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•  Reimbursement	
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•  ACA	
  impact	
  on	
  

reimbursement	
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•  PASTIES	
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•  Boarding	
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  Death	
  

•  Maintenance	
  of	
  
Cer,fica,on	
  

•  Risk	
  Management	
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•  APPs	
  Scope	
  of	
  Prac,ce	
  
•  2	
  Midnight	
  Rule	
  
•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

EMRs	
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L.	
  Poissant	
  et	
  al.,	
  “The	
  Impact	
  of	
  Electronic	
  Health	
  

Records	
  on	
  Time	
  Efficiency	
  of	
  Physicians	
  and	
  Nurses:	
  A	
  
Systema,c	
  Review,”	
  Journal	
  of	
  the	
  American	
  Medical	
  
Informa,cs	
  Associa,on	
  12,	
  no.	
  5	
  (2005):	
  505–516.	
  

•  EHR:	
  	
  Increased	
  documenta,on	
  ,me	
  by	
  17%	
  
•  CPOE:	
  	
  Increased	
  documenta,on	
  by	
  98%	
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A	
  Success	
  Story?	
  

•  The	
  ED	
  Length-­‐Of-­‐Stays	
  decreased	
  by	
  29%,	
  
from	
  6.69	
  to	
  4.75	
  

•  The	
  ED	
  LOS	
  for	
  admiUed	
  pa,ents	
  decreased	
  
35%,	
  from	
  12.22	
  hours	
  to	
  7.96	
  

•  The	
  LOS	
  for	
  discharged	
  pa,ents	
  decreased	
  
18%,	
  from	
  4.61	
  hours	
  to	
  3.78	
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•  Chart	
  comple,on	
  improved	
  from	
  
	
  63%	
  in	
  2004	
  to	
  93%	
  in	
  2006	
  

•  Charges	
  per	
  pa,ent/total	
  charges	
  increased	
  
•  Collec,ons	
  per	
  pa,ent	
  increased	
  

EMRs	
  &	
  Liability	
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DO	
  EHRs	
  Increase	
  Liability	
  
Ozeran,	
  L.,	
  Anderson,	
  M.	
  R.,	
  &	
  FHIMSS,	
  C.	
  White	
  Paper	
  by.	
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Medical	
  Malprac,ce	
  Liability	
  in	
  the	
  Age	
  of	
  Electronic	
  
Health	
  Records.	
  	
  N	
  Engl	
  J	
  Med	
  363;21.	
  	
  November	
  18,	
  2010	
  

•  Early	
  
–  Inadequate	
  training	
  
–  Documenta,on	
  gaps	
  
–  EHR	
  bugs	
  and	
  failures	
  

•  Mid	
  
–  Metadata	
  creates	
  more	
  discoverable	
  events	
  
–  Cut	
  and	
  paste	
  histories	
  
–  Informa,on	
  overload	
  
–  Ignoring	
  decision	
  support	
  

•  Long	
  term	
  
–  Failure	
  to	
  use	
  may	
  =	
  breach	
  in	
  SOC	
  
–  Widespread	
  decision	
  support	
  may	
  result	
  in	
  false	
  SOC	
  

	
  
Case	
  #2	
  

CC:	
  Passed	
  out/fever	
  

HPI:	
  	
  33	
  year-­‐old	
  male,	
  no	
  previous	
  medical	
  history,	
  c/o	
  
sudden-­‐onset	
  headache	
  today.	
  	
   	
   	
  	
  
– He	
  has	
  been	
  having	
  fevers	
  as	
  high	
  as	
  100.	
  	
   	
  	
  
– He	
  had	
  2	
  episodes	
  of	
  syncope	
  today.	
  	
   	
   	
  	
  
– No	
  nausea	
  or	
  vomi,ng.	
  	
   	
   	
   	
   	
  	
  
– He	
  has	
  had	
  some	
  chest	
  conges,on	
  with	
  cough.	
  

	
  

MEDS:	
  Percocet	
  
ALL:	
  Cephalosporins;	
  Levaquin	
  
SH:	
  	
  Smokes	
  tobacco.	
  	
  Denies	
  drugs.	
  Occasional	
  EtOH.	
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Physical	
  Exam	
  
	
  
	
  
GENERAL:	
  	
  Well-­‐appearing	
  male,	
  appears	
  to	
  be	
  in	
  pain.	
  	
  	
  	
  
VS:	
  T	
  98.1º,	
  HR	
  81,	
  BP	
  123/77,	
  RR	
  14,	
  SaO2	
  97%	
  on	
  RA	
  
HEENT:	
  NC/AT.	
  	
  PERRL.	
  	
  EOMI.	
  Mucous	
  membranes	
  moist.	
  
NECK:	
  Supple.	
  	
  No	
  meningismus	
  or	
  meningeal	
  signs.	
  	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  

No	
  JVD,	
  no	
  LAN.	
  
HEART:	
  	
  RRR,	
  no	
  murmurs	
  
LUNGS:	
  	
  Clear	
  to	
  ausculta,on	
  bilaterally.	
  
ABD:	
  	
  Sop,	
  nontender,	
  nondistended.	
  	
  Normal	
  ac,ve	
  BS.	
  
EXT:	
  Thin,	
  good	
  peripheral	
  pulses.	
  	
  No	
  edema.	
  	
  	
  
NEURO:	
  Alert	
  and	
  oriented	
  x3.	
  No	
  deficits	
  on	
  exam.	



ED	
  Timeline	
  
	
  
	
   • 	
  11:13	
  	
  Arrives	
  by	
  private	
  vehicle	
  
• 	
  13:28	
  	
  Seen	
  by	
  EM	
  resident	
  
• 	
  13:59	
  	
  AUending	
  EM	
  physician	
  signs	
  up	
  on	
   	
   	
  

	
  computerized	
  tracking	
  system	
  
• 	
  14:49	
  	
  Ketorolac	
  30mg	
  IV	
  administered	
  
•  16:24	
  	
  LP	
  completed	
  
•  18:26	
  	
  Morphine	
  5mg	
  IV;	
  	
   	
   	
   	
   	
  	
  	
  	
  	
  	
  
Vancomycin	
  1gm	
  IV	
  administered	
  (aper	
  LP	
  results)	
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Diagnos,cs	
  
	
  
	
   • 	
  WBC	
  12.9,	
  84%	
  neutrophils	
  
• 	
  CT	
  Head:	
  Normal	
  
• 	
  Lumbar	
  puncture:	
  CSF	
  clear	
  &	
  colorless	
  

• 	
  Tube	
  #1	
  -­‐	
  	
  26	
  WBC	
  /	
  650	
  RBC	
  
• 	
  Tube	
  #4	
  -­‐	
  	
  34	
  WBC	
  /	
  41	
  RBC	
  

ED	
  Course	
  
	
  
	
   •  20:08	
  	
  Cepriaxone	
  2gm	
  IV	
  administered	
  	
  

	
   	
  	
  	
  	
  	
  	
  (ordered	
  by	
  EM	
  aUending)	
  

→	
  RN	
  calls	
  EM	
  physician	
  (elsewhere	
  in	
  a	
  large	
  ED)	
  
→	
  Reports	
  pa,ent	
  c/o	
  hand	
  pruri,s	
  /	
  flushed	
  skin	
  
→ 	
  Physician	
  gives	
  verbal	
  order	
  via	
  cell	
  phone	
  to	
  D/C	
  
cepriaxone	
  infusion	
  

• 	
  20:18	
  	
  Benadryl	
  50mg	
  IV	
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ED	
  Course	
  
	
  
	
  
RN	
  calls	
  EM	
  physician	
  a	
  2nd	
  ,me	
  due	
  to	
  pt	
  c/o	
  SOB	
  

→ 	
  Per	
  RN,	
  ‘Pt	
  gasping,	
  audibly	
  wheezing,	
  drooling,	
  	
  	
  	
  
	
  with	
  edema	
  of	
  face,	
  lips,	
  tongue,	
  arms’	
  

	
  

ED	
  Course	
  
	
  
	
  
RN	
  calls	
  EM	
  physician	
  a	
  2nd	
  ,me	
  due	
  to	
  pt	
  c/o	
  SOB	
  

→ 	
  Per	
  RN,	
  ‘Pt	
  gasping,	
  audibly	
  wheezing,	
  drooling,	
  	
  	
  	
  
	
  with	
  edema	
  of	
  face,	
  lips,	
  tongue,	
  arms’	
  

• 	
  Epinephrine	
  0.3mg	
  1:10,000	
  IV	
  x2	
  doses	
  
• 	
  Solumedrol	
  125mg	
  IV	
  
•  Pepcid	
  20mg	
  IV	
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ED	
  Course	
  
	
  
	
  
RN	
  calls	
  EM	
  physician	
  a	
  2nd	
  ,me	
  due	
  to	
  pt	
  c/o	
  SOB	
  

→ 	
  Per	
  RN,	
  ‘Pt	
  gasping,	
  audibly	
  wheezing,	
  drooling,	
  	
  	
  	
  
	
  with	
  edema	
  of	
  face,	
  lips,	
  tongue,	
  arms’	
  

• 	
  Epinephrine	
  0.3mg	
  1:10,000	
  IV	
  x2	
  doses	
  
• 	
  Solumedrol	
  125mg	
  IV	
  
•  Pepcid	
  20mg	
  IV	
  

• 	
  Pt	
  intubated	
  with	
  adjunct	
  use	
  of	
  bougie	
  

An	
  addi,onal	
  issue:	
  
	
  
	
   	
  On	
  subsequent	
  review,	
  it	
  is	
  discovered	
  that	
  

the	
  same	
  physician	
  ordered	
  IV	
  cepriaxone	
  for	
  
a	
  pt	
  with	
  a	
  cephalosporin	
  allergy	
  6	
  months	
  
earlier	
  

	
  

	
  In	
  a	
  bizarre	
  coincidence,	
  it	
  also	
  happened	
  to	
  
	
  be	
  the	
  exact	
  same	
  pa+ent,	
  who	
  had	
  
	
  developed	
  ur,caria	
  and	
  mild	
  wheezing	
  
	
  during	
  that	
  previous	
  encounter	
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Healthcare	
  Roundtable	
  
•  EMRs	
  and	
  the	
  Erosion	
  of	
  

efficiency	
  
•  Documenta,on	
  Demands	
  
•  Reimbursement	
  Changes	
  

P4P	
  
•  ACA	
  impact	
  on	
  

reimbursement	
  
•  Choosing	
  Wisely	
  
•  PASTIES	
  
•  Social	
  Media	
  
•  Boarding	
  =	
  Death	
  

•  Maintenance	
  of	
  
Cer,fica,on	
  

•  Risk	
  Management	
  
PaUerns	
  

•  APPs	
  Scope	
  of	
  Prac,ce	
  
•  2	
  Midnight	
  Rule	
  
•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

Documenta,on	
  Demands	
  
	
  ICD-­‐10	
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Differences	
  

•  October	
  1,	
  2014	
  
•  Much	
  more	
  detail	
  
•  Diagnos,c	
  code	
  sets	
  

– 13,000	
  v.	
  68,000	
  
•  Procedure	
  codes	
  

– 3,000	
  v.	
  87,000	
  

Improvement	
  in	
  Coding	
  Event	
  
Accuracy	
  

•  Hurt	
  at	
  the	
  opera:	
  Y92253	
  
•  Stabbed	
  while	
  croche,ng:	
  

Y93D1	
  
•  Walked	
  into	
  a	
  lamppost:	
  

W2202XA	
  
•  Walked	
  into	
  a	
  lamppost,	
  

subsequent	
  encounter:	
  
W2202XD	
  

•  Submersion	
  due	
  to	
  falling	
  or	
  
jumping	
  from	
  crushed	
  
water	
  skis:	
  V9037XA	
  

•  Z3754	
  Sextuplets,	
  all	
  liveborn	
  
•  W5922xS	
  Struck	
  by	
  turtle,	
  sequelae	
  
•  Z62891	
  	
  Sibling	
  rivalry	
  
•  Z631	
  Problems	
  in	
  rela,onship	
  with	
  

in-­‐laws	
  
•  V9107xD	
  Burn	
  due	
  to	
  water-­‐skis	
  on	
  

fire,	
  subsequent	
  encounter	
  
•  T505x6A	
  Underdosing	
  of	
  appe,te	
  

depressants,	
  ini,al	
  encounter	
  
•  V9733xD	
  Sucked	
  into	
  jet	
  engine,	
  

subsequent	
  encounter	
  
•  T63442S	
  Toxic	
  effect	
  of	
  venom	
  of	
  

bees,	
  inten,onal	
  self-­‐harm,	
  sequelae	
  
•  Z621	
  Parental	
  overprotec,on	
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EM	
  Specific	
  	
  

•  Trimester	
  of	
  pregnancy	
  
•  AMI	
  coding:	
  	
  Heart	
  wall	
  involved,	
  Ini,al	
  or	
  
subsequent,	
  and	
  STEMI	
  or	
  NSTEMI	
  

•  Asthma:	
  	
  	
  Mild	
  intermiUent,	
  mild	
  persistent,	
  
moderate	
  persistent,	
  severe	
  persistent,	
  other	
  
specified	
  then	
  document	
  if	
  is	
  uncomplicated,	
  
(acute)	
  exacerba,on,	
  or	
  status	
  asthma,cus	
  

•  Decubitus	
  ulcer:	
  	
  Anatomic	
  site,	
  Laterality	
  
when	
  appropriate,	
  Stage	
  of	
  pressure	
  ulcer	
  

EM	
  Specific	
  
•  Disloca,ons:	
  	
  Anatomic	
  site,	
  laterality,	
  type	
  of	
  injury-­‐
disloca,on,	
  subluxa,on	
  sprain,	
  episode	
  of	
  care	
  
A=ini,al,	
  D=subsequent	
  encounter,	
  S=sequelae.	
  

•  Substance	
  related	
  disorders:	
  	
  need	
  to	
  know:	
  	
  
substance,	
  whether	
  dependence	
  or	
  abuse,	
  with	
  or	
  
without	
  current	
  intoxica,on,	
  associated	
  psycho,c	
  
disorder,	
  status	
  (in	
  remission)	
  

•  Alzheimer’s:	
  	
  early	
  onset,	
  late	
  onset	
  or	
  other	
  then	
  
note	
  if	
  it	
  is	
  with	
  or	
  without	
  behavioral	
  disturbance	
  



12/7/13	
  

16	
  

Healthcare	
  Roundtable	
  
•  EMRs	
  and	
  the	
  Erosion	
  of	
  

efficiency	
  
•  Documenta,on	
  Demands	
  
•  Reimbursement	
  Changes	
  

P4P	
  
•  ACA	
  impact	
  on	
  

reimbursement	
  
•  Choosing	
  Wisely	
  
•  PASTIES	
  
•  Social	
  Media	
  
•  Boarding	
  =	
  Death	
  

•  Maintenance	
  of	
  
Cer,fica,on	
  

•  Risk	
  Management	
  
PaUerns	
  

•  APPs	
  Scope	
  of	
  Prac,ce	
  
•  2	
  Midnight	
  Rule	
  
•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

Reimbursement	
  Changes	
  

•  IPPS	
  
•  OPPS	
  
•  PQRS	
  
•  Value	
  Based	
  Purchasing	
  
•  Value	
  Based	
  Payment	
  Modifier	
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“Incen,ve	
  Payment	
  History”	
  

2007	
  Physician	
  Quality	
  Repor,ng	
  System	
  –	
  1.5%	
  
subject	
  to	
  a	
  cap	
  
	
  
2008	
  Physician	
  Quality	
  Repor,ng	
  System	
  –	
  1.5%	
  
	
  
2009	
  Physician	
  Quality	
  Repor,ng	
  System	
  –	
  2.0%	
  
	
  
2010	
  Physician	
  Quality	
  Repor,ng	
  System	
  –	
  2.0%	
  

“Incen,ve	
  Payment	
  History”	
  

The	
  Affordable	
  Care	
  Act	
  authorized	
  incen,ve	
  payment	
  
through	
  2014;	
  
	
  •	
  2011	
  Physician	
  Quality	
  Repor,ng	
  System-­‐1%	
  
	
   	
  Pos,ng	
  of	
  those	
  who	
  successfully	
  report	
  
	
  •	
  2012	
  Physician	
  Quality	
  Repor,ng	
  System-­‐0.5%	
  
	
  •	
  2013	
  Physician	
  Quality	
  Repor,ng	
  System-­‐0.5%	
  
	
   	
  Pos,ng	
  of	
  individual	
  provider	
  performance	
  
	
  •	
  2014	
  Physician	
  Quality	
  Repor,ng	
  System-­‐0.5%	
  

2015:	
  	
  1.5%	
  Penalty	
  for	
  not	
  repor,ng	
  
2016:	
  	
  2%	
  Penalty	
  for	
  not	
  repor,ng	
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For	
  2013	
  	
  There	
  Are	
  Four	
  PQRS	
  
Programs: 

Based	
  on	
  Reported 
2013	
  Claims 

Based	
  on	
  Reported 
2014	
  Claims 

1.  Tradi,onal	
  PQRS	
  Incen,ve +0.5%	
  	
  payment	
  in	
  
2014 

+0.5%	
  payment	
  in	
  
2015 

2.  PQRS	
  	
  
3.  	
  Incen,ve 

+0.5%	
  payment	
  in	
  
2014 

+0.5%	
  payment	
  in	
  
2015 

Total	
  Poten:al	
  PQRS	
  Incen:ves +1.0%	
  in	
  2014 +1.0%	
  in	
  2015 

3.	
  	
  	
  PQRS	
  Penal,es	
  For	
  Failure	
  to	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  Report 

-­‐1.5%	
  in	
  2015 -­‐2.0%	
  in	
  2016 

4.  Value-­‐Based	
  Modifier	
  
(VBM)*	
  	
  For	
  Failure	
  to	
  
Report	
  PQRS* 

-­‐1.0%	
  in	
  2015 -­‐1.0%	
  in	
  2016 

Total	
  Poten:al	
  PQRS	
  Penal:es -­‐2.5%	
  in	
  2015 -­‐3.0%	
  in	
  2016 

Stacie	
  S.	
  Jones,	
  ACEP	
  Director	
  of	
  Quality/Health	
  IT	
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OPPS	
  Measures	
  in	
  Detail	
  

•  OP-­‐16	
  	
  	
  	
  	
  	
  Troponin	
  Results	
  for	
  Emergency	
  
Department	
  acute	
  myocardial	
  infarc?on	
  
(AMT)	
  pa?ents	
  or	
  chest	
  pain	
  pa?ents	
  (with	
  
Probable	
  Cardiac	
  Chest	
  Pain)	
  Received	
  Within	
  
60	
  minutes	
  of	
  Arrival	
  

•  Outcomes?	
  
•  All	
  Chest	
  Pain	
  Pa,ents?	
  ✗
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OPPS	
  Measures	
  in	
  Detail	
  
•  OP-­‐19	
  	
  	
  	
  	
   	
  Transi?on	
  Record	
  with	
  Specified	
  Elements	
  
Received	
  by	
  Discharged	
  Pa?ents	
  

	
  
• 	
  Major	
  procedures	
  and	
  tests	
  performed	
  during	
  ED	
  visit,	
  AND	
  	
  
• 	
  Principal	
  diagnosis	
  at	
  discharge	
  OR	
  chief	
  complaint,	
  AND	
  	
  
• 	
  Pa,ent	
  instruc,ons,	
  AND	
  	
  
• 	
  Plan	
  for	
  follow-­‐up	
  care	
  (OR	
  statement	
  that	
  none	
  required),	
  
including	
  primary	
  physician,	
  other	
  healthcare	
  professional,	
  or	
  
site	
  designated	
  for	
  follow-­‐up	
  care,	
  AND	
  	
  
• 	
  List	
  of	
  new	
  medica,ons	
  and	
  changes	
  to	
  con,nued	
  
medica,ons	
  that	
  pa,ents	
  should	
  take	
  aper	
  ED	
  discharge,	
  with	
  
quan,ty	
  prescribed	
  and/or	
  dispensed	
  (OR	
  intended	
  dura,on)	
  
and	
  instruc,ons	
  for	
  each.	
  	
  
	
  
	
  

✗	
  
	
  2014	
  IPPS	
  Final	
  Rule	
  

(2016	
  Reimbursement)	
  

•	
  PN-­‐3b:	
  Blood	
  Cultures	
  Performed	
  in	
  the	
  Emergency	
  Department	
  Prior	
  to	
  Ini,al	
  
An,bio,c	
  Received	
  in	
  Hospital	
  has	
  been	
  removed	
  from	
  both	
  the	
  Hospital	
  IQR	
  and	
  
from	
  the	
  FY2016	
  Hospital	
  VBP	
  program,	
  which	
  ACEP	
  supported	
  
•	
  AMI-­‐8a:	
  Timing	
  of	
  Receipt	
  of	
  Primary	
  Percutaneous	
  Coronary	
  Interven,on	
  (PCI)	
  has	
  
been	
  removed	
  from	
  the	
  FY2016	
  Hospital	
  VBP	
  program.	
  However,	
  based	
  on	
  feedback	
  
from	
  ACEP	
  on	
  this	
  measure,	
  CMS	
  will	
  con,nue	
  to	
  collect	
  AMI-­‐8a	
  as	
  part	
  of	
  the	
  
Hospital	
  IQR	
  Program	
  for	
  the	
  FY2016	
  Payment	
  Determina,on.	
  
•	
  ED-­‐1:	
  Median	
  ,me	
  from	
  ED	
  arrival	
  to	
  ,me	
  of	
  departure	
  from	
  the	
  emergency	
  room	
  
for	
  pa,ents	
  admiUed	
  to	
  the	
  hospital;	
  and	
  
•	
  ED-­‐2:	
  Median	
  ,me	
  from	
  admit	
  decision	
  to	
  ,me	
  of	
  departure	
  from	
  the	
  ED	
  for	
  ED	
  
pa,ents	
  admiUed	
  to	
  the	
  inpa,ent	
  status	
  have	
  been	
  suspended	
  for	
  valida,on.	
  
•	
  The	
  ED	
  Throughput	
  Measures	
  are	
  s,ll	
  finalized	
  for	
  the	
  Hospital	
  IQR	
  Program	
  
Measures	
  Adopted	
  for	
  the	
  FY	
  2015	
  &	
  FY	
  2016	
  Payment	
  Determina,on	
  and	
  
Subsequent	
  Years.	
  
CMS	
  recognizes	
  the	
  importance	
  of	
  valida,ng	
  ED-­‐1	
  and	
  ED-­‐2,	
  and	
  an,cipates	
  that	
  their	
  
removal	
  from	
  valida,on	
  will	
  be	
  temporary	
  un,l	
  they	
  determine	
  an	
  appropriate	
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  Management	
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  Scope	
  of	
  Prac,ce	
  
•  2	
  Midnight	
  Rule	
  
•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

The	
  Not	
  So	
  Affordable	
  Care	
  Act	
  

•  Premiums	
  
•  Deduc,bles	
  
•  Cancella,ons	
  
•  Medicaid	
  Expansion	
  
•  $36	
  Million	
  more	
  insured	
  

– At	
  what	
  rate	
  
•  CMS	
  Final	
  Rule:	
  	
  3%	
  increased	
  reimbursement	
  
•  Who’s	
  in	
  the	
  pool	
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Healthcare.gov	
  
How’s	
  it	
  Going?	
  

•  A	
  Colossal	
  Cluster	
  
•  First	
  day:	
  	
  Reported	
  millions	
  signed	
  up	
  

– Actual	
  6!	
  
•  November	
  6,	
  2013:	
  	
  1,100	
  simultaneous	
  users	
  
•  Silicone	
  Valley	
  Bail	
  out	
  

– Es,mated	
  5	
  million	
  lines	
  of	
  code	
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•  3	
  Day	
  rule	
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  Acetaminophen	
  

Maintenance	
  of	
  Cer,fica,on	
  

•  Part	
  I	
  
•  Part	
  2	
  
•  Part	
  3	
  
•  Part	
  4	
  

–  PI	
  and	
  CP	
  
–  PQRS	
  Bonus	
  0.5%	
  
	
  

ACEP-­‐ABEM	
  
	
  CME	
  for	
  LLSA	
  
	
  Part	
  4	
  
	
  Part	
  2	
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ABEM	
  
•  1.	
  	
  Complete	
  at	
  least	
  one	
  LLSA	
  test	
  in	
  2013	
  -­‐-­‐	
  even	
  if	
  you	
  

have	
  already	
  met	
  your	
  current	
  ABEM	
  MOC	
  requirements,	
  
meaning	
  you	
  didn't	
  have	
  to	
  do	
  one	
  in	
  2013.	
  	
  

•  2.	
  	
  AUest	
  to	
  comple,ng	
  PI	
  and	
  CP	
  ac,vi,es	
  on	
  ABEM	
  
MOC	
  Online	
  by	
  December	
  31,	
  2013	
  -­‐-­‐	
  even	
  if	
  you	
  have	
  
already	
  met	
  your	
  current	
  ABEM	
  MOC	
  requirements.	
  	
  

•  3.	
  	
  Apply	
  for	
  the	
  PQRS	
  MOC	
  incen,ve	
  through	
  ABEM	
  
MOC	
  Online	
  by	
  December	
  31,	
  2013.	
  	
  You	
  will	
  be	
  charged	
  
a	
  $25	
  fee	
  by	
  ABEM	
  to	
  prepare	
  &	
  submit	
  your	
  informa,on	
  
to	
  CMS.	
  	
  

AOBEM	
  
Requirements for Participation in 2013 PQRS Incentive Program: 

1. Maintain a valid unrestricted license in the United States.

2. Complete one of the following two options. (Do EITHER A or B) 

1. Exceed the CME requirement of 120 hours in the three year cycle ending 
December 31, 2015. Documentation of 50 hours of CME acquired during 2013 will 
satisfy this requirement. CMS requires these educational and self-assessment 
programs to have an assessment of what was learned.

OR

2. Successfully complete one COLA examination in 2013. Any COLA will satisfy this 
requirement.

3. Participate in and complete a Practice Performance Module as outlined in the 
AOBEM practice performance guidelines. Even if you achieve 100% on your initial 
evaluation, CMS requires a plan for improvement and a re-assessment after the 
improvement intervention is implemented.

4. Participate in and complete a Patient Experience of Care Survey. Information 
regarding this is available on this our web site. (You can use PG or PRC.)



Fill out the Attestation of completion form. The AOBEM must receive this 
completed form by midnight Dec. 31, 2013. 
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score)	
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  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

APPs	
  &	
  Scope	
  of	
  Prac,ce	
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51	
  

ED	
  Workforce	
  of	
  the	
  Future	
  

Safety	
  net	
  for	
  the	
  Safety	
  net	
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Define	
  Who	
  You	
  Are	
  

•  Coopera,ve	
  approach	
  between	
  …?	
  
– SEMPA	
  
– ENA	
  
– AAPA	
  
– AANP	
  

APP	
  

APC	
  

Doctor	
  

NPP	
  

MLP	
  

Physician	
  Extenders	
  

Scope	
  of	
  Prac,ce	
  

•  Defined	
  ….	
  
•  Level	
  of	
  Supervision	
  
•  Skill	
  Competency	
  
•  Creden,aling	
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Klauer	
  K.	
  	
  Innova,ve	
  staffing	
  in	
  emergency	
  departments:	
  the	
  
role	
  of	
  midlevel	
  providers.	
  CJEM.	
  2013	
  May	
  1;15(3):134-­‐40.	
  

Supervision	
  
PAs	
  compared	
  to	
  Nurse	
  Prac,,oners?	
  
	
  Autonomous	
  
	
  Indirect	
  Supervision	
  
	
   	
  Consulta,on	
  
	
   	
  No	
  consulta,on	
  
	
  Direct	
  Supervision	
  
	
  	
  

	
  
	
  

October	
  2011	
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Scope	
  of	
  Prac,ce	
  

•  Educa,on	
  and	
  Experience	
  
•  State	
  Law	
  
•  Facility	
  Policies	
  
•  Physician	
  Delega,on	
  

“The	
  board	
  does	
  not	
  recognize	
  or	
  
bestow	
  any	
  level	
  of	
  competency	
  
upon	
  a	
  physician	
  assistant	
  to	
  carry	
  
out	
  a	
  specific	
  task.	
  Such	
  recogni:on	
  
of	
  skill	
  is	
  the	
  responsibility	
  of	
  the	
  
supervising	
  physician.	
  However,	
  a	
  
physician	
  assistant	
  is	
  expected	
  to	
  
perform	
  with	
  similar	
  skill	
  and	
  
competency	
  and	
  to	
  be	
  evaluated	
  by	
  
the	
  same	
  standards	
  as	
  the	
  physician	
  
in	
  the	
  performance	
  of	
  assigned	
  
du,es.”	
  
	
  
Wyoming	
  Board	
  of	
  Medicine	
  Rules	
  and	
  
Regula,ons	
  (2007).	
  Chapter	
  5,	
  Sec,on	
  4d.	
  	
  

Creden+aling	
  

•  Hospital	
  Bylaws	
  
•  Delinea,on	
  of	
  Privileges	
  
•  Applica,on	
  
•  Verifica,on	
  of	
  training/competency	
  



12/7/13	
  

30	
  

Creden+aling	
  
The	
  Joint	
  Commission	
  

	
  
	
  Those	
  who	
  provide	
  “medical	
  level	
  of	
  care”	
  must	
  use	
  the	
  medical	
  staff	
  
process	
  for	
  creden?aling	
  and	
  privileging,	
  making	
  all	
  [medical	
  staff]	
  
standards	
  applicable	
  (including	
  recommenda,on	
  by	
  the	
  organized	
  medical	
  
staff	
  and	
  approval	
  by	
  the	
  governing	
  body,	
  OPPE,	
  and	
  FPPE).	
  
	
  
	
  	
  	
  	
  	
  	
  	
  	
  APNs	
  should	
  request	
  privileges	
  only	
  for	
  those	
  responsibili,es	
  involving	
  
medical	
  level	
  of	
  care	
  and	
  not	
  those	
  responsibili,es	
  already	
  allowed	
  under	
  
the	
  RN	
  scope	
  of	
  prac,ce.	
  
	
  	
  	
  	
  	
  	
  	
  	
  APNs	
  and	
  PAs	
  who	
  provide	
  “medical	
  level	
  of	
  care”	
  must	
  be	
  
creden:aled	
  and	
  privileged	
  through	
  the	
  medical	
  staff	
  standards	
  process	
  
	
  	
  	
  	
  	
  	
  	
  	
  APNs	
  and	
  PAs	
  who	
  do	
  not	
  provide	
  “medical	
  level	
  of	
  care”	
  u,lize	
  the	
  
human	
  resources	
  “equivalent”	
  process	
  detained	
  in	
  HR.01.02.05,	
  EPs	
  10–15.	
  

Coding	
  Compliance	
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•  IV	
  Acetaminophen	
  

Risk	
  Management	
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The	
  Current	
  Malprac,ce	
  Climate	
  

•  Claims	
  Frequency	
  
•  1/25,000	
  ED	
  visits	
  
•  Indemnity	
  

– 2002:	
  	
  $80,000	
  
– 2012:	
  	
  $158,000	
  
– 1	
  in	
  3	
  

•  CDC	
  Ambulatory	
  Care	
  Study	
  
– 117	
  million	
  ED	
  visits	
  in	
  2007	
  
– 94.9	
  million	
  in	
  1997	
  

2012	
  ASHRM	
  Hospital	
  Professional	
  
Liability	
  Benchmark	
  Analysis	
  	
  

Future	
  claim	
  severity	
  expected	
  to	
  
increase	
  4%	
  annually	
  
Loss	
  Rate:	
  	
  $6.80	
  per	
  visit	
  

Bouncebacks?	
  
30	
  Yrs	
  
135,000	
  Pts	
  
17	
  

The	
  Current	
  Malprac,ce	
  Climate	
  
High	
  Risk	
  Jurisdic,ons	
  for	
  2012	
  
State 	
   	
   	
   	
   	
  %	
  Exceeding	
  $2	
  million	
  
	
  
Wash,	
  DC	
   	
   	
   	
   	
   	
  11.4%	
  
Fairfield,	
  CT 	
   	
   	
   	
   	
  10.3%	
  
Philadelphia,	
  PA	
   	
   	
   	
  9.1%	
  
South	
  FL 	
   	
   	
   	
   	
   	
  8.6%	
  
Cook	
  County,	
  IL 	
   	
   	
   	
  8.1%	
  
New	
  York	
  City 	
   	
   	
   	
  4.8%	
  
PA,	
  excluding	
  Phil 	
   	
   	
  4.6%	
  
Central	
  FL 	
   	
   	
   	
   	
  3.4%	
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•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

2	
  Midnight	
  Rule	
  
•  Observa,on	
  v.	
  Full	
  admission	
  
•  An	
  admission	
  las,ng	
  more	
  than	
  2	
  midnights	
  
•  Reduce	
  Obs	
  admissions	
  

–  Reduce	
  burden	
  on	
  Medicare	
  beneficiaries	
  
•  Long	
  stay	
  obs	
  (>48	
  hrs)	
  

–  2006:	
  	
  3%	
  v.	
  2011:	
  8%	
  
–  RAC	
  (recovery	
  audit	
  contractor)	
  
–  Review	
  charts	
  for	
  verifica,on	
  of	
  inpt	
  admission	
  	
  

•  Admi�ng	
  Physician	
  (?)	
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  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

3	
  Day	
  Rule	
  

•  2005:	
  	
  $2.6	
  Billion	
  
•  Pa,ents	
  &	
  Families:	
  	
  $430	
  per	
  day	
  	
  
•  1965:	
  	
  Implemented	
  to	
  avoid	
  abuse	
  of	
  scarce	
  
outpa,ent	
  beds	
  (e.g.	
  ECF)	
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  Midnight	
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•  3	
  Day	
  rule	
  
•  CURB	
  65	
  (pneumonia	
  

score)	
  
•  Push	
  the	
  Plunger	
  
•  IV	
  Acetaminophen	
  

•  1.	
  Avoid	
  computed	
  tomography	
  (CT)	
  scans	
  of	
  the	
  head	
  in	
  emergency	
  department	
  
pa,ents	
  with	
  minor	
  head	
  injury	
  who	
  are	
  at	
  low	
  risk	
  based	
  on	
  validated	
  decision	
  
rules.	
  Minor	
  head	
  injury	
  is	
  a	
  common	
  reason	
  for	
  visi,ng	
  an	
  emergency	
  department.	
  
The	
  majority	
  of	
  minor	
  head	
  injuries	
  do	
  not	
  lead	
  to	
  skull	
  fractures	
  or	
  bleeding	
  in	
  the	
  
brain	
  —	
  which	
  would	
  need	
  to	
  be	
  diagnosed	
  by	
  a	
  CT	
  scan.	
  

•  2.	
  Avoid	
  placing	
  indwelling	
  urinary	
  catheters	
  in	
  the	
  emergency	
  department	
  for	
  
either	
  urine	
  output	
  monitoring	
  in	
  stable	
  pa,ents	
  who	
  can	
  urinate	
  on	
  their	
  own,	
  or	
  
for	
  pa,ent	
  or	
  staff	
  convenience.	
  These	
  catheters	
  are	
  used	
  to	
  assist	
  when	
  pa,ents	
  
cannot	
  urinate,	
  to	
  monitor	
  how	
  much	
  they	
  urinate,	
  or	
  for	
  pa,ent	
  comfort.	
  

•  3.	
  Don’t	
  delay	
  engaging	
  available	
  pallia,ve	
  and	
  hospice	
  care	
  services	
  in	
  the	
  
emergency	
  department	
  for	
  pa,ents	
  likely	
  to	
  benefit.	
  This	
  is	
  medical	
  care	
  that	
  
provides	
  comfort	
  and	
  relief	
  for	
  pa,ents	
  who	
  have	
  chronic	
  or	
  incurable	
  diseases.	
  
Early	
  referral	
  from	
  the	
  emergency	
  department	
  to	
  hospice	
  or	
  pallia,ve	
  care	
  services	
  
can	
  benefit	
  pa,ents,	
  resul,ng	
  in	
  both	
  improved	
  quality	
  and	
  quan,ty	
  of	
  life.	
  

ACEP’s	
  Choosing	
  Wisely	
  
	
   	
   	
  Submissions	
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•  4.	
  Avoid	
  an,bio,cs	
  and	
  wound	
  cultures	
  in	
  emergency	
  department	
  
pa,ents	
  with	
  uncomplicated	
  skin	
  and	
  sop	
  ,ssue	
  abscesses	
  aper	
  
successful	
  incision	
  and	
  drainage	
  and	
  with	
  adequate	
  medical	
  follow-­‐
up.	
  Skin	
  and	
  sop	
  ,ssue	
  infec,ons	
  are	
  a	
  frequent	
  reason	
  for	
  visi,ng	
  an	
  
emergency	
  department.	
  Some	
  infec,ons,	
  called	
  abscesses,	
  become	
  
walled	
  off	
  under	
  the	
  skin.	
  Opening	
  and	
  draining	
  the	
  abscess	
  is	
  the	
  
appropriate	
  treatment;	
  an,bio,cs	
  offer	
  no	
  benefit.	
  

•  5.	
  Avoid	
  ins,tu,ng	
  intravenous	
  IV	
  fluids	
  before	
  doing	
  a	
  trail	
  of	
  oral	
  
rehydra,on	
  therapy	
  in	
  uncomplicated	
  emergency	
  department	
  cases	
  
of	
  mild	
  to	
  moderate	
  dehydra,on	
  of	
  children.	
  Many	
  children	
  who	
  
come	
  to	
  the	
  emergency	
  department	
  with	
  dehydra,on	
  require	
  fluids.	
  
To	
  avoid	
  pain	
  and	
  poten,al	
  complica,ons,	
  it’s	
  preferable	
  to	
  give	
  
these	
  fluids	
  by	
  mouth	
  instead	
  of	
  the	
  use	
  of	
  an	
  IV.	
  

Healthcare	
  Roundtable	
  
•  EMRs	
  and	
  the	
  Erosion	
  of	
  

efficiency	
  
•  Documenta,on	
  Demands	
  
•  Reimbursement	
  Changes	
  

P4P	
  
•  ACA	
  impact	
  on	
  

reimbursement	
  
•  Choosing	
  Wisely	
  
•  PASTIES	
  
•  Social	
  Media	
  
•  Boarding	
  =	
  Death	
  

•  Maintenance	
  of	
  
Cer,fica,on	
  

•  Risk	
  Management	
  
PaUerns	
  

•  APPs	
  Scope	
  of	
  Prac,ce	
  
•  2	
  Midnight	
  Rule	
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EFFICACY OF PATIENT-CONTROLLED ANALGESIA FOR 
PATIENTS WITH ACUTE ABDOMINAL PAIN IN THE 

EMERGENCY DEPARTMENT: A RANDOMIZED TRIAL 
Birnbaum, A., et al, Acad Emerg Med 19(4):370, April 2012 

•  206 Adults (18-65) 
•  Acute abdominal pain 
•  Randomized:  MS regimen 

– 0.1mg/kg IV, then at discretion 
– PCA:  0.1mg/kg, then demand dose 1.0mg 
– PCA:  0.1mg/kg, then 1.5mg  (6 minute lock 

out interval) 
•  30 min:  Decrease by 4; 30-120min: 0 

&1.4 

Physician-Initiated 
>25% 
 4/67 
0/70 
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INTRAVENOUS	
  ACETAMINOPHEN	
  IN	
  THE	
  EMERGENCY	
  DEPARTMENT.	
  
Kwiatkowski,	
  J.L.,	
  et	
  al,	
  J	
  Emerg	
  Nurs	
  39(1):92,	
  January	
  2013	
  

	
  
•  FDA	
  Approval	
  2010	
  
•  Avoids	
  first-­‐pass	
  hepa,c	
  metabolism	
  

– Peak	
  Concentra,ons:	
  	
  15	
  min	
  v.	
  1	
  hour	
  
– Max	
  concentra,on	
  70%	
  higher	
  

•  Comparable	
  analgesic	
  effects	
  
– Renal	
  colic;	
  Extremity	
  injuries	
  

•  Contraindica,ons:	
  	
  severe	
  hepa,c	
  impairment	
  
or	
  ac,ve	
  liver	
  disease	
  

•  Cost	
  1g:	
  	
  $10	
  v.	
  $0.05	
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Pushing	
  the	
  Plunger	
  
•  “The	
  regula,on	
  you	
  quoted	
  has	
  changed.”	
  
	
  
•  “Our	
  anesthesia	
  regula,on	
  in	
  482.52	
  directs	
  who	
  may	
  administer	
  

anesthesia.	
  	
  RN’s	
  or	
  LPN’s	
  can	
  never	
  administer	
  anesthesia	
  (CRNA	
  are	
  
allowed).	
  	
  Minimum	
  and	
  Moderated	
  seda,on	
  is	
  not	
  anesthesia,	
  therefore	
  
a	
  trained	
  RN	
  can	
  be	
  a	
  seda,on	
  nurse.”	
  

	
  
•  “The	
  professional	
  who	
  pushes	
  the	
  plunger	
  on	
  the	
  syringe	
  that	
  contains	
  a	
  

medica,on	
  is	
  the	
  person	
  who	
  “administers”	
  that	
  medica,on.	
  	
  If	
  that	
  
medica,on	
  is	
  for	
  analgesia	
  (minimal	
  or	
  moderate	
  seda,on)	
  the	
  
medica,on	
  may	
  be	
  administered	
  by	
  a	
  trained	
  RN	
  under	
  the	
  personal	
  
supervision	
  of	
  the	
  physician.	
  	
  However,	
  if	
  the	
  medica,on	
  is	
  anesthesia,	
  
that	
  medica,on	
  can	
  only	
  be	
  administered	
  by	
  a	
  person	
  qualified	
  to	
  
administer	
  anesthesia	
  in	
  accordance	
  with	
  482.52	
  (in	
  hospitals).	
  	
  Note	
  that	
  
deep	
  seda,on	
  is	
  anesthesia.”	
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Social	
  Media:	
  	
  Innocent	
  fun?	
  

•  HIPAA-­‐related	
  Issues	
  
– Unauthorized	
  disclosure	
  of	
  PHI	
  

•  Non-­‐HIPAA-­‐related	
  Issues	
  
– Personal	
  vs.	
  Professional	
  

•  Friending	
  your	
  pa,ents?	
  
•  ED	
  Images	
  
•  ED	
  Videos	
  

Teaching	
  Cases?	
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Poten,al	
  Issues	
  

•  Login	
  Used	
  For	
  Digital	
  Radiography	
  System	
  
•  All	
  staff	
  members	
  are	
  not	
  created	
  equal	
  

	
  

Facebook	
  case	
  RI	
  
•  Dr.	
  Alexandra	
  Thran	
  
•  Posted	
  recounts	
  of	
  pa,ent	
  encounters	
  on	
  FB	
  
•  No	
  inten,onal	
  disclosure	
  of	
  PHI	
  
•  The	
  events	
  were	
  specific	
  and	
  allowed	
  for	
  3rd	
  
party	
  iden,fica,on	
  

•  Medical	
  Board	
  
– Unprofessional	
  Conduct	
  
– $500	
  fine	
  
– Reprimand	
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Boarding	
  =	
  Death	
  
•  Boarding	
  (Acad	
  Emerg	
  Med.	
  2011	
  Dec;18(12):1386-­‐91)	
  

A	
  single	
  Monday	
  evening:	
  	
  47%	
  of	
  134	
  MI	
  EDs	
  
•  Safety	
  
THE	
  ASSOCIATION	
  BETWEEN	
  EMERGENCY	
  DEPARTMENT	
  CROWDING	
  AND	
  ADVERSE	
  
CARDIOVASCULAR	
  OUTCOMES	
  IN	
  PATIENTS	
  WITH	
  CHEST	
  PAIN	
  Pines,	
  J.M.,	
  et	
  al,	
  Acad	
  
Emerg	
  Med	
  16(7):617,	
  July	
  2009	
  	
  
•  4,424	
  Adults	
  possible	
  ACS	
  
•  ACS:	
  	
  18%	
  
•  Death,	
  Cardiac	
  Arrest,	
  Delayed	
  AMI,	
  CHF,	
  Dysrhythmias,	
  HYN	
  

	
  	
  12%	
  in	
  ACS	
  and	
  4%	
  of	
  others	
  
•  ED	
  Crowding	
  ACS	
  Group:	
  	
  Lowest	
  qr,le	
  to	
  Highest:	
  	
  OR	
  (adverse	
  event)	
  
•  Occupancy:	
  	
  3.1;	
  WR	
  #:	
  3.7;	
  Pt	
  Care	
  Hrs:	
  5.2	
  

	
  
88	
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Thank	
  you	
  !	
  


