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Thomas Jefferson 

“Without health, there is no happiness” 

 





We have a problem 















The U.S. health care system is the most 
expensive in the world. 
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Chronic renal disease 

6.6% Medicare population has CKD, 1.2% ESRD 
8.1% of MCMA population has  CKD, 2.7% ESRD 
19.4% of MC dollars on CKD, 8.2% on ESRD 
Growing 2% per year 

o 





ACOs – It’s not Political  

US health care costs unsustainable  



Cost distribution of care 
 (Working Americans) 
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Halvorson & Isham, Epidemic of Care, Jossey-Bass: 2003 
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Cost distribution of care 
 (Working Americans) 



0% 

20% 

40% 

60% 

80% 

100% 

0% 20% 40% 60% 80% 100% 

30% total cost 

1% of people 

1 percent = 30 percent of cost. 

Halvorson & Isham, Epidemic of Care, Jossey-Bass: 2003 

Cost distribution of care 
 (Working Americans) 





 









Something Has to Give – Eventually?? 
 (doesn’t it?!) 
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Workforce 

 

• Aging practitioners 

• Shortage of  

– Primary Care 

– General Surgeons 

– Emergency Physicians 



Age distribution of ABEM Diplomates 
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Number of EM BC/100K 



Number of ABEM diplomates 
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http://www.emreportcard.org/


ACEP Report Card 
National Summary 

 



National Grade C- 
 This low grade is particularly reflective of the poor 

score in Access to Emergency Care (D–).  

• Boarding of patients in emergency departments and 

hospital crowding 

• Lack of adequate access to on-call specialists 

• Limited access to primary care services 

• Shortages of emergency physicians and nurses 

• Ambulance diversion 

• Inadequate reimbursement from public and private 

insurers 

• High rates of uninsured individuals 
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Just 2% 
Public Education Campaign 



 



EDs Provide the Bulk of Acute  
Care to the Under-and-Uninsured 

0% 20% 40% 60% 80% 100%

Active physicians 
 (597,430) 

ER Docs 
Primary 
care MDs Specialists 

  

Acute  visits by the uninsured 
(24 million) 

Acute visits by underinsured  –
Medicaid or SCHIP (39 million) 

Total acute visits 
(273 million) 

Pitts et al. Health Affairs, Sept 2010 



FIRST:  the BIG Picture 
What is coming?   Disaster or Salvation? 
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—Wall Street Journal,  May 1, 2013 

Krueger: Sequester Hits Harder, Earlier 

Than Expected 

Global Economic Recovery to be ‘Slow and 

Bumpy’ 
—BBC News,  April 28, 2013 

U.S. Home Ownership Rate at Near 18-

Year Low 
—Financial Times, April 30, 2013 



 Health Care Reform 

• The Health Care Reform law -- ACEP worked hard 
to get specific items included: 

• Prudent layperson language extended to group plans 

• No more “prior approval” needed 

• Expansion of research opportunities 

• Regionalization projects 
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Under the new federal rules, 
patients also can still pick their 

primary doctors or pediatricians, 
and prior approval requirements 

for emergency care will be 
prohibited 



ACA Effects 

• Insurance Reform 

– Mandate 

– Expand Medicaid eligibility 

– Insurance Exchanges 

– Dependents up to 26 

– Guaranteed issue and renewability 

– No pre-existing condition 

– Essential Health benefits 
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The Threats 

• Employed physicians 

• Greater number of government 
reimbursement 

• Reduced reimbursement for emergency 
medicine 

 

• More work, less pay 

• Less opportunities 

 







A new vocabulary 
A new world  

• ACOs 

• Value based purchasing 

• Bundled payment 

• Episodes of care 

• IPAB 

• Move from quantity to value 

– Quality/cost 



Patient Centered Home 

• Established panel of patients 

• ‘Full’ care and coordination 

• Rewards for quality care 

 

• Reduced numbers of patients per provider 

• Uncle Joe 

 



2011 

• Temporary reinsurance for retirees 55-65 

• Further closure of doughnut hole 

• Voluntary LTC insurance -$50/d 

• PQRI bonus 

• Funding community health centers 



2012 

• Fee imposed on drug manufacturers 

• Accountable care organization discount 

• Penalty for readmissions 

• Value based purchasing for hospitals based on 
quality 

 



2013 

• Contribution limits to HSAs 

• Physician quality reporting public 

• Increase in MC taxes from 1.45% to 2.35% 

• Payment bundling pilots 

 



2014 

• Mandate insurance or fine 

• Medicaid expansion to 133% PL or $29,327 for 
family of 4 

• No annual caps for coverage 

• Insurance reform 

• Federal subsidy to insureds 

• Health insurance exchanges 

• Value based modifiers 



2015 

• Independent payment board (IPAB) 

• PQRI penalties 



2016-7 

• Sell insurance across states 

• Excise tax on high cost plans 



Solutions 

• Prospective management of resources for next 
20 years 

• Telemedicine programs 

• Expansion of EM opportunities 

– Transition of care 

– Expanded scope of practice paramedics 

 



     The ED’s new Job 

Advisory Board – [The ED as] “Hub of the Enterprise” 



The Value of EM 

• Saving lives 

• Control over hospital utilization 

• Reduced employer costs 

• Safety net 



The Case for Emergency Medicine 
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Medicaid Expansion WILL happen.  GOP 
Governors will gradually cave.  All about $$ 

 

70 



 



 



73 



Role of the ED 



Center of the Hub 





Transitions of Care 

• Access to 130 million patients and nearly 130 million 
visitors 

• ED as part of the medical neighborhood: 

– Prevention 

– Wellness 

– Disease Management 

– Palliative Care 

– Patient Hand-offs 

77 



Current Emergency Medicine 
Initiatives 

• Observation Services 

• Prevention of hospital acquired infections and 
procedural complications 

• Readmission prevention 

• Hospital length of stay issues 

• Care management and homecare services 

• End of life care 

• Effective and efficient diagnostic testing 
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Care Coordination 



Patients are sicker 
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Managing the Unfriendly Skies 
of Health Reform 



The Value of  
Emergency Medicine 

RAND Corporation 

May 20, 2013 



What Is RAND? 
• An independent, non-partisan, nonprofit 

research organization devoted to objective 
policy analysis 

• Advisors to senior decision-makers in the U.S. 
and around the world 

• A center for education and training 
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Emergency Department Use 

Returns 

Repeat ED visits 

Disposition 

Direct admission 

Self Care or 

Advice Line 

Primary Care 

Physician 

Patient 
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Emergency 

Department 
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Admitted to 

hospital 

(inpatient) 

Transferred to 

another facility 

(e.g., hospital, 

nursing home) 

Discharged 

home with 

outpatient 

follow-up 

Left against 

medical advice 
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Entry Points for Non-elective Admissions 

 

Repeat ED visits 

• What proportion 
of non-elective 
admissions enter 
hospitals 
through the ED 

• How many 
admission 
decisions are 
made by EDs 
compared with 
other 
physicians? 
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EDs Account for Nearly All of the Recent  

Growth in Hospital Admissions 

 

 • Inpatient admissions 

(elective and non-

elective) grew by about 

4% (~34.7 million to 36.1 

million) 

• The US population grew 

by slightly less than 6%  

• ED admissions 

accounted for nearly all 

of the growth in hospital 

admissions 

Data Source: National Hospital Discharge Survey 

Note: Excludes live births.  Weighted counts with 

imputed values 

Between 2003 and 2009: 
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In 2009, EDs Admitted Half of All U.S. 

Hospital Inpatients 

0% 20% 40% 60% 80% 100%

Overall

Non-elective

Elective/other

ED

Referrals

Other

% of inpatient hospital admissions 
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The Bottom Line 

EDs 

A vital portal for hospital admissions, especially 
of Medicare beneficiaries  

Support PCPs by performing complex dx 
workups & handling after-hours demand 

EPs are the main decision makers for half  

of all hospital admissions 

Most non-emergent users believe they are ill, lack 
viable alternatives, or were sent by a provider 

EDs may be playing a useful role in reducing 
preventable hospitalizations  
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Implications for Policy (1)  

Hospital administrators, payers & policymakers should pay closer 
attention to the role EDs play in hospital admissions  

Use of EDs as diagnostic centers warrants further research to 
determine if this is the most efficient way to evaluate patients with 
worrisome conditions 

Efforts to reduce non-emergent use of EDs should focus on 
increasing affordable alternatives, rather than turning patients away 
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Implications for Policy (2) 

EDs should be formally integrated into healthcare delivery systems--

both inpatient and outpatient 

Integration can be facilitated through:  

– more widespread adoption of interoperable and interconnected 

health information technology,  

– greater use of care coordination and case management 

– collaborative approaches to inter-professional practice 
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 Firearm Injury Prevention 

 Opioid Prescribing 

 tPA Clinical Policy* 

 Medicaid Expansion 

 Choosing Wisely/Cost 

Effective Delivery Task Force* 

 Value of EM 

 HR 36: Healthcare Safety Enh. 
Act* 

 Obs Units; 3 day stay 

 McKesson FAST US 
Edit/Bundling* 

 EMF Match Challenge* 

 Meetings, eCME, cmeTracker 

 Report Card 
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Controversial Good stuff 
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Controversial 

Firearm Injury Prevention 

Opioid Prescribing 

tPA Clinical Policy* 

Medicaid Expansion 

Choosing Wisely/Cost 

Effective Delivery Task 

Force* 
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+ 
The ACEP and AAN partnered for 

simultaneous roll out of tPA policy:  

See March Annals 
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Evidence based; Inter-specialty, Inclusive of differing opinions, no 

company input, institutions need systems in place to maximize 

effectiveness and safety 



+ 
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 Value of EM 

 HR 36: Hlthcare Safety Enh. Act* 

 Obs Units; 3 day stay 

 McKesson FAST US Edit/Bundling* 
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 Report Card 
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EDs Provide the Bulk of Acute Care to 
the Under- and Uninsured 

98 

Active physicians 
 (597,430) 

ER Docs 
Primary 
care MDs Specialists 

Acute  visits by the uninsured 
(24 million) 

Acute visits by underinsured  –
Medicaid or SCHIP (39 million) 

Total acute visits 
(273 million) 

Pitts et al. Health Affairs, Sept 2010 



H.R.36:   Health Care Safety Net Enhancement Act 

of 2013 Sponsor: 

99 

Rep Dent, Charles W. [PA-15]  
 
 
 
 
(introduced 1/3/2013)       
Cosponsors (45)  
Latest Major Action: 1/4/2013 Referred to House subcommittee. Status: 
Referred to the Subcommittee on Health. 
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ACEP / EMPSF / KLAS 
February 2013 

 



What, me worry? 

AMA Chair:   Steve Stack 
Chair of Associations: Dean Wilkerson 
AAMC Journal:   David Sklar 
Report Card:    Steve Epstein 
Rand:    Art Kellerman 
RWJF:     Peter Sokolove 
NIH Fellow:    Sandy Schneider 
 
Numbers: 
     32,200; 130 million; 2%; 92%; 4.7%;  
2 million 
1 million 
HR 36 
1/31/14 
VIII (Peer) 
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               Wise choices:  Finding value    

through a cost effective task force 
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ACEP Leadership met with the Society of hospitalist Medicine and the 
American Board of Internal Medicine Foundation in March: 

•Discussed Choosing Wisely 
•Ground rules for specialty submissions 
•Need for Table of meeting 
•Morph PR to real change, our attempts to score cost 
effective change with associated savings 
•Protect individual treatment needs from denials 
secondary to overarching guidelines 



AIUM Officially Recognizes ACEP 
Emergency Ultrasound Guidelines 
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ACEP action results in McKesson removing 
bundling edits from Ultrasound billing 
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FAIR Health Worked closely with ACEP 
on re-write of this page… 
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