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Elite welcomes our newest facility: Jamestown Regional Medical Center in  

Jamestown, TN. We look forward to working with you! 

Reexamine! Reexamine! Reexamine! 
Prepared by Robert A. Bitterman, MD, JD, FACEP 

  Disease changes over time. Not all disorders present cataclysmically or at maximal intensity: 

they take time to develop and become manifest to the point where physicians can recognize 

their true nature. In emergency medicine, this means we should use time as our ally and fre-

quently reexamine patients during high risk encounters. 

These situations are well known to emergency physicians, but particularly common are: 

 •  patients with undifferentiated abdominal pain. 

 •  Major trauma victims without initially apparent significant injury. 

 •  Patients with prolonged stays in the ED such as psychiatric patients awaiting    

    disposition. 

 •  Patients receiving multiple interventions or consults while in the ED 

 •  Patients given parenteral narcotics or other medications with narrow safety margins. 

                                 Continued on page 3... 

NOTICE to Physicians Licensed in 

TENNESSEE 
Change in Continuing Medical Education Rule:The Tennes-

see Board of Medical Examiners’ Rule regarding continuing 
medical education requires all licensees to complete forty (40) 
hours of continuing medical education courses during the two 
(2) calendar years (Jan.1—Dec.31) that precede the licensure 

renewal year. Now, pursuant to Rule 0880-2-.19(b) at least 
one of the forty required hours shall be a course designed spe-

cifically to address prescribing practices.  All licensees re-
newing their licenses beginning Jan.1, 2010 will be re-

quired to comply with the rule. For more information go to  

http://www.state.tn.us/sos/rules/0880/0880-02.pdf. 
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                   Becoming More Selfless 
If you want to be a contributing member of a successful team, you have to put others on the team ahead of yourself. How are you 

when it comes to taking a backseat to others? If someone else gets credit for work well done, does it bother you? If you get bumped 

from the “starting lineup”  of your team, do you shout, pout, or tough it out? All of these things are characteristics of selfless play-

ers. To become more selfless… 

Promote someone other than yourself. If you are in the habit of talking up your achievements and promoting yourself to others, deter-

mine to keep silent about yourself and praise others for two weeks. Find positive things to say about people ’s actions and qualities, 

especially to their superiors, family and close friends. 

Take a subordinate role. Most people ’s natural tendency is to take the best place and to let others fend for themselves. All day to-

day, practice the discipline of serving, letting others go first, or taking a subordinate role. Do it for a week and see how it affects your 

attitude. 

Give secretly. Writer John Bunyan maintained, “You have not lived today successfully unless you ’ve done something for someone 

who can never repay you.”  If you give to others on your team without their knowing, they cannot repay you. Try it. Get in the habit 

of doing it and you may not be able to stop.                  

       The Maxwell Daily Reader:365 days of Insight to Develop the  

       Leader Within You; © 2007 John C. Maxwell; Thomas Nelson Publishing; 

       Nashville, TN. 

Guidelines for Good Patient Relations 
À Acknowledge and greet patient upon arrival. 

À Address patients by their formal name, unless invited to do 

 otherwise. 

À Introduce yourself. 

À Make eye contact. 

À Sit when talking with patients. 

À Provide assistance when needed. 

À Control waiting room/exam room time and communicate 

 with patients when there is a delay. 

À Knock before entering exam room. 

À Explain what you are doing. 

À Fully inform patients of risks, benefits, and alternatives. 

À Avoid condescending remarks. 

À Practice active listening. 

À Establish guidelines for when you may be called out of an 

 exam room. 

À Do what you say you will do when you say you will do it. 

À Review patientôs chart before entering exam room. 

     Source: SVMIC Risk Points 

        Volume 3, Issue 4  
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Reexamine! Reexamine! Reexamine! 

Continued from pg.1 

Transfer, EPIC as well as most insurance carriers, have sustained a number of significant hits due to lack of 

repeated examinations (and/or lack of documentation of 

repeated exams which were in fact done) prior to dispo-

sition from the ED. Typical cases include: 

 ÅA patient with chest injuries from a significant MVA 

with airbag deployment is turned over at shift change to 

the on-coming emergency physician while awaiting a 

chest CT scan. Hours later the second physician dis-

charges the patient, without reevaluating the patient, 

because the CT is ònegative.ó The patient returns dead, 

likely the result of bleeding from the intra-abdominal 

organ injuries. 

 ÅA middle aged male patient with vague, diffuse lower 

right abdominal pain and tenderness is discharged after 

an hour in the ED with instructions to follow-up with his 

PCP òin a few daysó for recheck. He returns in 24 hours 

with sepsis from perforated appendicitis. 

 ÅA patient given multiple large doses of parenteral nar-

cotics (and other sedatives and analgesics) over a rela-

tively brief period in the ED is discharged only 15 min-

utes after the last dose. She allegedly dies shortly af-

ter leaving the ED from complications related to the ad-

ministered medications. 

Abdominal pain cases, such as òR/O appendicitis,ó and 

the resulting litigation are particularly frustrating be-

cause many could be prevented with frequent evaluations 

in the ED and early follow-up/reexamination after dis-

charge. 

 In the past, most EDs fortunately had a built in wait; 

the time it took the hospital to process the physicianõs 

order for a CBC. EDs are more efficient now, though to 

some detriment. After 30+ years in busy EDs Iõm con-

vinced òbeyond a shadow of doubtó that the greatest 

value of a CBC in a patient with abdominal pain is the 

amount of time it keeps the patient in the ED. Iõve also 

never heard a patient or family complain about the time spent in the ED if we simply told them òWe donõt 

think itõs appendicitis now, but weõll keep you around for awhile to reexamine you a few times before we let 

you go home.ó 

 Similarly, patients with undifferentiated abdominal pain who are discharged from the ED should be re-

checked in 8-12-24 hours depending upon the age of the patient, the particular circumstances, and your de-

gree of concern. If the patient has no physician, and follow up with the hospitalõs medical staff isnõt a viable 

option, then instruct the patient to return to the ED. If they get better, as you expect they wonõt return! If 

they get worse, then you want them to return, and you want it on the record that you TOLD them to return at 

a specific time for reexamination. Abdominal pain is notoriously slow to reveal its true nature the word 

òabdomenó itself comes from a Latin derivation meaning òto hide.ó 

Risk Management  

Recommendations: 
1. Frequently reexamine patients who are in the ED 
for a long time, such as patients with trauma, ab-
dominal pain, or psychiatric conditions, and al-
ways reassess these patients just prior to dis-

charge. 

2. In trauma cases, the mechanism of injury alone 
may be sufficient to observe and reexamine pa-
tients for a prolonged period of time to discover 
intra-abdominal injuries such as liver or spleen 
lacerations, pulmonary contusions, or occult frac-

tures. 

3. In undifferentiated abdominal pain cases, par-
ticularly in the elderly, not only should the patients 
be reexamined a number of times during their stay 
in the ED, but they should all be instructed to be  
reevaluated in 8-12-24 hours after discharge, de-

pending upon the circumstances. 

4. In psychiatric cases, all patients should be reex-
amined and their vital signs repeated at the time of 
transfer. Psychiatric patients usually remain in the 
ED for prolonged periods of time after the transfer 
decision is made but before the transfer is actually 
effected (often with at least one physician turn-
over), during which time the patientôs condition 

may, and frequently does, change. 

5. ñWhen in doubt, donôt letôem out.ò Hang on to 
patients awhile after medications or interventions; 
donôt be too quick to discharge them. Utilize the 

value of time and reevaluation to you advantage. 

6. Document findings of the repeated exams and 
describe the patientôs course in the department 
and condition at the time of discharge. ñTell a 
storyò that can be interpreted to come to only one 

conclusionðyours! 



Democratic Government, associated as it is with all the mistakes and shortcomings of the 

common  people, still remains the most valuable contribution America has made to the moral 

life of the world.”… 

Jane Adams 

EMTALA contains 2 basic requirements: 

                  1. For any person who comes to a hospital emergency department, "the hospital must provide for an 

           appropriate medical screening examination . . . to determine whether or not an emergency medical 

condition exists" (see 42 USC § 1395dd[a]).1  

                 2. If the screening examination reveals an emergency medical condition, the hospital must "stabilize 

the medical condition" before transferring or discharging the patient. 

Cobra Laws and EMTALA 
Author: Jennifer Coles Schecter, MD, Staff Physician, Department of Emergency Medicine, Lahey Clinic,  

 EMTALA outlines specific obligations for the referring hospital, the treating or transferring physi-

cian, and the receiving physician and hospital. The main points are as follows:  

Medical screening exam 

 • Any person requesting emergency services, who presents to a facility that provides emergency 
 services, must receive a medical screening exam (MSE). The purpose of the MSE is to 

 identify whether an emergency medical condition (EMC) exists. 

 • This request can come from the patient, someone accompanying the patient, a law  
 enforcement officer bringing someone to the ED, or someone walking into the ED requesting a 

 blood pressure check. 

  If the MSE reveals an emergency medical condition, it is the obligation of the treating hospital to      

 stabilize the patient prior to discharge or transfer. 

  The term medical screening examination (MSE) may lead physicians to misin-

terpret their responsibilities under EMTALA. It is important to understand that the MSE is not 

equivalent to a triage assessment. The definition of the MSE is "an evaluation reasonably calcu-

lated to identify emergency medical conditions suggested by presenting signs and symptoms." By 

definition, this evaluation may require the use of any diagnostic aids and/or specialty consulta-

tions normally available in the ED. For example, a patient presenting with chest pain, dyspnea, 

and diaphoresis may require an ECG, chest radiograph, and cardiac enzyme levels as part of the 

medical screening examination.  

 

 The MSE must be performed by a qualified medical provider (QMP). Although the statute does 

not preclude a nurse or mid-level provider from performing the MSE, compliance generally is en-

sured if a physician evaluates the patient. In the case of a nurse or mid-level provider, the QMP 

must have a job description for this role, qualifications and competencies must be established, 

and a formal designation for approved individuals must be in their personnel file. 

http://www.medlaw.com/statute.htm
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