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ACEP Update

Rebecca Parker, MD, FACEP
Chair, ACEP Board of Directors
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 In accordance with the Accreditation Council for 
Continuing Medical Education (ACCME) Standards and the 
policy of the American College of Emergency Physicians, 
presenters must disclose the existence of significant 
financial interests in or relationships with manufacturers or 
commercial products that may have a direct interest in the 
subject matter of the presentation, and relationships with 
the commercial supporter of this CME activity. These 
presenters do not consider that it will influence their 
presentation.

 Dr. Parker does not have a significant financial relationship 
to report.
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Disclosure

The American College of Emergency Physicians 
promotes the highest quality emergency care and is 
the leading advocate for emergency physicians, their 

patients, and the public.

ACEP’s Mission Statement
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ACEP Leadership
‐‐ Council & Board

Council
Board of 
Directors

ACEP Leadership
‐‐ Board & Executive 
Committee
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Jay A. Kaplan, MD, FACEP
President‐Elect

Rebecca B. Parker, MD, FACEP
Chair of the Board

Alexander Rosenau, DO, FACEP
Immediate Past President

Paul D. Kivela, MD, FACEP

Vice President

John J. Rogers, MD, FACEP

Secretary‐Treasurer

Stephen Anderson, MD, FACEP

James J. Augustine, MD, FACEP

Vidor Friedman, MD, FACEP

Jon Mark Hirshon, MD, FACEP

Hans R. House, MD, FACEP

William Jaquis, MD, FACEP

Robert E.O’Connor, MD, MPH, FACEP

Debra G. Perina, MD, FACEP

Michael J. Gerardi, MD, FAAP, FACEP
President

6

First EM physician as AMA President
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Controversial

 Firearm Injury Prevention

 Opioid Prescribing

 tPA Clinical Policy

 Medicaid Expansion

 Choosing Wisely/Cost Effective 
Delivery TF

 Community Paramedicine and 
Mobile Health Units

Good stuff

 Value of EM

 QCDR/CEDR

 HR 836: Hlthcare Safety Enh. 
Act

 Greatest of Three

 McKesson FAST US 
Edit/Bundling

 EMF Match Challenge

 Meetings, eCME, cmeTracker
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How do we decide?
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Value of Emergency Medicine

9
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Managing the Unfriendly Skies
of Health Reform
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Patients are sicker
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Poor Care Coordination in U.S.

Fischbeck, Paul.“US‐Europe Comparisons of Health Risk for Specific 
Gender‐Age Groups.” Carnegie Mellon University; September, 2009.

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

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

Overall

Non‐elective

Elective/other

ED

Referrals

Other

In 2009, EDs Admitted Half of All U.S. 
Hospital Inpatients

% of inpatient hospital admissions
Kellerman et al. The Evolving Role Of Emergency Departments 

in the United States, RAND Research Report, 2013
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Center of the Hub

 Time Sensitive Diagnosis 

 Acute Undifferentiated Care/All Ages/All Times

 Rapid High Quality Diagnostic Center

 Transitions of Care

Value of Emergency Medicine
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Value Based Purchasing

19

Value Based Purchasing FY 2014
Clinical Process of 
Care Domain          
(Core Measures)
(45% Weight)

Patient Experience 
of Care  Domain   

(HCAHPS )                   
30% Weight)

Outcomes
(25% Weight)

Note:  Implementation FY 2014

Source: OPPS VBP Final rule 11.1.11

Total 
Performance 

Score 

(1.25% at risk) 

No Changes to the 8 
dimensions questions

2014 Value Based Purchasing 
Hospital Profile:

 276‐bed hospital

 22 bed ED

 Patient Revenue:  $630 
million

 Payer mix: 
45% Medicare

1.25% at Risk = $3,543,750 

 45% Clinical Process = $1,594,687 

 30% HCAHPS = $1,063,125 

 25% Outcomes = $885,938

1.25% at Risk = $3,543,750 

 45% Clinical Process = $1,594,687 

 30% HCAHPS = $1,063,125 

 25% Outcomes = $885,938
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VPB Comparison

Patient 
Experience 

of Care 
30% 

Clinical  
Process 
of Care 
45% 

Outcome
s 25% 

2014  Weights 

Patient 
Experience 
of Care 

30%

Clinical 
Process
of Care 
20%

Outcomes
30%

Efficiency
20%

2015 Weights

• VBP adds this 4th Domain in 2015

• Will begin with (1) Measure:

• Episode runs 3 days prior to Inpatient admission to 30 days 
post discharge

• Claims‐based measure, includes all Part A & B

• Is risk adjusted for age, severity of illness

Efficiency Domain FY 2015

“Medicare Spending per Beneficiary Episode”



4/21/2015

9

Physician Value ‐ PQRS

25

Total Impact of Participation in the Physician 
Quality Reporting System (PQRS)

PQRS Programs: 2014 2015

• Traditional PQRS Incentive +0.5% payment in 2015

• PQRS MOC Incentive +0.5% payment in 2015

Total Potential PQRS Incentives +1.0% in 2015

• PQRS Penalties For Failure to 
Report

‐2.0% in 2016 ‐2.0% in 2017

• Value‐based Modifier (VM)* 
For Failure to Report PQRS*

‐2.0% in 2016 ‐4.0% in 2017

Total Potential PQRS/VBPM 
Penalties

‐4.0% in 2016 ‐6.0% in 2017

27

“The Obama Administration Wants to Change 
Dramatically How Physicians Are Paid”

“The Goal is for half of all Medicare payments 
to be handled this way by 2018.”

January 26, 2015

“…tying their fees more closely to...quality…
rather than the quantity.”
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 SGR Repeal and Medicare Provider 
Modernization Act of 2015:

• Merit‐based Incentive Payment System 
(MIPS)

Evolution of Federal Physician Quality 
Programs

2015 2016 2017 2018

Base 0.5% 0.5% 0.5% 0.5%

EHR Continues under current law

PQRS Continues under current law

VM Continues under current law

Evolution of Federal Quality 
Programs

Evolution of Federal Quality 
Programs (continued)

2015‐2018 2019 2020 2021 2022 2023 2024 2025 2026+

Base 0.5% 0.0% 0.25%

EHR

+/‐4%
MIPS

+/‐5%
MIPS

+/‐7%
MIPS

+/‐9%
MIPS

PQRS

VM
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MIPS* Assessment Categories

 Quality
 initially includes measures from PQRS, EHR MU, & Qualified Clinical 

Data Registries (QCDRs)

 Resource Use
 initially includes measures from VM and episodes of care

 EHR Meaningful Use
 demonstrated by use of a certified system (not likely to apply to 

hospital‐based physicians)

 Clinical Practice Improvement Activities
 gives credit for clinical practice improvement activities such as MOC 

Part IV and QCDRs. 

*Physicians in Alternative Payment Models are Exempt

ACEP’s QCDR
Clinical Emergency Data 

Registry (CEDR) 

Traditional PQRS registries Qualified Clinical Data Registries 

(QCDRs)
Provide quality data for Medicare patients only Provides quality data on patients from all payers

Limited to PQRS measures Includes PQRS measures plus up to 30 additional 

specialty specific measures

Requires new “cross‐cutting” measures Does not require “cross‐cutting” measure

Requires groups of 100 or more to report “PQRS‐

CAHPS”

Does not require CAHPS reporting

Less control over quality measures reported More meaningful measures to choose from

Quality measure data collected will be used to 

calculate the quality composite of the Value 

Modifier.

CMS will not include first‐year QCDR measures in 

the VM quality composite until such time as CMS 

has historical data to calculate benchmarks for 

them. For the 2017 VM, in cases where groups are 

assessed under the “50% option” and all EPs 

report via QCDR in 2015, then CMS will classify the 

group’s quality composite score as ‘‘average’’.
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Advocacy

35

SGR Repeal and Replace

36

April 16th, 2015
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HR 836: Health Care Safety Net 
Enhancement Act

37

February 10th, 2015

38

ACEP, EMTALA and the RUC

Source: American Medical Association

Specialty
Physicians

Affected
Average Bad Debt
from EMTALA

Emergency Med 100% $138,300
General Surgery 76% $25,600
Anesthesiology 69% $16,500
OB\GYN 52% $4,100
Radiology 47% $22,000
Internal Medicine 34% $7,000
Gen \ Family Prac 31% $4,700
Pediatrics 23% $2,400
Pathology 13% $3,400
Psychiatry 11% $1,200
Other Specialties 5% $4,500
All Physicians 42% $12,300

39
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General Information Education Activites & Events Hotel & Travel Advocacy

Registration Now Open
May 3--6, 2015
Check   out   the   revamped   Legislative   Advocacy   Conference   and   Leadership   Summit.

Register Now

40

ACEP Leadership and Advocacy 
Conference 2015

Other highlights

41
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Founding Partners

 Council resolution

 Board evaluation of process

 60 Day Comment Period

44

tPA and Clinical Policies Committee

45

GME Merger
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46

47
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$2+ million endowment!
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New ACEP Headquarters

50

New ACEP Headquarters

Groundbreaking April 15th

51
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Little Big ACEPs

52

Government Services Chapter ACEP

53

ACEP15: Boston, MA

October 26-29, 2015
http://www.acep.org/sa/

Thank You!


