
PROFESSIONAL OPPORTUNITIES

Disclaimer
CARDIOLOGY NEWS assumes the statements
made in classified advertisements are ac-
curate, but cannot investigate the state-
ments and assumes no responsibility or
liability concerning their content. The
Publisher reserves the right to decline,
withdraw, or edit advertisements. Every
effort will be made to avoid mistakes, but
responsibility cannot be accepted for
clerical or printer errors.

qYes, Please send me more information.

Contact Name

Office

Address

City/State/Zip

Phone              Fax

q

q

Model AT-1i, Multi-channel EKG with interpretation 
Regularly $3,263.00 - Now Only $1,650.00. 

Model AT-2i, Multi-channel EKG with interpretation and full 8.5”x11” print-out.
Regularly $4,324.80 - Now Only $1,995.00.

www.4ecg.net

Trade-InsTaken Dead
or Alive!

Save Thousands on a NEW EKG
Without Risking a Dime!

New Brand Name EKG machines at rock bottom prices.  Med-Electronics is one of the largest 
cardiopulmonary equipment distributors in the entire country.  We are able to buy for less, 
because of the volume of EKG machines that we sell.  We pass the savings directly to our
customers. Let us have a representative show you our machines in your office.
Take a look at these bargains (good through  March 31, 2007)

Machines available w/screen & built-in Spirometer —
See a no-obligation demonstration before you buy.

No one pays retail anymore...Why should you?

If paid by credit card we bill 1/2 on shipping and 1/2 in 30 days.

3 Year Warranty
Wholesale prices on all medical equipment!

Stress Test Systems $2900
PC Based Holter System  $2900
Spirometers $695 - $3500
PC Based EKG $1800
Refurbished Ultrasounds
Pulse Oximeter from $199
Ambulatory BP Monitor
Bone Densitometer
Dopplers from $395
Vital Signs Monitor from $750
AED from $1000
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Specialty Hospitals to Take On EMTALA Duties 
B Y  C H R I S T I N E  K I L G O R E

Contributing Writer

The technical advisory group exam-
ining the Emergency Medical
Treatment and Labor Act put its ef-

forts to rest in April with a final report that
its physician members hope will make
on-call service more workable and im-
prove the statute’s effects in the trenches. 

The report recommends “community
call” plans that share resources to fulfill
EMTALA responsibilities, and emphasizes
the obligations of specialty hospitals in
meeting the on-call crisis. The advisory
panel met seven times over 3 years to ad-
vise the Secretary of the Department of
Health and Human Services on how to
improve guidance and enforcement of
EMTALA. The 19-member advisory
group included Centers for Medicare and
Medicaid Services (CMS) staff, the in-
spector general of HHS, various patient
and hospital representatives, and physician
representation. Several of the panel’s rec-
ommendations to improve on-call systems
already have been implemented. 

The CMS has begun to make it clear that
specialty hospitals are not exempt from
EMTALA obligations. Furthermore, in a
draft Inpatient Prospective Payment System
regulation for fiscal year 2009, the agency
is now proposing that hospitals be allowed
to group together and form community
call to meet their on-call responsibilities.

The panel “had a fairly circumscribed
charge, in that they weren’t being asked to
tackle the big problems lurking behind
EMTALA,” said Barbara Tomar, director
of federal affairs for the American College
of Emergency Physicians. “They did a
tremendous job in dealing with some in-
credibly technical and complex issues ... in
simplifying and clarifying language, and in
refining what [EMTALA] means.”

The panel did not let its limited
charge—and the broader issues—go un-
noticed. It included in its list of recom-
mendations two “high-priority” items:
HHS should amend EMTALA to include
liability protection, and it should develop
a funding mechanism for hospitals and
physicians who provide care covered by
the statute. 

Like other TAG recommendations, the
request for CMS to clarify its position on
“shared or community call” and permit
formal arrangements is a recognition of
local variations. It’s also a reflection of
how the emergency care environment has
changed overall since 2003, when EMTA-
LA regulations were revised to allow on-
call physicians more flexibility.

The advisory panel’s conclusion that
participation in community call plans can
“satisfy [hospitals’] on-call coverage oblig-
ations”—a notion that CMS is now seek-
ing comment on—is “a new option on the
table,” said Ms. Tomar.

“It’s a recognition of the fact that you no
longer have full contingents of on-call doc-
tors waiting at every hospital ... that if you
can get a community to pull together doc-
tors to serve different hospitals on different
days and connect that with your EMS sys-
tem, you’ve got a potential plan,” she said.

It may not always be possible to imple-
ment such plans successfully—at least one
solid regional effort recently collapsed,
Tomar noted. In that light, the panel clear-
ly stated in its recommendation that hos-
pitals must have backup plans, and that a
community call arrangement does not
negate a hospital’s obligation under EM-

TALA to perform medical screening exams.
The 2006 Inpatient Prospective Pay-

ment System final rule adopted another
related recommendation: Hospitals with
specialized capabilities but no EDs are
bound by the same responsibilities under
EMTALA as specialty hospitals with ded-
icated EDs.

The advisory group closed with heated
debate, when questions were raised about
whether EMTALA should apply to the
transfer of inpatients who are never fully
stabilized. The panel was presented with
several scenarios, such as a patient who
comes in with chest pain and is admitted
with a probable diagnosis of angina—but
who is found with additional testing to have
a dissecting thoracic aneurysm or other life-
threatening surgical emergency that the
admitting hospital is unable to address.

The panel narrowly recommended that
EMTALA be extended to cover inpatient
transfers, but only if the patient has not
been stabilized for the condition requiring
admittance. And in the end, the CMS ran
with the contentious recommendation.
Like the community call recommenda-
tion, it made its way into the draft Inpa-
tient Prospective Payment System regula-
tion for fiscal year 2009. ■

Ezetimibe Troubles Hit Home
Schering-Plough reported in its most recent
quarterly filing with the Securities and Ex-
change Commission that its joint venture
with Merck & Co. on ezetimibe (Zetia) and
ezetimibe/simvastatin (Vytorin) is the sub-
ject of multiple lawsuits and legal inquiries.
In a May 6 filing, Schering stated that it has
received “several subpoenas from state of-
ficials, including state attorneys general,
and requests for information from U.S. At-
torneys,” all seeking information on the
ENHANCE clinical trial, the sale and pro-
motion of ezetimibe/simvastatin, and
stock sales by corporate officer since April
2006, when ENHANCE was completed.
Since mid-January, the company has been
served with class action lawsuits alleging
fraud in conjunction with the sale and mar-
keting of the two products. The company
is also looking at several securities-related
class action suits, according to the filing.

CMS Covers Artificial Heart
Artificial hearts will be covered by Medicare
when they are implanted as part of a study,
according to a national coverage decision is-
sued in May. The decision was not a sur-
prise, as CMS telegraphed its intention to
do so in a February proposal. According to
a statement, the agency “believes there is
now sufficient scientific evidence on the use
of artificial hearts to allow coverage of
these devices for beneficiaries in the care-
fully controlled clinical environment of an
[Food and Drug Administration]–approved
study.” The devices are for use in severe
heart failure, where patients are at immi-
nent risk of death. 

Gainsharing Cuts Stent Costs
A study of gainsharing programs sanc-
tioned by CMS at six cardiac catheteriza-

tion labs has found that costs declined for
coronary stent patients relative to non-
gainsharing hospitals. The gainsharing hos-
pitals reduced costs by 7.4% per patient;
91% of the savings came from lower prices,
and 9% from lower utilization, according
to authors Jonathan Ketcham, Ph.D., and
Michael Furukawa, Ph.D., of Arizona State
University, Tempe. Under the programs,
savings are shared equally by the hospital
and the physician practice. From 2001 to
2006, the average cost per patient increased
from $3,338 to $4,644, but the gainsharing
hospitals were able to reduce that by $315
per patient, or 7.4%. The study appears in
the May/June 2008 issue of Health Affairs.

Self-Referrals Drive Imaging Hike
Physicians who refer patients to their own
facilities or machines for scans account for
much of the increase in diagnostic imag-
ing ordered for privately insured patients,
according to a commentary in the journal
Medical Care. The increases in imaging
were seen mainly in privately insured pa-
tients with fee-for-service plans, according
to by Dr. Vivian Ho, professor of medicine
at Baylor College of Medicine, Houston.
“Physicians seem to choose the self-refer-
ral option, meaning they do the imaging
in their own office, because they are re-
imbursed by private insurance compa-
nies,” Dr. Ho wrote. If they don’t have the
equipment in their office, she said, they
lease an imaging center’s facilities and em-
ployees for a fixed period each week. This
creates revenue for both parties involved,
but raises questions about the necessity of
the testing conducted, Dr. Ho wrote,
adding, “The current reimbursement sys-
tem lacks incentives to provide high qual-
ity imaging in a cost-effective manner.”

—Alicia Ault
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