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Based on the ED Benchmarking Alliance annual data
survey.

There are national databanks and group cohorts
Data cohorts useful to develop community reports
and comparison graphs

Use data to predict future ED patient needs and
performance

Understand finances charges, collections, and
costs

Course Name



Challenges of Transparency, Safety,
Quality and Effectiveness

Problems started with EMTALA
CMS on ED Quality: Pneumonia
STEMI, ..
CMS on Boarding Times
Current Definition
-Admit Decision to Departure
Time
-Time Interval beginning when
“Admit Decision” is made until
the actual departure time of the

patient from the ED

CMS Hospital Compare Quality Measure for reported this year



Quality Reporting Challenge

» Defining and Reporting CMS metrics

- The "Decision to Admit" debate

- CMS definition= admit order from the chart
- In the 1000 EDs there are 800 definitions
» Within our industry: the least consistent metric?

- RN work varies not by arrivals but by severity

and how many patients are in the ED (Census
and admit percent proxy)



The CDC Reports



NHAMCS Update

e Tables Published for 2010
* Volume down from 2009 (HIN1 year)

® Acuity Up
* Demographic trends continue:
more elderly, more medical



The CDC Data:
Americans Vote With Their Feet

ED Visits
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The ED NHAMCS: Payer Mix not Changing
Much, except Medicare

Payor Class % of Visits
Self Pay 15%
Medicare 18%
Medicaid 31%
Worker's Comp. 1.2%

Commercial 37%



The Patient Mix. Very Important

and Unrecognized Issue

® The Burn, Trauma, Injury
and Cardiac Arrest Issue

e What should we have
known?

* When prevention works,
more people are alive to
get ill

* NHAMCS:
* 3% more pts per year
® Trauma population ages

® Highest in\gur'y rates are
over age /



Our Patients: ED Utilization

+ Extended Care Facility Residents are the
Most Frequent ED User, with 3 m visits in

2010, 45% admission rate

- ECF Residents over 1000 uses Per 1000 Persons
» Homeless (around 1000)

» Infants under age 1 (931)

* Medicaid

+ Medicare

* Insured, Self Pay




ED Visits 1992 to 2010
Diagnostics



ED Visits 1992 to 2010
Therapeutics



ED Visits 1992 to 2010
Critical Care



ED Visits 1992 to0 2010
Mental Health



Patient Flow is
Predictable

80/1000

Population

General Population

Walk-ins to ED
371 /1000
Population
> | Total use 451 /1000 b
Population
82% Walk-Ins
18% Arrival by EMS
Transfer Admit Treat & LBTC
29, 17% Release 2%
81%




Changing ED Patient Mix



ED Benchmarking Alliance Network



Why EDBA in 19947

* No group that focuses on ED operations
* No group that is multidisciplinary

* No place to discuss problems and
solutions

* Original members from Midwest,
volumes around 100 PPD



EDBA Solutions

e Utilize and assist the CDC NHAMCS survey
e Produce good data source for ED leaders

* Don't put ACEP and ENA in untenable
positions

* Find places to disseminate and publish
 Counteract "Street Legends”
e Identify Best Practices



ED Definitions and Performance
Measures

Emergency Department Performance

Early Problem: No consistent
definitions in the industry Jeasures and Benchmarking Summit

EDBA Summit I hosted 2006 with all s et o e e
involved parties

zations interested in emergency medicine perfrmance, benchmarking and quality improvement, was
tasked with standardiring definitions pertinent to smergency department performance measures, creating
aset of general and operational measures, developing a comparion systm for bene hmarking and creating
a plan for the dissemination of this information. The formation of this gmup, the problem statement, and
the mission stawment for the summit are all described, and the consensus document is presented.

ACADEMIC EMERGENCY MEDICINE 2006; 13:1 074-1080 & 2006 by the Sod ety for Academic Emergency

EDBA Summit IT hosted 2010, which o ot et i, i s e

also featured an AHRQ effort to
improve ED intake systems

From the very public cases of "death in
the waiting room”

EDBA Summit IIT will be hosted 2014
to further evolve performance
measures

lenges that go beyond the scope of traditonal clin-
icalmedidne and department staffing. A thorough
understanding of quality-improvement principles and
benchmarking now & necessary for emergency depart-
ment (ED) leaders to be successful in providing patient-
centered care, improving customer satsfactlon, and
evaliating =ervice indtlatives. Providing state-of-the-art,
evidence-based clinical care is not the anly focus, and
emergency phigiclane and nurses now are being asked
ako to provide gafe, imely, efficient, and cost-effective
care. The measures that allow emergency practtioners
to gauge and measure thedr success in these areas arelack-
ing, and even hasic definitions have notbeen promulgated.
Outside agendes also are intersely interested in ED
operations. With the potentlal for terrorist activity, pan-
demic flu, and natural disasters to create human casual-
tles, government leaders are developing preparedness
plans for communites. Those plans require forecasting
af hospital surge capacity and ED capahil

I : mergency leaders increasingly arefaced with chal-
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tes have been made aware of diversion and rerouting
of emergency medical services (EMS) patlents, but there
are no definitions for those activiles. Further. these
activites do not rellahly predict the state of awailable
respurces for any individual ED or hespital. In additon,
the Centers for Medicare and Medicald Services ICMS)
are interested in applying pay for performance (P4P) to
organiations and physiclans and in seeking definitions
of adequate and outstanding performance. Without in-
dustry-driven standards in place that are developed by
emergency-service leaders, CMS likely will develop its
own definitions and indicators.

Although others have written about clindcal quality
measures,** and indeed many of these parameters are
belngtracked via the regulatory requirements mentoned
in the remainder of this section, the establishment of op-
erational benchmarks for emergency medicine (EM) has
heen slower to evalve. The measurement of time inter-
vak in the ED and the tracking of patients who leave
before they are zeen have hecome de facto markers for
quality and effidency in the literature,* slthough no
standardized definitions for thege markers have been
put forth or accepted.

There are three major reasons compelling emergency
pracitiomers to standardize the language, terminology,
and implementation of performance measures amd
benchmarking practices. These are as follows:

1. Regulatory burdens. The Joint Commizsion on Acored-
itation of Healthcare Organizations (TCAHO) now is
pursulng clinical quality improvement §Q7) data in the
form of Core Measures. Any facility that does not
have in place the infrastructure to track these data
risks its accreditaion. These measures are likely to

& 2008 by tha Society for Academic Emengancy Madicine
doi: 10.1197/].a0m 2006.06.026




The Clockwork ED
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An Early Observation:

ED Process Depends on ED Volume

The 2010
Challenge

The 1990
Challenge

10K 20K A0K 60K 30K
ED Volume




The EDBA Data Survey
The Cohorts

Super Centers Over 100K Over 275 PPD

Very Large Over 80,000 Over 220 PPD

Medium 110 - 165

Under 20K Under 55




The EDBA Annual Data Survey

Total All EDs
2012 results

__2012results | 42 | 69% |23.8%|20.3%| 0.9% | 18% | 45% | 219 | 185 | 117 | 363 [34%]| 41 | 26 | 48 | 22 /09| 65% | 34 | 53 | 1720 |

_2012results | 350 | 63% |22.1%|15.8%| 1.9% | 15% | 38% | 163 | 139 | 101 | 271 |20%) 30 | 23 | 48 | 19 /08| 68% | 31 | 19 | 1667 |
__2012Results | 31 | 70% | 3.0% [24.7%| 1.1% | 23% | 48% | 241 | 199 | 129 | 350 |3.4%) 46 | 34 | 49 |25 /13| 62% | 32 | 38 | 1420 |

2012 Results 250 | 1.0%




EDBA Survey 2012

e 1026 EDs serving 40 million patients
® Increase volume and acuity

e CPOE about 80%

e Average ED broke 100 PPD (103 PPD)

* More trauma centers, mainly to serve the
elderly injured patients on thinners

* Bed Utilization around 1600 visits per
patient care space



EDBA Data 2012

Better patient intake

New Team Triage systems over 25%
More use of Docs and MLPs in intake
Fewer walkaways

Matched to no high profile cases of dying in
waiting room

More arriving by EMS, and those patients
getting admitted at same rate



EDBA Data 2012

More transfers. 1.9% of all patients, or 2.9
million a year. Half for mental health

MRI now running about 1%
Admits down for first time
Boarding a burden

First average boarding time number is 114
minutes, but very cohort dependent



Using the Data Your Site

Total All EDs
2012 results 21.5%

__2012results |32 | 66% |22.6% 18.8% 08% | 21% | 39% | 235 196 | 137 | 396 34% 49 | 31 | 42 |19 11| 68% | 42 | 71 | 1640
| 2012results | 44 | 68% |23.2920.8%  08% | 18% | 45% | 221 | 187 | 116 | 362 133%| 41 | 27 | 48 | 2200 ] 64% | 34 | 54 | 1703 |

My Hospital 1 70% 12% 23% 2.0% 22% 47% 175 145 92 390 ### 18 32 46 23 1.1 72% 35 32 1,750 205

__2012results | 363 | 63% |22.3%158%  19% | 15% | 38% | 163 | 139 | 100 | 271 (20% 31 | 24 | 48 | 19/08| 69% | 30 | 19 | 1,662 |

2012 Results 52 52% | 21.0% | 8.7% | 2.6% 7% 31% 116 109 53 250 | 1.0% | 20 19 19 |14 100 67% 2.4 12 | 1,510 93




Admit Boarding Times



Length of Stay and LBTC



EMS Impact: 28M
Transports

® 42% admitted

®* Most Common Presentations:
® Chest pain and heart disease
® Short of breath
® Contusions/blunt injury
® Sprains of neck and back (MVA)

® Syncope and seizures



Correlation of EMS Arrival
and Admission

PEDs &Freestanding
Eds




Important Trends even over
only 9 years of Data




Making the Data Valuable: A
Day in our ED

130 Patients to be seen, although 3 want to leave
40  Will be in Fast Track
56  Will need Monitors

23  Will be Admitted 26% Of Patients in Main ED

6  Will have Dental Problem

25 Will Arrive by EMS






Money and Our Practice: MEPS Data

Medical Expenditure Panel Survey (MEPS), a publicly available dataset available
through the Agency for Healthcare Research and Quality (AHRQ). MEPS is an
ongoing nationally reEresen‘ra‘rive survey which provides data on health care use
and expenditures. MEPS is a large-scale survey of the U.S. non-institutionalized
civilian population which uses a stratified, multistage probability sampling design

- For Years 2005 to 2010

* Medicaid Total Charges $2122
- Uninsured Total Charges $2040
* Private  Total Charges $2178
- Medicare Total Charges $2500

Tota
Tota
Tota
Tota

Payments $553
Payments $550
Payments $991
Payments $1000


http://meps.ahrq.gov/mepsweb/
http://meps.ahrq.gov/mepsweb/

Florida MEPS Data

- Count 7.1 m visits in 12 months to June 2012

- About half of Florida ER visits deemed
"avoidable”

+ $3562 average charge for facility, physician, and
ancillary services = $25.6 B in charges

 Nationalize that data:
» 140m visits = $498.7 B charges (T word)
» A 30% collection rate equals $150 Billion



Unscheduled Care into the Future
of US Healthcare

. | Great
- Based on Patient Needs
- Unscheduled Care Coordination

* Integrated work with EMS
* Rapid diagnostics and
Intervention

* Care changes timed with those of
Medical Community /EE_A

' —
T




A look Ahead: Serving Patients
with Unscheduled Needs



The Unscheduled Care
Options: 6Growing

EDs

Critical Access EDs
Freestanding
Stand Alone
Urgent Care
iTriage

Concierge Medicine
Boutique Medicine

Ultimately the same Two Tier System
present in all other countries



In what form will American EDs and
EDPs Exist?

- How will we make the case for:
: !a‘e!y

» Cost Effectiveness
* Partnerships
* Future Planning

Ceventiy



Finding Market Solutions In the
EDP Practice

* Value Pricing for All Acuities

. Reduced use of Expensive Solutions, like
Admissions

* Cost Cutting and Quality Reporting

. Information Systems must Support
Ctinical Care



Leverage Points of EM

* High Productivity and Responsiveness to
Patient and Community Needs

* Use Specialized Diagnostic Technology,
Rapid Treatment, Access to all Available
Community Services

- Ties to EMS
 Leader in Prevention
» Media Friendly Site & Staff



Accountable Provider Systems

- U.S. Government

+ VA, Active Military, Department of
Defense

* Facility Systems (Hospitals, ECF's)
+ ACOs
* Integrated Systems



Present Future

Price



The Service Report Card

Finances

Staffing

Gustomer Satisfaction
Medical Care and Outcomes
Bhysician Profiles

<
>



Value Opportunities In
Medical Care

* Find and Utilize Excess Capacity

* Restore Honesty in Pricing System

* Managed Healthcare and Unscheduled
Care Episodes

+ Appropriate Utilization and Pricing of
Ancillary X-Rays, Labs




Evolving Role of the ED Physician *

* Leader of Unscheduled Care System

» Improved Throughput of All Unscheduled
Needs

» User of Enabling Technology (Tele )
» Reduced Care Variance, Aligned Incentives

* Refined Utilization of Expensive Resources,
like inpatient care, palliative services

- New Activities, including two-tier health
system




Consider Effects on the Practice

* New reality of medicine vs.. business
* Malpractice pressures

- "That doctor was just trying to save
money"

* Need for group consistency

* How will you provide transparency:
public reporting of your data



Identify The Opportunities *

* Who Controls the Money and What do
They Want?

* The Patients Want the Right Amount of
Health Care for Return to, or
Maintenance of Good Health and Avoid
Premature Death

» Solutions are Developed at the Regional
Level



Evaluating Contract Effectiveness

* How do You Geft Paid?

* What is demand for patient satisfaction
* Do we get paid for prevention services?
* What are measurable clinical outcomes

* Who owns and reports data?

* How will EM participate on governing
boards?



Street physicians




Finding Market Solutions In EM

. Manage Unscheduled Care

+ Value Pricing for all Acuities

- Reduced Inpatient Utilization

- Manage ECF Patients on site

» Utilize IT for Quality Improvement
* Manage Risk and Pay Appropriate

* Take Great Care of the Community



oP
oP

TEPC

ease send me all data points for your ED
an Forward with Hard Numbers

* Know, Understand your Numbers, Compare
to Cohorts

e Make Sure all Staff Know Numbers

e Use Data to Drive Future across the
Country

e Tell Your Story Effectively in Developing
Designs, Process, Staff, Financing



