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PoOSITION STATEMENT

Interfacility transport is defined as
the movement of a patient from
one health care facility to another
in a licensed ground or air ambu-
lance. The medical direction of an
interfacility transport is a shared
responsibility. The following state-
ments should serve as a guide to
promote a safe and effective trans-
port of a patient between facilities.

® The transferring physician, by
law, has the responsibility of
selecting the most appropriate
means of transport to include
qualified personnel and trans-
port equipment.

* The transport service and its
medical director are responsible
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for ensuring that their transport
personnel can provide quality
care within their scope of prac-
tice and are skilled in the use of
the transport equipment.

* The responsibility of online
medical direction during trans-
port should be established prior
to the transport based on mutual
agreement between the transfer-
ring physician, the transport ser-
vice medical director, and the
accepting physician.

¢ Interfacility transport should be
defined by state statute/regula-
tion as a component of the emer-
gency medical services (EMS)
system.

* System or service protocols
should define the scope of prac-
tice of the transport service to
ensure an appropriate, safe, and
effective transport. Consultation
by the transferring physician
with the transport service med-
ical director and the accepting
physician may be necessary to
provide this assurance.

* The EMS system should educate
the medical community about
interfacility transport standards.

DiscussioON

The transfer of patients between
facilities is a fundamental compo-
nent of the health care system. It
allows access to various levels of
care for individuals and communi-
ties that may not otherwise have
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access to such care. The ability to
transfer patients between facilities
is crucial to society as a whole
because it potentially prevents
needless duplication of services
and decreases cost in the system. It
facilitates the existence of an inte-
grated health care system, such as
occurs in a trauma system. Trans-
fer of patients was originally iden-
tified as one of 15 essential compo-
nents of EMS system design.!
Transfers occur with the expecta-
tion that potential complications en
route may be adequately treated by
transporting personnel. For the
purposes of this paper, an interfa-
cility transport is defined as the
movement of a patient from one
health care facility to another
health care facility.

Emergency medical services sys-
tems and their medical directors
are knowledgeable regarding sys-
tem capabilities, but are unclear of
the system’s role regarding trans-
fer. Transferring and accepting
physicians know the problems and
needs of patients requiring trans-
fer, but are not always cognizant of
the capabilities of transport ser-
vices and personnel. As a result,
the authority of medical direction
for the care of patients during
transport is unclear. Several orga-
nizations have developed position
papers concerning interfacility
transports?>”’; however, medical
direction of those transports is
poorly defined. The objective of
this paper is to discuss the roles
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and responsibilities of medical
direction for an interfacility trans-
port.

Medical direction during an
interfacility transport should be
arranged prior to the movement of
the patient. Options for medical
direction during the transport
include: 1) transferring physician
assumes medical direction, 2) med-
ical director of the transport ser-
vice assumes medical direction, 3)
accepting physician assumes med-
ical direction, and 4) a shared pre-
defined responsibility with a trans-
fer of control en route.

EMTALA?® is the governing
authority for the sending physi-
cian/hospital concerning the inter-
facility transfer of patients. Patient
care during transport until deliv-
ery to the receiving facility is the
responsibility of the transferring
physician/hospital, unless other-
wise specified. An appropriate
transfer is defined by four vari-
ables. The first variable is the pro-
vision of medical treatment within
the transferring physician/hospi-
tal's capacity that minimizes the
risks to the patient or unborn
child’s health. The second requires
an accepting facility that has avail-
able space and qualified personnel
for treatment of the patient and
agrees to accept the patient in
transfer. The third requires the
medical records from the transfer-
ring hospital be sent to the accept-
ing hospital. The fourth requires
transport by qualified personnel
and transportation equipment, as
required, including the use of nec-
essary and medically appropriate
life support measures during the
transport. The transport personnel
must be qualified to handle poten-
tial complications or deterioration
in the patient’s condition that
might occur during the transport.

The requirement of qualified
personnel and equipment may cre-
ate the greatest challenge, especial-
ly for a transferring physician not
familiar with the local EMS com-
munity and the scope of practice of
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their personnel. The transport ser-
vice can range from a basic emer-
gency medical technician (EMT) in
a basic ambulance to a physician in
a fixed-wing aircraft. The level of
training required of the transport
personnel depends on the severity
of illness of the patient. Paramedics
and EMTs transport the vast
majority of all interfacility trans-
ports, the largest share of these
being stable patients.” Specially
trained paramedics'® and nurs-
es!l-16 provide the majority of
staffing for critically ill patients.
The need for physicians during
transports has been questioned
and is probably limited to the most
serious patients requiring frequent
interventions.!17-21 Brink notes
that an increasingly popular solu-
tion for crew composition is to
select from a diverse pool of per-
sonnel available to meet the specif-
ic transport need.?? Boyko has
developed a chart to aid in crew
selection based on the transport
needs.!®

The transferring physician/hos-
pital is responsible for choosing the
most appropriate means of trans-
port. It is accepted that the level of
care provided at the time of trans-
fer be continued while en route
and be adequate to respond to the
anticipated complications during
the transport. Case law has estab-
lished that “qualified personnel
and equipment” may be a higher
level of care than is generally avail-
able on most routine EMS trans-
port vehicles. Burditt v U.S.
Department of Health and Human
Services?® was the result of a trans-
fer of a pregnant patient who
delivered in the ambulance during
the transport. The transfer was
found to be inappropriate, because
a physician and a fetal heart moni-
tor (which were available at the
sending facility) did not accompa-
ny the patient.

The transferring physician is
responsible for the order to trans-
fer and for the treatment orders to
be followed during the transport.
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This implies online medical direc-
tion is also available with the trans-
ferring physician. However, state
statutes may be conflicting. In
some states, only an authorized
medial direction physician may
give orders to EMS personnel.
Under those circumstances, the
transporting service’s medical
director or an approved online
medical direction  physician
becomes responsibility for orders.

EMTALA does not reference the
transport service and its medical
director. Out-of-hospital emer-
gency medical care is regulated by
each state, and there is consider-
able variability from state to state.
However, all states require some
type of physician medical direc-
tion. This physician has overall
responsibility for the quality of
care. This responsibility includes
implementation of patient care
protocols, provision of online med-
ical direction, and evaluation of
care rendered.

The Commission for Accredita-
tion of Medical Transport Services
(CAMTS) has established stan-
dards for providing quality patient
care in a safe transport environ-
ment.?* Those standards include
the roles of the medical director.
The medical director is to be active-
ly involved in the quality manage-
ment program; the administrative
decisions affecting medical care for
the service; the hiring, training,
and continuing education of all
medical personnel; and orienting
physicians providing online med-
ical direction to the policies, proce-
dures, and protocols of the service.
In addition, the medical director
ensures that the mode of transport
is appropriate and safe for the
patient’s specific disease process/
needs. The medical director also
sets policy that ensures compliance
with EMTALA regulations, which
prevents any diminution in level of
care from bedside to bedside.

Accepting these standards, the
transport service and its medical
director assume the role as a safety
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net for the transferring physician.
The medical director of the trans-
port service and the EMS system
medical director (if not the same
individual) should establish policy
defining the scope of practice for
providers and procedures for the
providers to follow if asked to pro-
vide care outside their abilities.
While the transport service will not
be violating EMTALA if it trans-
ports a patient outside its scope of
practice, it is subject to being sued
for negligence. The transferring
physician/hospital, however, may
be found in violation of EMTALA
under these circumstances.

It is incumbent upon the trans-
port service’s medical director to
understand not only the legal
scope of practice for paramedics in
his or her state, but also to under-
stand the curriculum under which
they were taught. Certain skills
useful in the interfacility transport
environment, such as ventilator
management, utilizing electronic
intravenous pumps, accessing cen-
tral intravenous catheters, and
administering or monitoring cer-
tain medications, may not be part
of the standard paramedic curricu-
lum. If those more advanced skills
will be part of the paramedic’s
duties during interfacility trans-
ports, the medical director must
ensure initial training and assur-
ance of skills maintenance for these
items.

The accepting physician may
serve as the medical director for
the transport. This is usually not
standard practice and should be
agreed upon by all physicians
involved prior to the transport. A
hospital-owned transport service
would create an environment for
the accepting physician to assume
liability for the patient. A hospital-
owned transport service retrieving
a patient from a transferring hospi-
tal creates a unique relationship.
EMTALA views a hospital-owned
transport service as an extension of
the hospital. Therefore, the actual
patient transfer to the accepting
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facility occurs when the patient is
moved from the transferring facili-
ty’s bed to the transport service’s
stretcher. At that point, EMTALA
views the accepting hospital as the
responsible party for the patient.
The medical direction of the trans-
port would then be the responsibil-
ity of the hospital-owned transport
service medical director or the
accepting physician. Again, this
relationship should be established
prior to the transport.

The transport of a patient can
have many potential adverse phys-
ical effects on that patient.%?5-29
These adverse effects result in a
4-5% complication rate requiring
advanced life support intervention
during the transport.®?” The trans-
port crew must have a physician
they can contact for online direc-
tion at all times during the trans-
port in the event the patient
becomes unstable and transfer
orders or service protocols do not
address the crisis. The method of
online communication should also
be agreed upon prior to the trans-
port. It is often a factor of commu-
nication capabilities. If only one
physician can maintain direct com-
munication with the transport
vehicle during transport, medical
direction should be with that
physician. If more than one physi-
cian has communication capabili-
ties, it is appropriate to assign
medical direction based on mutual
agreement of the transferring
physician, the accepting physician,
and the transport service medical
director. This agreement should be
made with an understanding of
state laws/regulations governing
communications with an EMS
provider. Some states define or cer-
tify who is qualified to give orders
to an EMS provider.

CONCLUSION

Medical direction of the interfacili-
ty transport is a shared responsibil-
ity. Medical direction should be
arranged prior to the movement of
the patient. We have reviewed the
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roles and responsibilities of those
involved in the medical direction
of an interfacility transport, and
how regulations and accreditation
affect them.
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