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ABSTRACT
This article touches on the complex and decentralized network that is the US health care system and
how important it is to include emergency management in this network. By aligning the overarching
incentives of opposing health care organizations, emergency management can become resilient to up-
and-coming changes in reimbursement, staffing, and network ownership. Coalitions must grasp the
opportunity created by changes in value-based purchasing and impending Centers for Medicare and
Medicaid Services emergency management rules to engage payers, physicians, and executives. Hope
and faith in doing good is no longer enough for preparedness and health care coalitions; understanding
how physicians are employed and health care is delivered and paid for is now necessary. Incentivizing
preparedness through value-based compensation systems will become the new standard for emergency
management. (Disaster Med Public Health Preparedness. 2016;10:158-160)
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Value-based payments in health care provide
differential payment to providers based on
the quality of care furnished compared to the

cost of care. The payment method was devised to
drive change and innovation. A similar model is
appropriate for health care emergency management,
which has been traditionally a cost-center and not
judged on quality, and as a result has been devalued.

Since 2012 a major reorganization of public sector
funding for health care emergency management has
been underway as funding has shifted to management
by health care coalitions. As health care coalitions are
being reconceived and lose federal funding, new
economic arrangements will be necessary. These
arrangements should reflect how health care is orga-
nized. Large contract management groups offer some
unique opportunities to health care preparedness
planners and policy makers, such as:

∙ Education and professional development programs
in place to train their physicians at their worksite as
opposed to their employer. Regional coalitions or
planners have an opportunity to engage these
physician practice groups and bring local and
coalition-specific training into their efforts.

∙ Hospitals and health systems can make adherence
and participation in emergency preparedness efforts
a required part of provider contracts with physician
groups. Emergency preparedness standards and
requirements would never be more than a small
part of these contracts; their inclusion in any
capacity could marshal attention to the issue and
significantly increase participation.

∙ Payers, especially Medicare and Medicaid, can
incorporate emergency preparedness into their
value-based purchasing programs. Value-based pur-
chasing has been shown to clearly motivate and
move physician behavior in a number of areas such
as reducing hospital-acquired infections and pre-
ventable errors.

Working with physician management companies is
just one area where aligning incentives could increase
the resilience of our emergency management.

The United States continues to face serious difficulties
in developing a robust system of health care pre-
paredness and response. These challenges are com-
pounded by the underlying complexity of the US
health care delivery system, which is less a system
than a network of independent and interdependent
institutions. The health care non-system (or infra-
structure sector) is largely owned by private entities
but is significantly funded by the publicly managed
programs of the Centers for Medicare and Medicaid
Services (CMS).1 CMS programs were responsible for
30% of total health care funding in 2013, and under
the Affordable Care Act, the eligibility criteria for
these programs will be expanded.1

Health care is the largest single sector of the US
economy, employing more than 17% of the popula-
tion.2 The sector will only grow and is predicted to
account for one-third of the total increase in jobs
through 2022.3 Hospitals and their emergency rooms
are shining beacons, attracting all parts of the
community to their doors during all hours of the day.
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The continuity of this sector is essential to the functioning of
all American infrastructures during disasters. The business of
health care adds complexity and has been changing more
quickly than any of the models of emergency management.
Health care networks are adding insurance plans, in some
cases putting their credit rating at risk. This is not an
environment in which cost centers like emergency manage-
ment will thrive.

The passage of the Mental Health Parity and Addiction
Equity Act (MHPAEA, 2008) and in 2010 the Affordable
Care Act (ACA) is continuing to redefine the provision of
health care through extension of insurance privileges.4 The
changes are focused on population health rather than reim-
bursement for tests and procedures, so called value-based
payment programs. A value-based payment system differs
from the current fee-for-service model in that reimbursement
is focused on quality of health care and the monetary
incentives for performing more services have been removed.
By 2018, CMS will make 50% of its Medicare spending based
on value-based programs, and insurers are now describing
value-based programs as the “new norm.”5

In the literature of hospital and health care preparedness, a
focus on the business of health care, yet alone value-based
payments, is hard to discern. The Pandemic and All Hazards
Preparedness Act of 2006, Hurricane Katrina, the H1N1
pandemic, and Hurricane Sandy are the touchstones for
federal funding of health care emergency management. The
lack of attention to the economic drivers of the $3 trillion
health care industry is an inherent weakness in the programs,
policies, and practices of emergency management. Calculat-
ing the monetary cost of a disaster is under-researched, but
examples exist like that of the Fraser Institute for Health and
Risk Analytics model for the cost of disease outbreak.6 More
efforts will be needed to capture preparedness value in order
for emergency management to be relevant to administrators.

In December 2013, CMS proposed new rules for emergency
management designed to increase patient safety and a more
“coordinated” response to disasters. These rules are primarily
process focused (developing plans, policies, and procedures).
Nonetheless, it is possible that not meeting these criteria will
become the basis for penalizing facilities through a reduction
in reimbursement rates. This shift represents an opportunity
for emergency management to reframe the value it brings to
the health care system by creating a direct link to the bottom
line. At the same time, it also represents a threat, as many
emergency managers don’t currently have the ear of or the
skills to speak in terms understood by executives.

A recurrent theme within emergency management is the
quality of the engagement of executives in planning and
preparedness. In 2013, the Centers for Disease Control and
Prevention hosted a meeting entirely devoted to this issue.
The common explanation: emergency managers are not

addressing the concerns of executives. Executives are con-
stantly surveyed, and they universally indicate other business
drivers are more prominent than preparedness.7

Financial stability, patient care, and improving patient safety
and quality in their organizations are the main focus of health
care executives.7 Many of these issues require more complex
cultural change even than preparedness; however, all of them
represent opportunities for emergency managers to provide
daily contributions. The financial challenges stem most
commonly from Medicaid, Medicare, and uncollectable debts
from emergency departments.7 For example, the provision of
uncompensated care in the emergency room cost Parkland
Hospital in Dallas $767 million in 2014.8

There is a compelling need to link the business of health care
and the business of preparedness. For one, the entire federal
funding of the Hospital Preparedness Program (once $646
million per year and in 2015 less than $250 million) expires
in 2 years.9 A superior reason is that preparedness could
become a concern, interest, and service to the executives that
direct health care. Getting executives energized about emer-
gency management would allow more private money to
supplement public resources.

The variety and complexity of the health care “system” is
exemplified by the organizations responsible for providing risk
and emergency management protection. Insurance compa-
nies, public health agencies, emergency medical services,
private and public hospitals and health systems, health coa-
litions, physicians, vendors, and suppliers all operate with
their own unique set of incentives, motivations, and goals. In
many instances the motivations and goals of these institutions
are at cross-purposes, such as the goals of payers (to cover
their pool of enrollees at a high level of care with the best
possible expense) and physicians and hospitals (to care for the
individual patients in their care in the most effective manner
while maximizing the financial interests of their
stakeholders).

This underlying complexity and decentralization makes any
effort that seeks to manage or unify these various independent
and interdependent institutions, such as emergency pre-
paredness, a major challenge. Market economic theorists
argue a managerial approach is doomed to fail, indeed a
complex adaptive system requires failure.10

Too often health care preparedness policy has approached
this challenge with a false notion that the complexity of the
health care delivery system should morph and adapt to the
unique needs of preparedness. The designers of this policy
believe that the underlying tension between contesting
institutions will simply vanish because the goals of emergency
management are noble and important. Rather than
attempting to change the complex health care delivery system
to fit a preset mold of preparedness, policy makers should
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work to analyze the strategies already in place and reorient
those to advance preparedness and coordination.

The lack of engagement in health care preparedness by
senior health care executives has been noted. Equally
troubling is the lack of engagement and incentives among
physicians with respect to preparedness issues, plans, and
strategy. This lack of engagement is more pronounced and
represents a more profound vulnerability even than that of
health care executives.

Over the past decade the employment landscape for physi-
cians has undergone a seismic shift. The days of indepen-
dently practicing doctors is over. In today’s landscape
physicians are by and large falling into one of two employ-
ment categories: employed by hospitals or employed by large
physician practice groups. The number of physicians
employed by hospitals increased 34% between 2000 and 2010
and is likely to keep rising.11 The strategies for engaging these
hospital-employed physicians can be incorporated into the
plans for engaging the hospitals.

Physicians employed by large physician practice groups
require a different approach. Physician practice groups con-
tract with hospitals to provide hospital-based physician ser-
vices. In emergency medicine (outside of large academic
medical centers), most emergency physicians are actually
employed by these physician groups that have contracted
with the hospital. One contract management group could
provide emergency medicine physician coverage at 40% to
50% of hospitals in a small geographic area. Most health care
preparedness strategists, planners, and policy makers do not
acknowledge this economic arrangement. This represents an
opportunity: health care coalitions and emergency managers
now have a single entity to engage.

The purpose of this article is to start a dialogue about how to
infuse an understanding of the business of health care into
health care emergency management. Every day we see changes
in reimbursement, staffing, and network ownership that con-
stantly redefine the provision of clinical care. Similar dynamic
change is not apparent in emergency management; the last
event, rather than what is over the horizon, remains our focus.

The impending CMS emergency management rule, changes
in value-based purchasing, and incentives for underwriting
preparedness could have an entire set of recommendations.
Coalitions must grasp the opportunity to engage payers,
physician groups, and executives on their concerns. Pre-
paredness and health care coalitions must move beyond
being based on faith in doing good to demonstrating an

understanding of how physicians are employed and health
care is delivered and compensated. The same discussion
should be had about ways that pay-for-performance programs
for hospitals can be modified to incentivize preparedness.

About the Authors
Emergency Medicine Associates, Alexandria, Virginia (Mr Corrigan), Indiana-
polis Emergency Medicine Services, Indianapolis, Indiana (Dr Miramonti); and
MESH Coalition, Indianapolis, Indiana (Dr Stephens and Mr Winslow)

Correspondence and reprint requests to Tim Stephens, Divergent Group,
1841 Columbia Road, Suite 714, Washington, DC 20009 (e-mail: tstephens@
divergentgroupllc.com).

REFERENCES

1. Trivedi A. Overview of Health Care Financing. Merckmanuals.com
website. https://www.merckmanuals.com/professional/special-subjects/
financial-issues-in-health-care/overview-of-health-care-financing. Accessed
May 27, 2015.

2. Center for Sustainable Health Spending. Insights From Monthly National
Health Spending Data Through March 2015. http://altarum.org/sites/
default/files/uploaded-related-files/CSHS-Spending-Brief_May_2015.pdf.
Published May 13, 2015. Accessed May 27, 2015.

3. US Bureau of Labor Statistics. Employment Projections: 2012-2022
Summary. US Department of Labor website. http://www.bls.gov/news.
release/ecopro.nr0.htm. Published December 19, 2013. Accessed May 27,
2015.

4. Center for Consumer Information and Insurance Oversight Staff. The
Mental Health Parity and Addiction Equity Act. CMS.gov website.
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-
Protections/mhpaea_factsheet.html. Accessed May 26, 2015.

5. Wall J. Health insurers press gas on value-based payments. The Dose.
http://www.ibj.com/blogs/12-the-dose/post/53239-health-insurers-press-gas-
on-value-based-payments?utm_source=&utm_medium=newsletter&utm_
content=the-dose&utm_campaign=2015-05-18. Published May 18,
2015. Accessed May 26, 2015.

6. Taylor C. Bugs, barriers and borders- challenges and solutions to health
risk preparedness. Int J Emerg Prep. 2015;4.

7. American College of Healthcare Executives. Survey: Healthcare
Finance, Reform Top Issues Confronting Hospitals In 2014. https://
www.ache.org/pubs/Releases/2015/top-issues-confronting-hospitals-2014.
cfm. Published January 12, 2015. Accessed May 26, 2015.

8. Goodwyn W. Texas loses billions to treat the poor by not expanding
Medicaid, advocates say. NPR website. http://www.npr.org/2015/05/
29/410470081/texas-didn-t-expand-medicaid-advocates-say-money-is-
being-left-on-the-table. Published May 29, 2015. Accessed June 4,
2015.

9. Assistant Secretary for Preparedness and Response, US Dept of Health
and Human Services. From Hospitals to Healthcare Coalitions: Transform-
ing Health Preparedness and Response in Our Communities. http://www.phe.
gov/Preparedness/planning/hpp/Documents/hpp-healthcare-coalitions.
pdf. Accessed May 26, 2015.

10. Peppers S. Entrepreneurial security: a free-market model for national
economic security. Homeland Security Affairs. 2013;9:article 7. https://
www.hsaj.org/articles/245. Accessed May 29, 2015.

11. Kirchhoff S. Physician Practices: Background, Organization, And Market
Consolidation. https://www.fas.org/sgp/crs/misc/R42880.pdf. Published
January 2, 2013. Accessed May 27, 2015.

Value-Based Emergency Management

Disaster Medicine and Public Health Preparedness160 VOL. 10/NO. 1

https://doi.org/10.1017/dmp.2015.151 Published online by Cambridge University Press

https://www.merckmanuals.com/professional/special-subjects/financial-issues-in-health-care/overview-of-health-care-financing
https://www.merckmanuals.com/professional/special-subjects/financial-issues-in-health-care/overview-of-health-care-financing
http://altarum.org/sites/default/files/uploaded-related-files/CSHS-Spending-Brief_May_2015.pdf
http://altarum.org/sites/default/files/uploaded-related-files/CSHS-Spending-Brief_May_2015.pdf
http://www.bls.gov/news.release/ecopro.nr0.htm
http://www.bls.gov/news.release/ecopro.nr0.htm
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/mhpaea_factsheet.html
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/mhpaea_factsheet.html
http://www.ibj.com/blogs/12-the-dose/post/53239-health-insurers-press-gas-on-value-based-payments?utm_source=&#x0026;utm_medium=newsletter&#x0026;utm_content=the-dose&#x0026;utm_campaign=2015-05-18
http://www.ibj.com/blogs/12-the-dose/post/53239-health-insurers-press-gas-on-value-based-payments?utm_source=&#x0026;utm_medium=newsletter&#x0026;utm_content=the-dose&#x0026;utm_campaign=2015-05-18
http://www.ibj.com/blogs/12-the-dose/post/53239-health-insurers-press-gas-on-value-based-payments?utm_source=&#x0026;utm_medium=newsletter&#x0026;utm_content=the-dose&#x0026;utm_campaign=2015-05-18
https://www.ache.org/pubs/Releases/2015/top-issues-confronting-hospitals-2014.cfm
https://www.ache.org/pubs/Releases/2015/top-issues-confronting-hospitals-2014.cfm
https://www.ache.org/pubs/Releases/2015/top-issues-confronting-hospitals-2014.cfm
http://www.npr.org/2015�/�05/29�/�410470081/texas-didn-t-expand-medicaid-advocates-say-money-is-being-left-on-the-table
http://www.npr.org/2015�/�05/29�/�410470081/texas-didn-t-expand-medicaid-advocates-say-money-is-being-left-on-the-table
http://www.npr.org/2015�/�05/29�/�410470081/texas-didn-t-expand-medicaid-advocates-say-money-is-being-left-on-the-table
http://www.phe.gov/Preparedness/planning/hpp/Documents/hpp-healthcare-coalitions.pdf
http://www.phe.gov/Preparedness/planning/hpp/Documents/hpp-healthcare-coalitions.pdf
http://www.phe.gov/Preparedness/planning/hpp/Documents/hpp-healthcare-coalitions.pdf
https://www.hsaj.org/articles/245
https://www.hsaj.org/articles/245
https://www.fas.org/sgp/crs/misc/R42880.pdf
https://doi.org/10.1017/dmp.2015.151

	Value-Based Emergency Management
	References


