Does The New Health Reform Law Provide A Path To Refocusing Medical Delivery, Offer Lower Cost, And Provide Better Service?
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We Can Do Better Than a Six Hour Wait for Emergency Care!
No question: every citizen deserves access to a medical professional without resort to the emergency room where in many settings more than 50% of the waiting room air is rebreathed by some very ill visitors, and where it has to be accepted such a facility is not equipped to dispense routine affordable timely preventative, wellness and nonemergency general medical advice.  From the months of health care debate we witnessed and heard endless hours of testimony and news reports describing that even when opponents of reform claimed the current system was not broken and should remain intact; nobody denied that under the current system thousands of citizens die every day because of lack of timely and affordable access to medical care.  Introducing a New Health Care Model for Underserved Communities, William T. Johnson, JD, LLM. White paper presented to Ohio Department of Health November 2010.
This is an executive summary of an abstract series on the impact the Patient Protection and Affordable Care Act (PPACA) will have in addressing the identified deficits of the current United States health care delivery system resulting in systemic and growing disparities just flowing from the lack of managed and coordinated medical access to neglected citizens in urban and rural neighborhoods.  It is accepted federal law was needed to address unsustainable and unnecessary health care costs by eliminating the misuse of hospital ERs, to motivate changes in the entrenched institutional reliance upon outdated and misaligned provider and managed care organizations business models, and to introduce measures that can reverse the systemic failure to address the known harm from professional human resource shortages to support care for the nations demographic shifts, and prepare for the anticipated higher demand of sicker and higher cost future clients with chronic conditions and those to be insured in 2014.
Notably, this is not a study of hospitals and its emergency departments per se; rather this summary focuses  on “emergency care” irrespective of where the patient is located at the time of the acute episode or need for intervention, and considers aspects of adverse impacts, whether there are more appropriate venues or models of care for acute interventions, and opportunities for technology interventions to alter current business models.  Hence, readmissions from post hospital discharge efforts leading to the need for acute interventions whether from a skilled nursing facility, senior housing or assistive living unit, home based, or from a medical provider’s office, as well as for those patients or victims walking in the ER because of lack of an usual place of care or are found lying unconscious in the road are also implicit participants in the emergency care health care delivery infrastructure that is within the purview of the PPACA and its urging for utilization of change in the uncoordinated, hypercompetitive, unequal and costly way such care is provided.  This summary offers selective analysis supporting innovation that not only disrupt, but also introduce lean principles for continuing process improvements that could materially lower cost and provide better care.
MedTrans Options LLC [MTO] is a Lean Six Sigma company working with partnered Black Belts  on process improvements in health care operations and telemedicine delivery systems. MTO’s Green Belt Champions focus on telemedicine disruption innovation opportunities presented in the PPACA encouraging collaboration and unique partnerships between different types of medical providers joining in support of new health care delivery options promoting HIT integration of medical device assessment outputs starting at the point of care for measurable outcomes, supporting patient centered and involved participation in community coordinated and managed care through use of medical homes and accountable care organizations made up of area skilled nursing facilities, neighborhood health clinics, medical offices, hospitals, social workers and mental health/substance professionals, as well as community health workers in care teams.
The Need for Health Care Reform is Unquestioned and Necessary
In May 2011, the OECD reported that, with about 141% more spent than the average; the United States last year was again number 1 in health care spending worldwide.   The U.S.  ranks 50th worldwide in life expectancy, barely ahead of Bahrain and Libya, and 47th worldwide in infant mortality, with a rate twice as high as France, Hong Kong, and Sweden.  In his address in 2009 before the American Medical Association [AMA], President Barak Obama said that the U.S. exceeded two trillion in health care expenditures and, to applause that such cannot continue:
“The cost of our health care is a threat to our economy. It's an escalating burden on our families and businesses. It's a ticking time bomb for the federal budget. And it is unsustainable for the United States of America”. 

The American Hospital Association [AHA] in May 2010, right after passage of the PPACA published its analysis of U.S. health care stating:
“The health care system in the United States is a patchwork quilt, mended together over time to address disparate needs.  And from the perspective of many, our “system” doesn’t work well -- it doesn’t efficiently and fairly meet the health care needs of all of our citizens”.  

“The sense of trust that consumers placed in their doctors and hospitals is gone.  It has been replaced by growing skepticism of health care professionals and widespread perceptions of greed driving our system.  Consumers’ are worried because of their experiences with insurance companies and managed care.  More than half (56%) of Americans under age 65 with private health insurance are worried that if they become sick, their health plan will be more concerned about saving money than providing the best treatment. Consumers still trust their own doctor, but not the “system.”  They are more concerned today for their safety when in the hands of health care professionals.   While only a small share of people report having experienced a medical error, almost half say they are very concerned about the possibility of experiencing an error resulting in injury when they receive health care services.  Consumers expect better outcomes, evidenced, in part, by increasing amounts awarded by juries in professional liability lawsuits”. 

“The U.S. population is both growing and aging.  The U.S. Census Bureau expects that we will add 25 million people to our population in the decade between 2010 and 2020.  Even more important, the population is aging.  An additional 15 million people are expected to be Medicare eligible between 2010 and 2020”.  A growing and aging population means increased and different health care needs”.  
“As the population trends up, general health care needs should trend up accordingly.  But the changing population also indicates changes in the mix of care required.  More and more people will be living longer with chronic illness and the needs of new immigrants to the United States may require different services.  The boom in chronic care needs, the rising costs over longer periods of time that result, and the lack of our health care “system’s” capacity to address them will yield serious challenges for our future”.
“Some hospitals are filled to capacity, due to a combination both of limited physical capacity and limited human capacity.  The intense workforce shortage means there aren’t enough workers to staff needed beds.  A recent survey shows how this has manifested in the nation’s emergency departments, with 62 percent of all emergency departments reporting being at or over capacity.   Some doctors are unwilling to provide certain services in some areas because they cannot get liability insurance.  Others are refusing to treat Medicaid patients or patients with other insurance that provides inadequate payment for their services.  All of this raises concerns about the quality of care that can be delivered with aging equipment, facilities and staff and specialty physician shortages.
In summary, the AHA observed and concluded “we have a crumbling foundation and potential public health crisis requiring a vision forward” that unites all participants in the health care delivery and service infrastructure:

“The time to act is now if we hope to alter these trends.  To lead change we need a shared vision of the desired future of our health care system and broad-based support for that vision. With input from you and others, we hope to create a shared vision and to create broad-based support for a renewed effort for change”.

Research of the literature supports the critical assessment of the President of the United States, the AMA and AHA of the U.S. health care infrastructure and delivery system, starting with the fact the critical flaw in our health-care system is that it was never designed for the kind of patients who incur the highest costs. Medicine’s primary mechanism of service is the doctor visit and the ER visit.  Americans make more than a billion such visits each year, according to the Centers for Disease Control in 2011.
Evolution of U.S. Emergency Care

Everyone knows there have always been health emergencies and a need for medical attention and healing arts beginning from ancient times, and provided by trained or natural care givers of all cultural groups and in all settings ranging from the battlefield, caves, tents, castles, and in clinics and institutions until the present day.  The institutional journey for addressing public medical emergencies and illness began In the U.S. from 1745 when Philadelphia’s Ben Franklin joined in the effort to create a specific institution to provide access of health care to the poor, infected and diseased, lunatics, and those demographically neglected and medically needy for the most part left out of medical access and wandering the streets and docksides when Pennsylvania was emerging as a major center for trade and commerce.

Anyone living with their great and grandparents knows most medical care and response to emergencies in the last 130 years was provided in and centered on home based care settings by paid medical providers.  If you had an emergency, the usual place of care was at home, and where possible in medical provider clinical suites for more access to equipment that could not be easily taken to the home. The physician clinical office during this period moved from largely independence to increasingly dependence upon its privileged access to hospital centralized resources.  For example, in 1930, 40% of all doctor patient medical interactions were through house calls until the complexity of modern medicine gradually concentrated care in major hospitals, where teams of specialists and sophisticated devices could be assembled to perform value added episodic institutional care solutions. By 2010, more physician practices were largely hospital focused or integrated into hospital identified community outreach offices.
 For over three hundred years, the U.S. gateway to accessing medical care and emergency care has traditionally been limited to offering entrance and its services through the hospital doorway or a doctor’s office.  Hospitals evolved from being a haven for serving the poor and diseased over the past two centuries to emerge as the pinnacle for medical research and development of diagnostic solutions, clinical education and training, focused intuitive medical expertise creating many revolutionary and  miraculous cures, medical breakthroughs and the leading edge in treatments, and at the same time creating centralized vertically integrated big solution shops for virtually every medical specialty with a mission to serve every person on its campuses.   This long evolution has not been without building rigid costly infrastructure.
Race has played a decisive role in shaping systems and availability of medical care for many citizens in the U. S. Closely watched and reported upon in annual studies reciting efforts to ameliorate and eliminate unequal delivery, its divided health system persists in spite of federal efforts to end segregation. Racism in health care access, delivery and treatment outcomes remains, exacerbating and distorting racial disparities. Furthermore, the risks for many diseases are elevated for socially, economically, and politically disadvantaged groups in the U. S.  because of the flight from low income minority neighborhoods by medical providers resulting in medical deserts and forcing expensive episodic ER visits as the usual place of care.  
The after effects of legally sanctioned refusal or neglect to provide Black and certain other citizens equal access to hospital and doctor provided care for emergencies and treatments during Reconstruction and into the Civil Rights era and beyond have created lingering adverse and costly consequences. While actual racism, whether economic or infrastructurally systemic continues to have adverse impacts on health; fear of racism, due to historical precedents, also cause distrust of medical providers and some minority populations to avoid seeking medical help for screenings, prevention or in an emergency. 
U.S. medical journals in the past released results of studies of the adverse impact  on the health status of Black patients and residents in hospitals and long term care facilities. For example, over the past year, the New England Journal of Medicine has published several studies showing disparities in referrals and treatment of women and minorities and confirms the U.S. racism legacy in health care results still exists. Today after expenditures of billions to ameliorate disparity over a dozen years, there  remains race based continuing systemic health disparities, lack of cultural sensitivity embracing care delivery in response to growing changes in U.S. demographics, and there are still created barriers to multicultural hospital staff composition that adversely impact the proven need to coordinate and manage high chronic conditions of minority populations most difficult to reach with status quo delivery methods.
Medicare and Medicaid Impact Emergency Care
Medical emergency care evolved as well over the years into hospital settings for practical reasons associated with politics, institutional functionality with general focus on all medical conditions within its structure, community locations, as well primarily driven by regulations, contracting and pricing and emergence of federal and state reimbursement systems.  Even today many hospitals advertise or rely for paying overhead cost upon the ER as its front door to the community in attracting business for feeding its many services and facilities and supply of beds.  Medicare and Medicaid do not cover all overhead for hospital care services.
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Medicare and Medicaid participation grew from its start in the 1960s to become a major source of funding to health care providers, especially to hospitals tasked with safety net and substantial societal care functions for public health support. Along with federal funding came regulatory burdens, administrative management, and a complex business model designed to maximize revenue and funding to cover overhead costs related to maintaining 24/7 medical coverage for specialty services and competing for market share.  The health care dollar to hospitals grew from nearly 31% in 2003 to 35% in 2009 when all expenditures zoomed past $2 trillion in annual cost.
U.S. hospitals became subject to the Emergency Medical Treatment and Active Labor Act, [EMTALA] which requires all hospitals with emergency departments who also accept Medicare to accept all patients transported for emergency care. Unfortunately, this altruistic piece of legislation, while cutting down significantly on admissions refusals, has in many case also resulted in astonishing waiting times and so-called "boarding" (essentially, parking patients in ER beds and the hallways); in some cases, treatment is delayed so long that the patient doesn't survive or leave without treatment.  EMTALA requires hospitals with emergency departments to provide a medical screening examination to any individual who comes to the emergency department and requests such an examination, and prohibits hospitals with emergency departments from refusing to examine or treat individuals with an emergency medical condition (EMC).
An EMC is defined as "a medical condition manifesting to itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in -- (i) placing the health of the individual in serious jeopardy, (ii) serious impairment to bodily functions, or (iii) serious dysfunction of any bodily organ or part." Kauffman v. Franz, 2009 U.S. Dist. LEXIS 88749 (E.D. Pa. Sept. 24, 2009).

Emergency Care Delivery Services is in Crisis

Two-thirds of emergency visits occur after business hours, when doctor’s offices are closed and patients have nowhere else to turn. Visits to ERs reached an all-time high of nearly 124 million in 2008, according to the Centers for Disease Control and Prevention (CDC) and rose to over 128 million visits in 2009 and is expected to rise nationwide.  ERs are reporting treating patients on a daily basis who were referred to them by primary care doctors, going against a widely-held assumption that people are choosing to go to the emergency department instead of seeking primary care.  At the same time, emergency physicians also report treating Medicaid patients on a daily basis who could not find any other doctor to accept their health insurance. 

As briefly mentioned in passing above, hospitals are tackling a dangerous and costly side effect of emergency-room overcrowding and long wait times: the growing number of patients who get fed up and leave without treatment.  To speed patients through the system, emergency rooms are adopting Six Sigma lean-management principles pioneered by such companies as Motorola, Toyota, and Herman Miller to increase efficiency, cut costs and provide better service.

That means streamlining the traditional methods of triage and reserving beds for only the sickest patients, abandoning the longstanding rule that every patient gets a bed. It also means staffing the ER with less-costly providers such as nurse practitioners and physician's assistants, so more expensive ER doctors can focus on care and not on paperwork, test ordering and discharge plans. To let patients know where wait times are shortest, health systems with multiple locations are posting ER waiting times online, in their waiting rooms and even on highway billboards. Hospitals are trying personal touches, too, such as calling patients to coax them back if they bolt.  This is no longer emergency care; it’s shopping for ER services!
Waiting times that can run into several hours have become a fact of life in the U.S. The number of emergency rooms has dropped by nearly a third over the last two decades, while the number of patients seeking care has risen almost 40% over the same time span. 
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Unfortunately, neither the hospitals nor the lean management consultant focus has heard and acted with the voices of those who have to endure the ER.  Rather, for the most part the proposed actions put in place have been limited to how to maintain the status quo of how to attract and pack more people hurting to come into its doors.  Several Six Sigma formulas exist that address how to approach bottlenecks or undesirable costly processes, including asking the real underlying question: why are we doing this in the first place?  Isn’t it time to reinvent the entire emergency department and emergency care process when it is documented and freely admitted, a large number of hospital ERs are on diversion at some point during the 24 hours, that the reason for such diversion is not lack of available clinical staff, but lack of available emergency beds?  

A fair focus for change is to start with an investigation whether technology and innovation can play a role in this effort?  How many deaths could be prevented if the ER crisis was given a hard look at restructuring itself independent of the institutional setting, free of costs and revenue goals, and with acceptance of the overwhelming probability that a disruption of the status quo is inevitable? 

For a hospital's ER to be at or over capacity not only creates a backup in the hospital ER, but also can have a major ripple effect on every member of the community served by a hospital by forcing the hospital to divert ambulances away from its overcrowded ER. Annually, more than 16 million ER patients arrive by ambulance (15.1 percent of ER visits). In 2003, U.S. hospitals diverted approximately 500,000 ambulances-an average of one per minute. Because overcrowding is rarely limited to a single hospital, the ripple effect can cause surrounding emergency departments to divert ambulances as well, in effect creating a "rolling blackout" of emergency care.

A 2006 American Hospital Association (AHA) survey found that 40 percent of all hospitals, including 70 percent of urban hospitals and 74 percent of teaching hospitals, reported being "on diversion" for some period of time during the previous year. Nearly one in six urban hospitals reported being on diversion more than 20 percent of the time. Lengthy periods of ambulance diversion are associated with higher mortality rates among patients with time-sensitive conditions, such as acute myocardial infarction, commonly known as a heart attack. When a patient’s nearest emergency department was on diversion for 12 or more hours, there were higher patient mortality rates at 30 days, 90 days, 9 months and 1 year than when not on diversion, according to a new study in the Journal of the American Medical Association.
MedTrans Options interviewed urban fire department medics in Columbus, Ohio, with a large run log for ER transports to the several hospital ERs, and one firefighter/medic, Lee Johnson was quite candid about the harm to those being transported to multiple ERs and to those waiting in the ERs who can’t be cared for because there were no beds: “we are moving people like cattle” knowing that hospital boarding takes up ER beds, and some of those folks being boarded don’t belong in the hospital ER period.  I pass right by urgent care clinics and doctor offices that could do the job just as well and for a lot less money” in lowering costs and saving lives.  Hundreds of thousands is wasted in emergency responding for nonemergencies.
Visitors to hospitals serving a high proportion of low-income and poorly insured patients were far more likely to leave without being seen. People who walk out without being seen are a measure of how we are basically failing as a health system in our ability to deliver important care in emergency departments.  In some areas, as much as a fifth of patients who show up for care end up leaving before they see a doctor. Many of these may go elsewhere for care or end up feeling better, but studies show that as many as half who left without treatment were judged to need immediate medical attention. One study found that 11% of patients required hospitalization within the next week, including some who underwent emergency surgery.
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Lack of Staffed Emergency Care Beds is Part of Crisis
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Lack of inpatient capacity is often merely a reflection of any hospital's natural preference for compensated care. For example, inpatient beds are often held open for elective surgery, even if other patients are boarded in the ER. The hospital knows the elective surgery patient's ability to pay and the ability of any patient being boarded in the ER to pay, whereas the payment status of the next patient to come to the ER is an unknown. Thus, the hospital has a financial incentive to hold a bed open for the elective (paying) patient to use the next day, board the stabilized (paying) patient in the ER until an acute care bed is available, and divert the patient coming by ambulance (whose payment status is uncertain) to another hospital.

According to a 2003 survey by the American College of Emergency Physicians (ACEP), boarding of admitted patients in the emergency department is a major problem. More than half of respondents (60 percent) said that their ERs board patients every day or several days per week. The majority (62 percent) said that an average of one to five patients are boarded at any given time, and more than 64 percent said that these patients wait four hours to 12 hours for inpatient beds to become available. During times of high volume, boarding patients for up to 48 hours or more is not unusual. Admitted ER patients are not simply waiting for a bed. They often require monitoring, procedures for stabilization, and initiation of critical care therapies. In addition, a majority (80 percent) of emergency physicians consider patient boarding to have a moderately to severely negative impact on patient safety.
As a fix, wouldn’t you ask why don’t patients just go see their primary care physician and skip the hospital ER as a solution to ER overcrowding? This has been asked and answered.

[image: image9.jpg]Access Problems: Three of Four Adults Have Difficulty
Getting Timely Access to Their Doctor

Percentage reporting that it is very difficultiditficult:
Geffing an appointment with a doctor the same.
or next day when sick, without going fo ER .
Getting advice from your docfor by “
phone during regular office hours
Getting care on nights, weekends, or
oty v gang o €%

) 25 50 75 100

‘Source: Commonwealih Fund Survey of Public Views of the U.S. Health Care System, 2008.




U.S. hospitals are ill equipped for excess demand for pandemics and national emergencies as shown by the H1N1 and in recent national and international storm event that destroyed substantial infrastructure and emergency capacity within the medical system.  Many of us remember the massive array of tents erected by hospital ERs during the H1N1 and in cities this summer where severe storms tore apart cities including hospitals.  

The notion that the burdens of providing all emergency care have to be provided by hospitals is illogical and not supported by facts.  This is borne out by the rapid growth of physician and hospital owned urgent care clinics, retail health care clinics and the emerging foundation for neighborhood health care clinics.  The PPACA is spurring the post demonstration rollout of the Patient Centered Medical Home [PCMH] and Accounting Care Organizations [ACOs] as perhaps the path to be taken to create lasting emergency care solutions and to address surge capacity as well.
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Foundation for Telemedicine Disruptive Innovation Exist

Real Six Sigma and lean principles support the technical innovations leading to disruption of the U.S. emergency care delivery infrastructure in the U.S. today.  It is no secret there is misaligned incentives for all of U.S. health care delivery as written clearly in the Federal Communications Commission [FCC] March 2009 report. The EMTALA is an unfunded federal mandate that requires that all patients presenting to the ER be evaluated and stabilized regardless of ability to pay.  As a classic example of the law of unintended consequences, the legislation itself contributes to the reluctance of doctors to provide on-call services, adversely affecting the group of patients that the law was meant to protect.

According to the American Medical Association's 2001 Patient Care Physician Survey (PCPS), more than 30 percent of physicians provide care covered by EMTALA in a typical week of practice, with emergency medicine physicians provide an average of 22.9 hours and surgeons providing 9.7 hours per week. Of self-employed physicians, 42 percent reported that a significant portion of their bad debt was attributable to EMTALA-related services, accounting for 13.7 percent of all bad debts-an estimated $12,300 per provider for a total of $4.2 billion annually.  

Liability concerns still clearly discourage physicians from taking ER calls for several reasons. First, regardless of whether or not ER patients are more likely to sue, insurance premiums are significantly higher for physicians who take emergency call. Some specialties are disproportionately affected by the link between their emergency services and their malpractice exposure. For example, in a 2004 survey conducted by the American Association of Neurological Surgeons, 46 percent of neurosurgeons reported limiting the amount or type of emergency services that they provide. Of those who had limited their services, 87 percent cited liability concerns as a reason. 

Financial pressures have also significantly affected both emergency room physicians and specialists who provide on-call services. Physicians provide nearly 20 percent of all uncompensated care received by the uninsured, and much of that care is provided through ER responsibilities. Although the proportion of uninsured patients coming to the ER has not grown, the total number of ER visits by uninsured patients has increased, and while hospitals are subsidized to greater or lesser degrees for uncompensated care, physicians are not. No incentive supports continuing this loss and more so where there are viable options for those same physicians to provide such services at less cost and earning more pay.

Business Model for Emergency Care Slow to Change
Hence emergency medical services, as well as hospital-based ER as business models, have generally evolved without an overall CPI policy plan responsive to forces of change and entry of new lower cost technically driven operating models from competition. This has led to a misalignment of incentives that has placed hospital ERs in the difficult position of being simultaneously an essential community service, a major source of hospital business, and a reluctant provider of publicly and privately subsidized health care safety net services.  In addition, much of the value functions of hospitals are misaligned with the pay structure, as some functions are fee for service, some value added, and others fee for outcome rather than fee for service.  Entrenched management resistive of adopting change of the emergency care business model to meet competitive pressures, unless moved by a bold leader, often finds itself opposing market entry threats, and sitting on technology advancements that could disrupt its market penetration.
Emergency care for hospital business models presents two inherent conflicts of focus for its executives: (1) in a competitive environment it requires the effort for maximizing revenue generation by promoting access to the ER as its gateway to the lines of services within the hospital, (2) it requires a high wire act for managing ER staff needs coverage, maximizing in- hospital income from a paying ER census, overhead cost control and loss avoidance measures with respect to the substantial influx of safety net visits, ER frequent and readmission visits . If these conflicts are not balanced, and the hospital is unable to maintain operating margins, the risk of closure is high.  

Further complicating the hospital business model for emergency care delivery and driving the need for adoption of technology for business intelligence, EHR, HIE and compliance with mandatory regulatory standards imposed by HITECH Act and the PPACA; competitive pressures for physician and nurses attraction is at a high pitch.  The Institute of Medicine (IOM) report its forecast of a coming professional caregiver shortage from retirement, insufficient supply of graduates, and stress, just as the U.S. enters the decades of its greatest demographic population shift towards an aged sector. The PPACA will open the door in 2014 to insure in a Medicaid fashion some 42 million more likely visitors to ERs if the status quo isn’t altered. 

Another problem is a nationwide nursing shortage that adds to the ER workforce issues and has a negative impact on inpatient capacity. Because of the intensity of emergency care and the deteriorating work environment, ERs are particularly vulnerable to the nursing shortage. As in other areas of the hospital, inappropriate nursing levels in the emergency room result in an inappropriate level of care for patients and higher risk of preventable morbidity.
Temporary emergency room staff members "are associated with more severe medical errors" than their permanent-employee counterparts, a group of Johns Hopkins researchers has found. These temporary workers are twice as likely as permanent employees to be involved in medication errors that harm patients, according to a Johns Hopkins news release about the researchers' study. The researchers' findings appear in the July/August 2011 issue of the Journal for Healthcare Quality.
Traditionally, physicians entering practice viewed ER call as a source of new patients, and to build their practice, specialists were willing to provide on-call services in exchange for hospital admitting privileges. Often saddled with sizeable debt from student loans, most new physicians now prefer the security afforded by larger well-established groups to the financial vagaries and lifestyle restrictions of solo practice. This makes ER-call responsibilities more of a burden than an opportunity. 
The trend toward outpatient treatment, including the growth of limited-service or specialty hospitals, also allows specialists to avoid the need for staff privileges at a general acute care hospital.  Also, more physicians are seeing the health reform initiatives as a window to seek competitive opportunities in providing care in physician owned entities at lower cost to its higher cost hospitals in essential aspects of hospital operations.  An example is how well teleradiology has become nearly a global service outside of hospital management. We can see already that telestroke contracts are being executed by ERs with outside hospital vendors because of staff cost savings, competition response, and the inability of the hospital ER to offer the required specialty coverage.  Finally, we see more hospitals outsourcing ICU telemedicine with outside ICU professionals because of many factors, including costs and proven benefits. 
Today’s hospitals are buying and merging physician practices in forming competitive market share response to anticipated PPACA initiatives and reforms of pay/reimbursements. It is believed the new reforms offer cost sharing, new pay programs for shared profits if cost savings goals are met, and will separate fee for service from value added performance. In this context, the future delivery system will be technology driven and support payment not based upon volume, but  based upon outcomes in context with measurable use of care provided that is captured at the point of care in real time in a fully integrated health care delivery system where the patient is the center of focus.  
These developments contribute to emergency care being substantially disrupted as lower cost providers enter the market and increase the competition for attraction of the medically needy to the hospital beds and centralized services from its owned physician office base located strategically across the service area.  However, if those hospitals controlled physician offices are not tending to the medical deserts, where the substantial populations of underserved ER visitors are derived; systemic race based health care discrimination is perpetuated and disparity in access and outcomes would compel governmental initiatives mandating penalties and fines for lack of equal inclusion.  Little wonder hospitals have been shedding ER units over the decade.  The challenge is how can hospitals retain inpatient attractions goals, gain revenue and also provide appropriate emergency care without risking its financial stability.
On May 11, 2011 the New York Times headlines reported that U. S. Hospital emergency rooms, particularly those serving the urban poor, are closing at an alarming rate even as emergency visits are rising.  
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Urban and suburban areas in large cities have lost a quarter of their hospital emergency departments over the last 20 years, according to the study, in The Journal of the American Medical Association. In 1990, there were 2,446 hospitals with emergency departments in nonrural areas. That number dropped to 1,779 in 2009, even as the total number of emergency room visits nationwide increased by roughly 35 percent. 

Emergency departments were most likely to have closed if they served large numbers of the poor, were at commercially operated hospitals, were in hospitals with skimpy profit margins or operated in highly competitive markets, the researchers found.  Over the objections of contract emergency medicine providers and hospitalists with economic incentives for keeping the status quo of unfiltered ER admissions and crowding; governmental agencies squeezed by paying Medicaid billing for increasing nonemergency ER visits are passing laws to restrict ER care if it exceeds a certain number in a year.  The Washington state chapter of the American College of Emergency Physicians has filed suit against the Washington State Health Care Authority seeking to stop implementation of a new policy under which Medicaid would pay for only three nonemergency visits a Medicaid beneficiary makes to a hospital emergency department each year.  How soon will health insurance payers and Medicare administrators do the same thing?

Retail and Urgent Care Centers 
A basic reason for changing from maintaining the status quo of leaving things just as it is can be explained simply: a company might want to be all things to all people, but this is not what customers need. Every successful and viable business model starts with a value proposition that helps the customers do more effectively, conveniently, and affordably that is needed.  This is why we have witnessed the expansion of urgent care centers and retail clinics that operate at less cost, charge less money and provide a handsome return to its mostly physician and hospital owners.  
More Incentive Aligned Emergency Care Business Models 

Physician-staffed urgent care clinics offer extended hours and provide walk-in services for acute illnesses or injuries. There were more than 8,000 such centers in the United States in 2008 and by 2014 the number could exceed 11,000 and be located in mostly middle class communities across the nation.  The Urgent Care Association of America cites that hospitals own and operate about 15 percent of them; the rest are privately owned.   Research show that such clinics have much less overhead, offer a wide range of services for some 65% of the need that currently are presented in hospital ER rooms.
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With long waits for appointments with primary care providers, difficulty with same-day access for sick care, limited access to after-hours care, and extended emergency department waiting times, this decade has seen the growth of newer sites for the provision of episodic primary care services in the U.S.  Driven by patients' willingness to seek care at alternative locations, retail clinics and urgent care centers have seen significant growth over the last decade. Given their extended hours, availability of unscheduled appointments, and the range of services they provide, urgent care centers are uniquely positioned within the health care system to address the overflow of acute care patients from primary care as well as low- to mid-acuity emergency department patients.
Recent research has described the utilization of services and clinical content of care for retail clinics. Other work has demonstrated that urgent care centers can decrease non-urgent emergency department use without a concomitant increase in hospitalizations; that urgent care center patient populations tend to look more like those in physician offices than in emergency departments; that these centers are busiest during the winter months; and that they can be more cost-effective for providing urgent care than an emergency department. In addition,   approximately two-thirds of urgent care centers have been in operation for five or more years, and slightly more than half are physician-owned.
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In addition, the incentive to drive down ER visits and unnecessary hospital admissions, and avoidance of hospital readmissions has created both physician and private sector managed businesses that can’t be profitably delivered through hospital high cost ownership.  For example, In Colorado's Eagle County, paramedics makes house calls to take electrocardiograms, check patient prescriptions, check blood pressure, change dressings, draw blood and make other observations that used to require a doctor's visit.

Telemedicine and the PPACA Support Hospital Innovation of Emergency Care
The health reform law is a spear into the heart of the health care expense monster that has been in the room precluding bending the cost curve, and pushing for another record annual US health expenditure above $3 trillion in 2010.   Underlying the health reform thrust are provisions moving the focus and payment in the health care encounter across all sectors. There has to be major disruption created and driven by innovation pushing entrenched interests from maintaining the status quo dependency of increasing lines of services care units volume and episodic delivery to embrace an integrated health delivery system where objective and measurable performance outcomes drive payments in a patient centered and involved, coordinated and managed delivery focus.
Obviously in ER care, too many of the nonemergency visits are from populations that don’t have access to medical care, may have access from medical providers who choose to send its during and after hours patients to the ER under hospital employment arrangements, or too many ER visits are created by populations without a usual place of care with a medical provider or because a medical provider refuses to accept Medicaid and Medicare patients.  Were the US health system allowed to continue this status quo, ERs will never handle the current load of patient visits stacking up the system no matter how many Band-Aids are applied, resulting in too many preventable deaths and needless liability claims from inadequately treated visitors.

Our lean continuing improvement process analysis supporting ER innovations begins from attacking its visitor population inflows and by refocusing the hospital’s business models and creating new pathways for managing how patient care is delivered at the gateway.  This view underpins the CPI basis for the PPACA, as there can be no objective contrary argument that the medical office simply was not designed to profitably oversee the day-to-day adherence to known therapies that prevent the long term and certain costly complications of certain behavior-intensive chronic diseases.  With many hospitals quickly bulking itself up to become a medical plantation owner with medical practice sharecroppers, one can easily see why this trend is encouraged by the PPACA through its urging accountable care organizations, medical homes and PCMH practices where success and gains sharing is measured not by volume of units of care sold—but by care producing performance outcomes as manifested by reduced ER visits and elimination of unnecessary hospital stays.
Exhaustive studies have disclosed that too many visits to the medical provider’s offices is for care that could be addressed more efficiently in the home and community before the office visit using technology advances and a clear use of the correct business model.  By clinging onto the old way where volume of patient visits instead of managing care outcomes, primary care medical providers business model is convoluted and is set up to make money from sickness and not wellness.  
The plain fact of the matter is that the typical primary care medical provider business model is overseeing the care of patients with chronic diseases.  However, as ER room increasing visits and resulting high costs for such visits attests, within that vast category of chronic disease, many different jobs need to be cared for by different business models  of care delivery.  Where this is not done effectively by the medical offices reliance upon the way we have always done it in face-to-face office visits, where many visits are missed, where patients between visits do not comply with the care plan unnoticed by the medical provider in time to do any good to the patient or to avoid the ER intervention and hospital stay; we have the perfect storm that is played out every day in the overburdened ER.
The sad reality is that both the medical provider office and the hospital’s profits will increase by tweaking and in some cases refocusing its business models in a way that boldly embraces the use of technology being imposed upon them beginning in 2012 and 2013 in anticipation of the increased insured populations beginning in 2014 and 2015.  The 2009 ARRA imposed the HITECH ACT and required future timelines with incentives for adoption of EMR/HER and HIE and adoption of ICD10 and new HIPPA, as well as provided explicit urging for providers to embrace technology for remote monitoring and services to address the service burden in a medical neighborhood context.  
For the first time, hospitals and medical providers were given a peek at a future envisioned by the Institute of Medicine where patient involved and centered care is how change in delivery of health care in an integrated manner across all providers must be realized.  For the first time, where in the shift from dependence upon providing volumes of episodic care and management of sickness; medical providers are given a chance to create new payment models that reward performance outcome supported, measured and documented by a host of innovative telehealth and clinical technology.
While refocusing the primary care physician’s office is outside the scope of this white paper per se, it must be said the failure of both the hospitals and primary care medical office to refocus will create openings for entry of new low cost technologically supported medical care providers into the market place!  This is a great risk to hospitals that purchase local market primary care physician practices and still ignore the underserved rural and urban deserts that won’t have increased health care access in the status quo mind set of entrenched interests who ignore innovation and technology.
Telemedicine is a Disruptive Innovator
Telemedicine is the use of medical diagnostic information exchanged from one site to another via two-way electronic communications to improve patients’ health status. Closely associated with telemedicine is the term “telehealth,” which is often used to encompass a broader focused definition of remote healthcare.  Videoconferencing, transmission of digital still images, e-health including patient portals, remote monitoring of vital signs, continuing medical education and nursing call centers are all considered part of telemedicine and telehealth.  

Telemedicine is not a separate medical specialty. Products and services related to telemedicine are often part of a larger investment made by health care institutions in either information technology or the delivery of clinical care. Even in the reimbursement fee structure, there is no distinction made between services provided on site and those provided through telemedicine, and often, there is no separate coding required for billing of remote services. Telemedicine encompasses different types of programs and services provided to the patient. Each component involves different providers and consumers.
Services Provided

♦ Specialist referral services typically involve a specialist assisting a general practitioner in rendering a diagnosis. This may involve a patient “seeing” a specialist over a live, remote consult, or the transmission of diagnostic images and/or video along with patient data to a specialist for viewing later.

♦ Patient consultations may exchange audio, video and medical data, for example, between a patient and a primary care or specialty physician for use in rendering a diagnosis and treatment plan. This might originate from a remote clinic to a physician’s office using a direct transmission link or may include communicating to a physician over the Web.

♦ Remote patient monitoring uses devices to remotely collect and send data to a monitoring station for interpretation. Such applications, typically provided from the home, might include a specific vital sign, such as blood glucose or heart ECG, or a variety of indicators for homebound patients.

♦ Medical education provides continuing medical education credits for health professionals and special medical education seminars for targeted groups in remote locations.

♦ Consumer medical and health information includes the use of the Internet by consumers to obtain access to specialized health information and online discussion groups to provide peer-to-peer support, or may include access to personal health records, online appointing and communication by secure portals with the patient’s primary care provider.
Because of the billions in government and private sector research grant supported pilots and demonstrations on telemedicine and telehealth initiatives worldwide, there is a wide body of cost studies, reductions in readmissions and unnecessary hospital visits and stays, greater efficiency and effectiveness in health care delivery, and endorsements from major medical associations for safety and effectiveness, underlying the use of telemedicine and telehealth utilizations.  We accept as life saving the reality that a ER visitor in a community hospital in a rural area can have a level one ER trauma center neurologist consult immediately in real time with stroke advice that can decide when and how much medication to provide to save function and life just as if that remote medical provider is right there in the ER room.  TeleStroke is now a Joint Center on Accreditation standard that can in most cases only be satisfied by using telemedicine focused supply.  Of course, ERs and hospitals rely heavily upon  tele-ICU and Teleradiology to save staff costs and reduce liability exposure.
However, for hospital ERs, this technology is still in its infancy, and won’t move so long as the ER is viewed as a status quo revenue generator Front Door to the hospital model, instead of freeing itself to become a potent facilitator of all of its lines of services to an integrated medical delivery system who won’t have to be in a hospital or medical office to tap into skills and services for the envisioned medical neighborhood as value added profitable services. With the fast growth in global communications, it won’t be long before virtual hospitals, no limits on medical practitioners  ability to deliver services, integration of online medical providers and low cost telemedicine centers will emerge and disrupt today’s status quo hospitals and primary care medical offices who simply reject CPI and lean analysis.  This is exactly a pattern seen with the birth of the modern computer and many examples of USA manufacturers who also didn’t get it—the future  may require adaptation  and responsiveness to emerging trends and technology.  The consumer is not afraid to move to safety, cost and convenience to the get the job it wants done.
To this end, the PPACA has opened the gates to competition by requesting in 2011 the letter of interest for applications to be filed in first quarter 2012 for competitive proposals for how medical providers can work together in bundled payment three year programs in several models of care, use of Independence at Home and Medical Home and PCMH models that aggregate mixed type of providers working together in monitoring, coordinating and managing patients care using telemedicine and telehealth tools.  In addition, hospitals are encouraged to reduce its ER burden by using remote monitoring and partnering with SNFs and HHAs in the post discharge arena so that patients released to the home or community, or in SNFs can work together using technology and hardware and clinical software-based diagnostic tools based upon best practices in managing and documenting care delivery at point of care for objectively measured performance outcomes supporting new payment models.
Rejecting technology innovations that can provide medical care access and drive down costs of delivery, new data from the American Hospital Association shows that Ohioans are increasingly using hospital emergency departments for care, and at a rate higher than the national average (Source: “Ohioans’ high use of ER costly,” Dayton Daily News, April 25, 2012).

According to AHA data, in Ohio there were  554 visits per 1,000 people to hospital emergency departments in 2010, the most recent year for which AHA data is available. That was up from 449 visits per 1,000 people in 2002, and was the sixth highest rate in the nation — 34 percent higher than the U.S. average.  Higher ED use “makes everyone’s health care more expensive …,” said Bryan Bucklew, president and CEO of the Greater Dayton Area Hospital Association. 

Greg Moody, Director of the Governor’s Office for Health Transformation agree, adding “It is one of these hot spots that is a really good example of how many different parts of the system can break down.”
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For hospitals, government accounts for about half of costs.

Private Insurance

 37.5%

Uncompensated Care

 5.5%

Medicare

 38.5%

Medicaid

 14.3%

Other Government

1.6%

Total = $450.1 Billion



Source:  AHA Annual Survey, 2001
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