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President’s Message

Outgoing presidents of organizations have the capacity to wax poetically
about the highs and lows of their term of service, special situations that
have been most memorable, etc. I will refrain from doing so for two rea-
sons: (1) few of you would read it, and (2) I’'m not very good at “waxing
poetically.”

In short, I have had a great time as your MoCEP President these last two
years. Primarily, this is because of the fantastic board members who have
been so active. Your staff also has been very effective in anticipating and
meeting all of our needs, particularly Margie Wilson. Betsy Morgan also
has been a strong and successful advocate of our causes in the legislative
chambers of our capitol. Our quarterly meetings, whether in Jefferson
City or with Michael Szewczyk showcasing YouZeum in Columbia, have
also been enjoyable and a great source of professional camaraderie. I
would invite any who would like a respite from what can be hectic work
demands in the ED to join us for any of the upcoming meetings. The
friendships which follow are one of the most effective treatments for the
“burnout” experienced by some of our peers.

My fulfillment also arises from all that you have accomplished in recent
years— a more effective presence at our state capitol advocating for our
patients and our profession, growth in our membership, and increased par-
ticipation at our annual meeting. Much work remains, particularly con-
cerning legislative reforms to the MO HealthNet Division and expansion
of health care services to the uninsured. We are most fortunate to have a
professional colleague and fellow emergency physician, lan McCaslin,
MD, as Director of this Division. Dr. McCaslin has an open and ongoing
invitation to use our chapter as a resource of information, as well as pro-
fessional camaraderie, as he addresses the tasks before him.

I hope to see many of you at our annual meeting at the Lake of the Ozarks
this August.

Randy Jotte, MD
MoCEP President
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Comprehensive Advanced Life Support Training
Course Information

CALS Provider Training Course (Classroom)

Dates: Thursday, June 12 and Friday, June 13, 2008
Time: 8:00 a.m. to 5:00 p.m. each day
Location:  St. Joseph, Missouri

Wyatt Park Baptist Church

2912 Leonard Road

Target Audience: Physicians, Nurses and Other Health Professional Who Provide Care to
Patients in Hospital Emergency Rooms and Departments, especially in rural and small hos-
pitals — enrollment is limited and free

CALS Classroom Instructor Training Course

Note: This training is open only to individuals who have successfully com-
pleted the CALS Provider classroom training course prior to the day of
the instructor training course.

Date: Saturday, June 14, 2008

Time: 8:00 a.m. to 5:00 p.m.

Location: St. Joseph, Missouri
Heartland Regional Medical Center
5325 Faraon

For further information on either course or registration, contact:

Michael French

A.T. Still University of Health Sciences
Area Health Education Centers Office
660-626-2887

mfrench@atsu.edu

* Please see www.mocep.org for more information

Mission: CALS is committed to improving patient care by providing evidence-based ad-
vanced life support education to rural healthcare providers. These CALS-trained healthcare
professionals will become confident, competent providers of life-saving care.

CALS Overview: CALS is an advanced life support program for rural health care providers.

The concept of CALS is to present a single curriculum that covers the majority of emer-
gency/critical care situations so that health care providers are proficient in treating undiffer-
entiated emergencies. The Program is designed for physicians, physician assistants, nurse
practitioners, nurses, LPNs and allied health care professionals (e.g. nurse anesthetists and
paramedics) who work in rural or remote settings where there is exposure to the broadest
range of medical emergencies but there is lack of or limited access to subspecialty health
care providers and/or technologically advanced diagnostic equipment. The CALS Program
teaches the knowledge and skills necessary to effectively treat organ or life-threatening
emergencies for individuals ranging from newborns to geriatric patients before serious organ
injury or cardiac arrest occur.
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Sexual Assault Forensic Exam Program

Last year Governor Matt Blunt signed into law a historic statute, Chapter 191 Health and Welfare Section
191.225, which allowed for reimbursement of the charges for the forensic examination. This provides substan-
tial improvement in funding for the sexual assault exam and with the intent that hospitals will use those monies
to provide improved services to sexually assaulted patients and most importantly educate providers on new
standards in forensic care. Specific checklist/forms have been developed and are available on the DHSS web-
site. Below are FAQ's and answers on billing for sexual assaults.

On February 6th, Governor Blunt signed an executive order transferring payments to the Crime Victims Com-
pensations fund in the Department of Public Safety. We will monitor this transition. At press time, there is an
additional $1,000,000.00 to fund this program which the Governor is expected to sign.

Finally, for the past 2 years, MoCEP’s grant to develop a sexual assault care system similar to our trauma sys-
tem, has been moving forward. Missouri's 6 EMS regions have each developed sexual assault response teams
(SART) and are finalizing forensic patient protocols with local Nursing, EMS, Law Enforcement, Prosecution,
Advocacy, Crime Lab and the health departments. Please contact our grant coordinator Mrs. Connie Brogan at
816-617-7892 to make sure your needs will be met in these documents.

Michael L. Weaver, MD FACEP

Sexual Assault Forensic Exam Program Frequently Asked Questions

There are no CPT codes for a forensic exam. How are CPT codes used for billing?
There isn’t one CPT code for a forensic exam, but some of the procedures within the exam may have
CPT codes that should be itemized on the invoice.

How may a physician bill for his/her services separately from the hospital’s billing?
Whether the hospital or the physician invoices us separately, we can match the victim’s name to the
claim and we pay the physician’s fee. They should bill DHSS on whatever form they normally use for
billing.

Is the hospital’s billing form acceptable as an invoice?
We do receive a variety of billing forms and we are not asking the hospitals to create a new billing
form for this procedure. The invoice must be itemized and include the name of the specific services
provided. A remit to address also needs to be included on the invoice.

How long will processing take at DHSS? How long can providers expect to wait before calling on their
claims?
Claims received are processed on a weekly basis. Incomplete forms have to be returned and cannot be
processed. If a claim is complete, the invoice should be paid within approximately 45 business days.

If a Missouri resident is raped in Missouri and has the forensic exam completed in a Kansas facility, will
DHSS pay for the forensic exam?
Yes, if the Kansas facility files the SAFE Program Report with the appropriate Missouri Prosecuting
Attorney’s Office within three business days and submits the itemized billing with the report form to
DHSS.

Continued on Page 4
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Make A Difference: Write That Council Resolution

ACEP is a living entity, which needs new ideas to keep it healthy and viable in the 21st century. Many College
members introduce new ideas and current issues to ACEP through Council resolutions. This may sound daunt-
ing to our newer members, but the good news is that only takes two ACEP members to submit a resolution for
Council consideration. In just a few months the ACEP Council will meet and consider numerous resolutions.

ACEP’s Representative Council, the major governing body for the College, considers resolutions annually in
conjunction with Scientific Assembly. During this annual meeting, the Council considers many resolutions,
ranging from College regulations to major policy initiatives thus directing fund allocation. For 2008, the Coun-
cil has 306 Councillors: ACEP members representing Chapters and Sections and four EMRA members.

This Council meeting is your opportunity to make a resounding impact by setting our agenda for the coming
years. Topics such as the direct election of the president-elect, or working with the Emergency Nurses’ Asso-
ciation on staffing models, grew directly from member resolutions submitted to the Council. If you have a hot
topic that you believe the College should address, now is the time to start writing that resolution.

I’m ready to write my resolution

Resolutions consist of a descriptive Title, a Whereas section, and finally, the Resolved section. The Council
only considers the Resolved when it votes, and the Resolved is what the Board of Directors reviews to direct
College resources. The Whereas section is the background, and explains the logic of your Resolved. This
should be short, focus on the facts, and include any available statistics. The Resolved section should be direct
and include recommended action, such as a new policy or action by the College.

There are two types of resolutions: general resolutions and Bylaws resolutions. General resolutions require a
simple majority vote to pass, while Bylaws resolutions require a two-thirds majority. When writing Bylaws
resolutions, list the Article number and Section from the Bylaws you wish to alter. Then, in the resolution, you
should show the current language, and bold your suggested new language while striking through the suggested
edits. See the ACEP Web site article, “Guidelines for Writing Resolutions,” which further details the process
and offers tips on writing a resolution.

I want to submit my resolution

It takes at least two members to submit a resolution, or a Chapter or Section may submit a resolution. If the
resolution comes from a Chapter or Section, then a letter of support from the President of the Chapter or Chair
of the Section is required. The Board of Directors or an ACEP committee can also submit a resolution. The
Board of Directors must review any resolution from an ACEP committee, and usually reviews all drafts at
their June meeting. Bylaws resolutions pass through the Bylaws committee for review and suggested changes.
These changes and suggestions are referred back to the author of the resolution for consideration. One may
submit a resolution by mail, fax, or email. Resolutions are due at least 90 days before the Council meeting.
This year the deadline is July 28, 2008.

Debating the resolution

Councillors receive the resolutions prior to the annual meeting along with background information from ACEP
staff. Discussion often occurs on the Council electronic list serve prior to the Council meeting. At the discre-
tion of the Speaker, non-Councillor resolution authors may be added to the Council e-list serve upon request.

At the Council meeting, the Speaker and Vice-Speaker divide the resolutions into four reference committees.
The reference committees meet and hear testimony on each resolution. You, as the author of your resolution,
should attend the reference committee that discusses your resolution. Reference committees allow for open
debate and unlimited testimony, and participants often have questions best answered by the author. After-
wards, the reference committee summarizes the debate and makes a recommendation to the Council.

The Council then meets to discuss all the resolutions. Each reference committee presents each resolution, pro-
viding a recommendation and summary of the debate to the Council in writing and on the podium, and then the
continued on page 7
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Continued from Page 6 “Make A Difference: Write That Council Resolution”

Council debates each resolution. Any ACEP member may sit in the back and listen to the Council debate
whether a Councillor or not. If you wish to speak directly to the Council, you may request to do so in writing
to the Speaker before the debate. Include your name, organization affiliation, issue to address, and the rationale
for speaking to the Council. Alternatively, you may ask your Chapter or Section for alternate Councillor status
and permission for Council floor access during debate. Chapters and Sections often have alternate Councillor
slots and encourage the extra participation.

The Council’s options are: Adopt the resolution as written; Adopt as Amended by the Council; Refer to the
Board, the Council Steering Committee, or the Bylaws Interpretation Committee; Not Adopt (defeat or reject)
the resolution; or Postpone.

Hints from Successful Resolution Authors

Present your resolution prior to submission to your Chapter or Section for sponsorship on the Council floor.
This way, they can give advice and assistance.

Consider the practical applications of your resolution. A well-written resolution that speaks to an important
issue in a practical way passes through the Council much more easily.

Do a little homework before submitting your resolution. The ACEP web site is a great place to start. Does
ACEP already have a policy on this topic? Has the Council considered this before? What happened?

Find and contact the other stakeholders for your topic. They have valuable insight and expertise. Those stake-
holders may co-sponsor your resolution.

Attend debate concerning your resolution in both reference committee and before the Council. If you cannot
attend, prepare another ACEP member to represent you.

I need more resources

Go to ACEP’s Web site, www.acep.org. Pick the “Member Center” drop list, then “Leadership,” and click on
“Council.” There you will see a link to the “Guidelines for Writing Resolutions” article. All authors should
review this article prior to writing their resolution. Additionally, there is information about the Council Stand-
ing Rules, Council committees, and Councillor/Alternate Councillor job descriptions. Of special note, there is
a link to Action on Past Resolutions. Under this link are .pdf documents dating back to 1998 summarizing each
resolution and what has occurred with each of them. You can review past actions, or keep track of what hap-
pens once your resolution passes.

Well, get to it

Writing and submitting Council resolutions keeps our College healthy and vital. A Council resolution is a great
way for College members to speak to the leaders of the College and the Board of Directors. Even if your reso-
lution does not pass, the College will debate the topic and consider its ramifications. Additionally, other mem-
bers may have resources or suggestions to address your issue. I encourage you to take advantage of this oppor-
tunity and exercise your rights as part of our Emergency Medicine community. Dare to make a difference by
submitting a resolution to the ACEP Council.

! I I Scientific Assembly 2008: Chicago
o / Celebrate 40 years of emergency medicine
SCIENTIFIC ASSEMBLY with your colleagues from across the nation
— October 27-30, 2008

For more information go to www.acep.org
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Essentials of Critical Care Documentation and Coding
By Ron Stunz, M.D., F.A.C.E.P.

The core competency that defines Emergency Medicine as a specialty field is centered in our ability to bring to
bear critical interventions on patients presenting with organ or life threatening illness and injury. While we
routinely handle debilitating ankle sprains, patiently help a young child through his first finger laceration as
painlessly as possible, or reassure a middle-aged man that his chest pain is not from a heart attack, our ultimate
value to our hospital and our community is our availability and competence in the delivery of complex, skilled
intervention to those who would suffer extreme morbidity or mortality were we not present.

Our timely interventions in severe infectious, ischemic, traumatic, surgical and other emergent scenarios obvi-
ously have a direct impact on patient outcome. Not so obviously, but only slightly less importantly in the pre-
vailing climate of rising and scrutinized health care costs, what we do well in the first hour of a patient’s pres-
entation can significantly reduce downstream costs for care.

It is thus not surprising that provision of Critical Care is the most highly compensated level of Evaluation and
Management (E/M) codes for our specialty. The accompanying table shows the Relative Value Units (RVU’s)
for Emergency Medicine E/M levels. Worth remembering is the statistic that E/M coding and billing accounts
for 80-85% of the revenue stream for a typical practice, and that Critical Care (99291 and 99292) is reim-
bursed about 25% higher than a Comprehensive E/M code (99285) which might be coded for an uncompli-
cated hospital admission. The question of whether compensation for the provision of Critical Care is adequate
and truly reflective of the skill required or the real impact on outcome and cost remains open to some debate.
That question aside, it is clear that Critical Care represents not only the best argument for our specialty’s pres-
ence, but also, relatively speaking, our best reimbursed activity.

Evaluation and Management Detailed/Moderate complexity
CPT E/M Code 99284

RVU 3.17

Limited/Problem Focused Comprehensive/High complexity
99281 99285

0.56 4.70

Expanded H&P/Low complexity Critical Care (30-74 Minutes)
99282 99291

1.07 5.90

Expanded/Moderate complexity Crit. Care/Additional 30 Minutes
99283 99292

1.71 2.96

What remains surprising is the tendency of many Emergency Physicians to fail to recognize that, in many cir-
cumstances, the care they have provided constitutes Critical Care and their subsequent failure to submit a bill-
ing request for this level of service. Typically, these circumstances are the product of the very competence that
should be rewarded: the experienced provider manages a serious and complex case with alacrity and comes to
view such activity as routine. A recurrent example would be an elderly patient presenting with acute conges-
tive heart failure whose diagnosis is often immediately apparent and whose management is often relatively
Continued on Page 9
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predicable and formulaic. Too often, the chart of such patients does not reflect the time spent in reassessment,
discussions with the patient, family members and consultants, reviewing studies and prior patient records, and
the physician does not request Critical Care coding and billing for the encounter. Similarly, unclaimed Critical
Care scenarios are seen in the setting of extended ED management of asthma, otherwise healthy young adults
with supraventricular tachycardia, or patients with new onset uncontrolled atrial fibrillation.

Definitions for Critical Care

Current Procedural Terminology (CPT) is relatively explicit and detailed in its descriptions of Critical Care
Services. Three components are required for codes 99291 and 99292: a critical illness, which “...impairs one
or more vital organ systems such that there is a high probability of imminent or life threatening deterioration in
the patient’s condition;” critical intervention, involving “...high complexity decision making to assess, ma-
nipulate, and support vital organ system failure;” and, time, defined as “...time spent engaged in work directly
related to the individual patient’s care whether that time was spent at the immediate bedside or elsewhere on
the floor or unit.” In order for Critical Care Services to be coded and billed, documentation to support all three
components of the definition must be present in the medical record, accompanied by the physician’s attestation
that critical care was provided.

Further nuances have importance for each of the three components of Critical Care. Critical illness may be
somewhat problematic and situational in its formal definition, but, paraphrasing Supreme Court Justice Potter
Stewart on another subject, “I can’t define it, but I know it when I see it.” Emergency Physicians are trained
and skilled in the recognition of clinical scenarios in which the patient’s potential for severe clinical deteriora-
tion is either actively evolving or imminently likely to occur. Certainly, examples cited by CPT in its guide-
lines, ““...central nervous system failure, circulatory failure, shock, renal, hepatic, metabolic, and/or respiratory
failure”, are usually readily apparent and well-defined clinical scenarios in which critical intervention is man-
datory in a timely fashion.

Other presentations, in which overt organ failure has not occurred, but in which a high probability of such fail-
ure is possible, and prevention of which requires active physician management, represent cases in which, situa-
tionally, the critical care services codes are justified and sustainable.

In terms of physician intervention, it is noteworthy that all three verbs used by CPT to define the care pro-
vided, “assess, manipulate and support”, are active rather than transitive. The implication is that the physician
is taking an active role in management of the case, and this should be manifested by documentation evidence
of therapeutic intervention. Whether cases ending with simple assessment, in which therapeutic intervention on
the part of the Emergency Physician is neither feasible nor indicated, meet the requirements of the CPT defini-
tion remains a question in coding and billing circles. An elderly patient presenting with transient neurologic
symptoms certainly has the potential for deterioration, although such deterioration is generally not so tempo-
rally imminent as to mandate even hospital admission in many cases, and therapeutic manipulation may not be
emergently prescribed in the ED. For a similar patient with evidence of an active ischemic stroke with fixed
deficits for whom no pharmacologic intervention is warranted or necessary by the Emergency Physician, is the
definition of critical care met? While such patients clearly require significant time for coordination of care and
interpretation of studies, the absence of manipulative and supportive interventions may argue against the no-
tion that Critical

Continued on Page 10
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Care was actively provided. CPT states: “Providing medical care to a critically ill, injured, or post-operative
patient qualifies as a critical care service only if both the illness or injury and the treatment being provided

meet the above requirements.” (Emphasis added.) Thus, in the absence of active care by the physician, some
ambiguity may exist in certain clinical scenarios.

To elaborate further on the common scenario of acute ischemic stroke, in the absence of pharmacologic inter-
vention, the question becomes: in the absence of such intervention, what distinguishes the case in which Criti-
cal Care Services are requested and billed from a similar case coded 99285, a Comprehensive Evaluation and
Management Service? For 99285 billing, CPT concludes its definition by stating: “Usually, the presenting
problem(s) are of high severity and pose an immediate significant threat to life or physiologic function.” This
is certainly concordant with the presentation of acute ischemic stroke. The Medical Decision Making docu-
mentation requirement for 99285 must attest to “high complexity”, a characterization entirely sustainable even
in the absence of therapeutic intervention by the provider. It is apparent that, at least in this context, the grada-
tion between a Comprehensive level of Evaluation and Management Service and Critical Care Service is ill-
defined and open to interpretation both by the provider and the coder.

The time component of Critical Care Service is inherently somewhat approximate. There is no requirement
that the physician carry a stopwatch. Few critical care encounters occur uninterruptedly, and in a busy Emer-
gency Department, the physician is often buffeted by overlapping and conflicting obligations to a number of
patients. Thus, an approximation or a range of time spent in the provision of critical care is sufficient for cod-
ing and billing purposes.

For code 99291, critical care time is defined as 30 to 74 minutes spent, including direct bedside time, docu-
mentation time, time for discussion with other medical staff, time spent in the interpretation of laboratory or
imaging studies, review of old records, and time spent discussing the care of an incompetent or unconscious
patient with family members. As noted, this time need not be continuous. Frequent contributors to bedside
time that often go undocumented are the recurrent physical reassessments that are regular concomitants to
critical care. Brief notes covering these revisits are important not just for accurate coding and billing, but are
crucial elements from a medico-legal, risk management perspective.

A number of procedures and services are incorporated into the coding and billing for critical care time and
may not be separately billed. These include interpretation of chest x-rays, pulse oximetry and blood gasses,
passage of a nasogastric tube, temporary pacing, ventilator management and peripheral vascular access. Proce-
dures not specifically listed in the CPT manual as included in Critical Care Services can and must be sepa-
rately billed. The two most commonly performed, separately billable procedures performed in the setting of a
critically ill patient are endotracheal intubation and the establishment of central venous access. The time spent
performing these separately billable procedures must be subtracted from the total amount of critical care time
claimed by the physician. Thus, for example a 60 minute total time for critical care in which intubation re-
quired five minutes and the insertion of a central line another five minutes, the time submitted would be 50
minutes.

Critical care may not be billed for patients under the physician’s care for less than 30 minutes. As an example,

a patient with a coronary artery lesion who is expedited from the ED to the cardiac catheterization laboratory

within 25 minutes of arrival does not qualify for Critical Care Services, even though such care may well have
Continued on Page 11
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been provided. Code 99291 covers minutes 30 to 74 of the patient’s ED time. Subsequent to this time, incre-
mental intervals of 30 minutes are billed using 99292 for each additional half hour. Longer time frames require
progress notes justifying the time spent in direct patient care.

Documentation of a request for critical care time by the physician should include a statement covering the na-
ture of the illness, and a listing of those components of care requiring the provider’s time; with a notation that
time spent on separately billable procedures has been subtracted from the total time claimed. Templated re-
cords, such as the T-System, contain acceptable statements covering the documentation requirements. Newer
electronic records typically incorporate macros, wherein a single mouse click can generate several sentences
covering the critical care services. With all templated records, whether paper or electronic, care must be taken
that the documentation is patient-specific, meeting the requirements of medical necessity. The Center for
Medicare and Medicaid Services (CMS) has specifically stated that it looks askance at macro-generated
“cookie cutter” charts that all look alike.

Finally, in terms of documentation requirements, critical care charting is not governed by the same rules that
apply to high level E/M codes. A “Comprehensive” E/M service (99285) requires four elements in the HPI, 10
elements in ROS, two of three elements in Past Medical/Family or Social History, and eight areas in the physi-
cal examination. These component elements are waived for Critical Care Services (99291).

Critical care is relatively highly compensated, and because of this audits from third party payers should be an-
ticipated. Such audits may focus on any of the three principal components of Critical Care Services: the sever-
ity of the illness itself, the care provided, or the amount of time claimed by the provider. Audits typically are
triggered by a physician’s relatively high percentage of claims. A skilled coding and billing service, by identi-
fying records where critical care time may have been provided but was not submitted for, helps assure appro-
priate physician compensation, and, conversely, will help the physician in the avoidance of audits by avoiding
submission of critical care codes when not clearly justified by the medical record. While well trained coders
are taught to use judgment in submission of claims by the physician for Critical Care Services, it is worth
keeping in mind that coders are likely to be influenced by statements from the physician, and may be reluctant
or insufficiently clinically experienced to adjudicate those records containing inappropriate requests by the
physician. Furthermore, regardless of who codes the record, the provider, under fraud and abuse statutes, bears
the ultimate responsibility for the codes submitted.

In conclusion, Emergency Physicians should, on the one hand, not undervalue their services and remember to
properly submit claims for critical care in all appropriate clinical circumstances. On the other hand, overreach-
ing for critical care services in marginal cases could potentially prove costly.

Ron Stunz, M.D., F.A.C.E.P., is the Director of Coding Quality Assurance for Medical Management Profes-
sionals/Healthcare Business Resources (MMP/HBR), and Medical Director, Healthcare Business Resources.

Dr. Stunz is a member of the Pennsylvania ACEP Emergency Medicine Practice Committee and the Govern-
mental Affairs Committee. Nationally, he serves on the Pay for Performance Task Force of the Emergency De-
partment Practice Management Association (EDPMA). He is the former Chairman of the Department of Medi-
cine of the Bryn Mawr Hospital and the former Chairman of the Department of Emergency Medicine of Main
Line Health, in suburban Philadelphia.

This information is provided as a service to members and publication of this material is not intended as an en-
dorsement of Medical Management Professionals/Healthcare Business Resources.
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2007 PQRI Results: EM Leads in Participation

CMS recently announced the results of the 2007 Physician Quality Reporting Initiative (PQRI). Officials said
emergency medicine was among three specialties with above average participation rates. Emergency medicine
had nine measures to report in 2007. The two other specialties with high participation rates were anesthesiol-
ogy and ophthalmology.

Overall, approximately 16% of eligible clinicians attempted to participate in the 2007 PQRI. Participants will
receive a bonus of up to 1.5% of total allowed charges under the 2007 physician fee schedule, and can expect
to receive their feedback reports and incentives later in the summer. For 2008, emergency medicine has ten
measures to choose to report in 2008:

#28. Aspirin at Arrival for Acute Myocardial Infarction (AMI)

#31. Stroke and Stroke Rehabilitation: Deep Vein Thrombosis Prophylaxis (DVT) for Ischemic Stroke or In-
tracranial Hemorrhage

#34. Stroke and Stroke Rehabilitation: Tissue Plasminogen Activator (t-PA) Considered

#54. Electrocardiogram Performed for Non-Traumatic Chest Pain

#55. Electrocardiogram Performed for Syncope

#56. Vital Signs for Community-Acquired Bacterial Pneumonia

#57. Assessment of Oxygen Saturation for Community-Acquired Bacterial Pneumonia

#58. Assessment of Mental Status for Community-Acquired Bacterial Pneumonia

#59. Empiric Antibiotic for Community-Acquired Bacterial Pneumonia

#76. Prevention of Catheter-Related Bloodstream Infections (CRBSI) — Central Venous Catheter Insertion Pro-

JOIN THE MISSOURI DMAT TEAM!

Do you have an interest in disaster medicine and pre-hospital care? Do you occasionally enjoy practicing
medicine in more austere environments? Have you wanted to help out with medical relief in our communities
but don’t know where to start? Join the Missouri Disaster Medicine Team today!

The Missouri-1 Disaster Medical Team (MO-1 DMT) is a state asset that works with other state and federal
agencies to provide regional support for your communities. We are a state sponsored team that is very similar
to the Federal DMAT teams. We also work closely with the Department of Health and Human Services and
the Federal Disaster Medical Teams.

Our health care team has the personnel, equipment, and supplies to provide a stand alone medical care facility
or to augment existing or damaged infrastructures. Participating physicians will have access to several feder-
ally sponsored training opportunities in disaster medicine, field medical care, as well as integration into the
incident command structure. We also enjoy participation in training missions such as fairs and air shows
throughout Missouri.

Participants on our team volunteer to be assigned as a state asset to provide medical care during declared disas-
ters. As a state supported agency, your participation is protected by the state for liability and malpractice.
Your time is precious and we will work with your schedules for availability and training events.

Our team is a great way to meet and work with colleagues throughout the area with similar interests. We have
three divisions including St. Louis, Branson, and Springfield so you can pick a team that is close to home. We
have great fun during training and take pride in our work when offering medical support to our communities.
Questions? Visit us at www.moldmat.org or contact one of our docs. In St. Louis division: Brian Froelke,
MD bfroelke(@moldmat.org or Doug Char, MD dchar(@moldmat.org, in Kansas City division: Daniel Pur-
dom, MD dpurdom@rodgershealth.org or Southwest division: Evan Fusco efusco@moldmat.org.
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House Bill 11: The proposal to increase Medicaid Physician fees to 65% of Medicare up from a rate currently
at 50% costing $20 million was increased to $25 million by the House and then sent to the Senate. The Senate
reduced the money available to $10 million and negotiations between the Senate and House are ongoing.
Emergency Physicians should see a Medicaid rate increase on July 1, 2008 of at least 5%.

Senate Bill 724 and House Bill 1620: allowing nurse practitioners to prescribe Schedules III - V controlled
substances, was approved by the Senate and just cleared the House Rules Committee and will come up for a
full vote before the House soon.

Senate Bill 732 and House Bill1619: Creates a prescription monitoring program (already available in many
other states) giving EM physicians access to look up prescriptions filled by patients. These bills target meth
cooks and doctor shoppers. Both bills have cleared their respective chambers and have crossed over to the
other chamber for approval.

House Bill 1790 and Senate Bill 1233: a bill that would allow the Department of Health and Senior Services
to designate hospitals STEMI and stroke centers much like is currently done with trauma centers. It is out of
committee and on the House Calendar. It is still in committee on the Senate side.

House Bill 1857: the Any Willing Provider/Patient Freedom of Choice Act- requires health insurers, MO
HealthNet, and Medicare to pay identical benefits to licensed nonparticipating and nonpreferred health care
providers in the geographic region of the health benefit plan. This bill has won original committee approval in
the House, but has not yet cleared the House Rules Committee.

House Bill 1504: Allows physicians to prescribe drugs to treat the sex partner of a patient with chlamydia or
gonorrhea without having seen and evaluated the patient. This bill has won committee approval and is being
considered by the Rules Committee.

House Bill 1393 and Senate Bill 1067: Two motorcycle helmet repeal bills- requiring only persons younger
than 21 years of age to wear protective headgear when operating or riding as a passenger on any motorcycle or
motor-tricycle, are out of committee and on House and Senate Calendars respectively.

Senate Bill 1283: INSURE Missouri Bill recently won Senate Approval after being debated by the Senate for
a couple of days and gathering many amendments-several which are controversial. This large 100 plus page
bill’s main focus is providing funding and insurance options for those who do not meet current Medicaid crite-
ria but often do not have enough money to afford medical insurance. Now the bill also deals with immunosup-
pressant drugs, Medicare Advantage plans, HPV vaccines, marital therapists, and language to allow nurse
practitioners to prescribe controlled substances. The Senate has to make one more formal vote on the bill be-
fore it crosses over to the House.

There is a House version of this bill but is different from the Senate version.

The House version is now out of committee in the House but needs the approval of the Rules Committee be-
fore it can advance to the House floor. Both House and Senate bills are long, complicated, and controversial.
Many changes will likely occur before the end of the legislative session.
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MoCEP would like to extend a warm welcome to the following members:

New Members ACEP Members Moving into Missouri
Kathryn Miner Olatubosun Chinwokwu

Enyo Ablordeppey, MD Harold L. Schwab, III, DO

Anthony A. Cauchi, MD Shawn Stanley, MD

William L. Corporon, MD Frank R De Marco

Patrick A. Dacquel

Jeftrey James Hallazgo, MD
Jennifer Stuth

Justin D. Coomes

Jennifer DePry

Kevin Hardiman

Marie Vrablik

Sion A. Levy, MD

MoCEP Awarded ACEP Grant to Study Rural Emergency Medicine in Missouri

At Scientific Assembly last fall the Missouri Chapter of the American College of Emergency Physicians was
awarded a grant to study rural Emergency Medicine in the state. The Missouri Board of Directors has hired
CCQG, a consulting/survey firm to conduct the survey. The goal is to better understand the unique needs and
challenges of the rural Emergency Medicine Physician and their department. The first step in the process will
be to analyze the information that is already available but untapped in public databases. The next step will be
to send out surveys to individuals working in these departments. This information will be formulated into a
working database and used to build communication between the Board and this constituency. By forming this
bond the Board hopes to better serve this group and also allow this segment of Emergency Medicine to be
heard in the legislature.
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Candidates for ACEP Board and President-Elect Anhnounced

ACEP's Nominating Committee recently announced the 2008 candidates for College leadership positions. The
candidates for President-Elect are Angela Gardner, MD, FACEP (TX); Ray Johnson, MD, FACEP (CA); and
Sandra Schneider, MD, FACEP (NY).

There are four positions to be filled on the ACEP Board of Directors. The candidates are Kathleen Cowling,
DO, FACEP (incumbent - MI); Michael Gerardi, MD, FACEP (NJ); Rebecca Parker, MD, FACEP (IL);
David Seaberg, MD, FACEP (incumbent - TN); David Sklar, MD, FACEP (incumbent - NM); and Virgil
Smaltz, MD, FACEP (WV).

The ACEP Council will elect these leaders during its meeting on Oct. 26 in Chicago, IL. Candidates can also run
from the floor of the meeting.

MoCEP members should feel free to contact Missouri ACEP council members regarding their preference for
President-Elect and Board of Directors.

The current MoCEP Councillors are:

Dr. Rob Poirier RobPoitier@pol.net

Dr. Larry Slaughter Islaughter90@yahoo.com
Dr. Lyndy Sullivan lynthia@earthlink.net
Dr. Barry Spoon bds6043@wildblue.net

Research Grants 2008-2009

The Missouri College of Emergency Physicians calls for research proposals for the 2008-2009 academic
year. The Grants and Awards committee will select 2-3 projects from projects submitted. The submission
process is easy and fast. Now is the time to write up your great ideas and send time to the committee for re-
view. The deadline for proposal submissions is August 1, 2008. Awards will be announce in September
2008. In the past awards of $500-$2,000 have been granted to further Emergency Medicine research in Mis-
souri. More information about the grant process, requirements and forms can be found on-line at
WWW.MOocep.org

ACEP Leadership and Advocacy Conference

May 18-21, 2008
Omni Shoreham Hotel, Washington, DC

For more information go to www.acep.org
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Contact us at:
MoCEP
i i Coll
Missourl “Ollege of PO Box 1865
Jefferson City, MO 65102
Phone: 573-636-2144

Emergency Physicians Fax: 573-635-6258

WWWw.mocep.org

betsy@molobby.com
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Forensic Investigations
Sexual Assault, Domestic Violence, Child Abuse and Elder Abuse. . .
From Scene to Courtroom Conference

June 19-20, 2008
Holiday Inn at the Plaza
45th & Main, Kansas City, Missouri i

Visit www.mocep.org for more information and registration form



