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Premise of Presentation:
• The unavailability of behavioral healthcare services in South
Carolina creates a multitude of issues that are coming to a crisis
level, particularly for hospitals.
• Hospitals end up being the only entry/access point for individuals
in need behavioral health services.
• This creates legal, ethical, safety, quality and financial issues for
hospitals and patients in need of mental/behavioral health
services.
• This presentation will:
– Introduce various legal issues faced by hospitals; and
– Discuss potential compliance and risk management strategies.
• The information provided and discussed is not intended to be a
substitute for an individual hospital obtaining legal advice on
these important issues.

Federal and State Laws Affecting EDs:
EMTALA & Behavioral Health
• EMTALA: 42 U.S.C.A. 1395dd; 42 C.F.R.
489.20(r) & 489.24
– Generally requires that when a patient comes to the emergency
department of a hospital, the hospital must provide an appropriate
medical screening examination within the capability of the hospital’s
emergency department to determine if an emergency medical
condition exists and if it does exist, the hospital must either (1)
stabilize the patient, or (2) transfer the patient in accordance with the
terms of the EMTALA.
– Emergency medical condition: A medical condition manifesting itself
by acute symptoms of sufficient severity (including psychiatric
disturbances and/or symptoms of substance abuse)[only in 42 C.F.R.
489.24(b)] such that the absence of immediate medical attention
could reasonably be expected to result in serious impairment to
bodily functions or serious dysfunction of any bodily organ or body
part. 42 U.S.C.A. 1395dd; 42 C.F.R. 489.24(b).

Federal and State Laws Affecting EDs:
EMTALA & Behavioral Health
• A participating hospital that negligently violates a requirement of
EMTALA is subject to a civil money penalty of not more than $50,000 (or
not more than $25,000 in the case of a hospital with less than 100 beds)
for each such violation.
• Any physician who is responsible for the examination, treatment, or
transfer of an individual in a participating hospital, including a physician
on-call for the care of such an individual, and who negligently violates a
requirement of EMTALA is subject to a civil money penalty of not more
than $50,000 fro each such violation.
• Any individual who suffers personal harm as a direct result of a
participating hospital's violation of a requirement of EMTALA may, in a
civil action against the participating hospital, obtain those damages
available for personal injury under the law of the State in which the
hospital is located, and such equitable relief as is appropriate.
• Any medical facility that suffers a financial loss as a direct result of a
participating hospital's violation of a requirement of EMTALA may, in a
civil action against the participating hospital, obtain those damages
available for financial loss, under the law of the State in which the
hospital is located, and such equitable relief as is appropriate.
• Statute of limitations for civil actions = 2 years.

Federal and State Laws Affecting EDs:
EMTALA & Behavioral Health
• Is there EMTALA exposure for hospitals that do not provide
behavioral health services?
• Baker v. Adventist Health: A hospital which operated an
emergency room, but did not offer psychiatric treatment, and had
no psychiatrists, psychologists, or any other mental health
professionals on staff, did not have duty under EMTALA to
provide a mental health screening for an emergency room patient
who had reported suicidal ideations, and thus did not violate
EMTALA when it called in a crisis worker from county medical
health department, pursuant to its written policy, to screen the
patient. The hospital was only required under EMTALA to provide
a screening examination that was within its capabilities, which did
not include mental health examinations. 260 F.3d 987 (9 th Cir.
2001).

Federal and State Laws Affecting EDs: State
Licensing Statute/Regulations
• No person, regardless of his ability to pay or county of residence, may be
denied emergency care if a member of the admitting hospital's medical
staff or, in the case of a transfer, a member of the accepting hospital's
medical staff determines that the person is in need of emergency care.
S.C. Code Ann. 44-7-260(E); S.C. Code Regs. 61-16 613.2.
• “Emergency care” means treatment which is usually and customarily
available at the respective hospital and that must be provided
immediately to sustain a person's life, to prevent serious permanent
disfigurement, or loss or impairment of the function of a bodily member
or organ. Id.
• Enforcement:
– SCDHEC licensing action;
– Potential for a $10,000 civil penalty for “reckless violation.”
• No cases interpreting this statute/regulation.

Federal and State Laws Affecting EDs:
EMTALA & Behavioral Health
• Recommendations:
– Medical Screening Examinations:
• Be very aware of the screening services that are “within
your capabilities” and utilize those services appropriately.
• Follow your EMTALA policies and procedures for MSEs.
• Identify qualified professionals who are able to conduct
MSE in your Bylaws.
• Document initial and ongoing screening.
– Providing stabilizing treatment:
• Appropriately utilize available services to stabilize the
emergency medical condition.
• Document initial and ongoing treatment provided.

Federal and State Laws Affecting EDs: CoPs

• 42 C.F.R. 482.55 Emergency Services: The hospital must meet the
emergency needs of patients in accordance with acceptable standards
of practice.
• 42 C.F.R. 482.13 Patient Rights
– (c)(2) right to receive care in a safe setting
– (c)(3) right to be free from abuse/harassment
– (e) Restraint or seclusion. All patients have the right to be free from
physical or mental abuse, and corporal punishment. All patients have
the right to be free from restraint or seclusion, of any form, imposed
as a means of coercion, discipline, convenience, or retaliation by
staff. Restraint or seclusion may only be imposed to ensure the
immediate physical safety of the patient, a staff member, or others
and must be discontinued at the earliest possible time.
• Enforcement: Potential for issues with:
– TJC, AOA or DNV Accreditation
– Validation/Recertification survey

Accreditation Issues: TJC
Behavioral Health Standards
•

Provision of Care, Treatment, and Services (PC)
– PC.01.02.11: Assessment of patients who receive
psychosocial services to treat alcoholism or other
substance use disorders.
-PC.01.02.13: Assessment of patients with emotional and
behavioral disorders.

Accreditation Issues: TJC
Behavioral Health Standards Continued
• Rights and Responsibility of the Individual (RI)
- RI.01.06.03: The patient has the right to be free from
.
neglect, exploitation,
and verbal, mental, physical, and
sexual abuse.
- See also TJC Sentinel Event Alert on preventing violence
in the healthcare setting (June 3, 2010)
• National Patient Safety Goal Standards (NPSG)
– NPSG.15.01.01: Identify patients at risk for suicide
– See also TJC Sentinel Event Alert on preventing suicide
(Nov. 17, 2010).

Accreditation Issues: TJC
Behavioral Health Standards
• PC provisions dealing with restraints and seclusion: The hospital . . .
– PC.03.05.01- uses restraints or seclusion only when justified or
warranted by patient behavior that threatens the physical safety of
the patient, staff or others.
– PC.03.05.03- uses restraint or seclusion safely
– PC.03.05.05- uses restraint or seclusion only upon physician order
– PC.03.05.07- monitors patients who are restrained or secluded
– PC.03.05.09- has written policies and procedures for use of restraints
and seclusion
– PC.03.05.11- evaluates and reevaluates the patient who is restrained
or secluded
– PC.03.05.13- continually monitors patients who are simultaneously
restrained and secluded.
– PC.03.05.15- documents the use of restraints and seclusion.
– PC.03.05.17- trains staff to safely implement the use of restraints or
seclusion
– PC.03.05.19- reports deaths associated with the use of restraints or
seclusion

Standard of Care: Why is this important?
• Negligence actions:
– Duty
– Breach of the duty
– Causation
– Damages
• Is there a duty owed by the hospital to the patient for the provision
of emergency department services?
• Yes: A hospital has a nondelegable duty to provide emergency
room services and is liable for the negligent acts of independent
contractor emergency room physicians if a patient seeks services
at the hospital as an institution and is treated by a physician who
reasonably appears to be a hospital employee. Simmons v.
Tuomey Regional Medical Center, 533 S.E.2d 312 (S.C. 2000).

What duty is owed?
What is the standard of care for behavioral
health patients in a general hospital?
• In Sloan v. Edgewood Sanitarium, the SC Supreme Court stated
that “a hospital or sanitarium owes its patients or inmates a
specific duty of care.” “The hospital owes a duty to safeguard and
protect the patient from any known possibility of self-harm or
reasonably apprehended danger.” “If [the hospital] neglects this
duty . . . the hospital or sanitarium becomes liable for its
negligence . . .” 80 S.E.2d 348, 351 (S.C. 1954).
• No South Carolina case makes a distinction for the standard of
care between a general hospital that does not provide behavioral
health services and a hospital that does.
• But . . .

What duty is owed?
What is the standard of care for behavioral
health patients in a general hospital?
• Courts in a few jurisdictions have recognized a separate standard
of care for psychiatric and general hospitals.
• The Ohio Supreme Court stated “[a]s a general rule . . . the duty
of a hospital toward its patients is to exercise such reasonable
care for their safety as their known mental and physical condition
may require, and that in a proper case this duty may extend to
affording reasonable protection against self-inflicted injury.”
Johnson v. Grant Hospital, 291 N.E.2d 440, 444 (Ohio 1972).
• “A general hospital, which ordinarily does not and is not equipped
to treat mental patients, should not be held to the same standard
of care as a hospital which is operated and equipped to provide
care for a patient who has displayed a tendency to commit
suicide.” Id. at 445 & 446.

Standard of care for behavioral health patients:
Recommendations to limit liability
• It is not clear in South Carolina if a court would hold a general hospital to
a different standard of care than it would hold a psychiatric hospital.
• Risk management:
– Assume that a court would not hold a general hospital to a different
standard.
– Assess your capabilities:
• Availability of psychiatric services (telemedicine)
• Environment/safety considerations
• Staffing
• Education and training
• Document document document
– Understand your legal obligations
– Develop, implement and adhere to policies and procedures to
address behavioral health patients in the ED.
– Review your malpractice insurance coverage.

Standard of care for behavioral health patients:
Recommendations to limit liability
• Limiting your liability:
– Governmental hospitals have statutory limitations on liability under
the SC Tort Claims Act. ($1.2 million) S.C. Code Ann. 15-78-120.
– Statutory limitation of liability for injury or death caused by employee
of charitable organization ($1.2 million) S.C. Code Ann. 33-56-180.
• Not applicable if the employee acted in a reckless, willful or
grossly negligent manner.
– Statutory limitation on noneconomic damages ($350K; $1.5 million)
• Not applicable if the health care provider or health care institution:
– is found to be grossly negligent, willful, wanton, or reckless,
and such conduct was the proximate cause of the claimant's
noneconomic damages; or
– if the defendant has engaged in fraud or misrepresentation
related to the claim;
– or if the defendant altered or destroyed medical records with
the purpose of avoiding a claim or liability to the claimant.
S.C. Code Ann. 15-32-220.

Involuntary Commitment Process
• Separate statutory procedures for obtaining involuntary treatment
for a person suffering from chemical dependency or mental
illness.
• Definitions:
• Chemical dependency is defined as a chronic disorder manifested
by repeated use of alcohol or other drugs to an extent that it
interfered with a person’s health, social, or economic functioning;
some degree of habituation, dependence, or addiction may be
implied. S.C. Code Ann. § 44-52-10(1).
• A person with a mental illness is defined as a person afflicted with
a mental disease to such an extent that, for his own welfare or the
welfare of others or of the community, he requires care, treatment
or hospitalization. S.C. Code Ann. § 44-23-10(20).
• Determined by medical screening examination.

Involuntary Commitment Process:
Emergency v. Non-Emergency Intervention
• Requirements for non-emergency involuntary commitment for chemical
dependency
– Recent acts of violence
– Recent serious physical problems related to habitual and excessive
use of drugs or alcohol
– Numerous appearances before the court in the past year, repeated
incidents with law enforcement, multiple prior treatment episodes, or
testimony from family or members of the community proving the
person’s habitual and excessive incapacitation by drugs or alcohol
– Petition for involuntary commitment filed with court along with a
physician’s certification that the person is chemically dependent
– S.C. Code Ann. § 42-52-10(11) (1976); S.C. Code Ann. § 44-52-70.

Involuntary Commitment Process:
Emergency v. Non-Emergency Intervention
• Requirements for emergency involuntary commitment for
chemical dependency
– Person poses a substantial risk of physical harm to himself or
others if not immediately provided with emergency care and
treatment and
– Factual basis for belief of the specific type of harm thought
probable
– Person is believed to be unable to exercise judgment
concerning their emergency care
– Written certification by a licensed physician that the person is
chemically dependent
– S.C. Code Ann. § 44-52-50.

Involuntary Commitment Process:
Emergency v. Non-Emergency Intervention
• Requirements for emergency involuntary commitment for mental
illness
– Person is likely to cause harm to himself or others if not
immediately hospitalized and
– Factual basis for the specific type of serious harm thought
probable if person is not immediately hospitalized
– A certification by a licensed physician that the person has
been examined, found mentally ill, and likely to cause harm to
himself
– S.C. Code Ann. § 44-17-410.

Involuntary Commitment Process:
Emergency v. Non-Emergency Intervention
• Requirements for non-emergency involuntary commitment for
mental illness
– Petition filed in court along with certification by a licensed
physician that the person is mentally ill and likely to cause
harm to himself.
– Court finds based on clear and convincing evidence that the
person lacks capacity to make their own treatment decisions.
– Court finds based on clear and convincing evidence that the
person is likely to harm themselves or others.
– S.C. Code Ann. 44-17-510; S.C. Code Ann. 44-17-580.

Involuntary Commitment: What are the
risks?
• Allegations that private hospital and its employee submitted false
affidavit in support of patient's involuntary commitment and
unlawfully detained patient supported claim for false imprisonment
under Mississippi law. Bass v. Parkwood Hosp., 180 F3d 234 (5th
Cir. 1999)(apply Mississippi law).
• “To prevail on a claim for false imprisonment, the plaintiff must
establish: (1) the defendant restrained the plaintiff, (2) the
restraint was intentional, and (3) the restraint was unlawful.”
McBride v. School Dist. of Greenville County, 698 S.E.2d 845
(S.C.App.,2010).

Behavioral Health patient : Incapacitated
and in need of a temporary guardian
• Incapacitated person is defined as any person who is impaired by
reason of mental illness, mental deficiency, physical illness or
disability, advanced age, chronic use of drugs, chronic
intoxication, or other cause (except minority) to the extent that he
lacks sufficient understanding or capacity to make or
communicate responsible decisions concerning his person or
property. S.C. Code Ann. § 62-5-101(1).

Behavioral Health patient : Incapacitated
and in need of a temporary guardian
• Requirements for temporary, meaning 6 months or less, appointment of
a guardian upon a court making emergency preliminary finding that:
– a physician’s written or oral certification to the court that the person is
incapacitated
– no guardian has been previously appointed and welfare of
incapacitated person requires immediate action
– appointed guardian is not effectively performing his duties or
– no person appears to have authority to act on behalf of the
incapacitated person or more than one person is authorized but
cannot agree on whether certain care must be provided and an
emergency exists (emergency means that a delay caused by (1)
further attempts to locate a person authorized to make health care
decisions or (2) proceedings for appointment of a guardian would
present a serious threat to the life, health, or bodily integrity of the
incapacitated person). S.C. Code Ann. § 62-5-310

Behavioral Health patient : incapacitated
and in need of a temporary guardian
• Procedural requirements for appointment of a guardian
– Court sends a visitor to the incapacitated person’s residence to
observe and report back to the court
– Incapacitated person shall be appointed counsel if they have
not already retained counsel
– Court shall appoint two examiners to examine the person and
report back to the court
– S.C. Code Ann. § 62-5-303.

Forced Administration of Medication
• Patients who are subject to involuntary commitment are not
always unable to make healthcare decisions.
– Distinction between involuntary commitment for chemical
dependency and for mental illness.
• Chemical dependency: person is believed to be unable to
exercise judgment concerning their emergency care.
• Unless a person is adjudicated to be incompetent and a guardian
has been assigned, the person, even though involuntarily
committed, must be determined to be “unable to consent” before
medication can be administered without their consent.

Forced Administration of Medication
• Adult Health Care Consent Act: Unable to consent means
“[u]nable to appreciate the nature and implication of the patient’s
condition and proposed health care, to make a reasoned decision
concerning the proposed health care, or to communicate that
decision in an unambiguous manner.” S.C. Code Ann. 44-6620(6).
• Must be certified by two physicians who have examined the
patient;
• In an emergency, the certification may be made by a health care
professional in writing that the delay in getting certification by two
physicians would be detrimental to the patient’s health.
• Medication can be administered with the consent of the surrogate
decision-maker identified at S.C. Code Ann. 44-66-30.

Forced Administration of Medication
• If there is no surrogate decision-maker, then health care may be
provided without consent if, “in the reasonable judgment of the
attending physician or other health care professional, the health
care is necessary for the relief of suffering or restoration of bodily
function or to preserve the life, health, or bodily integrity of the
patient.” S.C. Code Ann. 44-66-50.
• The health care provider is not liable for providing, in good faith,
health care without consent unless the provision of care is
negligent. S.C. Code Ann. 44-66-70 (D).
• Risk: Allegations of malpractice (there is no independent cause
of action in SC for medical battery. Linog v. Yampolsky, 656
S.E.2d 355 (S.C. 2008).
• Important: Document, document, document.

Forced Administration of Medication: What
are the risks?
• In action by involuntary mental patient against psychiatrist and
state psychiatric hospital officials to enjoin them from forcibly
administering drugs to him in absence of emergency situation, the
court held that patient had constitutional right to refuse treatment.
Antipsychotic drugs may be constitutionally administered to an
involuntarily committed mentally ill patient whenever, in exercise
of professional judgment, such action is deemed necessary to
prevent patient from endangering himself or others; once that
determination is made, professional judgment must also be
exercised in the resulting decision to administer medication.
Rennie v. Klein, 720 F.2d 266(3d Cir. 1983).

Use of force with behavioral health patients
• Recall the CoPs: Patient Rights: “All patients have the right to be
free from physical or mental abuse, and corporal punishment. All
patients have the right to be free from restraint or seclusion, of
any form, imposed as a means of coercion, discipline,
convenience, or retaliation by staff. Restraint or seclusion may
only be imposed to ensure the immediate physical safety of the
patient, a staff member, or others and must be discontinued at the
earliest possible time.” 42 C.F.R. 482.13(e).

Use of force with behavioral health patients
• Any use of force must take the patient’s rights into consideration:
– Only when less restrictive interventions have been determined to be
ineffective to protect the patient, a staff member or others from harm.
– Must be the least restrictive intervention that will be effective to
protect the patient, a staff member or others from harm.
– Must be used in accordance with the patient’s care plan.
– Must be implemented in accordance with safe techniques in
accordance with hospital policy by trained staff (includes security).
– Must be in accordance with a physician’s order.
– Appropriate consultations/face-to-face evaluations.
– Appropriate monitoring
– Must be discontinued at the earliest possible time.
– Document, document, document.

Use of force with behavioral health patients
• When can a hospital escalate the use of force (use of a weapon)?
– The use of deadly force against anyone on hospital property is
almost unthinkable.
– But, what if a behavioral health patient uses deadly force against a
staff member, another patient or other?
– There are cases where use of deadly force is found to be justified,
but those cases are almost exclusively cases of home invasion and
situations involving the police.
– The Protection of Persons and Property Act allows “[a] person who is
not engaged in an unlawful activity and who is attacked in another
place where he has a right to be, including, but not limited to, his
place of business, has no duty to retreat and has the right to stand
his ground and meet force with force, including deadly force, if he
reasonably believes it is necessary to prevent death or great bodily
injury to himself or another person or to prevent the commission of a
violent crime as defined in Section 16-1-60.” S.C. Code Ann. 16-11440(C).

Use of force with behavioral health patients
• South Carolina law relating to permits for concealed weapons,
maintains prohibitions on locations where concealed weapons
may be carried. An individual may not carry a concealed weapon
in hospitals, medical clinics, or other facilities for medical service
unless expressly authorized by the “employer.” S.C. Code Ann.
23-31-215(m)(10). A violation of this provision is classified as a
misdemeanor and, upon conviction, may result in up to one year
in prison, a fine of not more than one thousand dollars, and the
possibility of the concealed weapons permit being revoked for a
period of five years. Id.
• Pros/Cons of having security carrying guns
• Use of Police vs. Security

Telemedicine CoPs
• Various S.C. hospital EDs have been providing behavioral health
services via telemedicine.
• On May 5, 2011, CMS issued its final rule on credentialing
telemedicine physicians and practitioners to allow for a
streamlined process of credentialing, reducing the burden of
credentialing and privileging telemedicine providers.
• Background:
– TJC standards provided for a mechanism whereby a hospital
could rely on a distant TJC hospital’s credentialing processes
to grant telemedicine privileges.
– Effective July 15, 2010, TJC is no longer specifically
referenced under the Medicare/Medicaid “deeming” statute
and, because CMS does not approve TJC’s standards,
hospitals can no longer rely on the TJC’s processes.

Telemedicine CoPs
• CMS defines telemedicine in the preamble to the final rule as:
“the provision of clinical services to patients by practitioners from
a distance via electronic communications.”
• CMS defines telemedicine entity as one that “(1) provides
telemedicine services; (2) is not a Medicare-participating hospital
(therefore, a non-Medicare participating hospital that provides
telemedicine services would be considered a distant-site
telemedicine entity also); and (3) provides contracted services in
a manner that enables a hospital or CAH using its services to
meet all applicable CoPs, particularly those requirements related
to the credentialing and privileging of practitioners providing
telemedicine services to the patients of a hospital or CAH.”

Telemedicine CoPs
• 42 C.F.R. 482.12: Governing body
– (a)(8) requires that the governing body ensures that there is an
agreement with the distant hospital that the provisions of 42 C.F.R.
482.22(a)(1) – (7) are met for physicians providing telemedicine
services.
– (a)(8) further allows the governing body to, in accordance with 42
C.F.R. 482.22(a)(3), grant privileges based on its medical staff
recommendations that rely on information provided by the distant-site
hospital.
– (a)(9) requires that the governing body ensures that there is an
agreement with the distant site telemedicine entity that the provisions
of 42 C.F.R. 482.22(a)(1) – (7) are met for physicians providing
telemedicine services.
– (a)(9) further allows the governing body to, in accordance with 42
C.F.R. 482.22(a)(4), grant privileges based on its medical staff
recommendations that rely on information provided by the distant-site
telemedicine entity.

Telemedicine CoPs
• 42 C.F.R. 482.22 Medical Staff:
– (a)(3) in lieu of traditional credentialing (482.22(a)(1) & (2)), the
medical staff may rely on the credentialing and privileging decisions
of the distant site hospital when making recommendations on
privileges if the hospital’s governing body ensures, through its written
agreement the following:
• The distant-site hospital is a Medicare participating hospital
• The individual distant-site physician or practitioner is privileged at
the distant-site hospital and provides a current list of the distantsite physician or practitioner’s privileges at the distant-site
hospital.
• The individual distant-site physician or practitioner is licensed in
the state in which the hospital whose patients are receiving the
telemedicine services is located.
• As to the individual distant-site physician or practitioner, the
hospital has evidence of an internal performance review and the
distant-site hospital sends the hospital the review for periodic
appraisal (must include adverse events and complaints).

Telemedicine CoPs
• (a)(4) in lieu of traditional credentialing (482.22(a)(1) & (2)), the medical
staff may rely on the credentialing and privileging decisions of the distant
site telemedicine entity when making recommendations on privileges if
the hospital’s governing body ensures, through its written agreement:
– the distant-site telemedicine entity’s medical staff credentialing and
privileging process and standards at least meet the standards at
482.12(a)(1) – (7) and 482.22(a)(1) – (2).
– The individual distant-site physician or practitioner is privileged at the
distant-site telemedicine entity and provides a current list of the
distant-site physician or practitioner’s privileges at the distant-site
telemedicine entity.
– The individual distant-site physician or practitioner is licensed in the
state in which the hospital whose patients are receiving the
telemedicine services is located.
– As to the individual distant-site physician or practitioner, the hospital
has evidence of an internal performance review and the distant-site
telemedicine entity sends the hospital the review for periodic
appraisal (must include adverse events and complaints)

Telemedicine CoPs
•

482.22(c)(6): Requires that the hospital’s medical staff bylaws
include criteria for determining privileges and a procedure for
applying the criteria to individuals requesting privileges.
• Nearly identical provisions are added to 485.616 related to CAHs.
– One additional provision exists for CAHs: CAH’s are required
to contract only with “one or more Medicare-participating
providers in order to furnish other services to its patients.
485.635(c)(5) provides an exception to this requirement to
allow CAHs to contract with non-Medicare participating
telemedicine providers.

Telemedicine CoPs:
“To Do” List
• Rule allows hospitals to continue to use traditional credentialing
processes.
• The Medical Staff Bylaws must be amended to include:
– criteria for determining telemedicine privileges; and
– a procedure for applying the criteria to individuals requesting
privileges. See 482.22(c)(6).
• Need to develop/enter into agreements with telemedicine
providers.

Telemedicine CoPs:
Practical questions and open issues
• Distinguishes the “curbside consult” between distant physicians
and practitioners . . . But this could create confusion.
• What if the distant-site has significantly different privileges lists
than the hospital?
• What if there are significantly different Medical Staff privileging
requirements? (e.g., Board Certification requirements;
malpractice coverage limits)
• Should you ask for a copy of the distant-site Medical Staff
Bylaws?
• Should the hospital agree to provide peer review information to
the distant-site hospital/telemedicine provider?
• Consider risk management issues: how would this “play” in light
of an allegation of negligent credentialing?
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