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A. Executive Summary 10 

 11 
For decades, Emergency Medical Services (EMS) has been evaluating, treating, and transporting 12 
patients to receiving facilities (i.e. hospitals) for ongoing and definitive patient care.  Upon 13 
arrival at the facility, EMS will typically provide a verbal and/or written handoff report, transfer 14 
the patient from the EMS stretcher to the hospital bed or stretcher, and often obtain a signature 15 
from the receiving facility staff as verification of the handoff being completed.  This total time 16 
from arrival of the ambulance and patient at the facility until the handoff is complete is known 17 
as the “Ambulance Patient Offload Time,” or APOT.  It may also be known as “wall time.”  18 
However, when significantly delayed, it may be known as “offload delay,” “parking,” or 19 
“Ambulance Patient Offload Delay,” or APOD.  In some extreme cases, “wall time” includes a 20 
backlog of patients on ambulance stretchers who remain outside in the parking lot or ambulance 21 
bay and have not even been able to make it into the hospital yet (California Professional 22 
Firefighters, 2023). 23 
 24 
Extended APOT times cause significant delays in the transition of care from the EMS service 25 
to the healthcare facility, leading to compromised patient care, diminished patient experience, 26 
disruption to continuity of EMS services, delayed responses to life-threatening or time-sensitive 27 
emergencies, threats to public safety and the existing EMS safety net for that community, 28 
increased costs for the provision of EMS services, worsening financial strain for EMS agencies, 29 
an increase in morale injury, burnout, and mistreatment of EMS clinicians, and overall suffering 30 
morale which further exacerbates EMS recruitment and retention woes (Alley, 2022).  While 31 
hospitals and receiving facilities can go on diversion or delay status and limit the amount of 32 
ambulance traffic arriving at their facility, EMS does not have the same luxury to divert 33 
emergency calls for several hours while they recuperate their resources and decompress their 34 
backlog. 35 
 36 
Since at least 2006, the Centers for Medicare and Medicaid Services (CMS) has been issuing 37 
letters, memorandums, and clarifying guidance to encourage the rapid transfer of care from EMS 38 
to the receiving facility under the authority of the Emergency Medical Treatment and Labor Act 39 
(EMTALA) of 1986.  Per EMTALA, the responsibility of the receiving facility to accept, assess, 40 
and stabilize the patient begins when the patient arrives within 250 yards of the facility with the 41 
intent to seek medical care.  Not only has the crisis of increased EMS APOT not improved, it 42 
has seemed to worsen in many parts of the country. 43 
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 44 
Recognizing that continuing to utilize the authority of EMTALA or reminding receiving 45 
facilities of their obligations under EMTALA as an isolated solution are unlikely to yield 46 
different results, the NEMSAC seeks to urgently evaluate the multifactorial causes of this crisis 47 
and offer additional supplemental advice and recommendations to the Federal Interagency 48 
Committee on EMS (FICEMS) and its member agencies to definitively address this growing 49 
dilemma. 50 

 51 
B. Recommendations 52 

 53 
National Highway Traffic Safety Administration 54 
 55 
Recommendation 1:  56 
 57 

• The U.S. Department of Transportation and the National Highway Traffic Safety 58 
Administration (NHTSA) should provide broad education to the national EMS audience 59 
about their streamlined online reporting options for EMTALA violations and the criteria 60 
for which an EMTALA violation has occurred as it relates to significantly delayed 61 
handoff of EMS patients to a receiving facility.  62 

    63 
Federal Interagency Committee on Emergency Medical Services 64 
NEMSAC recommendations for consideration to FICEMS via NHTSA 65 
 66 
Recommendation 1:  67 
 68 

• Via FICEMS member DHHS and CMS, provide expanded regulatory and subregulatory 69 
guidance and additional interpretation of the existing EMTALA obligations for 70 
healthcare facilities to expeditiously receive the EMS-transported patient and release the 71 
EMS agency back into service. Strengthen language regarding the ease of EMTALA 72 
violation reporting and resources being provided to EMS to enable such reports, as well 73 
as the financial consequences for each individual violation. 74 

 75 
Recommendation 2: 76 
 77 

• Via FICEMS member DHHS, make use of CMS accrediting organization (AO) programs 78 
to influence development of standards for appropriate handoff between EMS and the 79 
receiving facility within the specified timeframe.  Compliance with these standards 80 
should be tied to the receiving facility’s accreditation with the AO. 81 

 82 
Recommendation 3: 83 
 84 

• Via FICEMS member DHHS, utilize AHRQ to generate patient-centric measures and 85 
metrics related to ED boarding of admitted patients and utilize CMS AO programs to tie 86 
compliance of both reporting and following the measure with accreditation. Specifically, 87 
the CMS measure “Admit Decision Time to ED Departure Time for Admitted Patients” 88 
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is scheduled to sunset in 2024 and is currently the only available measure to track this 89 
statistic and provide incentives and reinforcement to help reduce wait times and boarding. 90 

 91 
Recommendation 4: 92 
 93 

• Via FICEMS member DHHS, make use of CMS AO programs to establish required 94 
standards for a maximum length of time for admitted patients to remain boarded in the 95 
ED.  Currently, Standard LD.04.03.11 was revised and went into effect January 1, 2014, 96 
with “Element of Performance,” EP 6 stating “it is recommended that boarding time 97 
frames not exceed 4 hours in the interest of patient safety and quality of care.”  NEMSAC 98 
requests that this be changed into a requirement instead of a recommendation (Joint 99 
Commission, 2012). 100 

 101 
Recommendation 5: 102 
 103 

• Via FICEMS member DHHS, issue guidance to covered entities (i.e. receiving facilities) 104 
regarding their potential liability under the Federal False Claims Act and language 105 
regarding the Federal Anti-Kickback Statute because of EMS providing remuneration to 106 
supplement and augment the hospital’s staffing shortages and operational deficits during 107 
extended “wall time.” 108 

 109 
Recommendation 6: 110 
 111 

• Via FICEMS member DHHS, provide clarifying language to covered entities (i.e. 112 
receiving facilities) on the risks of allowing EMS practitioners to function as non-113 
credentialed providers within the healthcare facility for extended periods (beyond 25 114 
minutes), with commentary as needed regarding the potential Federal Anti-Kickback 115 
Statute. 116 

 117 
Recommendation 7: 118 
 119 

• Via FICEMS member DHHS, establish a standardized time expectation for appropriate 120 
handoff as additional interpretative guidance in the Hospital and Critical Access Hospital 121 
(CAH) Conditions of Participation that tie to 42 CFR 482.55.  NEMSAC suggests 122 
language that mandates a handoff to ensure that EMS is available to respond to another 123 
call within 30 minutes of arrival at the receiving facility, 100% of the time, as an industry 124 
best practice and proposed standard.  Utilizing CMS AO programs, non-compliance with 125 
this mandate should be tied to accreditation and/or financial penalties for the receiving 126 
facility. 127 

 128 
Recommendation 8: 129 
 130 

• Via FICEMS member DHHS, provide additional interpretative guidance in the Hospital 131 
and Critical Access Hospital (CAH) Conditions of Participation that tie to 42 CFR 132 
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482.55 that any delay in EMS patient handoff beyond the 30-minute ceiling should result 133 
in automatic notifications to hospital administrators to allow for situational awareness 134 
and the opportunity to work directly with ED leadership to rectify the problem and 135 
protect and sustain the local EMS system. 136 

 137 
Recommendation 9: 138 
 139 

• Via FICEMS member DHHS, broadly publicize the streamlined national EMTALA 140 
complaint intake web portal for all covered entities. 141 

 142 
Recommendation 10: 143 
 144 

• As requested in the “Letter to FICEMS to Address Wall Time Crisis in America”, 145 
NEMSAC recommends that FICEMS member DHHS ask AHRQ to expedite the 146 
publication of the proceedings, action items, and/or summary of ED-related activities and 147 
engagements from the Roundtable in May 2024.  148 

 149 
Recommendation 11: 150 
 151 

• As requested in the “Letter to FICEMS to Address Wall Time Crisis in America”, 152 
NEMSAC recommends that FICEMS member DHHS work with partner agencies to 153 
urgently act on the action items from the Roundtable which directly impact EMS wall 154 
times and delayed patient offload times. 155 

 156 
Recommendation 12: 157 

 158 
• As requested in the “Letter to FICEMS to Address Wall Time Crisis in America”, 159 

NEMSAC recommends that FICEMS member DHHS expand the AHRQ’s “Roundtable” 160 
to a longitudinal “Task Force” on the ED boarding crisis to continue evaluating causal 161 
factors and the success of implemented action items to reduce EMS wall times and 162 
delayed patient offload times.  Additionally, the NEMSAC respectfully requests that 163 
EMS stakeholders be a significant roleplayer on the Task Force for meaningful insight 164 
and contribution to both the causes and solutions for delayed APOT.  Suggestions for 165 
appropriate stakeholders can be provided by the NHTSA Office of EMS. 166 

 167 
C. Scope and Definition 168 

 169 
Extended APOT is not a new problem, but existing efforts to address this crisis have not seemed 170 
to work.  Simply stated, a strategy focusing only on an increased understanding and enforcement 171 
of EMTALA will likely not work to produce any changes or improvements in the crisis of 172 
increased ambulance patient offload times.  Instead, stakeholders must evaluate the underlying 173 
causes and factors driving the worsening crisis of increased APOT and mitigate them.  174 
Specifically, the crisis of ED boarding and overcrowding is a larger and broader topic that should 175 
be urgently addressed and additional information on this can be found below in the Strategic 176 
Vision section of this advisory. 177 
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 178 
Dating back to at least 2006, CMS has been issuing letters to State Survey Agency Directors 179 
regarding the problem with increased “wall time” of ambulances and the serious concerns for 180 
violation of EMTALA, in addition to downstream patient care consequences and limited 181 
provision of emergency services for the involved community (Centers for Medicare and 182 
Medicaid Services, 2006).  Recognizing the rapidly escalating problem with delayed APOT and 183 
EMS “wall times,” CMS issued additional revisions in 2008 to Appendix V of the State 184 
Operations Manual for interpretive guidelines for responsibilities of Medicare participating 185 
hospitals in emergency cases, with page 38 explicitly stating: 186 

 187 
Hospitals that deliberately delay moving an individual from an EMS stretcher to an 188 
emergency department bed do not thereby delay the point in time at which their 189 
EMTALA obligation begins. Furthermore, such a practice of “parking” patients 190 
arriving via EMS, refusing to release EMS equipment or personnel, jeopardizes patient 191 
health and adversely impacts the ability of the EMS personnel to provide emergency 192 
response services to the rest of the community. Hospitals that “park” patients may also 193 
find themselves in violation of 42 CFR 482.55, the Hospital Condition of Participation 194 
for Emergency Services, which requires that hospitals meet the emergency needs of 195 
patients in accordance with acceptable standards of practice (Centers for Medicare and 196 
Medicaid Services, 2008). 197 

 198 
Although written guidance from federal authorities has been appreciated, it has not resulted in 199 
any significant action or improvement in this dilemma. As a result, many states and local EMS 200 
jurisdictions have been attempting to mitigate this problem independently. For example, 201 
California has introduced AB1223 (2015), AB2961 (2018), AB40 (2022), and AB379 (2023) in 202 
attempts to standardize, regulate, and report on EMS offload times. Specifically, AB40 requires 203 
EMS agencies to develop a standard not to exceed 30 minutes, 90% of the time, for ambulance 204 
patient offload times and report the adopted time to the local EMS authority (AB 1223, 2015), 205 
(AB 2961, 2018), (AB 40, 2023), (AB 379, 2023). 206 
 207 
The NEMSAC is not endorsing this specific metric as outlined in AB40. In fact, we believe the 208 
standard should have 100% compliance requirement for 30 minutes or less for EMTALA 209 
enforcement.  Of course, the NEMSAC understands there will always be instances where the 210 
receiving facility is engaging in emergent patient care and may not be able to receive the EMS 211 
patient immediately upon arrival.  However, this does not absolve the receiving facility of their 212 
EMTALA requirement to perform a medical screening examination (MSE) by a qualified 213 
medical provider (QMP) and determine the ability of EMS to continue providing ongoing care 214 
and assessment of the “parked” patient.  Recognizing the occasional circumstances where 215 
additional time is required, the NEMSAC recommends that any delays beyond this should 216 
trigger immediate communication channels between hospital administration and ED leadership 217 
to rectify the problem to protect and sustain the local EMS system. 218 
 219 
Furthermore, while some states may have specific language regarding what constitutes an EMS 220 
handoff in a more formal sense, there is no federal regulatory language or statutes for the 221 
requirement of a formal verbal report or the requirement of an available ED bed as stipulations 222 

http://www.leginfo.ca.gov/pub/15-16/bill/asm/ab_1201-1250/ab_1223_bill_20150930_chaptered.html
https://ctweb.capitoltrack.com/Bills/17Bills/asm/ab_2951-3000/ab_2961_93_C_bill.pdf
https://legiscan.com/CA/text/AB40/id/2840723
https://trackbill.com/bill/california-assembly-bill-379-emergency-medical-services/2353418/
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for the EMS handoff process to proceed, and should strongly be considered to stop being used 223 
as reasons why EMS must remain “on the wall” with their patient.  The myth that the hospital 224 
is not responsible for the patient unless they receive a formal handoff and provide a physical 225 
signature to EMS has been thoroughly clarified and demonstrates a lack of understanding of 226 
EMTALA which could result in financial penalties for the receiving facility. 227 

 228 
D. Analysis 229 

 230 
The financial impacts of the crisis of increased APOT on EMS is significant.  As a result of 231 
EMS remaining in the ED for extended periods, communities are deprived of already limited 232 
EMS resources to respond to additional emergencies, both for the individual citizen as well as 233 
for large-scale catastrophic community events, thus reducing our national readiness. The 234 
devastating financial impact on an already financially strained EMS system is five-pronged: 235 

  236 
1. Unreimbursed Care: EMS is providing countless hours of uncompensated care in the 237 

hospital to a patient for whom the hospital has already incurred obligations under EMTALA 238 
and will likely also be billing a facility charge. EMS is reimbursed on a mileage basis, 239 
without regard for additional time spent at the hospital caring for a patient on behalf of the 240 
hospital. Once the transport is complete, under current payment structures, EMS generated 241 
no additional revenue to cover their expenses, including the expense of personnel caring for 242 
a patient at a hospital.  NEMSAC has written advisories extensively outlining this problem 243 
with many recommendations, most recently with the Biennial State of EMS System 244 
Financing (National EMS Advisory Council, 2023). 245 

 246 
2. Opportunity Cost: Due to missing current and future emergency calls while “waiting on 247 

the wall” in the ED, the EMS agency is not able to generate additional revenue.  Currently, 248 
due to EMS still only being paid as a transportation commodity for taking patients to 249 
hospitals, missing additional emergency calls will lead to lost revenue. 250 

 251 
3. Labor Cost: EMS agencies are spending their limited financial resources to pay their staff, 252 

sometimes at overtime rates, to sit in the hospital and provide uncompensated care where 253 
the hospital is not fulfilling its legal responsibility to care for the patient, per EMTALA 254 
rules.  In addition to not being reimbursed for the care provided, the agency is also having 255 
to pay their staff to provide ongoing care to supplement the lack of staffing from the 256 
receiving facility. 257 

 258 
4. Operational Cost: As a result of offload delays in the ED with their patient, the next 259 

emergency response to a call is often from an ambulance that is traveling from a much further 260 
distance to cover the region that is uncovered.  Those extra miles to respond to the call are 261 
not reimbursed under current models but does result in increased wear and tear on 262 
emergency vehicles with no commensurate increase in revenue to compensate for it. 263 

 264 
5. Community Cost: As a result of EMS patient offload delays, EMS cannot respond to 265 

additional emergencies within their respective community, often leading to preventable 266 
mortality and morbidity and lives lost unnecessarily (California Professional Firefighters, 267 

https://www.ems.gov/assets/FINAL----%5bse%5d---2023-Biennial-State-of-EMS-Systems-Funding----2023NOV16.pdf
https://www.ems.gov/assets/FINAL----%5bse%5d---2023-Biennial-State-of-EMS-Systems-Funding----2023NOV16.pdf
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2023). The consequence of increased EMS “wall time” results in a reduction of that 268 
community’s emergency preparedness as well as a reduction of whole community resilience. 269 

 270 
E. Strategic Vision 271 

 272 
As previously stated, it is imperative that to truly address the crisis of increased ambulance 273 
patient offload times, stakeholders must address the underlying crisis of ED boarding and 274 
overcrowding. In the opinion of NEMSAC, this is the primary driving factor causing the strain 275 
and burden on EMS as EMS must continue to perform despite the worsening environments and 276 
circumstances. 277 
 278 
In November 2022, NEMSAC finalized an advisory titled “Strengthening Emergency Medical 279 
Services (EMS) and Hospital Relationships to Improve Efficiencies and Positively Impact 280 
Patient Outcomes (National EMS Advisory Council, 2022),” with three specific 281 
recommendations designed to ultimately improve offload times and transfer of care.  To date, 282 
these recommendations have not been implemented and the “wall times” crisis has worsened 283 
further and is now a critical tipping point for an already strained EMS profession (Beresford, 284 
2023), (Huffman, 2023), (Brown, Rose, & Barnes, 2022), (Wolffe, 2023), (Kazan, 2022). 285 
 286 
It cannot be overstated enough that the primary problem driving the worsening “wall time” crisis 287 
is hospital overcrowding and ED boarding.  While well documented in the Emergency Medicine 288 
literature for over 20 years, the COVID-19 pandemic has worsened this problem over the past 289 
few years, primarily due to staffing shortages (Chervoni-Knapp, 2022).  Underlying factors such 290 
as inadequate hospital staffing, the practice of hospitals boarding admitted patients in EDs for 291 
prolonged periods, poor hospital throughput, overutilization of emergency departments for low 292 
acuity complaints, lack of adequate outpatient primary care resources, and lack of 293 
reimbursement for Treatment-in-Place (TIP) and Transport-to-Alternative-Destinations (TAD) 294 
are all implicated in hospitals deliberately delaying EMS offload and transfer of care.  EDs and 295 
their limited staff are being squeezed with an influx of patients from both the front door and the 296 
back door, with limited egress options for the patients.  Even more concerning is that this 297 
practice of optional hospital management is becoming more commonplace and widespread, 298 
leading to this “parking” of ambulances becoming the accepted norm among receiving facilities, 299 
but to the detriment of the EMS system and the community’s emergency preparedness. 300 
 301 
In November 2022, the American College of Emergency Physicians (ACEP) and 34 other 302 
organizations sent a letter to the President to invite impacted stakeholders to develop long-term 303 
solutions (American College of Emergency Physicians, 2022). Simultaneously, ACEP 304 
convened a Summit with 14 other private and public stakeholder organizations in September 305 
2023 to evaluate and analyze the causes of ED boarding (American College of Emergency 306 
Physicians, 2023).  Additionally, in December 2023, Secretary Becerra from the Department of 307 
Health and Human Services wrote a three-page letter charging the Agency for Healthcare 308 
Research & Quality (AHRQ) “to use its unique statutory authority to improve healthcare 309 
nationwide and its ability to work with HHS partners to convene a multistakeholder Director’s 310 
Roundtable” (Becerra, 2023).  The timeline was set at six months from December 2023, with 311 

https://www.ems.gov/assets/FINAL---%5bai%5d---Strengthening-EMS-&-Hospital-Relationships-to-Improve-Efficiencies-and-Impacts-to-Patient-Outcomes---2022NOV03.pdf
https://www.ems.gov/assets/FINAL---%5bai%5d---Strengthening-EMS-&-Hospital-Relationships-to-Improve-Efficiencies-and-Impacts-to-Patient-Outcomes---2022NOV03.pdf
https://www.ems.gov/assets/FINAL---%5bai%5d---Strengthening-EMS-&-Hospital-Relationships-to-Improve-Efficiencies-and-Impacts-to-Patient-Outcomes---2022NOV03.pdf
https://www.acep.org/siteassets/new-pdfs/advocacy/emergency-department-boarding-crisis-sign-on-letter-11.07.22.pdf
https://www.acep.org/siteassets/new-pdfs/advocacy/acep-boarding-summit-final-report.pdf
https://www.acep.org/siteassets/new-pdfs/advocacy/boarding-response-to-rep.-dingell.pdf
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action items targeted toward AHRQ and CMS, and that Roundtable meeting occurred in May 312 
2024. 313 
  314 
While NEMSAC as well as the EMS community at large is appreciative of the efforts and 315 
attention focused toward reducing EMS wall times and delayed APOT, actionable change has 316 
been slow.  Understanding this problem has been present for many years and continues to 317 
worsen, EMS is now at a critical tipping point today where many communities around the 318 
country have reduced emergency response capabilities and emergency preparedness because of 319 
EMS patient offload delays in the hospitals.  As a result, NEMSAC has recommended that 320 
FICEMS ask AHRQ to expedite publication of the proceedings, action items, and/or summary 321 
of ED-related activities and engagements from the Roundtable in May 2024, as well as continue 322 
to work with partner agencies to urgently act on action items from the Roundtable which directly 323 
impact EMS wall times and delayed patient offload times.   324 
 325 
Additionally, the NEMSAC strongly recommends that FICEMS work with its members, 326 
including AHRQ, to expand the Roundtable to a longitudinal “Task Force” on the ED boarding 327 
crisis to continue evaluating causal factors and the success of implemented action items to 328 
reduce EMS wall times and delayed patient offload times.  Additionally, the NEMSAC 329 
respectfully requests that EMS stakeholders be a significant roleplayer on the Task Force for 330 
meaningful insight and contribution to both the causes and solutions for delayed APOT, with 331 
subject matter experts who intricately understand and can represent both sides of the 332 
issue.  Suggestions for appropriate stakeholders can be provided by the NHTSA Office of EMS. 333 

 334 
As a final point of consideration for FICEMS, EMS agencies and EMS practitioners who 335 
provide uncompensated or free labor to hospitals are supplying those hospitals with a clear 336 
financial benefit.  These unit-hour costs paid by the EMS agency are considered remuneration 337 
to supplement and augment the hospital’s staffing shortages. Where financial remuneration 338 
exists between parties that are in a position to make patient referrals to one another, the Federal 339 
Anti-Kickback Statute is in danger of being violated and can be the basis of liability under the 340 
Federal False Claims Act (Page, Wolfberg, and Wirth, 2021).  There is extensive expert opinion 341 
regarding the many nuances of this complex problem and additional information can be found 342 
in the references included at the end of this advisory (Page, Wolfberg, and Wirth, 2021), (Page, 343 
Wolfberg, and Wirth, 2021). 344 
  345 
Over the past several years, many EMS professional organizations have been leading the call 346 
for actionable change and to hold hospitals and receiving facilities accountable for this dilemma, 347 
but without success.  The sense of urgency is rapidly increasing among EMS agencies and 348 
industry stakeholders as their ability to provide continuous emergency medical services for their 349 
community is becoming increasingly strained and compromised.  The principal goal is the safety 350 
and best possible care for the patient, including the patients not yet contacted while awaiting 351 
EMS arrival at the scene of their emergency. 352 
 353 
While the consequences of increased APOT are seemingly simple to understand, the multitude 354 
of causes and potential solutions are admittedly complex and will require effective collaboration 355 
and communication between local EMS jurisdictions and hospital leadership to definitively 356 
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rectify this dangerous problem which is negatively impacting multiple facets of EMS patient 357 
care, operations, and public safety.  The NEMSAC feels strongly that support from FICEMS 358 
and implementation of the above recommendations will have a positive impact on addressing 359 
this urgent crisis and improve the continuity of EMS services around the country. 360 
 361 
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