in the
office. Solid forethought and planning 

before these events might avert a
catastrophe as outlined in the above case. 

Develop a game plan that includes
times the doctor is in the office and times
the staff is alone. Empower your team to
recognize a medical emergency and act.
Protocols addressing how to handle
emergency situations, mock emergency
drills and a review of the maintenance
protocols for emergency equipment can
effectively empower your team. Develop
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action plans that are written down and
rehearsed. Office personnel should never
be criticized for reacting to your plan in
your absence, even if considered a false
positive event after study.

When a patient is referred to the
hospital emergency department, be sure to
communicate with the receiving ED 
to assure continuity of care. Suitable
documents can accompany the patient,
such as EKG’s, lab reports, and a short
summary of care. Include a contact
number so the emergency physician can
call you with questions. A copy of your
notes, if available, or a simple SBAR
(Situation, Background, Assessment,
Recommendation) form can be completed
in short order. 

Fail to Plan, or Plan to Fail 
Medical emergencies in the office are

a foregone conclusion. According to the
American Family Physician, rural primary
care offices experience a mean eight
emergencies per year, and 95 percent had
at least one in the last year. Pediatric
offices on average report 24 emergencies
per year, and 82 percent report at least one
emergency per month.

What will you see? Generalists may
see asthma, cardiac arrest, seizures,
anaphylaxis, and psychiatric emergencies.
Pediatricians may see an even greater
variety. The first step in managing
emergencies is assessing your
environment, identifying your resources,
and making a plan.

With an emergency in your office, the
practitioner must know where the help is
going to come from and develop a plan to
interface with that team. An EMS
response of more than 15 minutes implies
that the office personnel must be able to
manage things initially, which will require
training and equipment accordingly. An
example of a pediatric specialty plan set
forth by the American Academy of
Pediatrics can be viewed at
http://aappolicy.aappublications.org/cgi/re
print/pediatrics;120/1/200.pdf

For example, the American Academy
of Pediatrics has issued guidelines to assist
offices in establishing an emergency plan.
The guidelines include a list of
recommended supplies and are available
at the link listed above.

A Word about Our 
EMS Partners

The American College of Emergency
Physicians publishes an annual report
card of the state-by-state health of
emergency care. The environment in
which you work can be significantly
influenced by your local EMS response
capability. 

As you develop a plan, communicate
with local EMS to get an honest
assessment as to what you could expect
when that call is made. Examples of
pertinent information to acquire includes
anticipated response times and whether
the response times vary with the time of
the day. At what level are you certified:
paramedic, paramedic specialist or EMT
level? What kind of support is provided,

so the gap can be anticipated and
managed with the office personnel and
supplies? What do you need from us to be
more effective for our patients?

Communicate, Communicate,
Communicate!

It is not uncommon to get a referral to
the emergency department from another
facility. If that facility is a hospital or a
hospital based emergency department,
federal law (EMTALA) dictates the
content of the communication necessary
for a transfer. Clinic facilities are not
generally subject to such law. However,
know that to realize best outcomes for
patients, good communication is essential. 

When sending a patient to the ED,
take the time to discuss your concerns
with the receiving physician so that
missteps can be avoided. Too often
patients get to the emergency department
and are unsure as to why they were sent! 

Be clear in your communications with
the ED team regarding the need and
reason for directing the patient to the ED.
Electronic health records (EHR) can
mitigate some of that disconnect, but in an

Managing emergencies means assessing your environment,
identifying your resources and making a plan.

Continued from Page 1

Update on CMS and Medical Assistants

At the urging of the American Association
of Medical Assistants and other parties, on
August 23, 2012, CMS issued a final rule
allowing “credentialed medical assistants” to
enter orders into the CPOE system for the
purpose of calculating compliance with this
Core Objective.  Any licensed healthcare
professionals and credentialed medical
assistants can enter orders into the medical
record for purposes of including the order 
in the numerator for the objective of CPOE.
If your medical assistants are entering orders
into the CPOE system and are NOT
appropriately credentialed, you may be fined
by CMS.  For more information, please refer
to http://aamalegaleye.wordpress.com/
2014/02/20/who-can-enter-orders-into-
the-cpoe-system/
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environment that does not support that
exchange, alternative strategies may be
anticipated. A short form, like the SBAR
form suggested previously, can be
completed by staff while the doctor is
occupied with the emergency. Again,
prior preparation can go a long way to
confident performance in the clutch.

Practice the Plan
After you and your staff have

developed a well-thought-out plan, make
time to develop a mock training exercise.
This can be a table-top exercise, or a
full-blown mock event, complete with a
well-rehearsed victim. This needn’t
interrupt regular office dynamics to be
effective and can be held after hours, or
when patients are not scheduled. Refer to
the reference suggested in this article for
details about developing your own plan.

Scenario 2:
A 59-year-old female comes to the

clinic with profound symptoms of near
syncope, diaphoresis, and dyspnea. She has
just had lunch next door and had eaten
some appetizers when her symptoms
began. She is wearing a Medic Alert
bracelet, which defines latex and shellfish
allergies.

Front desk personnel immediately
initiate the office emergency protocol. The
patient is brought back to the treatment
area and the doctor is notified. Vital signs
include T 37 C, HR 140, RR 34, BP 80/40. 

While appropriate medical therapies
are initiated, including an IV, Epinephrine
IM, and Benadryl IV, a 911 call is placed
to activate an EMS response. A scribe, 
defined in the emergency response plan,
completes the form to travel with the EMS
Team. Their arrival in 20 minutes was
anticipated, and the handoff occurs
uneventfully. The 12-minute transport 
to the local hospital begins; a call is placed
to the emergency physician by the doctor

to give a status report of the incoming
situation with the details of provided
therapies. 

The case is documented in the
patient’s medical record, with as much
time-sensitive detail as can be discerned.
As planned, an identified recorder
documents events, which can later be
reliably entered into the record.

Discussion and Conclusion
Clearly, office-based emergencies are

not to be unexpected. Failure to plan for
such events jeopardizes the outcome for
patient, physician, and staff. Prior
planning, with attention to awareness of
available resources, and staff training can

result in better outcomes, and thereby
proactive management of risk. Don’t
leave this to chance. In the initial case, be
aware that current financial and political
dynamics may inappropriately influence

one’s decision to avoid expensive 
resources, such as EMS, to assure the
safety of the patient. Don’t succumb to
that temptation, as no one will be around
to congratulate you for saving a buck in
the case of a misadventure. 

(For an attorney’s persepective about the
“Legal Aspects of Medical Emergencies,”
see the article on page 4.)
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The patient emergency may present
before or after the in-office visit.
Physicians and office staff must be
prepared to recognize crucial clinical
clues and respond appropriately. Many
offices operate telephone triage lines, or
a more formal nurse-on-call program. 

Regardless of formality, these
programs share common goals and also
encounter similar challenges. Hindsight
is always 20/20. What can be done better
prospectively to make the critical, yet
often subtle distinctions that warrant an
emergency referral, rather than simply
scheduling the patient for another
“routine” office appointment? 

Tips to Detect an
Impending Emergency

• Listen—to what is said and how it 
is said. How does the patient (or
family member) describe the
concern? Be attentive to their choice
of words and adjectives (“worst
headache of my life”), body part
involved (“the pain wraps around
my entire upper chest,” “my stomach
feels bloated”), and tone of voice
(alarm, urgent, frightened, anxious). 

• Engage—ask probing questions to
elicit the important clinical details:
time of onset, pattern (“what makes 
it better or worse?”), history (“have
you ever felt like this before?”).

• Access—the patient’s medical
record or EMR, to quickly put the
call into clinical context: are the
patient’s complaints new and
different? Has there been a recent
intervention, procedure, or new
medication that may be causing or
contributing to the patient’s
problem? Is the acuity and severity
of the occurrence out of the
ordinary or worse than expected
given the patient’s history? Is there a
family, social, work or medical
history that warrants a change in the
differential diagnosis?

• Ask for Help—don’t hesitate to ask
an experienced colleague, your
supervisor, or physician to help sort
out a confusing or complex clinical
picture. There is no “I” in Team.
Fresh eyes and a different clinical
experience can be crucial to making
a correct diagnosis.

• Don’t Cling to a Diagnosis; Things
Can Change—stubbornly clinging
to a pre-conceived diagnosis and
being reluctant to rethink the
situation can have disastrous
consequences. Often mistakes are
made, or a correct diagnosis is
delayed because:
aProviders hold fast to an

established diagnosis or condition 
and do not recognize that a new   
complication is emerging. 

aA medicine is having an
unexpected side effect.
aThe patient’s recovery is taking

longer than normal. 
aA post-operative complication has

developed.
aThe vital sign trend line is moving

in the wrong direction for the
diagnosis that you thought was
right. 

• Take Good Notes—documentation
is crucial! It must be accurate,
specific and timely. Capture the
details of what the patient is
describing: area of complaint, time
of onset, duration, character, etc.
And NEVER alter or destroy
evidence after the fact. The penalty
for “spoliation of evidence” can be
staggering. 
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