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BACKGROUND 
 

T he American College of Emergency Physicians’ (ACEP) Emergency Medicine Foundation received a grant from The Robert Wood John-
son Foundation in 2004 to survey medical directors of hospital emergency departments about the effects of current regulations and the 
practice climate on the availability of medical specialists to provide care in the nation’s emergency departments. A national sample sur-

vey was conducted in the spring of 2004 and again in the summer of 2005. This report contains the results of the 2005 survey and compares 
them with the 2004 findings. Results from the 2004 survey are available at www.acep.org. 
 
The findings indicate that on-call coverage in the nation’s emergency departments has deteriorated and public policymakers should take note of 
the largely unintended consequences of the changes made to regulations governing the Emergency Medical Treatment and Labor Act 
(EMTALA). EMTALA is essentially a non-discrimination law intended to ensure that every emergency patient is seen, regardless of ability to 
pay. It requires hospitals to screen every person who comes to an emergency department to determine whether an emergency medical condi-
tion exists, and if it does, to stabilize the patient. A patient may only be transferred to another hospital if — after all possible stabilizing efforts 
have been made — the patient’s condition requires a “higher level of care” not available at the original hospital. Since its passage in 1986, EM-
TALA has provided an unfunded safety net program for everyone using the nation’s emergency departments. Demand for emergency care con-
tinues to grow by 5 million visits each year on average to more than 114 million in 2003, up from 90 million visits in 1993, while capacity contin-
ues to decrease, which is stretching resources to the breaking point.1 

 
Over the past 20 years, the rules implementing EMTALA became increasingly unwieldy, and in 2003, the Centers for Medicare & Medicaid Ser-
vices (CMS) implemented revised regulations for hospitals and physicians to comply with EMTALA. The new regulations acknowledged the 
need to balance hospital and physician legal duties with the realities of today's crowded emergency departments and the concerns of on-call 
specialists and their practice demands. Specifically, while hospitals are required to maintain a list of on-call physician specialists, physicians are 
permitted to be on call at more than one hospital at the same time and may limit the amounts of call time they are willing to take. While the EM-
TALA regulations took a more practical approach by recognizing physician time constraints and willingness to make additional on-call commit-
ments, ACEP was concerned the rules would unwittingly impede hospital and emergency physician efforts to secure medical specialist care in 
a timely fashion. In addition to the recent regulatory changes, other factors — continued reductions in payment to physicians by Medicare and 
other payers, the growing number of uninsured patients in America, and the increasing costs of medical liability insurance — are affecting pa-
tients’ access to timely specialty care in the nation’s emergency departments. 
 
The 2004 survey was designed to estimate, in the early months of the new regulations, the extent of problems related to on-call emergency 
department coverage by specialists. The survey asked emergency department medical directors whether they were experiencing problems with 
inadequate on-call coverage, given the needs of the patient populations at their hospitals. It also asked about changes in the number of patient 
transfers to other hospitals and whether physicians and staff were experiencing significant increases in the time spent locating specialists will-
ing to provide care in the emergency department. The current survey updated the 2004 information and provided data on additional areas of 
concern, such as patients admitted to the hospital who remain in the emergency department, a practice known as “boarding.” 
 
The 2005 study findings, coupled with the growing demands for emergency services, provide new evidence of further strain on an already 
frayed system. Policymakers, physicians and hospitals must work together to ensure that emergency care remains accessible to all. In an effort 
to provide a national forum on this and other issues related to EMTALA enforcement, Congress established a national EMTALA Technical Advi-
sory Group through the Medicare Modernization Act of 2003. Over a 30-month timeframe, (March 2005 –August 2007), the EMTALA TAG’s 
member/stakeholders will make policy recommendations to the Secretary, U.S. Department of Health and Human Services. The on-call issue 
has been one of the most important (and challenging) issues discussed over the past several months. The TAG has requested data about on-
call issues, and ACEP shared the 2004 report findings. ACEP will provide the 2005 findings to the TAG, CMS staff, and other policymakers this 
spring.
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METHODS 
 
In 2004, the first year of this study, we mailed questionnaires to emergency medical directors at 4,444 U.S. hospitals. This sample 
comprised nearly all acute-care, general hospitals in the country. Specialty hospitals, pediatric hospitals and federally-owned hos-
pitals were excluded because they do not provide comprehensive emergency care to the general population. We also excluded 
hospitals (<1% of the total population) where the emergency department medical directors served the same role at a second, lar-
ger hospital. To avoid participant fatigue, we mailed the questionnaire only once to the larger hospital in a pair. 
 
The final response rate for the first year of the study was 53% (2,343 hospitals). This response was greater than what we pub-
lished in our 2004 report (1,427/4,444 hospitals; 32% response rate), because it reflects a third mailing of the questionnaire to non-
respondents in late 2004. 
 
In 2005, we conducted a follow-up survey by sending a new questionnaire approximately one year later to all emergency depart-
ment directors who responded in the first year, which contributed to the higher response rate. Questionnaires were mailed to 2,343 
emergency department medical directors between August and November 2005. The 2005 results reflect 30% of the entire study 
population of U.S. hospitals (and 57% of the 2005 sample). Survey recipients were given the option of completing the question-
naire on paper or by logging onto a Web site hosted by ACEP. Consent to participate was implied by the return or submission of a 
completed questionnaire. This study was approved by the Institutional Review Board of Johns Hopkins University.  
 
RESULTS 
 
The large majority of respondents were from non-teaching community hospitals (92%), while the rest were from major academic 
teaching hospitals (8%). This response mirrors the distribution of teaching/non-teaching hospitals in the country at large, but the 
responses were skewed toward a greater proportion of smaller and urban hospitals (Figure 1). 
 
Sixty-nine percent of responses were from not-for-profit hospitals, 18% were from public hospitals and 13% were from for-profit 
hospitals. This distribution over-represented not-for-profit hospitals and significantly under-represented public hospitals. These dif-
ferences between respondents and the larger population of all hospitals may reflect a response bias. Emergency department medi-
cal directors experiencing greater problems with on-call coverage also may have been more inclined to respond to the surveys. 
Furthermore, three-quarters (76%) of the responses came from emergency department medical directors in hospitals with no for-
mal trauma-center designation; the other 24% practiced at advanced trauma centers (level I or level II).  

 
This proportion of level I and II trauma center responses was higher 
in the sample than in the nation. The data on hospital characteris-
tics in Figure 1 for both respondents and non-respondents were 
obtained from the American Hospital Association, (The available 
national trauma designation data, however, are almost three years 
old, and the difference most likely reflects an ongoing trend among 
states and hospitals to designate additional hospitals as level II 
trauma centers).2 
 
Access to specialists in the nation’s emergency departments has 
deteriorated. Nearly three-quarters (73%) of emergency department 
medical directors reported inadequate on-call specialist coverage 
(Figure 2), compared with two-thirds in 2004. 

Hospital Characteristics Among Respondents
Survey 

Respondents 
2005

Survey 
Respondents 

2004

1328 (30%)

Hospital Size
>100 inpatient beds

Hospital Location
Urban – within a metropolitan 
statistical area (MSA)

Academic Status
Major Teaching Hospital

Hospital Trauma Level
Level 1
Level 2
Not a higher level center

Hospital Ownership
Not-for-profit
For-profit
Public

2343 (53%)4444Number (response rate)

Total 
Population 
Surveyed

55%

84%

53%

8%

5%
11%

62%
13%
25%

64%

79%

61%

7%

7%

66%
13%
21%

14%

66%

76%

65%

8%

8%

69%
13%
18%

16%

Figure 1 
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This problem continues to affect hospitals of all sizes (as measured 
by emergency patient volume and in all U.S. geographic regions 
(Figures 3 and 4). In comparing the four major U.S. census regions, 
the North Central region had significantly fewer hospitals (63%) 
reporting on-call coverage problems than the South, Northeast and 
West (81%, 74% and 72% respectively).  
 
The only major region with a statistically significant change be-
tween 2004 and 2005 was the South, where 81% of respondents 
indicated new problems with on-call coverage (vs. 71%). Among 
respondents, hospital size did not seem to be related to the percep-
tion of a problem, but a greater percentage of respondents in urban 
hospitals (77%) versus rural hospitals (64%) indicated that on-call 
coverage was inadequate at their hospitals. Of greater concern is 
that a majority of level I and II trauma centers also cited on-call cov-
erage as a problem (Figures 5 and 6). 

 

On-Call Coverage Problems By Geographic Region

74%
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81%
72%

71%

57%
71%
70%

Northeast

North Central
South
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20052004

Fisher’s Exact p-values are shown only for statistically significant year-to-year differences

p=0.001

“Does your hospital have a problem with inadequate on-call 
coverage by specialty physicians?

Figure 4 

On-Call Coverage Problems by ED Volume
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Figure 3 

On-Call Coverage Problems by Hospital Location and Size
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“Does your hospital have a problem with inadequate on-
call coverage by specialty physicians?

Figure 5 
On-Call Coverage Problems by Hospital Trauma Level 
Designation
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Figure 6 

Figure 2 

“Does your ED have a problem with inadequate on-call 
coverage by specialist physicians?”
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Survey respondents also were asked about other changes in their emergency departments related to the adequacy of coverage by 
specialists. Fifty-one percent reported deficiencies in coverage occurred because specialists left their hospitals to practice else-
where. The top five specialties cited were orthopedics, plastic surgery, neurosurgery, ear nose & throat, and hand surgery. Many 
who remain have negotiated with their hospitals for fewer on-call coverage hours—42% in 2005 compared with 18% in 2004—
(Figures 7 and 8). 

Another strategy that hospitals have employed to keep specialists on call is to pay stipends whether or not they actually see pa-
tients. Thirty-six percent noted their hospitals were paying stipends compared with eight percent in 2004. This may reflect increased 
awareness among emergency physicians about a growing practice for hospitals in many areas of the country, particularly the West 
Coast (Figures 9 and 10). 

General surgeons top the list of specialists receiving stipends (Figure 11). Despite the inducement of stipends, emergency physi-
cians say they continue to spend more time seeking specialists to come to the hospital to care for emergency department patients, 
further straining resources (38% vs. 33% in 2004). (See Figure 12). An even more serious capacity issue for a growing number of 
emergency departments was the number of patients who are admitted, but no hospital bed was available for them, so they re-
mained in crowded emergency departments.  This ties up staff and resources to care for additional patients, a practice called 
“boarding.” It was defined in this study as any admitted patient who remained for more than four hours in the emergency depart-
ment waiting for an inpatient bed. 

Figure 8 

“Have any specialist physicians negotiated for less on-
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Figure 7 

“Over the last year did any deficiencies in on-call coverage 
occur because specialists left your hospital (relinquished 

privileges) to pursue practice elsewhere?”
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physicians for providing on-call coverage?”

(Stipends are defined as fees received for being on call even when no patients are seen)
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Figure 9 

Stipends By U.S. Major Census Region 2005*
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In three-quarters of sampled hospitals, patients were boarded on a daily basis, and for 16% of respondents, the number of 
boarded patients averaged more than 10 per day (Figure 13). This situation has worsened since the Government Accounting Of-
fice surveyed hospitals in 2002, and it may become a more serious threat to quality and patient safety.3 

At the other end of the spectrum, 45% of respondents indicated that more patients leave crowded emergency departments before 
being seen by a physician, compared with less than 30% in the previous survey (Figure 14).  
 
The transfer of patients between hospitals occurs primarily when a higher level of care is required and not available at the sending 
hospital. While many cases require a higher level of care in the form of teams of physicians and ancillary staff, equipment and 
other resources, certain patient transfers may occur only because access to a single specialist is needed. An increase in the vol-
ume of inter-hospital patient transfers also may be a symptom of inadequate on-call specialist availability.  
 
Survey participants were asked about increases in the volume of patient transfers both from and to their hospital. Overall, fewer 
respondents indicated that the number of transfers from their facility to another hospital was increasing in 2005 (33% compared to 
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more time placing calls to reach specialists who are 
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Figure 12 

“Over the last month in your ED, what was the average 
daily number of ‘boarded’ patients?”

Boarded patients are defined as those who waited more than 4 hours in 
the ED after being admitted before they are transferred to a room.
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“Is the number of patients who leave your ED prior to 
being seen by a physician increasing?”

Percentage of ED directors who responded “YES”
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“Does your hospital pay stipends to any specialist physicians 
for providing on-call coverage? Which specialties?”

(Stipends are defined as fees received for being on call even when no patients are seen)

n=1,072 (year 2005)
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39% in 2004, p=0.002). Despite this change, however, significantly more respondents reported an increase in the number of pa-
tients transferred to their hospital in 2005 (25% versus 20% in 2004, p=0.002). When queried about their experiences with these 
transfers, a majority of emergency department directors at level I trauma centers agree that at least 1 in 10 patient transfers they 
receive is inappropriate and could have been managed at the sending hospital. Two-thirds of emergency department directors in 
level I and II trauma centers say that over half of all patient transfers are made because of lack of timely access to specialty physi-
cians at the sending hospital. 
 
Figures 15 and 16 depict increases in patient transfers according to emergency department size and hospital trauma level desig-
nation. One unexpected finding is the large proportion of level I trauma centers in both 2004 & 2005 (21% and 20%, respectively) 
where the number of patient transfers out to another center is reportedly increasing. Together with data from Figure 6, this result 
suggests that access to specialists is threatening the care of patients not only at community hospitals but also at the most sophisti-
cated centers in the country.  

 
 
CONCLUSIONS 
 
The continuing erosion in the availability of medical specialists in the nation’s emergency departments is growing and symptomatic 
of a much larger problem with the current health care delivery and payment system. While a large majority of specialists continue 
to see new patients and participate in the Medicare program, they are less willing to cover the nation’s emergency departments. 
The survey findings reflected a significant downward spiral, with nearly three-quarters of emergency department medical directors 
citing problems in 2005. As the Centers for Disease and Control and Prevention (CDC) has reported overall emergency depart-
ment use continues to grow, and the elderly population of emergency department users, who have the largest share of serious 
emergency medical conditions, is about to soar as baby boomers reach Medicare age. The CDC forecasts that this group will fuel 
demand for more specialty care in the emergency department. In a new study on the growing number of elderly patients who ar-
rive at emergency departments by ambulance, the CDC documents how ambulance diversions to other hospitals due to crowded 
emergency department conditions reduces patient access to timely care.4  The CDC forecasts increased use of ambulance trans-
portation to emergency departments by the elderly and a high level severity of medical problems in this segment of this population. 
Since it is clear the large majority of emergency departments are operating above capacity on a daily basis, the additional de-
mands of an aging population will not bode well for timely access. More daunting is the need for bioterrorism and pandemic flu 
preparedness that cannot begin to be met with current resources. 
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The results of this second survey quantify the effects of a few aspects of an increasingly complex set of health system issues that 
affect availability of timely emergency care services all over the country. Responsibility for on-call coverage remains with the na-
tion’s hospitals, but despite increased financial incentives offered by hospitals, the services appear to be falling short of the need 
for coverage. The factors driving this complex problem — reduced health insurance coverage, reduced federal and private funding, 
and ongoing medical liability concerns — must be addressed at the federal level. National discussion of the on-call dilemma is tak-
ing place at the EMTALA Technical Advisory Group among experts appointed by the Secretary, DHHS. This public discussion is 
an important first step, but much work remains to be done to provide an adequate network of emergency services for everyone.  
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