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to review the costs and benefits of a hy- 
brid arrangement before making a 
commitment involving long-standing 
financial commitments and quality of 
legal services issues. As an attorney 
whose firm is outside counsel to  many 
hospitals, I encourage hospital at- 
torneys to  consider my recommenda- 
tion before becoming overly sensitive 
to inquiries from their clients regard- 
ing the employment of in-house 
counsel and racing off to  defend the re- 
tention of outside counsel. 

Edward E. Hollowell, J.D. 
Hollowell & Silverstein 
Raleigh, North Carolina 

Role of Emergicenters 

Dear Editors: 
I write regarding the article, Emergi- 

centms and the Need for a Competitive 
Regulatmy Approach, published in your 
June 1982 issue. This article reflects 
many pre-existing and prevailing no- 
tions regarding the presumed benefi- 
cial effects of regulation. Your readers 
must first be reminded that health care 
is the most heavily regulated industry, 
yet is increasingly plagued with con- 
sumer dissatisfaction and uncertainty 
about quality. 

The current regulation of emer- 
gency care does not guarantee ade- 
quate standards within hospital facili- 
ties.’ There are vastly different 
“licensed” categories of hospital emer- 

gency rooms: Level 1 is the regional 
trauma center facility; Level 11 is a 
standard general hospital with a physi- 
cian in the emergency room; Levels I11 
and IV are hospital facilities with no 
physician in the emergency room, only 
available “on-call.” Many “licensed” 
hospital emergency rooms in this 
country do not have an emergency 
physician available anywhere on  the 
premises. 

It must also be noted that the bulk 
of acute and emergent medical treat- 
ment is not rendered in hospitals, but 
rather in physicians’offices. Currently, 
there is no  regulation regarding staff- 
ing, equipment, orcredentialing of 
physicians’offices. Even though the 
majority of acutely ill people are seen 
initially in physicians’ offices, only a 
third of these offices have even rudi- 
mentary laboratory equipment. Staff- 
ing is equally dismal. Less than 20 per- 
cent of offices are staffed by nurses or 
technicians.2 It is a fact that outside of 
hospital emergency rooms, where the 
needis greatest, life-saving equipment 
will be found in ambulances and free- 
standing emergency centers, not in 
physicians’ offices. 

If regulators were concerned about 
the quality of emergency care rather 
than the economic impact of new com- 
petition, hasic standards for equip- 
ment and staffing would be extended 
toall facilities that deliver emergency 
care. This includes physicians’offices, 
and “licrnsed,” but falsely labeled, 
hospital emergency facilities. It is clear 

that proposed regulation is designed to 
erect barriers t o  entry and to discour- 
age competition-not to increase 
quality of care. 

The facility fee will not determine 
the viability of the freestanding emer- 
gency center as stated in the article. 
The facility fee is subsidization by 
third party and governmental payon. 
I t  is not generally required by free- 
standing facilities and in fact reflects 
inefficiency and lack of cost responsi- 
bility. Freestanding emergency centers 
generally charge fees competitive with 
physicians’offices. These facilities 
must be able tocompete in the mar- 
ketplace without the economic subsidy 
bearing the name “facility fee.” 

W. Allen Schaffer, M.D. 
Minor Emergency Clinic 
Memphis, Tennessee 

References 
1. Recommmdations oftht-Confererveonthc 

Gvideliwsfor the Caregmizolioru of Hospital 
Emergency Capabilities (American Medical Asso- 
ciation, Chicago) (1 981). 
1. Wciner,J.D., ThcBaltimoreCicy Primary 

&re Study: An Analysis ofOfh-EasUl Primary 
Care(Ba1timore City Medical Society,Balti- 
more) (1981). 

Editors’ Note 
For more on the regulation and impact of 
emergicenters, seeZaremski, M.J., Fohr- 
man, D.M., The Emergicenter: Has Its 
Time Arrived? LAW, MEDICINE@ 
HEALTHCAREI 1(1):4 (February 1983). 
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