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Objectives

To understand that ambulance
diversion is a widespread practice in the
United Sates that has significant impact

~.on EMS operations and patient care,
patient satisfaction and EMS provider
morale. |

To review a recent article regarding
the impact of abolishing diversion on a
major US city.

To offer a thoughtful approach to
communities for balancing the needs of
our patients, EMS operations and our
hospital ED partners.




It is estimated that between 40-50% of all US
emergency departments routinely divert
ambulances due to ED “overcrowding” or
“resource overload” .

This means that roughly 2 a million ambulances
each year are diverted from the destination
hospital that was felt to be closest, most
appropriate or the choice of the patient.
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We all know this wrong!

The solution lies not with EMS, but
rather, with our receiving hospital
partners.

Just like EMS responds to increases
in volume, hospital emergency
departments must have plans in place
and both the willingness AND the
ability to enact those plans when
volume exceeds normally available

resources.




The mistaken belief
that without the ability
to divert ambulance

patients as they see fit,
the ED will be
overwhelmed with
patients....







We all know that only 10-15% g
of all ED patients arrive via M
EMS!!!

So, if a hospital ED needs to
close to EMS patients, they
should already be in “disaster/
surge mode” and if need be |
should close to ALL patients, *:» .[ )
not just those being cared for by

EMS.
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-It negatively impacts EMS
operations and could jeopardize
our ability to respond to the
next critical patient.

-It often results in patients being
transported to ED’ s other than
where their MD’ s or medical
records are.

-It negatively impacts patient
satisfaction and provider
morale.

-It does little if anything to
reduce ED overcrowding.




The Institute of Medicine has
concluded that “ambulance
diversion can lead to
catastrophic delays in treatment
for seriously ill or injured

patients. It also frequently leads
to treatment in facilities with

inadequate expertise and
resources appropriate to the
patient’ s severity of illness,
placing the patient at significant
risk.”




Cal

T How do we
convince

hospitals that
diverting
ambulances is
crazy?




The issue for ED’ s is
not the rate of input of
patients, but the rate of
“throughput” and

“output .

These are the areas that
ED’ s should be
focusing their efforts
on, not diverting
ambulance patients.




ARTICLE IN PRESS

HEALTH POLICY/ORIGINAL RESEARCH

: e Effect of an Ambulance Diversion Ban on
- Department Length of Stay and Ambulance Tuma;-

keura G. Burke, MD, MPH; Nina Joyce, MPH; William E. Baker, MD; Paul D. Biddinger, MD; K. Sophia Dy
Franklin D. Friedman, MD, MS; Jason Imperato, MD, MBA; Alice King, MS, RN; Thomas M. Maciejko, E
Mark D. Pearimutter, MD; Assaad Sayah, MD; Richard D. Zane, MD; Stephen K. Epstein, MD

was feared that the diversion ban would lead to increased emergency department (ED) crowding and am

turnaround time. We seek to characterize the effect of a statewide ambulance diversion ban on ED length e
stay and ambulance turnaround time at Boston-area EDs. e

volume, and turnaround time.

- Results: No ED experienced an increase in ED length of stay for admitted or discharged patients or ambu ~;

- turnaround time despite an increase in volume for several EDs. There was an overall 3.6% increase in

- volume in our sample, a 10.4-minute decrease in length of stay for admitted patients, and a 22-mlnute

 decrease in turnaround time. When we compared high- and low-diverting EDs separately, neither saw
crease in length of stay, and both saw a decrease in turnaround time. :

) slon: After the first statewide ambulance diversion ban, there was no increase in ED! '

nbulance turnaround time at 9 Boston-area EDs. Several hospitals actually experien,_cgdj im

e measures. Our results suggest that the ban did not worsen ED crowding or ambulance a
SN 5% & 5 ?}
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Joint effort led by the
North Central Texas
Trauma Regional
Advisory Council
(NCTTRAC) and the
DFW Hospital
Council.

EMS had multiple
seats at the table.

NORTH CENTRAL TEXAS
TRAUMA REGIONAL ADVISORY COUNCIL




NEDOCS is a web-
based tool used by
emergency
departments all over

the country to help
communicate and
ultimately visualize
patient flow capacity
to accelerate and
improve patient
healthcare




NEDOCS was
approved for use by an
interdisciplinary
workgroup between

the Dallas Fort Worth
Hospital Council
(DFWHC) and the
North Central Texas
Regional Advisory
Council (NCTTRACQO).

The NCTTRAC Board
approved the purchase
of NEDOCS access
for all acute care
hospitals to use as a
component of a newly
expanded
EMResource view for
Trauma Service Area

(TSA)-E.
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Nationally accepted method of measuring ED overcrowding
NEDOCS Variables

- The number of total patients in the ED at the time the score is calculated. This
includes all patients in all areas including waiting patients, Fast Track patients, etc.

- The total number of ED beds including hallways, chairs, fast track and other beds that can
be used to serve patients at the time the score is calculated.

- The number of holdovers/admits, in the ED, at the time the score 1s calculated.

- The total number of hospital beds. Most implementations use the number of licensed
beds that can be used in case of a disaster.

- The number of patients on ventilators/respirators in the ED at the time the score is
calculated.

- The longest admit holdover/boarding (in hours) at the time the score was calculated
(Example: 3.5 = 3 hours 30 minutes).

- The wait time (in hours) from arrival to bed for the last patient called for a bed
(Example: 1.33 = 1 hour and 20 minutes).




Formula

0 + 85.8 * (total # ED pts/#ED beds) + 600 * ( #admits/#Hospital Beds)

+ 13 .4*(ventilators) + .93 *(last bed time) + 5.64 *(last bed time)

51-100

Busy

= NEDOCS Score

141 - 180 | Above 180
Severe Disaster




* The NEDOCS score and the reasons for the surge
are evaluated:

Is it a front end problem — EMS, walk-ins, more in
than out?

Is the problem internal to the ED with gridlock or
work-ups

Is it a back end problem — getting patients out
discharges, admits or transport




Flow Coord monitors
NEDOCS every 2 hours
ED Supr conducts shift
huddles at change of shift
Flow coordinator maintains
“bed ahead” assignments for
EMS and Triage

WOW triage and direct to
bed protocols carried out
ACE routine hours

ED physician/providers
conduct medical screening
exams within 30 minutes of
arrival

ED patients discharged
within 15 minutes of DC
order

ED Physician contacts
admitting physician for all
ED admits.

Admission orders written by

admitting physician within 30

minutes

Patients with room assigned
are transferred within 30
minutes

* Flow Coord monitors
NEDOCS every 2
hours
Report “Very Busy”
status to ED Supr and
Admin Supr

Flow Coord monitors
NEDOCS every 1 hour
Report “Overcrowded”
status to ED Supr, Admin
Supr, and ED Mgr

Flow Coord, ED Supr,
ED Mgr and A-Area
physician huddle at Flow
Coord desk at onset of
“Overcrowded” status
and every 2-4 hours
Surge plan for next 2-4
hours communicated to
ED personnel

Assess need to expand
ACE past routine hours
Consider need for Surge
Provider in Triage
Utilize ED sub-waiting
rooms for patients
pending discharge (as
condition permits)
Admitting physicians
contacted for rapid
disposition of admitted
patients

ED: NEDOCS 141-180
(Severe)

Monitors NEDOCS
every 1 hour

Report “Severe” status to
Admin Supr, Manager,
and Director

ED Director notifies
CNO

Flow Coord, ED Supr,
ED Mgr/Dir (if on-site)
and A-Area physician
huddle at Flow Coord
desk at onset of “Severe”
status and every 1-2
hours

Surge plan for next 1-2
hours communicated to
ED personnel

“All hands on deck” for
ED office staff

ED Materials staff check
stock levels and resupply
as needed

ED: NEDOCS >180
(Disaster)

If ED Disaster level
only and no other
internal disaster,
Admin Supr meets
with ED Director and
VP’ s and CNO to
determine plan to
decompress ED.

For full disaster
activation, ED
representative reports
to Hospital Command
Center by foot or by
phone

If Internal Disaster
called, Flow
Coordinator Enters
“Closed” status on
EMSystem. Updates
every 2 hours while on
Internal Disaster.
Report available
resources or needs to
the Hospital
Command Center.




*

¢ Implement surge plans for internal ED processes

® Implement hospital surge plan to assist ED with 1ssues
(1.e. Radiology back-ups, admit holdovers, etc)

¢ Multidisciplinary and multi-unit involvement importan
¢ Communication and Implementation

® Senior Leadership support
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Hospitals are either:

OPEN

OPEN WITH ADVISORY '_" '." LUDICROUS

DIVERSION
SN2 e




-If so, are their written
guidelines?

-Are there standardized
definitions and “rules”
applied to each ED
regarding diversion?

-Who policies the system?







The “EAGLES” were
surveyed 2 days ago!!!

EAGLES systems are

ALL OVER THE PLACE
on the 1ssue of diversion.

This paper can be used to
convince stakeholders that
the world will not end and
patient care will not suffer
if the practice of
ambulance diversion 1S
eliminated.




oOPEN
9:00 AM TO 8:3







Home > Subscribe > AboutUs » Contact » Advertise

News Patient Care Leadership Training Major Incidents

Videos EMS Jobs Webcasts Product Cmnoct

«i EMS Today 2013
m Earn CEH in sessions and the exhibit hall!

Home » News » Canadian Woman Dies during Ambulance Delay and Diversions

;& News

Video: Canadian Woman Dies during Ambulance Dela
and Diversions

Response upgraded upon note of change in condition




Once diversion is
eliminated, paramedics,
EMT’ s and firefighters

should continue to use
common sense and the
be penultimate patient
advocates in determining
the most appropriate
destination for their
patients.




-Read the article

-Find a “champion”

-Get the stakeholders
to the table

-Develop an
implementation plan
and timetable.

-Abolish diversion
practices.




Another option 1s to
abolish the practice of
diversion through
either the legislative
or regulatory process,

1f local stakeholders
will not come to the
table or remain
recalcitrant in the face
of the data.




Eckstein EAGLES Article

FACILITATING EMS TURNAROUND INTERVALS AT HOSPITALS IN THE FACE
OF RECEIVING FACILITY OVERCROWDING
Marc Eckstein, MD, S. Marshal Isaacs, MD, Corey M. Slovis, MD, Bradley J. Kaufman, MD, |

James R. Loflin, MD, Robert E. O’Connor, MD, Paul E, P pe, MD, MPH (Writing Gmﬁp),oxi
behalf of the U.S. Metropolitan Municipalities’ EMS Medical Directors Consortium®

ABSTRACY

The escalating national problem of oversaturated hospital
beds and emergency departments (EDs) has resulted in seri-

* ous operational impediments within patient-receiving facili-
Hies. 1t has also had a growing impact on the 9-1-1 emergency
care system, Beyond the long-standing difficulties arising
from ambulance diversion practices, many emergency medi-

_ calpervices (EMS) crews are now finding themselves detained

{in D for protracted periods, unable to transfer care of their
rtod patients to ED staff members. Key factors have

and local government officials should still maintain ongolng
dialogues with hospital chief administrators fo mitigsie
mutual crisis of escalating service demands. Federal and
health officials should also play an active role in moni
progress and compliance. Keywonds 9-1-1 systems
gency medical dispatch; EMD; emergency medical s
EMS; hospital overcrowding: Emergency Medical T
and Labor Act; EMTALA; ambulance diversion;
violations; access to care; patient chokce. ]

PREHOSPITAL EMERGENCY CARE 2008




Communities considering
introducing a ban on
ambulance diversion
should be encouraged that
neither ED length of stay

nor ambulance turnaround
time 1ncreased at 9
Boston-area hospitals after
an ambulance diversion
ban was introduced in
Massachusetts.




Now....




=Martin Luther King,
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