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¢ Refealn from smoking -
1o case of heeathlessness und/ or chest pain,
seek inedical attention immediatesy
< Protect your eyes from sunlijht
Uy Wearing goggles







Evolution

Noun

General: gradual directional
change especially one leading to a
movre advanced or complex form

Biology: the change in the genetic
composition of a population over
successive generations

Mathematics: the extraction of a
root from a quantity

Military: one of a series of ordered
movements

Dance: a turning movement of the
body
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Evolution

Noun
General: gradual directional

‘ change especially one leading to a
movre advanced or complex form
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Extinction

Noun

General: the action of making or
becoming extinct, annihilation

Astronomy: the absorption or
scattering of electromagnetic
radiation emitted by
astronomical objects by
intervening dust and gas before
it reaches the observer
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Extinction

Adjective
- Extinguished, no longer alight
No longer used: obsolete

No longer in existence; having
died out

Volcanology: no longer actively
erupting
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Extinction

Adjective

‘ - No longer used: obsolete
- No longer in existence; having
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What drives evolution?

ALTERNATIVE
BEHAVIORS




And extinction?

FAILURE TO

ADAPT




What about EMS?

Change in
 Practice of medicine
e Reimbursement




What about EMS?

Change in
 Practice of medicine

e Reimbursement

Failure to adapt
 Value to communit-
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Medicine is changing

(has changed)...
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" think you should be more explicit
here in step two."
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ABMS designation

General Certificate(s) Subspecialty Certificates
American Board of Allergy and Immunology
Allergy and Immunology No Subspecialties

American Board of Anesthesiology

Anesthesiology Critical Care Medicine
Hospice and Palliative Medicine
Pain Medicine
Pediatric Anesthesiology '

Sleep Medicine '

American Board of Colon and Rectal Surgery
Colon and Rectal Surgery No Subspecialties
American Board of Dermatology

Dermatology Dermatopathology
Pediatric Dermatology

American Board of Emergency Medicine

Emergency Medicine Critical Care Medicine’
Emergency Medical Senvices?
Hospice and Palliative Medicine
Medical Toxicology
Pediatric Emergency Medicine
Sports Medicine
Undersea and Hyperbaric Medicine



EVIDENCE-BASED PERFORMANCE MEASURES FOR EMERGENCY MEDICAL

:CIAL CONTRIBUTIONS

SERVICES SYSTEMS: A MODEL FOR EXPANDED EMS BENCHMARKING
A STATEMENT DEVELOPED BY THE 2007 CONSORTIUM U.S. METROPOLITAN MUNICIPALITIES
EMS MEDICAL DIRECTORS (APPENDIX)

J. Brent Myers, MD, MPH, Corey M. Slovis, MD, Marc Eckstein, MD, MPH,
Jeffrey M. Goodloe, MD, S. Marshal Isaacs, MD, James R. Loflin, MD,
C. Crawford Mochem, MD, Neal J. Richmond, MD, Paul E. Pepe, MD, MPH

ANSTRACY

Mlnhmumdwuh-
cal services (EMS) systemn per I vy jur
¥ time intervals for advanced hfe units and
resuscitation rates for victims of cardiac arrest ave the pri-
mary measures of EMS system performance The sssociation
of the former with patient outocenes = not supported expbic-
itly by the medical bierature, while the latter focuses on a very
propartion of the EMS patsent population and thus does

INTRODUCTION

Evidence-based clinical measures of emergency med-
ial services (EMS) system ce have been
few In number, largely due to lhc limited quantity
and quahw of research d to the
arena’~* Although there 1s a 9-1-1 all for EMS
every other second tn the United States,
and desptte the fact that survival from various acute
tlinesses and Injurtes are determined tn that prehos-
pieal setung, evidence for out-of-hospital emergency
care procedures are clearly lacking.' ? This pauctty
of | research ts due to a number of factors,
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lization of this model will serve 1o improve EMS system de-
sign and depl while enk the bench-
mgmdbmmﬂﬁam
qund:mmﬁalm pe=-
quality based
mmmmmmﬁ
mornary edema; status epileptics
PREHOSPITAL EMERGENCY CARE 2008;12:141-151

2

M\dw 2, 200, mmmamw
Securtty & The U of Te
WCMM;W&MML.W
Address comrespondance and wprint requesss to Paal E Fepe. MD,
MPH, Professor of Sergery. Medicine. Paduatrics, Pabix Health and
R:gpl'mlv(]z.-

The L of Texs Sco
ter, 5323 Harry Hines Boulevand, Madieop 5575, l)lnﬂm
5579, o-matt poul pepoliutonthwestorn adu.
daot: 301080/ 109031 0807905753

U 20 N SO M AT

W » omy ban] telage <T) e 5T
BE 200 e e pemmate pORTE s
VPEBSCDU [P CEMTES A SO AT, el YW (Y
P pamgh (IR B PERLNS pPREER ARLLE ) e e
PO LSRN O FRBLS SIS GRS UM e v
VP GARRCOINE W MR WL AW Lt

P LX 2

iE1]

LR )

ch the relatively young age of EMS as a distinct
field of medical care, difficulties in terms of obtatning
mformed consent and accurate data collection In the
prehospital environment, lack of targeted funding, the
small number of dedicated EMS-focused msean:hels,
1es In I protocol comp e,
Mmulapamwaimsmempamnpaﬂmm
research by EMS personnel and recetving factlittes”

In the absence of a distinct body of literature eval-
uating the full of medical interventions
provided In the prehospttal setting, EMS performance
measures have been Imited to the relatively few
benchmarks that have been established sclentifically,
such as survival from out-of-hospital cardiac arrest.>
Although treatment of cardiac arrest represents a major
function of most EMS systems, 1t only constitutes a
small fraction (l-21)ofaﬂEMSresponss Lacking
data, other p lly have
been based n measures of nonclinical endpotnts
and tncondlustve, surrogate clinical markers, such as
response Intervals and training standards. In most
cases, crude measures of stakeholder satisfaction
(surveys) and other anecdotal measures are uttlized to
judge the performance of EMS systems.?

RIGHTS LN xs

giaMLiRs

g%s ipe beuowmmucs of e ahmenr,

SILL e ) T OF PR YUSCIOSY] LSTRILGR SL6 SIINSG 0
LT WTeilte OF STFSPONSL @ egacion
webotes wrtssp g Rk AUQRGE U WO
TG IDCORCTEAS MILLOKS CRUICY] TNLEGLY ) W
pe paeeq oU s o )

S

" K4




PANLIANY  MARCH 2014

EVIDENCE-BASED GUIDELINES IN EMS

mmﬁ“wc‘ Prebospital Emergency Care was funded jointly by the Office
- of Emengency Medical Services of the Naticnal 1 ighway Traffic Safety Administrstion and the
Hamergemey Medical Services for Children F'ropcars of the | festh Resources s Services Adsministsagion.




Accountability for
appropriate care




FINANCIAL CLINICAL CARE

e Higher Patient Margins e High Quality of Care

e Medicare Shared Savings e Clinical Care Systems

e Payor Incentive Payments e Patient-Centered Delivery
e Clinical-Financial Alignment e Positive Quality Reporting

o Hospital-Physician Integration

PATIENT EXPERIENCE COMPETITIVE

e Improved Outcomes . e Strong Market Position
e Higher Patient Satisfaction | @ Strong Payor Bargaining
e Positive Patient Experiences \ | @ Strong Physician Alignment
Ny ‘ e Capacity Realigned
k- /' e Ready for Health Reform

Y Population



There’s a name for
this....

The Triple Aim: Care, Health,
And Cost

The remaining barriers to integrated care are not technical; they are
political.

by Donald M. Berwick, Thomas W. Nolan, and John Whittington

Improved patient experience
Outcome
‘Patient satisfaction
Improved community health
Reduced cost
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? Help )] For Consumers [4 For Professionals

Medicare.gov » Hospital Compare Home

Hospital Compare

r i
Search Information

Location - ZIP Code or City, State

e.g. 10009 or New York, NY

Search type (7]
9 General
Medical Conditions

Surgical Procedures

* Find Hospitals

Back to Top 2

Hospital Spotlight

In the future, Hospital Compare
will have new information about
Hospital Acquired Conditions.

In October 2011, Hospital
Compare will have new
information about Serious
Complications and Deaths.

Additional Information

4 View a list of Hospital Compare
Contacts

4 Dovmload the Hospital Compare
Database (Data Last Updated:
December 11, 2010)



Information for Potential Future Measures for Hospital Value Based
Purchasing Program

Overview

CMS is considering the following measures for the Hospital Value Based Purchasing Program:

Value Based
Purchasing

Process of Care

Spending per Hospital Patient with Medicare MSPE 4/21/2011
Outcome of Care Serious Complications and Deaths AHRQ 3/3/2011
Measures

Hospital Acquired Conditions HAC 3/3/2011
Use of Medical
Imaging Emergency Department Wait Times ED-1 and 4/21/2011

ED-2

Patients’ Survey Heart Patients Given & Prescription for Drugs called Statins at Discharge. (AMI- AMI-10 4/21/2011

10: Statin Prescribed at Discharge
Patient Safety

Central Line-associated Blood Stream Infection CLABSI 4/21/2011
Measures
Surgical Site Infections 551 SRI 4/21/2011
Medicare Payment
and Volume Immunization for Influenza IMM-1 4/21/2011
Immunization for Pneumonia IMM-2 4/21/2011
Parcent of patients with an ischemic stroke or a hemorrhagic stroke and who STK-1 10/13/2011

are non-ambulatory should start receiving deep vein thrombosis (DVT)
prophylaxis by end of hospital day two.

Parcent of patients with an ischemic stroke prescribed antithrombaotic therapy at STK-2 10/13/2011
discharge.

Parcent of patients with an ischemic stroke with atrial fibrillation discharged on STK-2 10/13/2011
anticoagulation therapy.
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HHS . gov

Consumers

Overview

Value Based
Purchasing

Process of Care

Outcome of Care
Measures

Use of Medical
Imaging

Patients' Survey

What is the Survey of
Patients’ Hospital
Experiences
(HCAHPS)?

How was the survey
of patients’ hospital
experiences feedback
collected and
analyzed for
HCAHPS?

U.S. Department of Health & Human Services

i Medicare.gov o Hospital Compare =

What is the Survey of Patients' Hospital Experiences
(HCAHPS)?

HCAHPS (Hospital Consumer Assessment of Healthcare Providers and Systems) is a national,
standardized survey of hospital patients. HCAHPS (pronounced "H-caps") was created to publicly
report the patient’s perspective of hospital care. The survey asks a random sample of recently
discharged patients about important aspects of their hospital experience.

The HCAHPS results posted on Hospital Compare allow consumers to make fair and objective
comparisons between hospitals, and of individual hospitals to state and national benchmarks, on ten
important measures of patients' perspectives of care.

HCAHPS was developed by a partnership of public and private organizations. Development of the
survey was funded by the Federal government, specifically the Centers for Medicare & Medicaid
Services (CMS) and the Agency for Healthcare Research and Quality (AHRQ).

For more on HCAHPS information, please see Information for Professionals on this website, or visit
the official HCAHPS website: www.hcahpsonline.org

@ Close window




During this hospital stay...

« how often did nurses treat you with courtesy and respect? (Q1)
+ how often did nurses listen carefully to you? (Q2)
+ how often did nurses explain things in a way you could understand? (Q7)

During this hospital stay...

+ how often did doctors treat you with courtesy and respect? (Q5)
« how often did doctors listen carefully to you? (Q6)
+ how often did doctors explain things in a way you could understand? (Q7)

During this hospital stay...
« after you pressed the call button, how often did you get help as soon as you wanted it?
(Q4)

+ how often did you get help in getting to the bathroom or in using a bedpan as soon as you
wanted? (Q11)

During this hospital stay...

« how often was your pain well controlled? (Q13)
« how often did the hospital staff do everything they could to help you with your pain? (Q14)
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Adaptive behaviors....

Evolution Extinction

- Practice driven by - Practice driven by
EB Guidelines & policy, procedure

patient & inflexible
satisfaction. protocols

- Quality based on - Quality based on
patient impact protoco

. Training focused compliance
on changing - Training focused

evidence on dated content



Payment influences
practice
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The High Concentration of U.S. Health Care Expenditures

Introduction

As policymaiers consider vanious ways % coxtan the nuing
costs of health care, 2 is wefil %o examing the patterms of
spendmg cn heals cars throughout Se Uzted Staks. In
2004, the Unied States spent $1.9 smilcn, or 16 percest of
its gross domestic prodact (GDP), oo beald cars. This
Fuerages o to about $6,280 for sack mmon, womnan, and
child
Houenwer, actual spending 15 distobated wmovealy acoss
indrodnels, different segmcnts of the population, specific
dieases, and payven. For coxple, analyus of health care
spandmg shows that
+ Fno percant of the populaton accounts for almost kalf
(49 parcant) of total health care expanses.
* The 15 most sxpanans heald condtons account for +4
percant of total hoalth cars sxpenses.
Paticers with mmitipls chromic conditicns cost up to
WD Tnes 2% xoch 35 patieets with cnly coe chronic
comEtion.
Furer doniled amlywes of theis spending partarns, how
thoy chengs over Sms, and how they aFect difarent payers
sach 25 Madicare, Medicaod, provate insurers, aoployses,
and constemars shed mxportant Bght on how 0 best tazget
efort: % contuin rapadiy rising health care costs.

Maxch of the ixformasion Icinded = S report cones from
the Madical Expendtars Pansl Survey: (See Box 1)

futhor: Madk W. Sowten, MLA
Mwragng Lty Magarc Rabestod
Dewge and Producsos Prances Dl

wod ontywe Sasce NW. Rrdoriord NS lhbtm.-d
U5, besdh cre cpondarcs. Rockwlic ML Agancy dor Mealdewe
Roscarch and Qualvyy: 2005, Scsearch s Achon frux 2. NSO b Ne
L0

Background

Hoalth care cxpenses m the United Saxtes rose Som $1,106
par panscn in 1980 (3257 billion overall) to $6.280 par
parscn im 2004 (31.9 millicn overall).' Duning &2 period,
hoaldh cars costs grew fasser Sham the ecomonzy a5 a wholk.
As a consequance. bealth spending now accouxts for 16
parcent of &6 GDP, consparsd to 9 parcent in 1980, With
the azng of S populaton and S0 accelerating pacs of
medical mnovaton, this trend 3 Bely %o contimme.

Those sTuggiing o develop sratezes 1o reduce or comtuin
costs consider wheer offorts should bo murgeted broady
across the extze health care system or mors narrowdy at
specifac arsan or aspects of cars. For exampls, is the
contimmmg rise = health care expanses dus to the mcreased

Making 2 Drilerence

« In 2002, the 5 percent of poople with the groatest

health care o in the U.S. population spent 49
percant of the overall haalth care dellar.. _Page 2

«  The lower 50 parcont of spenders accouied for 3
percant of the total natioral health care dollac.. Page 2

« The proportion of spenders who romamed among He
top 1% of spendors for two years o 2 row doubled
betweon 1996-97 and 200202 ...Page 5

« The fve most expensave health conditsons ar heant
disease, cancer. Faama, montal disorders, and
pumonary desorders.. Page &

AnRe,
Agwcy lx Nmthcan Dwachawx
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diseases. and payers. For example. analysis of health care
spending shows that:

*  Five percent of the population accounts for almost half
(49 percent) of total health care expenses.

« Patients with multiple chronic conditions cost up to
seven times as much as patients with only one chronic
conditiomn.




these people?

Chart 4. The five most costly conditions as es: United States, 2002

10—

Heart conditions Cancer Trauma Mental disorders Pulmonary conditions

Source: Olin GL, Rhoades JA. The five most costly medical conditions, 1997 and 2002: estimates for the U.S. civilian noninstitutionalized population. Statistical Brief #80. Agency for
Healthcare Research and Quality, Rockville, MD. Web site: http://www.meps.ahrq.gov/PrintProducts/PrintProdLookup.asp?ProductType=StatisticalBrief. Accessed April 7, 2006.



Everybody loses.....

Patients Payers

- In hospital, not - High tax expenses
at home to cover Medicare/

. Impact family, Medicaid
community - High insurance

- Impairs work, rates to cover very
income ill in the pOOI

. Can’t live their - High “retail costs”
LIEE for care to cover

uninsured



Simply stated....

If we can reduce the COST for
caring for the 15 most
expensive conditions we’ll
dramatically impact total system
cost AND (more important)
improve the lives of millions of
people with chronic disease.



A mobile integrated healthcare
practice ensures patients receive
coordinated care - the right care, at
the right place, at the right time,
by the right provider, at the right
cost

Need-matched, time appropriate
health resource allocation

How do we do it?

Mobile Integrated Healthcare Practice:
A Healthcare Delivery Strategy to
Improve Access, Outcomes, and Value

Eric Beck, DO, NREMT-P; Alan Craig, MScPl, ACP; Jefirey Bee:

Scott Bourn, PhD, RN, EMT-P; Jeffrey Goodl

RN, EMT-P;

. MD, NREMT-P; Hawnwan Philip Moy, MD:

Brent Myers, MD, MPH; Edward Racht, MD; David Tan, MD; Lynn White, MS

he U.S. health care system is
often described as one that fails
to achieve optimal health outcomes
while generating exorbitant costs
for patients, payors and society. [1]
The Institute of Medicine (IOM) estimates that
$750 billion—30% of the U.S. annual health
care budget—is wasted on unnecessary services,
inefficient delivery, excessive administrative costs
and prevention failures. [2] Barriers to patient
access, fragmentation of acute and chronic care,
ineffective management of chronic illness, and
complex, outdated reimbursement processes
leave patients, clinicians and payors frustrated
at historic levels. In Crossing the Quality Chasm,
released in 2001, the Institute of Medicine (IOM)
Committee on the Quality of Health Care in
America described an urgent need to redesign the
healthcare delivery system. The IOM emphasized
the need to expand information technology and
to create payment policies based on innovation,
outcomes and performance improvement,
rather than on the delivery of care itself. [3
Renewed focus on bringing healthare to the

patient, specifically by delivering care outside of
traditional settings, has underscored the need
for realignment of financial incentives and

reimbursement policy. [4]

A special problem: 24/7 coordinated
out-of-hospital care

The discontinuities of health service are notably
evident in the care of patients at home; this is
particularly true for the chronically ill, frail elderly
and mobility impaired. Multiple single-purpose
providers offer niche care and often only during
restricted hours of operation, neither of which
match the actual needs of this patient population.

As a result, patients are routinely referred to
hospital emergency departments (EDs) by their
healthcare providers, outside of normal business
hours, despite the common knowledge that

the ED is an imprecise match to their needs.
Further, care gaps such as a lack of post-acute
transitional care make preventable re-admissions
a virtual inevitability that is both expensive and
disappointing to patients, caregivers and the
health care system

Modern Healthcare Dec 2013




FIGURE 5: Interprofessional Teamwork and IOM CORE COMPETENCIES

Utilize
Informatics
Employ Apply
Evidence- Quality
Based Improvement

Practice



Adaptive behaviors...

Evolution Extinction

. Demonstration . Dis-integrated
of value through medical record
documentation . “Unique”

. Collaboration isolated practice
with other - Trust in
health care continued
providers jurisdictional

. Accept risk for funding &
health of payment for

populations transport



What about EMS?

Change in
 Practice of medicine

e Reimbursement

Failure to adapt
« Educational -
Institutions

« Workforce




Primary threat: failure to
adapt

WE CANNOT SOLVE OUR PROBLEMS

TH THE SAME .
WELISED W cio ]

CREATED THEM

Albart Einsteln




What'’s this got to do with
US?



Clinical Practice

Evidence based OR protocols &

policies?
. Regulators . Support EBPGs
- Medical “_S‘tﬁ‘t‘e—p‘l‘ﬁ‘t‘ﬁfﬁ"f
Directors - Maintain currency

- M re im
. Educators easure IMBSE
satisfaction

+ Operations - Improve quality

- Teach currency &
understanding of
data

. Change culture




Quality

Patient-centric OR protocols?

/ licensure
) ] N S process
>~ MY JOB IS Tq - approach

2 of patient
ity &
tability

y triple aim




Education

Adapted to changing evidence &
environment or dated content?

. Regulators . Accreditation
. Medical - Educator standards
Directors - Lifelong learning
. Educators - Push educators
. - Student
- Operations recruitment
- Operational

partnerships
- Demand more




Documentation

Integrated health record OR “run

sheet”
. Regulators - Tie 2 way record
: Integration to

M_Ed'cal licensure &

Directors designation
- Educators . Hospital champion
. Operations - Teach and expect

more

- Genuine education
and practice

- Demand more




Interprofessional practice OR “just

ambulance guys”

e

nity needs
ch

scope
Pamela Mitchell, Matthew Wynia, Robyn Golden, Bob McMellis, Sally Okun, ] ” b a r r i e r S

C. Edwin Webb, Valerie Rohrbach, and Isabelle Von Kohomn®

October 2012
REMT:
-
L]
*Participants drawn from the Best Prachces Innovabon Collaborafive
of the IOM Roundiable on Value & Seience-Driven Health Care

- Reqgulat

Wie or of the Nadional Researoh Coungi,

IMSTITUTE OF MEDICINE



Collaborative practice

Interprofessional practice OR “just
ambulance guys”

. Regulators - Redefine: EMS to
. Medical gu':loli; hospltal 3
Directors + Collaboration wit

public health +
- Educators . Abolish the term
- Operations “community
paramedic”

. System of care
- Broaden faculty
- Broaden leadership



Reimbursement

Accept risk OR trust status quo

. Regulators - Walk down the hall
. Medical - Understand
Directors commElie
systems
- Educators . Make introductions
- Operations . Health economists
- Support pilots
- Encourage

exXperimentation




Evolution or Extinction?

Change in
 Practice of medicine

e Reimbursement

Failure to adapt
 Value to communit-
« Reimbursement

 Education
« Workforce




Opportunity is
missed by
most people
because it is
dressed in
overalls and
looks like
work.



