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. RAWLES AFFECTION FOR MONKEYS...




ALL MAKES SENSE NOW...




FINALLY TIME...
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E DO EMERGENCIES WELL




EMS Makes a Difference:

Improved clinical outcomes and
downstream healthcare savings
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UT THE HEALTHCARE LANDSCAPE HAS CHANGED
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urrent State of "Unscheduled Care”
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IS REALLY “PAYMENT" REFORM THAT HAS HEALTHCARE
ICATIONS...
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Y "REFORM™?
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“Because you don’thave insurance, all
we’re allowed to use to perform your bypass
. is this stick.”
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~ HEALTH CARE COSTS ARE THE PRIMARY DRIVER OF THE DEBT
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Governments may be forced
to operate like businesses

B Hundreds of cities,
towns complain that
changes will be
costly and difficult

By MeLooy PETERSEN

e New York

The group that sets the stan
dards for how the nation's 84.000
ind local governments keep
their books is expected Lo approve
a plan this week that would re
quire them to operate more like
businesses, providing taxpayers

stale

with a more complete picture of

what their dollars buy
The proposal, which has at
tracted little publicity, has none
theless prompted hundreds of cit
s, towns and other local govern
ments to deluge the rule makers
with letters predicting how diffi
cult and costly it will be to comply
But citizens groups laud the plan
saying it eventually will arm tax-
payers with information that will
help them understand when their
politiclans are spending too little
when their ambitions
nave grown too large
The plan would fundamentally
change the way government offi
cials look at almost all Nnancial
decisions, from spending on in
frastructure to borrowing
to selling properties. But most
significantly, it would make many

]
as well as

Money

money was hp"l”
To comply, governments say

they will have to hire armies of

woountants, engineers, consult
ints and appraisers to come up
with the numbers, money that
could be spent on worthier causes
The Governmental Accounting
Standards Board, which is at the
heart of the firestorm, began set-
tng rules in 1984, The seven-
member group, based in Norwalk,
Lonn s ‘~(‘hl‘(1'\l|-"l1 o aApprove
Statement No. 34 on Thursday. Its
200 pages of particulars are ex-
pected to affect nearly every gov
ernment in the United States, ox
cept the federal government
which writes its own rules
Unless the board retreats. the
largest governments would start
using the rules for fiscal years
beginning after June 15, 2001
Smaller governments would have
one or two more years to comply
The board cannot legallv en
force its rules. But most state and
local governments now are re
quired to abide by the board's
standards as a condition of the
municipal bonds they issue. And,
in some states, lawmakers have
passed legislation requiring cities
and towns to follow the accounting
board’s rules
Under the proposed system,
voters would see the total cost of
operating the correctional system,
allowing them to weigh the

trade-offs between building pris-
ons and, for instance, payving for
projects that keep people out of
prison

in yet another significant break
with the past, governments no
longer would be able to shift a cost
tothe next year simply by delaying
payment

Untll now, governments have
been allowed to walt to record an
expense until a bill was pald, a fi
nancial maneuver that i1s like al
lowing consumers to pretend they
did not owe money on purchases
charged to their credit cards. But
the new rules will require gov
ernments to accrue costs in the
same way businesses do. For ex.
ample, a cost will be recorded
when office supplies aredelivered,
not when the bill is paid

The accounting board also is
poised to require government
managers to answer for them-
selves, much the way executives of
public companies do. Each fiscal
vear, elected officials would have
10 give taxpayers “an objective
and easlly readable analysis™ of
the government's financial per
formance. Government officials
will have to explain such things as
why they sold a large plece of land |
or issued millions of dollars m,'
bonds. And for the first time, ofh}-}
cials must explain why they spent§
more than was approved in the
budget at the start of the vear "




{E CHALLENGES

- US health care system most costly in the world
» Will grow to 20% of GDP ($4.6 trillion) by 2020

* New demands on medical and social services:
* Aging populations
* Increased chronic health problems

* One third ($750 billion) in healthcare costs do not
improve patient health




{E CHALLENGES

* 5-10% of population will access EMS via the 911 system
each year

y

* 11 -52% of these may not require ambulance
transportation to an emergency department

You call, we haul, that’s all.

» Current patterns, regulations, educational curricula, and
financial incentives lead to the recommendation for
transportation of all EMS patients to a hospital ED
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.
A IHI Triple Aim Initiati

\ IHI pl.PleAim Better Care for Indiv

Improving the patient experience of care
(including quality and satisfaction)

Improving the health of populations

Reducing the per capita cost of health care




IT'S ALL ABOUT THE

O urcoles

Quality organizations want
hospitals to collect more data
that focus on patients and
outcomes rather than
processes and payments
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objective is a simple one: to each ambulance station the perfect

clinical lea flouri ing not only the

ient’s experience, but also




“Transforming”

e benefits of managing demand through the call cycle

—re I o Jactimatinme

2ar and treat See and treat Alternative destinations
solution of calls Resolution of incident at the Conveyance of patients to an
ing telephone clinical scene without the need to alternative destination such
sessment without the convey to another provider as a minor injuries unit

ed to dispatch a vehicle




JMORROW'’S REALITY

utcomes will matter more than process

erformance measures will be evidence-based and drive reimbursement
are provided will be as transparent as delivery model

ost of service will matter

ospitals will have a renewed interest in EMS

any healthcare players are moving their focus OUT of the hospital

ne same leadership structure used by most systems today must evolve




JMORROW'’S REALITY

We are the key component of the new model...




The Idea

A mobile integrated healthcare practi

ce will

incorporate EMS into the larger healthcare
community, allowing patients to receive
coordinated care - the right care at the right

place at the right time

EMS is the only healthcare entity with an
existing infrastructure that is capable of
providing the full spectrum of care (high acuity
to non-emergent), in an immediately available,
unscheduled, in-home, 24/7/365 delivery model



EMS Patient Contact
Event

S contacts patient who call 911, EMS contacts pati
ises ED frequently, other need for follow up ¢

Patient Navigation & Care Coordination
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CLLEr rcailtln. Falierit Navigatllo

Mobile Integrated Healthca
Current State Practice

Pt Request
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EMS Responds
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Transport to an
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Lower Costs

, Better Individual/Commun
ter Healthcare Experience Health

Vaccination

Diabetic Care

I\|_/||ental Readmission
ealth

s Prevention




BV IEWPOINT

Realigning Reimbursement Policy
and Financial Incentives to Support

Patient-Centered Out-of-Hospital Care

Kevin Munjal, MD, MPH

Brendan Carr, MD, MS

NNOVATIVE MODELS OF PAYMENT AND CARE DELIVERY
are Increasingly being used to expand access, improve
qualtty, and reduce medical costs. Although traditional
fee-for-service medicine favors doing more than 1s nec-

essary, newer payment models aim to realign Incentives to
decrease utihization and Increase efficlency. However, little
constderation has been given to how fee-for-service retm-
bursement in out-of-hospital care limits the ability of
emergency medical services (EMS) to provide more
patient-centered care and reduce downstream health
care costs.

Retrospective studles estimate that between 7% and 34%
of Medicare patients transported by ambulance to an emer-
gency department could have been safely treated In an al-
ternate environment.”* However, Medicare and other pay-
ers provide no reimbursement for out-of-hospital care
Including response, triage, and patient assessment and treat-
ment unless the patient 1s transported to an emergency de-
partment. The Medicare ambulance billing gulde states, “The
Medicare ambulance benefit s a transportation benefit and
without a transport there is no benefit.™ With most private
Insurers mimicking Medtcare,? this payment policy signifi-
cantly affects the behavior of EMS agencies contributing to
an Inefficient use of out-of-hospital care resources.

Financing Out-of-Hospital Care
Nattonal EMS expenditures from Medicare are approx!-
mately $3.2 billlon per year.* Although this 1s less than 1%
of total Medicare expenditures, there are considerable down-
stream health care costs assoclated with patients trans-
ported to emergency departments.? An average EMS agency
receives 42% of Its operating budget from Medicare fees, 19%
from commercial insurers, 12% from Medicald, and 4% from
private pay: It requires approximately 23% tn addittonal sub-
sidization, most often provided by local taxes ? Thus, more
than three-fourths of EMS revenue 1s generated from fee-
for-service retmbursement, the service being transporta-
tlon, not necessarlly medsical care.

However, approximately 26% of EMS responses do not
result In a transport,* including situations tn which patients
refuse because thelr condition was effectively treated by

©2013 American Medical Assoctation. All rights reserved.

EMS prior to transport (such as resolution of hypoglycemia
or treatment of asthma). In 2010, median Medicare reim-
bursement was $464, slightly above the median cost per
transport of $429 after adjusting for nontransported
patients.* This slim margin must cross-subsidize Medicaid
and uninsured patients whose care provides little or no
reimbursement and would be quickly eroded by any
change In transport rates. This creates a perverse Incentive
for agencles to transport patients to the hospltal emergency

department, even If transport 1s not what a patient needs or
wants, and even If other alternatives might be better, less

expensive, or more patient centered.

Patient-Centered Out-of-Hospital Care

QOut-of-hospital care agencles that are rellant on
transportation-based fee-for-service retmbursement are ltm-
ited In the role they can play within the continuum of
health care. Conslder a patient with uncomplicated asthma
who 1s without B-agonists or a patient with end-stage renal
disease who becomes short of breath secondary to fluid
overload on the day of dialysis. In etther case, a patient-
centered approach might be something other than trans-
port to an emergency department. The patient with asthma
might benefit from nebulized albuterol treatments and
coordination of care with a primary care physiclan. The
patient with renal disease might benefit from stabilization
and transportation to the dialysts center. Netther of these
alternative approaches would be retmbursed under existing
rules. Instead, for EMS to collect $464 in reimbursement,
the EMS agency triggers an extra emergency department
visit at an average socletal expense of $969.* The goal of
relmbursement reform should be to realign Incentives so
that EMS agencies are not financially penalized for offering
the patient the most medically appropriate option and
offering soctety the highest value Intervention.

Options for the EMS system might include a standard
ambulance response, a multipatient transport vehicle, a

Asthor Attllations: of Moddne, Mourt SralMacical Cen-
tor, New York, New York (Dr Munji); Department of Emergency Medicne and
, Tha Canter for Emergancy Cane Folicy and Research, Persiman School

of Medidne, of Prlacoiphia, and Office of the Amdstant
Sacretary for ness and US Department of Health ans Human
Sarvices, Washingion, DC (Or Cam).

Authoe: KevinM MD, MFH, Department of Maal-
one, Macical Center, CGustave L Lovy Place, New York, NY 10029
Ocevin mun@i@mountsinal org).

JAMA, Febrnary 20, 2013—-Vol 309 No. 7 667



Here’s our storm...




Focused areas of practice

ost acute care
- Readmission prevention
- Transitional care

ong term chronic care

ost-ED care

requent system users
ome-bound, impaired mobility
ealth screening
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COre LOmponeris

nedical direction

ommunity assessment
trategic partnerships

atient centered access
oordination/communications
elepresence

apacity of navigation
ealthcare providers
ransportation

1tegrated health record (HIE/HPE)
ustainable funding



iow Me the Money!!




‘Mobile Integrated Healthcare”






Y CONCEPTS

EMS has the opportunity to drive a new practice of medicine
EMS will not own this space, but is the most qualified
This Is not expanded scope, it is expanded practice

We can integrate the skill sets of our clinical colleagues with our
expertise in mobile health logistics

Community Paramedics, like our emergency paramedics, are an
integral part of the healthcare team.




N CASE OF AN
EMERGENCY, PLEASE GO

TO THE NEAREST
EMERGENCY ROOM
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