BUREAU OF EMERGENCY MEDICAL SERVICES & TRAUMA SYTEM COMMENTS TO THE
“Model Performance Measures for State Traffic Record Systems White Paper”
INTRODUCTION SECTION
White Paper comments by the Arizona Department of Health Services (ADHS) Bureau of EMS and Trauma System (BEMSTS) will be limited to the following Data Systems to the extent specified in parentheses, if any: Crash; Roadway (to the extent involving “location reference” data, i.e., latitude and longitude coordinates of crash sites), and Injury Surveillance. The relevant Six Performance Areas (i.e., Timeliness, Accuracy, Completeness, Uniformity, Integration, and Accessibility) will be included when applicable to comments concerning the four targeted Data Systems.
The Arizona EMS Database (AEMSD), within the BEMSTS, is comprised of prehospital EMS Patient Care Report (PCR) data submitted by participating Arizona EMS agencies. The data submitted by EMS agencies must conform to the Arizona EMS Data Dictionary, comprised of data elements with respective definitions, field values, and data entry business logic rules. The Arizona State Trauma Registry (ASTR) is similarly situation in the BEMSTS by containing trauma patient records submitted quarterly by designated trauma centers and participating non-trauma-center acute care hospitals. Trauma data submitted by the aforementioned hospitals must conform to the ASTR Data Dictionary, comprised of data elements with respective definitions, field values, and data entry business logic rules. The comments and recommendations reflect interoperability conventions of the AEMSD and ASTR, as well as the Hospital Discharge and Hospital Emergency Department Discharge databases in the Bureau of Public Health Statistics (BPHS) and the intended interaction with the State Crash Database in the Arizona Department of Transportation/Motor Vehicle Division (ACD).
COMMENTS & RECOMMENDATIONS SECTION

Crash Data System (CDS): White Paper Pages 10 – 12
Comment:

The BEMSTS would utilize the Crash Data System CDS, a component of the ACD, to complete, validate, and correct selected data elements of flagged prehospital care files in the AEMSD and the ASTR through an integration and accessibility process between the AEMSD, ASTR, and the ACD.
White Paper Performance Indicator(s) for Accuracy, Completeness, Uniformity/Consistency
Consider adding C-A-1-EMS, C-C-1-EMS & C-C-2-EMS, and C-U-2-EMS performance indicators that address EMS and trauma data element accuracy, completeness, and uniformity to identify the EMS Agencies that treats/transports traffic crash patients. Arizona has added the “EMS ID” data element to the Crash Report that enables officers completing crash reports to insert the alphanumeric code for the EMS agency that treats/transports traffic crash patients. The EMS ID alphanumeric codes are standardized for the AEMSD and the ASTR. All law enforcement agencies have the alphanumeric EMS ID codes listed in Appendix-H of the State of Arizona Traffic Crash Report Indexed Instruction Manual.
Consider adding C-A-4-EMS, C-C-3-EMS & C-C-4-EMS, and C-U-3-EMS performance indicators that address EMS and Trauma data element accuracy, completeness, and uniformity to identify the “Transport To” hospital facility number. This the hospital destination the ground or air ambulance transported to the traffic crash patient to. Arizona has added “Transported To” data element that requires the officer completing the crash report to insert the alphanumeric code for the state licensed hospital/facility the ground or air ambulance transported the patient to. The Transport To alphanumeric codes are standardized for the AEMSD, the ASTR, and the Arizona Hospital Discharge database (AHD) and Arizona Emergency Department Discharge database (AEDD). All Arizona law enforcement agencies have the alphanumeric Transport To codes listed in Appendix-K of the State of Arizona Traffic Crash Report Indexed Instruction Manual.

Integration

Consider adding a C-I-2-EMS performance indicator that addresses the percent of records on the State Crash File with an EMS response that are linked to a corresponding record on the State Trauma Registry file. Some states may not desire a direct integration between law enforcement crash databases and trauma registry databases. Integration could, however, be achieved indirectly by a single integration process where trauma files are integrated via law enforcement agency requests to a designated state database manager using a deterministic data element to locate the corresponding trauma file, or probabilistically if multiple data elements are required to narrow the target trauma file.
Accessibility
Consider adding a C-X-2-EMS performance indicator that addresses the number of state and local agencies capable of utilizing software to access the State EMS Database, the State Trauma Registry, and the State Crash Database. Several options for achieving access could be established. One option might be to enable an Arizona-based law enforcement agency representative to access the AEMSD consistent with his or her access privileges. Another example might involve limiting law enforcement access to the AEMSD by requiring data element requests be submitted to the State EMS Data Manager. The same two possible options would apply to the State EMS Data Manager or State Trauma Registry Manager seeking access to crash data to complete or correct missing or erroneous data.
Vehicle Data System (CDS): White Paper Pages 12 – 13

No Comment or Recommendations

Driver Data System: White Paper Pages 13 – 15
No Comment or Recommendations

Roadway Data System: White Paper Pages 16 – 17

Comment:

The BEMSTS should not have a need to directly utilize the Roadway Data System CDS to complete, validate, and correct Global Position data element field values (Latitude and Longitude) entered on a Crash Report by a law enforcement officer at the crash scene. If The BEMSTS decided to conduct a geo-code (Latitude and Longitude) study for EMS incidents or designated trauma incidents resulting from traffic crashes and correlate Global Position data with select AEMSD or ASTR data elements (e.g., Injury Severity Score, Protective Devices/Airbag Deployment, etc.), the EMS Data Manager or the State Trauma Registry Manager could either directly access the ACD to run the query or request the ACD administrator at the ADOT/MVD to run the query..

Recommendations:

Integration
Consider adding an R-I-1-EMS performance indicator that addresses the ability for link the AEMSD to the ACD for purposes of conducting incident studies on EMS incidents and Global Position crash location data. 
Consider adding an R-I-1-TR performance indicator that addresses the ability for link the AEMSD to the ACD for purposes of conducting incident studies on EMS incidents and Global Position crash location data. 

Injury Data System: White Paper Pages 20 – 23

White Paper Performance Indicator(s) for Timeliness:
“I-T-1-EMS: For a calendar year, the median number of days from the date of an EMS run until the run report is entered into the State EMS file.”

Comment:
I-T-1-EMS may not be practicable to Arizona’s prehospital data collection program due to data submission requirements for EMS agencies. Participating EMS agencies must submit their data to the BEMSTS on a quarterly basis, and they have two months time to submit data from the previous quarter. For example, the submission due data for Quarter 1 data (patient treatment dates of January 1 through March 31) must be submitted to the BEMSTS no later than May 1 of the same calendar year.
Recommendation:

Draft two categories of time-based performance measures that accommodate monthly, quarterly, and semi-annual State EMS Database submission standards set by the various states. One category would measure the median number of days from the EMS run date to the state submission date. The other category would measure the median number of days from the State submission due date until the date the data are actually submitted to the State EMS database.
Arizona Examples:

“I-T-1-EMS: The median number of days from the date EMS agencies must submit an EMS run for the reporting quarter to the State EMS Database until the date an EMS run for the reporting quarter is entered into the State EMS Database.”
“I-T-2-EMS: The median number of days from the date an EMS run is generated for the reporting quarter until the date the EMS run for the reporting quarter is entered into the State EMS Database.”
“I-T-1-TR: For a calendar year, the median number of days from the date of hospital discharge until the record is entered into the State Trauma Registry data file.”
Comment:
I-T-1-TR is not practicable to Arizona’s ASTR due two reasons. The first reason is Arizona’s trauma records submission requirements. All trauma centers and participating acute care hospitals must submit their trauma records to the ASTR on a quarterly basis, and they have three months time to submit their trauma records for the previous quarter. For example, the submission due data for Quarter One trauma records (ED/Hospital Arrival Months of January 1 through March 31) must be submitted to the ASTR no later than July 1 of the same calendar year.

The second reason that I-T-1-TR is not practicable to Arizona’s ASTR is because the quarterly submission dates are based on the date the trauma patient arrived in the Emergency Department or the Hospital, and not when the trauma patient was discharged from the reporting trauma center or participating acute care hospital.
Recommendation:

“I-T-1-TR: The median number of days from the date trauma centers and participating acute care hospitals must submit a trauma record for the reporting quarter to the State Trauma Registry until the date a trauma record for the reporting quarter is entered into the State Trauma Registry.”

“I-T-2-EMS: The median number of days from the date a trauma patient arrives in the Emergency Department or the Hospital (e.g., Direct Admission – ED Bypass) for the reporting quarter until the date the trauma record for the reporting quarter is entered into the State Trauma Registry.”

“I-T-1-ED: For a calendar year, the median number of days from the date of emergency department discharge until the record is entered into the State Emergency Department data file.”
“I-T-1-HD: For a calendar year, the median number of days from the date of a hospital discharge until the record is entered into the State Hospital Discharge data file.”

Comment (I-T-1-ED):

I-T-1-ED is not practicable in Arizona because the submission of Emergency Department (ED) discharge data are in 6-month intervals, and the submission due date from the closing date of the prior 6-month interval is statutorily set. For example, ED discharge data for January 1 through June 30 is due July 1 of the same year, and is deemed late if the data are not received by August 15 of the same year.
Comment (I-T-1-HD):

I-T-1-HD is not practicable in Arizona because the submission of Hospital Discharge (HD) data are in 6-month intervals, and the submission due date from the closing date of the prior 6-month interval is statutorily set. For example, HD data for January 1 through June 30 is due July 1 of the same year, and is deemed late if the data are not received by August 15 of the same year.

Recommendations (I-T-1-ED and I-T-1-HD):

Reporting performance indicators/measures must look at each state’s data submission requirements and then develop a method for comparing states’ reporting performance on an apples-to-apples basis.
White Paper Performance Indicator(s) for Accuracy:

“I-A-1-EMS: Percent of records on the State EMS data file that are error-free (based on an audit of the file’s NEMSIS National Data Elements).”
Comment/Recommendation:
I-A-1-EMS measurement of “error free” should include a definition of “error” ”(does error mean required data elements under the logic rules for the condition are blank or incorrectly populated?), and the definition may require adjustments to reflect 1) demographic dataset and event dataset categorical errors; 2) require all records audited to be “complete” based upon business logic rules for the type of condition that determines which data element fields are populated and what field values are used to populate them; 3) determine whether the audit will review a pre-determined time interval with complete data (e.g., 12-month, six-month, or three-month intervals; 4) establish an objective measure to reliability comparer one state’s error-free performance with another state – perhaps use a Rate method (e.g., # completed error free records per 10,000 or 100,000 completed records, etc.) instead of a percentage method – this will place states on an even playing field for a state-by-state comparison; 5) ensure that the appropriate NEMSIS schema is used when conducting the audits (e.g., a state’s EMS data for 2008 will only be audited against the 2008 NEMSIS schema), or hold off on performing the NEMSIS audit until a specified year and ensure a single NEMSIS schema is used to audit state records for the determined year; and 6) ensure that the NEMSIS schema is error free.
“I-A-1-TR: Percent of records on the State Trauma Registry data file that are error-free (based on an audit of the file’s data elements from the NTDS for compliant State standards).”

Comment/Recommendation:
I-A-1-RT measurement of “error free” should include a definition of “error”(does error mean required data elements under the logic rules for the condition are blank or incorrectly populated?), and the definition may require adjustments to reflect 1) the different stages/categories/groupings that separate the trauma event dataset categorical errors (may depend upon the trauma registry software being used by the state); 2) consider that differences in trauma patient triage decision elements can vary from state to state and even between counties/regions within a state; 3) require all records audited to be “complete” based upon business logic rules for the type of condition that determines which data element fields are populated and what field values are used to populate them; 4) determine whether the audit will review a pre-determined time interval with complete data (e.g., 12-month, six-month, or three-month intervals; 5) establish an objective measure to reliability comparer one state’s error-free performance with another state – perhaps use a Rate method (e.g., # completed error free records per 10,000 or 100,000 completed records, etc.) instead of a percentage method – this will place states on an even playing field for a state-by-state comparison; 6) ensure that the appropriate NTDS schema is used when conducting the audits (e.g., a state’s Trauma Registry data for 2008 will only be audited against the 2008 NTDS schema), or hold off on performing the NTDS audit until a specified year and ensure a single NTDS schema is used to audit state records for the determined year; and 7) ensure that the NTDS schema is error free.

White Paper Performance Indicator(s) Completeness:
“I-C-1-EMS: Percent of EMS agencies providing data to the State EMS data file.”

Comment/Recommendation:
Clarification is needed to ensure the denominator agency population for I-C-1-EMS reflects only those EMS agencies that have entered into agreements with the State EMS authority to participate in submission for those states that lack statutory authority to mandate trauma center participation.

There needs to be a distinction between states with statutory authority that mandate EMS agencies submit EMS data as opposed to states lacking statutory authority and relying solely upon voluntary EMS agency participation. The denominator agency population in states relying on voluntary participation may vary throughout a single year or from year to year, so performance results will need to take these variations into account.
“I-C-2-EMS: Percent of records on the State EMS data file with no missing data for the NEMSIS National Elements subset.”
Comment/Recommendation:
In measuring performance for I-C-2-EMS, the audit must take into consideration appropriate business logic rules for the given condition and the certification level of the EMS crew completing individual PCRs.  

“I-C-1-TR: Percent of trauma hospitals providing data to the State Trauma Registry.”

Comment/Recommendation:
Clarification is needed to ensure the denominator population for I-C-1-TR reflects only those trauma centers that have entered into agreements with the State EMS authority to participate in submission for those states that lack statutory authority to mandate trauma center participation.

There needs to be a distinction between states with statutory authority mandating trauma centers submit trauma data to State Trauma Registries as opposed to states lacking statutory authority and thus relying solely upon voluntary trauma center participation. The denominator trauma center population in states relying on voluntary participation may vary throughout a single year or from year to year, so performance results will need to take these variations into account.

“I-C-3-ED: Percent of injury records on the State Emergency Department data file with an ICD-9-CM External Cause of Injury Code (E-code; not E949.x).”

Comment/Recommendation:
The I-C-3-ED performance indicator does not define ranges of Diagnostic Codes. The National Coding Guidelines requires only that the “Initial” Treatment receive an E-Code. In Arizona from 2009 forward, all treatments (initial, follow-up, repeats, etc.) receive E-Codes.
“I-C-3-HD: Percent of injury records on the State Hospital Discharge Data file with an ICD-9-CM External Cause of Injury Code (E-code; not E849.x).”
Comment/Recommendation:
I-C-3-HD performance indicator does not define ranges of Diagnostic Codes. The National Coding Guidelines requires only that the “Initial” Treatment receive an E-Code. In Arizona from 2009 forward, all treatments (initial, follow-up, repeats, etc.) receive E-Codes.

“I-C-3-TR: Percent of injury records on the State Trauma Registry with an ICD-9-CM External Cause of Injury Code (E-code; not E849.x).”

Comment/Recommendation:
I-C-3-TR performance indicator does not define ranges of Diagnostic Codes/Injury Codes. It appears to be focused on an all or nothing capture basis.
“I-C-4-EMS: Percent of records on the State EMS data file with missing data for five or fewer of the file’s data elements from the NEMSIS National Elements subset.”

Comments/Recommendations:
I-C-4-EMS does not distinguish between the demographic or event datasets.
When comparing performance results between NEMSIS-reporting states, consider separating states with statutory authority requiring EMS agencies to submit data and those states without statutory authority that rely solely on voluntary EMS agency participation.
When comparing performance results between NEMSIS-reporting states, establish an objective measure to reliability comparer one state’s performance with another – perhaps use a Rate method (e.g., # missing file data elements per 10,000 or 100,000 completed records, etc.) instead of a percentage method – this will place states on an even playing field for a state-by-state comparison.
Clarify if I-C-4-EMS will classify the “five or fewer” missing data elements per file as a single indicator or segregate the performance measure as separate indicators (i.e., zero, one, two, three, four, or five missing elements per EMS file).

Clarify the distinction between I-A-1-EMS (error-free performance measure) and I-C-4-EMS with zero missing data elements per file, if “missing element” to be considered an error for purposes of performance.
“I-C-4-TR: Percent of records on the State Trauma Registry data file with missing data for five or fewer of the file’s data elements from the National Trauma Data Standards data elements.”

Comments/Recommendations:
When comparing performance results between NTDB-reporting states, consider separating states with statutory authority requiring trauma centers to submit trauma records and those states without statutory authority that rely solely on voluntary trauma center participation.

When comparing performance results between NTDB-reporting states, establish an objective measure to reliability comparer one state’s performance with another – perhaps use a Rate method (e.g., # missing file data elements per 10,000 or 100,000 completed records, etc.) instead of a percentage method – this will place states on an even playing field for a state-by-state comparison.

Clarify if I-C-4-TR will classify the “five or fewer” missing data elements per file as a single indicator or segregate the performance measure as separate indicators (i.e., zero, one, two, three, four, or five missing elements per EMS file).

Clarify the distinction between I-A-1-TR (error-free performance measure) and I-C-4-TR with zero missing data elements per file, if “missing element” to be considered an error for purposes of performance.

White Paper Performance Indicator(s) Uniformity/Consistency:
“I-U-1-EMS: Percent of records on the State EMS data file that are NEMSIS compliant: contain all NEMSIS National Data Elements, are coded using the NEMSIS Data Dictionary, and comply with NEMSIS XML Standards.”
Comments/Recommendations:
The NEMSIS-TAC Website states the following concerning, “NEMSIS compliance”:

“Any EMS data system is “Compliant” at the “Silver” or “Gold” level with the NHTSA Version 2.2.1 Dataset when the following conditions have been met:

1. The NHTSA Version 2.2.1 EMS Dataset is used within the EMS data system as defined.

2. The NHTSA Version 2.2.1 Demographic Dataset is used within the EMS data system as defined.

3. The NHTSA Version 2.2.1 XML standard is used to at a minimum export data form the EMS data system as 
defined.
4. A structure within the EMS data system is in place to monitor and prevent any changes within the EMS data system 
away from the defined NHTSA Version 2.2.1 Dataset.”
I-U-1-EMS performance indicator does not include the fourth condition for establishing NEMSIS-compliance which states, “A structure within the EMS data system is in place to monitor and prevent any changes within the EMS data system away from the defined NHTSA Version 2.2.1 Dataset”. Does I-U-1-EMS replace the definition for “NEMSIS compliance”?
When comparing performance results between NEMSIS-reporting states, establish an objective measure to reliability comparer one state’s performance with another concerning NEMSIS-compliance status – perhaps use a Rate method (e.g., # complaint records per 10,000 or 100,000 compliant records, etc.) instead of a percentage method – this will place NEMSIS-reporting states on an even playing field for a state-by-state comparison.

“I-U-1-TR: Percent of records on the State Trauma Registry data file that are NTDS compliant: contain all NTDS data elements, are coded using the NTDS Data Dictionary, and comply with NTDS XML Standards.”
Comments/Recommendations:
I’m waiting for a response from the NTDS on the definition and criteria for “NTDS-Compliance”.
White Paper Performance Indicator(s) Integration:
“I-I-1: Percent of State Trauma records indicating transport by EMS that are linked to a corresponding record on the State EMS data file.”
Comments/Recommendations:
A separate performance indicator should be generated that accounts for trauma registry records that indicate EMS did not transport the trauma patient to the hospital, but nevertheless, an EMS record for the same patient exists in the EMS Database. This scenario may occur if a traffic crash patient is treated at the scene by EMS personnel. A PCR is generated but the patient legally declines transport and further treatment. The same patient’s status later deteriorates at home and the family drive the patient to the trauma center. The trauma team is activated, a trauma registry record is generated, but there is no accompanying EMS PCR at the hospital.
“I-I-2-ED: Percent of State EMS records, related to a motor vehicle crash, that are linked to a corresponding record on the State Emergency Department data file”
Comments/Recommendations:
How will this linking be done successfully? Several options would need to be considered, some of which include: 1) creating a single universal number for deterministic linkage that IDs a patient to a specific event/visit, and 2) probabilistic linkage using several data element values. Also, In Arizona, hospitals submit both ED and HD records as one export. The State’s data system separates the patients seen in the ED but not admitted to the hospital from those patients were seen in the ED and admitted to the hospital or who were direct admits to the hospital not through the ED. Lastly there may be situations were EMS treated a patient at the scene, the patient was released at the scene, a PCR was generated and submitted to the State EMS Database. The same patient is taken by private auto to the ED several days later from complications related to the motor vehicle crash. There could be difficulties in linking such patients between the EMS Database and the State’s Hospital ED and Hospital Discharge databases.
“I-I-2-HD: Percent of State EMS records, related to a motor vehicle crash, that are linked to a corresponding record on the State Hospital Discharge data file.”

Comments/Recommendations:

See comments/recommendations for I-I-2-ED above.
“I-I-3-ED: Percent of State Emergency Department file records, with an ICD-9-CM External Cause of Injury code (E-code) of E810-E819, that are linked to a corresponding record on the State crash file.

“I-I-3-HD: Percent of State Hospital Discharge Data file records, with an ICD-9-CM External Cause of Injury code (E-code) of E810-E819, that are linked to a corresponding record on the State crash file.

Comments/Recommendations (for I-I-3-ED and I-I-3-HD):

Clarification is needed to confirm whether I-I-3-ED and I-I-3-HD refer to linkage between the State EMS Database and not the “State Crash File,” which are not the same.

If “State crash file” is a typo and the performance indicator is supposed to read, “…State EMS Data File”, there may be a problem concerning integration of data regarding the ICD-9-CM External Cause of Injury code (E-code) range of E810-E819. NEMSIS version 2.2.1 has two data elements pertaining to condition codes: E07_36, which is the data field where the ICD-9-CM Code is entered, and E07_35 is the table from which the ICD-9-CM condition code is retrieved. At present, E07_35 does not include ICD-9-CM code options for 810 through 819. States are allowed to add additional condition codes to E07_35, which might include 810 through 819 as selection options, so there may be an issue when a state-to-state comparison of percent capture is performed.

Concerning Arizona’s capture of Hospital Discharge and Emergency Department Discharge data, I-I-3-ED and I-I-3-HD will need to take into consideration Arizona’s E-Code requirements in comparison with the National coding guidelines. The National guidelines only require the initial code be inserted. In Arizona, E-Codes are added to a patient’s file for all visits related to the condition.
“I-I-3-TR: Percent of State Trauma Registry file records, with ICD9-CM External Cause of Injury Code (E-code) of E810-E819, that are linked to a corresponding record on the State crash file.”

Comments/Recommendations:

Clarification is needed to confirm whether I-I-3-TR refers to linkage between the State EMS Database and not the “State Crash File,” which are not the same.

White Paper Performance Indicator(s) Accessibility:
“I-X-1-EMS: Time (number of days after January 1) until the annual State EMS file is closed and available for analysis by other stakeholders.”
Comments/Recommendations:

I-X-1-EMS will need to consider how each state captures, validates, and stores EMS data.

A. Most states have a time period for when participating EMS agencies must submit their data to the State. In Arizona, participating EMS agencies have two months after each quarter to submit their data, which means Arizona would not have all available data until March 1 of the following year, and then there is a yet to be determined time period for validation and correction of the data before making data available for queries and reports. Each state’s submission due dates may vary; therefore, an apples-to-apples approach when comparing states may have to be based upon grouping those states with the same submission due dates and validation-prior-to-release time periods.
Any performance measure along the lines of I-X-1-EMS involving state’s with data submission and file availability dates fixed by statute may not be of much value unless the performance measure is revised to determine performance improvements against data file closure benchmarks that are statutorily fixed.
B. Some states may segregate their database into annual increments, while other states (most likely the majority) do not, and keep a cumulative file that enables the EMS data manager to query the entire database to for specific data by year or years. External users, including contributing individual EMS agencies, would need to request a query from the cumulative database.

“I-X-1-TR: Time (number of days after January 1) until the annual State Trauma Registry file is closed and available for analysis by other stakeholders.”
Comments/Recommendations:

The same comments for I-X-1-EMS apply to I-X-1-TR, except for the quarterly data submission due dates are three months instead of two.

Arizona’s State Trauma Registry is a cumulative database that does not segregate data by years. Any trauma data queries involving a specific year or years is run against the cumulative registry file with data as far back as 2005. 

“I-X-1-ED: Time (number of days after January 1) until the annual State Emergency Department file is ‘closed’ and available for analysis by other stakeholders.”
“I-X-1-HD: Time (number of days after January 1) until the annual State Hospital Discharge Data file is closed and available for analysis by other stakeholders.”
Comments/Recommendations (for I-X-1-ED and I-X-1-HD):

I-X-1-ED and I-X-1-HD will need to consider individual state statutory requirements for hospitals to submit data and the State to data release the cumulative data. For example, hospitals are required to submit January 1 through June 30 discharge data to the State by July 1 of the same year, and submissions are considered late if not received by the State by August 15 of the same year. For July 1 through December 31, discharge data are due to the State by January 1 of the following year, are considered late if not received by February 15, and the State release date is April 15.
Also, Arizona does not have separate ED Discharge and Hospital Discharge databases. The State receives a hospitals patient discharge data for the given period, and the State database runs queries that identify which patients were seen in the ED and discharged from the ED (the ED Discharge Patient population), as compared to patients seen in the ED and admitted to the hospital as well as patients who were directly admitted to the hospital without going through the ED (the Hospital Discharge Patient population). So, one database queries for the two patient populations.
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