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Ambulance Patient Offload Delay (APOD)

• NOT A NEW PROBLEM
• ED overcrowding

• Ambulance diversion

• APOD

• We have failed to move the 
needle



APOD

• ED utilization has gone up

• EMS utilization has gone up

• Mandatory nurse staffing ratios

• ED nursing shortage











Who is Responsible for the Patient?

• “Hospitals that deliberately delay moving an 
individual from an EMS stretcher to an 
emergency department bed do not thereby 
delay the point in time at which their 
EMTALA obligation begins.  Furthermore, 
such a practice of ‘parking’ patients arriving 
via EMS, refusing to release EMS equipment 
or personnel, jeopardizes patient health and 
adversely impacts the ability of the EMS 
personnel to provide emergency response 
services to the rest of the community.”

CMS State Operations Manual, Appendix V, §489.24(a)(1)(i).



How Did This Come About?

• We didn’t speak up

• Holding ambulances became a 
free tool ED’s use during surge

• Pandemic became a tipping 
point



What Can Be Done

• Hospitals need to use proven throughput strategies

• Take a stand – Hospital problems cannot be allowed to crush the EMS 
system

• Ambulance diversion doesn’t work

• Collect data and share it with stakeholders

• If an EMS EMT can watch the patient, a hospital EMT can watch the 
patient

• Advocate advocate advocate



Clayton.Kazan@fire.lacounty.gov
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Offload Del-eh’s:  a 
Canadian Approach

David A. Obert, MD, MPP, FRCPC

Medical Director – Emergency Dispatch 



Different System: 
• Public healthcare system

• Provincially administered
• In British Columbia:  5 health authorities, 1 ambulance 

service
• No EMTALA-equivalent legislation
• No definitive Canadian case law related to offload delays/legal 

grey areas  (to my knowledge)

Different Target: 
• Our definition:  30 minutes



•Common problem

•Common underlying drivers 























Outcomes for Immediate Transfer of Care: 

• Some initial hesitancy → ultimately reached hospital-level buy in

• Used approx. 1x/month (in a single Health Authority of ~2 million pop)

• No reported patient safety events with use of the protocol 

• Offload delays have been improving



Take Homes:  

• Different system, common challenges

• Patient-centred, collaborative approach

• Communicate early, communicate often



Questions?
david.obert@bcehs.ca



Global Budget for Care Cost – Yay Maryland!

• Well intentioned payor model: Quality not quantity

• Side effects – EMS bears the brunt

• We are DEAD LAST for ED wait times
◦ CMS data 1/7/20-3/31/21
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Balancing Efficiency and Access: Discouraging
Emergency Department Boarding in a Global Budget System

Author(s): Stryckman, Benoit; Kuhn, Diane; Gingold, Daniel B.; Fischer, Kyle R.; Gatz, J. David; Schenkel, Stephen M.; Browne, Brian J.
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• Zero productivity when EMS units on a wall at an ED

• If unchecked, we will need more ambulances to 

meet community needs

• It decreases patient satisfaction

Why we care about this



• Disposition Officer: EMS 700

• Alternative Transport Destinations

• Urgent Care
– Limited success: 28 xports CY 2023

• Hospice – Successful but low 
numbers

• Stabilization Room – New

• -•Burns TA, Kaufman B, Stone RM. An EMS Transport Destination Officer is Associated with Reductions in 
Simultaneous Emergency Department Arrivals. Prehosp Emerg Care. 2023;27(7):941-
945. doi: 10.1080/10903127.2022.2107126. Epub 2022 Sep 2. PMID: 35894867

• Set boundaries with the EDs

• Share data - both ways

• Direct to triage

• Escalate after waiting 30 minutes
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What we do about it



Turnover Time

https://app.powerbigov.us/groups/me/reports/45463700-13cb-4ff9-abfe-3d98047ee418/?pbi_source=PowerPoint
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•We will not normalize extended wait times

•EMS crews will not act as surrogates for ED staff

•Please send stable EMS patients to the waiting room

What we tell hospital leaders



https://app.powerbigov.us/groups/me/reports/9b199d5f-8bbe-4916-953b-5ab88327d8d0/?pbi_source=PowerPoint


“Wall Time… Wall Time… ♪
Not Havin’ a Ball Time ♫”

Approaches to Crisis in Patient Handoffs

Roger M. Stone, MD, MS, FAAEM FAEMS

Asst Chief Ben Kaufman, BS, RN, NRP

EMIHS Section, Montgomery County Fire & Rescue (BK, RS)

Department of Emergency Medicine , University of Maryland SOM (RS)
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Ambulances Stuck in the 

Emergency Department

GLENN ASAEDA, MD, FACEP, FAAEM, DABEMS

CHIEF MEDICAL DIRECTOR

FIRE DEPARTMENT OF NEW YORK CITY



NYC EMS

 Approximately 4,500 EMS calls per day

 Equates to over 1.6 million calls per year

 Approximately 1 million patients transported

 60 911-Receiving EDs



Ambulance Turn Around Times

 Ideally 20-25 minutes

 Realistically 40-45 minutes

 Severely problematic



HOW TO SOLVE

 NOT AT ALL EASY

 Alternate Destinations

 Treat-In-Place

 Redirection by EMS – when certain number of 911 
ambulances are at an ED for >20 minutes – turned on

 Hospital Liason Officer Program (HLO) – EMS crew takes 
over patient at triage allowing units to go back into 
service



Results

 Successful when everything runs according to plans

 Crews are smarter than us



Thank You

QUESTIONS?



EMS Wall Time

A Possible Solution?

Kenneth A Scheppke, MD, FAEMS

Chief Medical Officer

Palm Beach County Fire Rescue







STRATEGY NUMBER 1:



STRATEGY NUMBER 2:












