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Welcome to Norfolk!



About MedStar…

• Governmental agency (PUM) serving Ft. Worth and 14 Cities

o Self-Operated

o 880,000 residents, 421 Sq. miles

o Exclusive provider - emergency and non emergency

• 117,000 responses annually

• 350 employees

• $36 million budget

o No tax subsidy

• Fully deployed system status management

• Medical Control from 14 member Emergency Physician’s 

Advisory Board (EPAB)

o Physician Medical Directors from all emergency departments 

in service area + 5 Tarrant County Medical Society reps







Imagine….



Emergency
Medical

Services?



“EMS?”

• 9-1-1 safety net access for non-emergent 

healthcare
o 36.6% of 9-1-1 requests

• 12 months Priority 3 calls (37,508 (P3) / 102,601 (Total)

• Reasons people use emergency services
o To see if they needed to

o It’s what we’ve taught them to do

o Because their doctors tell them to

o It’s the only option

• 37 million house calls/year
o 30% of these patients don’t go with us to the hospital

2012 NASEMSO Report



“EMS?”

Call Type             % Increase

Interfacility 11.32%

Sick Person 10.37%

Falls 5.87%

Unc Person 5.20%

Assault 4.21%

Convulsions 4.16%

Psyc. 3.76%

Call Type        % Decrease

Abd Pain 2.83%

Traum Inj. 3.71%

Chest Pain 7.97%

MVA 10.38%

Breath. Prob. 10.48%

10-year % change of overall call volume…





Emergency
Medical

Services?



Unscheduled
Medical

Services!



Conundrum…

• Misaligned Incentives
oOnly paid to transport

o “EMS” is a transportation benefit

oNOT a medical benefit



Our World is Changing:



Attention Please!

• Debt ceiling on 1/15/14 (again)

• $8,600 per capita health expenditures!!

oDue in large part to quantity-based payments





Our New Environment:

• ACA tipped the 1st domino

• New partnerships/New opportunities
oACOs

• Aligned incentives & risk sharing

• Payment based on OUTCOMES

o Bundled payments based on episode of care

o Push to Managed Medicare/Medicaid



Our New Environment:

• Satisfaction-based reimbursement

• Up to 30% of hospital bonus payments

• New “C-Suite” member
o CXO – Chief Experience Officer

o Responsible for maximizing satisfaction



Our New Environment:

• Current major payers will not be in the 

future
oACOs

oDrive to Managed Medicare/Caid

• New IDS
oHighmark BC/BS weds Allegheny Health 

System

• Divorces UPMC



Our New Environment:

• CMS Bonuses/Penalties
o Value Based Purchasing & Readmissions

• Applied to every Medicare admission

• Pool from penalties used to pay bonuses

o Based on quality measures

• 2013 = 2% Max

• 2014 = 3% Max



Our New Environment:

• There are 4.6 million Medicare beneficiaries with 

CHF
o 14% of beneficiaries have HF

• 43% of Medicare spending on HF

o One CHF admission cost CMS $17,500

o 30-day readmission rate for CHF = 24.7% 

o 52% of CHF patients readmitted within 30 days did not see 

their doc between discharge and readmit (NEJM)

• MedPAC = $12 billion CMS expenditures for 

Potentially Preventable Readmissions



Spectrum Health is saving money by avoiding 

preventable readmissions.  “We understand where 

the world is going,” Dickinson says. “We’re not 

going to be able to continue to make money in 

acute care by hospitalizing people. We need to 

shift to take care of them.

Mitchell Saltzberg, M.D., Medical Director – HF Program

Christiana Care Health System - Delaware



A recent report from ratings agency Moody's Investors 

Service describes how declining patient volume is 

driving down the debt ratings of many nonprofit 

hospitals and health systems at a time when the 

changes taking place in health care are discouraging 

patient admissions.

"The most common contributor to admission declines 

continues to be a shift to observation stays from 

inpatient admissions,"

November 06, 2013



"Inpatient admissions continue to shift to outpatient 

settings in an industry wide effort to reduce 

hospitalizations and lower costs," the authors wrote. 

"Hospitals are also increasingly reclassifying inpatient 

admissions to outpatient 'observations stays' to avoid 

penalties under Medicare recovery audit contractor audits 

for medically unnecessary admissions."

Another financial trend that Moody's says is hurting 

hospital revenue is increased patient responsibility for 

co-payments and deductibles. Patients spend less if it 

costs more; that's basic economics.





New Partnerships…



To survive in the next iteration of American health

care, executives will need to embrace delivery system

transformation. But don’t take my word for it; listen to those 

who are already out there driving the change, like Charles 

Kennedy, CEO of Accountable Care Solutions at Aetna.

“We are selecting partners with executive leadership that 

sees the same type of change that we think is possible. Much 

like venture capitalists, we are investing in the leadership 

team,” he says. “We are looking for leadership that is 

committed to following through.”

Transformational Leadership



A Health Provider Finds Success in Keeping Hospital Beds 

Empty

By ANNIE LOWREY

Published: April 23, 2013

Chicago - On a stormy evening this spring, nurses at Dr. Gary Stuck’s family 
practice were on the phone with patients with heart ailments, asking them 
not to shovel snow. The idea was to keep them out of the hospital, and 
that effort — combined with dozens more like it — is starting to make a 
difference: across the city, doctors are providing less, but not worse, health 
care.

Under the agreement, hospital admissions are down 6 percent. Days spent 
in the hospital are down nearly 9 percent. The average length of a stay has 
declined, and many other measures show doctors providing less care, too.



Value-Based Purchasing…



Hospitals face reimbursement penalties over readmission rates
By Jay Greene, Crain's Detroit Business

December 10, 2012

http://www.modernhealthcare.com/article/20121210/INFO/312109979

In 2013, Henry Ford Health System projects to lose $2.2 million from readmissions with $1 

million of those losses coming from Henry Ford Hospital.

Those cuts for the Henry Ford system will increase in 2014 to $4.3 million, including $2 

million at Henry Ford Hospital, because the penalties will increase to 2 percent in 2014 and 3 

percent in 2015.

Despite reducing actual readmission rates, Detroit Medical Center expects to lose $1.7 

million, or 0.8 percent of Medicare payments, by not meeting the strict readmission 

standards, said Dee Prosi, DMC's senior vice president of marketing and business 

development.

Dearborn-based Oakwood Hospital and Medical Center stands to lose $1.2 million in 2013, 

or 0.82 percent of base Medicare reimbursement, according to an Oakwood statement.

St. John Providence Health System expects to lose $2.3 million in fiscal 2013, despite making 

progress in reducing readmissions, CFO Pat McGuire said.



2013-2014 Penalties:

2014

Hospital City VBP % Admit % Total %

SENTARA NORFOLK GENERAL HOSPITAL NORFOLK -0.01% -0.15% -0.16%

MED COLL OF VIRG RICHMOND -0.05% -0.36% -0.41%

MARY WASHINGTON HOSP FREDERICKSBURG -0.09% -0.72% -0.81%

SOUTHERN VIRG REG MED CNTR EMPORIA -0.31% -1.70% -2.01%

JOHNSTON MEMORIAL HOSPITAL ABINGDON -0.24% -1.08% -1.32%

BON SECOURS MARYVIEW MED CNTR PORTSMOUTH 0.35% -0.22% 0.13%

CHESAPEAKE REGIONAL MED CNTR CHESAPEAKE -0.36% -0.26% -0.62%



Our New Environment:

• CMS Observation admissions up
o 69% in 5 years (1.6 million annually)

• > 24 hour stays doubled between 2006 & 2011

oMedicare inpatient admissions down

oObs admit is a Part B benefit

• Higher costs to patient & higher fees to hospital

oNo admission = no readmission penalty

oNo admission = no SNF benefit





We have an 
answer for this 

challenge!



Our New Environment:

• Catalyst for Payment Reform 
o Coalition of employers (Wal-Mart, Walt Disney, 

Boeing, Intel, GE, Delta Airlines, FedEx, 3M, )

o Pushing for value oriented payments to providers 

(20% by 2020)

• Aetna – Now paying the same for c-section or 

vaginal birth – eliminate incentive for c-section

(H&HN)

• $1,250 for screening colonoscopies – regardless 

of in or out of the hospital (H&HN)



Premium $ to employees –

they get their own insurance

No longer providing

insurance for spouses









Charges & Satisfaction…
Inpatient Prospective Payment System (IPPS) Provider Level Charges and Medicare Payments for 

the Top 100 Diagnosis-Related Groups (DRG)  

Sentara Med Coll of VA Mary Washington

DRG-Definition Charge PMT Charge PMT Charge PMT

189 - PULMONARY EDEMA $   22,912 $     7,259 $    46,524 $     13,739 $    51,110 $    10,317 

638 - DIABETES W CC $   11,537 $     4,477 $    20,432 $        9,100 $    21,754 $      5,263 





Friends/Enemies



Question??

• How has “EMS” done in proving value?











OPPORTUNITY!!









• 9-1-1 Nurse Triage
• Community Health Program
• System Abusers
• CHF/High Risk Dx Readmissions
• Observational Admission Avoidance
• Hospice Revocation Avoidance

“Mobile Integrated Healthcare Practice”



Innovative Partnerships
Better Care – Reduced Cost

• Right Resource

• Right Time

• Right Patient

• Right Outcome

• Right Cost



Texas is ‘Different’



Community Health Program

• “EMS Loyalty Program”
o Proactive home visits

o Educated on health care and alternate resources

o Enrolled in available programs = PCMH

o 10-digit access number 24/7

o Flagged in computer-aided dispatch system

• Co-response on 9-1-1 calls

• Ambulance and MHP

• Non-Compliant enrollees moved to “system abuser” 

status
o No home visits

o Patient destination determined by Medical Director



Community Health Program

• Total CHP Enrollment = 242

• 50 graduated patients with 12 month data pre and 

post enrollment as of July 31, 2013…
o During enrollment

• 48.2% reduction in 9-1-1 use to the emergency 

department

o Post Graduation

• 85.9% reduction in 9-1-1 use to the emergency 

department



Expenditure Savings Analysis (1) Community Health Program
Based on Medicare Rates

Analysis Dates:July 1, 2012 - July 31, 2013

Number of Patients (2): 50

CHP 9-1-1 Transports to ED

Category Base Avoided Savings

Ambulance Charge $1,668 989 $1,649,652 

Ambulance Payment (3) $421 989 $416,369 

ED Charges $904 989 $894,056 

ED Payment (4) $774 989 $765,486 

ED Bed Hours (5) 6 989 5,934 

Total Charge Avoidance $2,543,708 

Total Payment Avoidance $1,181,855 

Per Patient Enrolled CHP

Charge Avoidance $50,874 

Payment Avoidance $23,637 



9-1-1 Nurse Triage

• Navigate low-acuity 9-1-1 calls to most appropriate 

resource

• Low acuity 9-1-1 calls (ALPHA & OMEGA)
o Warm handoff to specially trained in-house RN

• Uses RN education and experience
o With Clinical Decision Support software

• Referral eligibility determined by:
o IAED Physician Board

o Local Medical Control Authority



9-1-1 Nurse Triage

• Key = Referral Network
• Engaged hospital & community partners
o Funding from hospitals

• Know your stakeholder value proposition

• 42.9% of referred patients to alternate 
dispositions
o 54.9% in June ‘13

• Future?
o Physician/Hospital call services
o Telehealth/patient monitoring
o Rx compliance/reminders
o Connect with payer databases?



Did Your Condition Get Better? Talking with Nurse Helped

90.4% 93.4%

9-1-1 Nurse Triage Satisfaction Scores
As of: 8/31/2013



Expenditure Savings Analysis (1) 9-1-1 Nurse Triage Program
Based on Medicare Rates

Analysis Dates:June 1, 2012 - October 31, 2013

Number of Calls Referred: 1063

% of Calls Alternatively Disposed: 42.8%

9-1-1 Transports to ED

Category Base Avoided Savings

Ambulance Charge $1,668 455 $758,940 

Ambulance Payment (2) $421 455 $191,555 

ED Charges $904 455 $411,320 

ED Payment (3) $774 455 $352,170 

ED Bed Hours (4) 6 455 2,730 

Total Charge Avoidance $1,170,260 

Total Payment Avoidance $543,725 

Per Patient Enrolled ECNS

Charge Avoidance $2,572 

Payment Avoidance $1,195 





CHF Readmission Reduction

• At-Risk for readmission
o Referred by cardiac case managers

o Routine home visits 
• In-home education!

• Overall assessment, vital signs, weights, ‘environment’ 

check, baseline 12L ECG, diet compliance, med 

compliance

• Feedback to primary care physician (PCP)

oNon-emergency access number for episodic care

oDecompensating?
• Refer to PCP early

• In-home diuresis



Expenditure Savings Analysis (1) CHF Program
Based on Medicare Rates

Analysis Dates:July 1, 2012 - July 31, 2013

Number of Patients (2): 24

CHF 9-1-1 Transports to ED

Category Base Avoided Savings

Ambulance Charge $       1,668 14 $       23,352 

Ambulance Payment (3) $          421 14 $         5,894 

ED Charges (4) $          904 14 $       12,656 

ED Payment (4) $          774 14 $       10,836 

ED Bed Hours (5) 6 14 84 

Inpatient Charge (4) $     25,000 14 $     350,000 

Inpatient Payment (4) $     17,500 14 $     245,000 

Total Charge Avoidance $386,008 

Total Payment Avoidance $261,730 

Per Patient Enrolled CHF

Charge Avoidance $16,084 

Payment Avoidance $10,905 



Assessment of Health Status:
CHF Patients

MOBILITY SELF-CARE

USUAL 

ACTIVITIES

PAIN / 

DISCOMFORT

ANXIETY / 

DEPRESSION

HEALTH 

STATUS

Enrollment 2.36 2.43 2.21 2.14 2.18 5.21

Graduation 2.59 2.67 2.48 2.44 2.37 7.19

% Change 10.0% 9.8% 12.1% 14.1% 8.8% 37.8%



Goal!



Observation Admission Avoidance

• Partnership with ACO
o ED Physician (Case Manager) identifies eligible patient

• Refer to MedStar Community Health Program

• Non-emergency contact number for episodic care given 

to patient

o In-home care coordination with referring physician

o Assure attendance at PCP follow-up next business day

o Initiated August 1, 2012

• 52 patients enrolled

• 1 patient revisited prior to PCP follow-up





Hospice Revocation Avoidance

• Enroll patients “at risk” for revocation

• Visit at home 
o Counsel – instruct – 10 digit access
o “Register” patient in CAD

• Co-respond with a “9-1-1” call

• Help family through process
� While awaiting hospice RN



Hospice Revocation Avoidance

• 99 patients referred

• 43 patients successful in the end

• 11 revocations

• 10 calls to 9-1-1
o 5 transports

• 3 unrelated to hospice status

• 2 direct admits to in-hospital hospice bed
� No revocation

o 32 still enrolled







Additional Partnerships…

• Delivery System Reform Incentive Payments
o 1115a waiver - Regional Health Partnership

• IGT Based

o New process for Disproportionate Share Hospitals

o Paid for programs that meet:

o How can EMS change the landscape of healthcare?



MedStar Patient Navigation

• Partnership with John Peter Smith Health 

Network to expand:
o 9-1-1 Nurse Triage

oHigh Utilizer Group

oObs Admit Avoidance

o CHF

• And add:
oHomeless Connect

o Community Connect

o ? Asthma program









TO





Community Acceptance



Community Acceptance



Hospitals Try House Calls to Cut Costs, Admissions

February 4, 2013, 6:54 p.m. ET

By Laura Landro laura.landro@wsj.com 

To keep patients out of the hospital, health-care providers are bringing back 

revamped versions of a time-honored practice: the house call.

In addition to a growing number of doctors treating frail patients at home, 

insurers and health systems are sending teams of doctors, nurses, physician 

assistants and pharmacists into homes to monitor patients, administer 

treatments, ensure medications are being taken properly and assess risks for 

everything from falling in the shower to family care-giver burnout. Some are 

adopting programs called "Hospital at Home" to provide hospital-level care in 

the home, including portable lab tests, ultrasounds, X-rays and 

electrocardiograms.

Short Window…



“If you think change is uncomfortable…

Imagine what extinction feels like!”





Opportunities in Your Community?



Additional Resources

• www.medstar911.org/community-health-program

• www.communityparamedic.org/

• www.ircp.info/

• www.hrsa.gov/ruralhealth/pdf/paramedicevaltool.pdf

• www.wecadems.com/cp.html

• www.dhhs.ne.gov/Documents/CommunityParamedicineReport.pdf

• www.nytimes.com/2011/09/19/us/community-paramedics-seek-to-

prevent-emergencies-too.html


