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DIVERS ONS:

|s EMS PaART oF THE PROBLEM OR SoOLUTION?

Hospital overcrowding is
one of the largest systemic
concernsin Health Care. As
thisreality spreads, diversions
become increasingly com-
mon. (seethe “Trends’ ar-
ticleat pagetwo.) Overtime,
this has had an effect on pa-
tient satisfaction, ambulance
turn-around time and produc-
tivity levels and on the hospi-
tals' capacity to care for pa-
tients.

Guillermo Fuentes, Deputy
Director of Operations for
Montreal’ sSEM S system pro-
vides this insight about how
they addressed the problem
of diverson. Montreal EMS
responds to approximately
265,000 cdls annualy and
provides 197,000 transports.
Of these, 160,000 are emer-
gency related and 37,000 are
interfacility. They serve 17
emergency rooms and two
pediatric hospitals. Both call
center andfield operationsare
managed by EMS.

Montreal isdifferent in that
one of itsinitid mandates 20
years ago was to manage
hospital overcrowding.
Fuentes premise is that “al
health caresystemsareover-
whelmed and the diversion
systemistakingonehospital’s
misery and shifting it to an-
other hospitd forcingthat hos-
pital to absorb their misery
and someone else's misery
whichin turnforcesthat hos-
pital to close.”

Initssimplest form, hospital
diversion occurswhen ahos-
pital, by whatever local means
available, denies access to
patients transported by am-
bulance. Thiscantake many
formsbeit full or strict diver-
sion in which case no ambu-
lancesareacceptedincluding
criticaly ill patients, to partia
diversions which are spe-
ciaty-specific. While it may
seem illogical when taken at
face value that the sickest
patientsarerefused accessto
definitive care, the redity is

that it is founded on sound
logic. What Montread has
learned is that every hospital
has a finite capacity for care
and as such can and will be-
come overwhelmed if not
managed appropriately.

A growing number of EMS
agencies are following the
trend by trying to manage in
rea time a problem that was
predictable. Attemptstocom-
pensate late in the event are
analogous to a parachutist
waiting until they are on the
ground to open their chute.

According to Fuentes, “We
have established that hospi-
tals have afinite capacity for
care. We have aso admitted
that hospitals become over-
whelmed. Where the logic
becomeswesk isinthe belief
that when one hospita de-
mands a diverson al other
hospitals are gtting around
waiting for patients. We as-
sume that hospitals become
overwhelmed in series, asin-
dividua establishments, rather

continued page 3

EMTALAFINAL RULE

Key provisions of the final
rule taking effect November
10 include the redefinition of
ED’s, clarificationsregarding
hospital owned groundand air
ambulance services and the
on-cd | requirementsfor back-
up specidists.

The final rule expands the
definition of emergency de-
partment to mean any depart-
ment or facility of thehospital,
whether situated on or off the
main hospital campus, that:
(2) islicensed by the state as
an emergency room or emer-
gency department; (2) isheld
out to the public as providing
care for emergency medical
conditions without requiring
an gppointment; or (3) during
itspreviouscalendar year, has

provided at least one-third of
al its outpatient visits for the
treatment of emergency
medica conditions on an ur-
gent basis.

Hospital based EMS ser-
vices (including air ambu-
lances) can transport to other
facilities without violating
EMTALA, as long as they
are operating as part of a
community-wide protocolsor
protocols mandated by state
law. The rule aso further
clarifies that medica control
physicians are not subject to
EMTALA when destinations
are based upon community-
wideprotocols. Thefind rule
aso changed “closest hospi-
tal” to “closest appropriate
facility.”

Also significant for EMSis
the softening of on-call poli-
ciesfor specialistsbackingup
an ED. This may make it
moredifficulttodeterminethe
hospitd’ struecapabilities(ap-
propriateness) in any given
instance. Specialists may be
“oncal” a multiplefacilities.
The American College of
Emergency Physicians
(ACEP) indicated that the
provison may increase the
number of patients requiring
transfer to facilities able to
provide care.

The find rule also clarifies
that EMTALA sanctions
would not gpply to hospitasin
an affected area during ana-
tiona emergency.
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EMS& HosPitaL TRENDS & NOTES

AAA Launches Internet
Based CME. AAA has
partnered with EM SED.com
to provide CECBEMS ap-
proved Continuing Medical
Education, monthly manage-
ment briefings and specid-
ized workshops via the
Internet. Contact: www.
EMSED.com for more info.

Response Time Validity?
Published data from the
Ontario Prehospital Ad-

vanced Life Support
(OPALYS) Study indicate that
the response time threshold
for many EMS systems may
behigh. Most urban systems
keyed response times to
Eisenburg's1979 study. The
data published in the August
03 issue of Annals. The
OPALS research under-
scores the validity of the
NFPA 1710standardsfor First
Responders.

M or e Defib — University of
lowaand University of Michi-
ganresearchersevauatedthe
vaueof ingalingdefibrillators
in various public locations.
Published in the Journa of

Generd Internal Medicine,
their findings are that the $3k
investment offers good value
if the location is expected to
have at |east one cardiac ar-
rest every seven years. Lo-
cations such as retail stores
and elementary schools may
not be cost effective while
defibrillator placements at
high-risk locations such as
senior centersare. Low risk
sites might be better served
offeringwe ghtlossand smok-
ing cessation classes, accord-
ingtolowa sleadresearcher.

Zero Tolerance. Thelnter-
national Association of Fire
Chiefs (IAFC) has adopted a

policy statement indicating
that if someonehasconsumed
acohol within the previous
eight hoursthey areindigible
to participatein activitiesand
functionsof thefire/EM Sser-
vice including training activi-
ties. Alcohol isnot permitted
in any operational areaof the
department and for those or-
ganizations that raise funds
operating or renting socia
halls must provide a clear
separation of facilities. Writ-
ten policiesshould bein place
to reinforce the policy includ-
ing blood acohal testing of
any individuasinvolvedinany
accident causing measurable
damage or injury.

HEeALTHCARE TRENDS & EMS STRATEGIES

Noted futurist Russ Coile
recently outlined 10 broad
hedthcareindustry trends. Six
of these have direct implica
tionsfor EM S and non-emer-
gency providers. Organiza
tional strategiescan bebuiltif
oneunderstandsthetrend, the
implication or customer prob-
lem that needs to be solved.

1. Expanding inpatient
demandwill overtax capac-
ity. Hospitalswill bestretched
as inpatient service demand
increases. Diversions will
continue to be an issue for
emergency services. Devel-
opinginnovativewaysto moni-
tor capacity isapriority. Non-
emergency Sservices posi-
tionedto seamlesdly transport
patients between out-patient
and in-patient facilities can
achieveacompetitive advan-
tage.

2. Consumers becoming
the centerpiece of health-

care. According to Coile,
hospitals are getting a con-
sumer centered make-over
from parking lots to critical
care units. For ambulance
services, strategies should be
focused on making it easier
for customers to do business
withyour organization. These
effortshave apositiveimpact
at call reception/dispatch, dur-
ing patient interactions and
particularly by usng high lev-
els of persondized service
when collecting accounts.

3. Costs arerising. The
story of rising costs and de-
creasing reimbursement is
quickly forgotten. It must be
told and retold if the public
and loca regulatory officials
are to understand this is oc-
curring throughout the nation,
not just within your service.

4. Safety remains para-
mount. ImplicationsforEMS
include using the mediato tell

your side of the story. From
investment in driving safety
and technology (e.g. CAD &

GPS) improving saferesponse
times to explaining your in-

volvement in homeland secu-

rity and ongoing community
educational efforts. Since 9-

11, safety and security is a
higher priority.

5. Workforce shortages
continuing. Ambulanceser-
vices need to be innovative
with methods to attract and
retain staff. Efforts include
dternativeinitia trainingmod-
els and broader acceptance
of Internet based distance
learningfor medical and man-
agement CE.

6. Damaged public confi-
dence. Therecent USA To-
day articles about EMS, re-
ports of Medicare fraud and
news accounts of poor ser-
vice have undermined confi-
dence and suggest the need

for focused communications
programsto addressissuesof
public trust.

Trendsprovideperspective.
Implicationsof thetrendsand
addressing the underlying is-
suescanbechalenging. How-
ever, trends also create op-
portunities for those whose
vision, strategy andtacticsare
tightly linked.
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Diversions: Is EMS PART oF THE PROBLEM OR SoLUTION?

than as a system. We also
assume that ambulance di-
versions can correct a prob-
lem punctually thattook hours,
days or weeks to create.”

In Montreal, EMS repre-
sents 10to 15 % ofall patients
seen in an emergency room
but will represent an average
0f50% ofall admissions. See
Figure 1.

Simply put, the older the
patient, the higher the prob-
ability that when he or she is
admitted to a hospital, they
will have been transported by
ambulance. See Figure 2.

Itis easy to observe that the
older the patient the longer
the patient may stay when he
or she is hospitalized. See
Figure 3.

Montreal’s conclusion is
thatthe single largest control-
lable consumer ofhospital ser-
vices is EMS. Fuentes be-
lieves that this is valid for
other North American cities.

If this premise is correct,
the importance of managing
incoming hospital volume cor-
rectly from EMS becomes
critical. While it may be im-
possible to control the vol-
ume, it is possible to make
sure distribution is equitable
and more importantly predict-
able. This allows hospitals to
adjust to a predictable reality
(getting the cute open earlier)
and avoids trying to manage
atthe end of'the freefall event.

To achieve a different out-
come EMS must stop looking
athospitals through the emer-
gency room and to start look-
ing at hospitals as a whole,
according to Fuentes. Quo-
tas, oramaximum capacity to
absorb patients, exist in all
systems be it a shared quota
in which all parties are aware

CONTINUED FROM PAGE 1

Figure 1.
EMS Impact on the System
Based on Admissions
% Admission Ratios of Walk-ins Versus Ambulance
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Admissions by Age Group of
Walk-in Versus Ambulance
Admission Ratios to Emergency Rooms
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Figure 3.

EMS Impacted on the System Based
on Hospital Time in Days

Average Hospital Time

2000_2001 Less than 65 = 84,665
transports * 35% * 9.2 days =
16 272 621 hospital days
14
12 65-74=39,555 transports
I * 52% * 11 days =
10 226 255 hospital days
n
T 8
© Greater then 74 = 25,495
o transports *68% * 14.2 days=
246 180 hospital days
4
2
0 T T
18-64 ans 65-74 ans > 75 ans
Age [745 056 hospital days consumed by EMS |

ofitorbeitaperceived quota.
For example, “We know that
XYZ Hospital never takes
more than 10 ambulances.”
There is a point at which a
hospital must divert because
it is no longer able to absorb
patients. A maximum limit
that is easily understandable
is the physical capacity that
hospitals have.

In Montreal, they take the
system as a whole, count all
hospital beds then attribute a
quota of ambulances at the
equivalent ratio of beds that
the hospital has. (e.g. if the
hospital has 10 percent of all
beds in the city then it cannot
receive more than 10 percent
of all ambulance patients in
the city. Obviously with more
data, the equation becomes
more precise. In Montreal,
“we take into consideration,
walk-in patients versus pa-
tients that arrive by ambu-
lance; age factors, specialty
programs etc. Once the
amount of patients are estab-
lished (amount is equivalent
to a percentage of ambulance
transports and not absolute
numbers) EMS then manages
to attain those numbers.”

Since the elimination ofthe
diversion system we went
fromrespecting the hospitals’
capacities to absorb patients
at the 40" percentile to re-
specting the capacity at the
90t percentile, according to
Fuentes.

This approach leads to re-
ducing the impact of delaying
care which correspondingly
increased satisfaction for both
patients and crewmembers.

Focus appreciates Mon-
treal EMS sharing this infor-
mation with our readers.
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CREATING SucceEssrFuUL ALLIANCES

The future of EMS lies in
the cooperation of stakehold-
ers in developing community
based aliances that provide
good va ueto respective con-
stituent groups. Instead of
drawinglinesinthesand, indi-
vidua sand organizationsmust
recognize the forces at work
in our society and economy
that aredrivingthesechanges.

Public safety and hedlthcare
organizationsarebeginningto
work together with increas-
ingfrequency. Hereareseven
steps to be considered when
developing a community ali-
ance:

Recognize everyone
must give up some power
togain power. Compromises
have to be made, and every-
one has to approach the situ-

ationwillingtogivesomething
up.

Reach agreement early
on assumptions about the
future. This step istime in-
tensive, but without thesefun-
damental agreements, goas
and future directions can be
difficult to achieve.

Make sure the process
has integrity. Don’t game
it. Theremust be respect and
trust a al levels within the
respective organizations for
this processto be successful.
Consensus building doesn’t
just happen; it is the result of
a deliberate process.

Establish a strong “ case
for cooperation.” ldentify
the risks for each organiza-
tion if they continue indepen-
dently, aswell asthe benefits

to each if they collaborate.
But most important, focus on
the benefits to the commu-
nity.

Recognize each entity
has its own culture and
oper ating style.Regardless
of the level of collaborative
effort, potential gulfs caused
by past history and differing
philosophies must be bridged.

Create a compelling
shared vision. Too many
leadersdismissthisasunnec-
essary and have afailed joint
planning effort to show for it.
When people are faced with
new paradigms, such as cre-
ating partnershipsand collabo-
ration, instead of competition,
they needtimetolet go of the
old ideas and embrace the
new. The powerful forceof a

shared vison may bethe only
thing that keeps everyone on
track when the going gets
rough.

Provide financial disin-
centives for disruptive
partners. The“rules’ need
to remain constant remain for
thelifeof theagreement. This
can be addressed contractu-
ally regardless of changesin
firechiefsand administrators,
company ownershipandlocal
elected officias.

Producing higher-quality
EM Sand medical transporta-
tion services with fewer re-
sources is an economic fact
of life. Creating aliancesand
partnerships that emphasize
collaboration instead of com-
petition is a creative way to
improve outcomes.

@ A\

Ambulance Service M anagement
(ASM) Certificate Program
Class Starts: Online-Jan 15, Onsite-Feb 22-28 and Apr 18-24
Key areas include |eadership, operation systems & issues,
finance, HR, increasing personal effectiveness, marketing
and developing community support.
For more info: sconroy @emprize.net or go to
www.fitchassoc.com/services/conferences.htm
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Do WE Have THE RiGHT PERSON?

If the person, company name or address is incorrect, or if you
would like additional managers to receive the Management Focus:
Fax this page with correction to 816.431.2653 or email
sconroy @emprize.net. Alternatively, requests for an electronic
version of the Focus can be made at www.fitchassoc.com/

M anagementFocus.htm
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