
4.2 Development of the Community Paramedic Program 

Background: 

At the December 10, 2013 meeting, the Board directed staff to modify the Strategic Initiative 
regarding EMS so that the county can continue to pursue assistance for the start-up costs of a 
Community Paramedic Program.  The strategic initiative was modified and approved at the January 
21, 2014 meeting.  
On April 3, 2014 the County, in conjunction with the National Association of Counties, hosted the 
Leon County Community Dialogue on Improving County Health to discuss access to medical care in 
the community.  At that meeting community leaders identified a need to improve chronic care 
management and services for “high utilizers” that cycle in and out of the hospital and a need to close 
gaps in preventive care, follow-up, and ongoing outpatient treatment for the chronically ill. 
At the September 2, 2014 meeting, the Board accepted a Florida Department of Health Matching 
Grant in the amount of $57,735 to help support the implementation of the Community Paramedic 
Program.  The grant requires a local match of $19,245 providing for a total project budget of $76,980 
which is currently included in the FY16 Budget. 
At the September 2, 2014 meeting, the Board approved an Agreement for consulting services with 
MedStar Mobile Healthcare, the ambulance authority for the metropolitan Fort Worth, Texas area 
that initiated a successful Community Paramedic Program in 2009. 
The Community Paramedic Program is being developed to improve healthcare for Leon County 
citizens.  Emergency rooms are often the first and only access point to the healthcare system for 
many citizens, leading to overcrowded ERs with non-emergent patients that could either receive care 
on the scene, be referred to local medical clinics, physicians, or other resources, or, in the future, be 
attended to by a physician through a telemedicine connection. 
Greater utilization of existing local medical resources and decreasing the load on emergency rooms 
so they can focus on emergency cases is the goal.  Community paramedic services are more cost 
effective and provide an opportunity to educate the patient on the availability of local resources that 
can better deal with their ongoing medical issues.  If patients have their medical needs met with 
appropriate treatment, arranged visits with physicians, arranged and scheduled transportation, and 
other issues related to medical care, they would not call 911 with non-emergent problems.   
The EMS Division has a social services referral program in place which is designed to identify and 
connect patients with specific needs to human service organizations and programs already in place in 
the community.  The EMS program has been successful in meeting the individual patient’s needs and 
decreasing their reliance on emergency services. 
Other communities across the County have adopted Community Paramedic Programs that 
successfully meet the needs of their community.  The County intends to adopt and integrate best 
practices from these programs into the Leon County Community Paramedic Program. 

Current Issues: 

In March 2015 the County met with local hospital representatives to discuss the possibility of 
implementing a Community Paramedic Program. 
On November 6, 2015, the County hosted a meeting with local healthcare stakeholders to evaluate 
healthcare gaps within the community and to explore how a Community Paramedic program may 
help fill those gaps and provide positive outcomes for patients. 
Staff continues to engage healthcare stakeholders on the benefits of a Community Paramedic 
Program and to develop program parameters and financial support models.   Staff has identified a 
strategy that can be expanded to include additional services, including telemedicine services, should 
the need be identified and outside funding become available for these expanded services.  
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Upon the commencement of the Community Paramedic Program staff anticipates three main 
services being offered.  

o High User Group - The first group of patients that would be targeted is a high-use group that 
includes both chronic illness patients and system abusers.  Many times these patients have 
minor issues that could be taken care of with other resources than emergency department 
visits.   

o Readmission Patients - The second group of patients that would be targeted are at high risk 
of readmission to the hospital once they have been discharged.  These patients have legitimate 
medical conditions that must be followed closely or negative outcomes will result.   

o Hospice Patients - The third group of patients that will be targeted are hospice patients.  
Many patients that are at the end of life and have been referred into the hospice system and 
are placed back into the hospital system when it is not the intended healthcare path.   

Near Term Issues: 

Identify program parameters and associated costs. 
Solidify potential partnerships and identify funding models to sustain the program. 
Present program parameters and funding models to the Board for consideration during the FY17 
budget process. 
Develop operational protocols and medical directives for all aspects of the program. 
Develop training modules for the program based on program parameters.   

Long Term Issues: 

Overall Community Paramedic funding for a sustainable program that is able to grow to meet the 
ongoing needs within the community. 
Develop healthcare strategies to meet changes in healthcare delivery and to meet government and 
other third party payer requirements for new payment models. 
Develop and implement tracking mechanisms to monitor improvements in patient outcomes and 
changes in the local healthcare delivery system. 
Continue to advocate for the use of telemedicine as a component of the Community Paramedic 
Program as a way to connect patients directly with physicians for immediate medical intervention. 

Current Strategic Priorities: 

Quality of Life – To be a provider of essential services in our continuous efforts to make Leon 
County a place where people are healthy, safe, and connected to their community. 

o (Q2) – Provide essential public safety infrastructure and services which ensure the safety of 
the entire community (2012).  

o (Q3) – Maintain and further develop programs and partnerships necessary to support and 
promote a healthier community, including: access to health care and community-based human 
services. (rev. 2013) 

Current Strategic Initiatives: 

(Q2, Q3) – Implement strategies to improve medical outcomes and survival rates, and to prevent 
injuries, including: continue to pursue funding for community paramedic telemedicine (2012)(rev. 
2014) 
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Potential New FY 2016 Strategic Initiatives, for Board Consideration: 

(Q2, Q3) – Engage vested community partners in the development of a Community Paramedic 
Program that includes program parameters designed to meet local needs and a sustainable economic 
model to be presented for consideration during the FY 2017 budget process (2012) (rev.2016) 

Attachments: 

1. Leon County Community Dialogue; Improving County Health; April 3, 2014 
2. Presentation from November 6, 2015 meeting – Innovative Partnerships for Healthcare 2.0 
3. Summary of November 6, 2015 Stakeholder Meeting  
4. Mobile Integrated Healthcare and Community Paramedicine (MIH-CP) 
5. Innovation Opportunities for Emergency Medical Services 
6. Health Care Pinch Hitting 
7. Integrated Healthcare Delivery; Building a Better Community Medic 
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2

WHAT ARE THE COMMUNITY DIALOGUES?
The National Association of Counties (NACo), in partnership with the Robert Wood Johnson Foundation 
(RWJF) and the University of Wisconsin Population Health Institute (UWPHI) is conducting community 
dialogues in six counties across the country. The NACo Community Dialogue to Improve County Health 
sessions are intended to assist counties in assessing, planning, and strategizing current efforts toward 
coordinating health initiatives to improve the overall health of residents in these counties. These ses-
sions are a part of NACo’s Elected County Officials’ Guide to County Health Rankings & Roadmaps project 
which aims to bring together public and private partners to share innovative ideas and strategize about 
how to resolve various challenges counties face. 

THE NATIONAL ASSOCIATION OF COUNTIES
The National Association of Counties (NACo) assists America's counties in pursuing excellence in public 
service by advancing sound public policies, promoting peer learning and accountability, fostering 
intergovernmental and public-private collaboration and providing value-added services to save coun-
ties and taxpayers money. The National Association of Counties (NACo) is the only national organization 
that represents county governments in the United States. Founded in 1935, NACo provides the elected 
and appointed leaders from the nation's 3,069 counties with the knowledge, skills and tools necessary 
to advance fiscally responsible, quality-driven and results-oriented policies and services to build healthy, 
vibrant, safe and fiscally resilient counties. 
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Community healthcare leaders in Leon County gathered together to discuss access to care in the 
county. Participants included members of the County Commission, the County Administrator and 
staff,   the Florida Department of Health in Leon County Interim Administrator, and representa-

tives from the Florida State University (FSU) College of Medicine, Big Bend Cares, Neighborhood Medical 
Center, Apalachee Center, Bond Community Health Center, Capital Medical Society Foundation, North 
Florida Medical Centers, Tallahassee Memorial HealthCare, Florida A&M University (FAMU) College of 
Pharmacy and Pharmaceutical Sciences, and the United Way of the Big Bend. 

Leon County staff led participants in identifying the strengths and assets of the current healthcare 
system, the gaps and barriers to collaboration, ideas and solutions to addressing those gaps and barriers, 
and next steps to achieving the goals.

County Commission Chair Kristin Dozier opened the Community Dialogue by noting the main outcome 
for the discussion would focus on how to improve access to care in Leon County through greater col-
laboration and increased partnerships. She stated the county wants to be the catalyst that drives these 
types of partnerships forward. County Administrator Vincent Long highlighted the goals of the discus-
sion, including a conversation on where the county and its partners should go next in improving access 
to care. Leon County staff emphasized the dialogue was intended to provide a forum for an honest 
look at where the community is and how the strengths can be enhanced and the gaps can be filled to 
improve access to care.

LEON COUNTY COMMUNITY DIALOGUE

This report provides a narrative summarization of the Community Dialogue. The report is orga-
nized by area of discussion and not the exact order of conversation as it occurred on April 3, 2014.  
The report does not include every comment made throughout the day, but serves to highlight 
the ideas discussed in their respective sections.
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5

IDENTIFYING STRENGTHS AND ASSETS
WHAT ARE THE STRENGTHS AND ASSETS OF THE HEALTHCARE 
SYSTEM IN LEON COUNTY AND HOW CAN THE COMMUNITY BUILD 
ON WHAT IS WORKING WELL?
Participants spent a majority of the first session discussing the strengths of the healthcare system in 
Leon County. There were a number of comments that emphasized the strength and dedication of the 
safety net providers in the community, including the We Care Network coordinated by the Capital 
Medical Society Foundation, Bond Community Health Center, and Neighborhood Medical Center. This 
group of providers, known as the CareNet program, is supported by other healthcare partners such as 
the Florida State University (FSU) College of Medicine, the Florida A&M University (FAMU) College of 
Pharmacy, and Tallahassee Memorial HealthCare. 

In Leon County, partners share in the mission to serve indigent populations, in particular both Bond 
Community Health Center and Neighborhood Medical Center have a long history and depth of 
experience serving the uninsured and underserved in Leon and surrounding counties. Others have 

also developed innovative 
methods of improving access 
for underserved populations. 
Tallahassee Memorial Health-
Care, in collaboration with 
the FSU College of Medicine 
and Capital Health Plan, has 
established the Transition 
Center. The Center helps 
connect patients who are 
uninsured or underserved 
with safety net providers and 
primary care providers to 
ensure a continuity of care 
and lower readmissions to 
the hospitals.

Leon County is home to two 
major universities, Florida 
State University and Florida 
A&M University. The FSU 
College of Medicine and 

the FAMU College of Pharmacy serve important roles by attracting students and faculty who are 
interested in serving the underserved, supporting TMH’s residency programs, and embedding faculty 
in local healthcare organizations who serve the uninsured and underserved.  As Florida’s state capital, 
Tallahassee and Leon County are in a unique position to influence state policy.

The county has partnered with the City of Tallahassee and the United Way of the Big Bend to develop 
the Community Human Services Partnership, which invests over $4 million in social services, including 
healthcare, to improve the quality of life for our local citizens. The Florida Department of Health in 
Leon County operates a pediatric dental program. In partnership with Leon County Schools, it is pilot-
ing a sealant program for second graders.  

One of the things that is more unique about 
Tallahassee than most communities is…
the large majority of health concerns and 
health programs are managed and directed 
by this community and through people in 
this community…When you have healthcare 
decisions made from afar, there isn’t a 
sense of ownership…I think the way that 
this community makes decisions around 
healthcare and the fact that a large majority are 
made locally is highly important.

— Mark O’Bryant 
President and Chief Executive Officer 
Tallahassee Memorial HealthCare

Photos: Community Dialogue participants engage in conversation about improving access to care in Leon County.
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WHAT IS OR SHOULD BE THE COUNTY’S ROLE IN IMPROVING 
ACCESS TO CARE?
The final portion of the morning session centered on the role the county could play to improve access 
to care. A number of partners discussed the county moving toward operating in a more outcome-driven 
fashion, consistent with nationwide healthcare trends. . The county was identified as the most appropri-
ate partner to facilitate a discussion on a healthcare system that is more heavily focused on achieving 

improved outcomes. This 
would include facilitating 
discussions to establish cer-
tain health benchmarks and 
supporting providers to reach 
identified goals. 

The county was also identified 
as having an important role in 
taking the lead on key health 
issues that impact the com-
munity. This includes pursuing 
innovative health technolo-
gies, such as telehealth and 
telemedicine, through policy 
development at the local and 
state level. Regarding mental 
health, initiatives to reduce 
stigmas associated with seek-
ing mental health treatment 
were discussed and the coun-
ty was identified as playing an 
important role in educating 
the public and promoting the 
importance of treatment for 
mental health and substance 
use disorders. 

PUBLIC COMMENT PERIOD
At the end of this section of the dialogue, citizens were given an opportunity to make comments. Pub-
lic comments included concern that the failure to expand Medicaid in Florida would have a dramatic 
impact on the uninsured, particularly in the African American population. Concern was expressed over 
the health disparities within the community and that the need for care in the underserved population 
is not met by the current system of care. Concern was also mentioned regarding the difficulty that 
high need patients have in navigating the healthcare system.

One of the issues we have in general is a level 
of public prejudice and stigma, not only about 
severe and persistent mental health issues…
but with mild mental health issues…A lot of 
that has to do with both a reluctance to seek 
treatment and a reluctance to admit that 
there are interventions needed, and with the 
unavailability…of milder or more moderate 
forms of treatment, and that takes not just 
providers, but it takes a change in the culture of 
the community…I think that is a place where 
the county, with the partnership of the current 
providers, can take the lead and say we want 
to make this the healthiest county we can, 
both in terms of physical, but also in terms of 
behavioral health.”

— Jay Reeve 
President and Chief Executive Officer 
Apalachee Center
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GAPS AND CURRENT BARRIERS TO 
COLLABORATION
WHAT ARE THE GAPS IN SERVICES IN THE COMMUNITY?
As the dialogue shifted from discussion of strengths and assets of the healthcare system, partners 
talked about the gaps in services they see as barriers. Although many partners highlighted the high 
quality of care provided by physicians, it was noted that some specialties suffer from a shortage of 
providers and additional physicians are needed to match the health needs of the community.  

There was a discussion about gaps in services for the chronically ill. The current CareNet system has 
provided a strong safety net, but the system does not address funding of chronic disease treatment.. 
There is an acute need to improve chronic care management and services for “high utilizers” that cycle 
in and out of the hospital. 

Many partners highlighted the need to put increased focus on prevention efforts, particularly among 
high need populations. Finally, there was discussion around a gap in acute ongoing behavioral health 
services, although this stems more from a statewide funding lapse. Conversation among the partners 
highlighted the quality of services delivered and focused most of the discussion on gaps in access to 
care.

WHAT ARE THE GAPS IN ACCESS TO CARE IN THE COMMUNITY?
The partners discussed a number of critical gaps in access to care.  The county has high quality health-
care services and well-trained physicians; however, the partners discussed the lack of a full continuum 
of services. It is difficult for uninsured and underinsured patients to connect to needed services in 
the system due to fragmented providers and a lack of follow-up services available to them. It was 
noted that many patients stop seeking services when confronted with the difficulty of navigating the 
system. In particular, invest-
ments need to be made to 
close gaps in preventive 
care, follow-up, and ongoing 
outpatient treatment for the 
chronically ill. 

For those uninsured popula-
tions gaining access to 
health coverage through the 
Affordable Care Act, access-
ing a fragmented system 
of care will be particularly 
difficult as many of them 
are gaining insurance for 
the first time or after a long 
gap in coverage. The partners expressed concerns about gaps in coverage for those purchasing high-
deductible plans on the Federal Health Insurance Marketplace. 

Some providers have found it difficult to share patient health information. As information sharing is 
a critical component to a system that provides a strong continuity and continuum of care, partners 
expressed concern and a desire to move forward on improving capacity for information and health 

Our system is still very provider-centered rather 
than patient-centered and we expect patients 
to know how to navigate so many different 
systems to get all of the pieces [of care] that 
they need.

— Lauren Faison 
Administrator for Population Health  
     and Regional Development 
Tallahassee Memorial HealthCare
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record sharing. Multiple partners discussed the current status of health information exchanges, which 
offer significant potential for improving the community healthcare system, but are still in the develop-
ment stage or have yet to be adopted universally. Part of the slow adoption of health information 
exchanges has to do with the complex issues surrounding the Health Insurance Portability and Ac-
countability Act (HIPAA) and other privacy requirements and the cost-prohibitive nature of connecting 
medical records systems to health information exchanges.

Healthcare delivery is provider-centered, which is a contributing factor to the continuum of care 
gap discussed earlier in the dialogue. Many partners discussed the need to shift towards a patient-
centered model of healthcare delivery. 

At this point in the dialogue discussion shifted to an issue within the primary care provider system for the 
uninsured and underserved population. Due to the timing of federal funding decisions, the gathering of 
these key partners served as an important opportunity to address this critical community partnership.

PUBLIC COMMENT PERIOD
No members of the public offered comments for this section of the dialogue.

REMOVING BARRIERS TO 
COLLABORATION
WHAT ARE SOME OPPORTUNITIES TO ADDRESS GAPS IN THE 
COMMUNITY?
At the start of this session on how to address gaps in the healthcare system, partners were led in a short 
discussion of what gaps had been identified earlier in the day.   They were also prompted to consider the 
healthcare system as a whole and where each of the partners fit into solving some of these key gaps in 
the community. 

The Center for Health Equity at Florida A&M University (FAMU) will engage in an agreement with both 
community health centers to implement an outcome-driven model addressing diabetes. The pilot 
program will take a baseline assessment of patients and put them through a structured system of care 
that eliminates barriers such as transportation, mental health, substance abuse, and follow-up care. The 
baseline assessment measures will be monitored and outcomes reported on a quarterly basis to view 
improvement. This type of model would address continuum of care issues discussed in the earlier seg-
ment on gaps. 

The partners discussed both the process and the types of community outcomes that should be ad-
dressed. There was discussion of anchoring any community shared vision on improving health to a 
national standard that is recognized by both leaders and the public (e.g. Healthy People 2020). There 
was broad agreement that any outcome data should be based on data already collected by providers, 
as they are all faced with a number of data collection requirements already.

Many partners weighed in on the process of filling community gaps with a broad census focused on 
developing a committee or community health council that would develop a shared community vi-
sion or community-based plan that addresses agreed upon priorities. The United Way of the Big Bend 
operates a community health council that spans across community sectors. The county currently has 
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a Community Health Coordinating Committee and it could be utilized as a vehicle for community 
partners and the county to move community health priorities forward. There was discussion of engag-
ing county leaders from surrounding counties to gauge the utilization of healthcare services in Leon 
County from individuals residing in those counties. Other suggestions included the development of a 
multi-year strategic plan that includes an annual plan incorporating community health priorities. 

Improving health literacy in the community was suggested as an opportunity to address access to 
care issues. One solution offered was to develop a focus group or survey of Leon County citizens to 
gauge their current understanding of health and then undertaking a public education effort to fill the 
needed gaps identified. Another suggestion was to provide services that would guide people through 
the healthcare system. There is a shortage of support staff throughout the healthcare system in the 
community that can provide those types of services to improve access and health literacy. Providing 
this type of support staff for patients ensures they receive needed care. 

PUBLIC COMMENT PERIOD
Comments included concern over the high rates of infant mortality in Leon County. Income inequality 
and poverty were also identified as barriers to accessing care in the community, which also impacts 
low income citizens ability to provide or get transportation to gain access to healthcare. Some com-
menters agreed with ideas discussed by the partners such as consolidated medical records to provide 
for consistency of care across providers, the concept of case management, and a shift to patient-
centered care. Community goals would be shared with the public to ensure transparency. 

Participants discussed additional partners that should be included in the development 
of a community-based plan that impacts health but were not included in the Commu-
nity Dialogue. Suggestions included:

 » Law enforcement
 » Leon County School District
 » City of Tallahassee
 » County commissioners from surrounding 
counties

 » Faith-based organizations

 » Patients/clients
 » County and city planners
 » Leon County Emergency Medical Services 
(EMS)

 » Transportation leaders
 » Business leaders
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NEXT STEPS: WHAT WILL EACH 
PARTNER COMMIT TO MOVING 
FORWARD?
County Administrator Long opened this section of the dialogue by drawing on comments earlier in the 
day that focused on moving toward a more outcome-driven approach. He noted that county contracts 
have been focused on getting people into a primary care home, but this could be a pivot point to shift 
toward outcome-driven contracts with providers. This would allow the county to focus on moving the 
needle on specific health care needs in the community identified by partners. Multiple partners indi-
cated that the community needs to first assess the health issues and develop a community-based plan to 
address them, and then potentially address how the county contracts with providers. 

The United Way of the Big Bend expressed willingness to take the lead on being the catalyst for the 
community health council to pool resources and contribute to a discussion of a community-wide shared 
vision. Many other partners stated that they were willing to devote time and resources to a community 
health council. 

A number of partners, including the FAMU College of Pharmacy and the Tallahassee Memorial Health-
Care Transition Center said they would focus on sharing information and tools with all the partners to 
improve knowledge of the needs of the community. Dr. Thompson from FAMU offered to compile health 
statistics for the area, including in subgroups of the community, to help understand the health issues of 
the community.  The Transition Center will share its patient-by-patient identifier and GIS mapping tools 
that provide data on the neediest populations in the community. 
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Innovative Partnerships for
Healthcare 2.0

© 2015 MedStar Mobile Healthcare

What we’re gonna do…
Build on the work started in April 2014
Learn the “Why” MIH is so popular now

Analyze the current state of the US Healthcare system
Hospital issues
Physician issues
Hospice issues
Home health issues

The “How”
Insight into new “EMS” model

How would that fit in yourworld?
The “What”

What the heck y’all doing over there in Ft. Worth…?
… And in other communities in the U.S.
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About MedStar…
Governmental agency (PUM) serving Ft. Worth and 14 Cities

Self Operated
980,000 residents, 421 Sq. miles
Exclusive provider emergency and non emergency

125,000 responses annually
460 employees
$40 million budget
Fully deployed system status management
Medical Control from 14 member Emergency Physician’s
Advisory Board (EPAB)

Physician Medical Directors from all emergency
departments in service area + 5 Tarrant County Medical
Society reps
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WHAT ARE THE GAPS IN SERVICES IN THE COMMUNITY?

“As the dialogue shifted from discussion of strengths and assets of the healthcare
system, partners talked about the gaps in services they see as barriers. Although
many partners highlighted the high quality of care provided by physicians, it was
noted that some specialties suffer from a shortage of providers and additional
physicians are needed to match the health needs of the community.

There was a discussion about gaps in services for the chronically ill. The current
CareNet system has provided a strong safety net, but the system does not address
funding of chronic disease treatment..

There is an acute need to improve chronic care management and services for
“high utilizers” that cycle in and out of the hospital.”

WHAT ARE THE GAPS IN ACCESS TO CARE IN THE COMMUNITY?

“The partners discussed a number of critical gaps in access to care. The county
has high quality healthcare services and well trained physicians; however, the
partners discussed the lack of a full continuum of services.

It is difficult for uninsured and underinsured patients to connect to needed
services in the system due to fragmented providers and a lack of follow up
services available to them.

It was noted that many patients stop seeking services when confronted with the
difficulty of navigating the system.

In particular, investments need to be made to close gaps in preventive care,
follow up, and ongoing outpatient treatment for the chronically ill.”

“Healthcare delivery is provider centered, which is a
contributing factor to the continuum of care gap discussed
earlier in the dialogue. Many partners discussed the need to
shift towards a patient centered model of healthcare delivery.”
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Our World is Changing:
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Attention Please!
$9,695 per capita health expenditures!!

Due in large part to quantity based payments

http://www.usatoday.com/story/news/nation/2015/07/28/cms report shows
health spending growth faster than recent years/30790253/

Health survey ranks U.S. last among rich peers
Michael Winter
June 16, 2014

For the fifth time in a decade, the United States is the sick man of the rich
world. But recent health reforms and increased health technology spending
may provide a cure in the coming years.

That's according to the latest Commonwealth Fund survey of 11 nations, which
ranked the world's most expensive health care system dead last on measures
of "efficiency, equity, and outcomes." So too in 2010, 2007, 2006 and 2004.

The other eight countries surveyed were Australia, Canada, France, Germany,
the Netherlands, New Zealand, Norway and Sweden.

What do the healthier cousins have that the United States does not? Universal
health care, the Commonwealth Fund points out.

http://www.usatoday.com/story/news/nation/2014/06/16/health survey us
last/10638811/
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Overkill
An avalanche of unnecessary medical care is harming patients physically and financially.
What can we do about it?
By Atul Gawande
May 11, 2015

Writing in the New Yorker, Gawande, a general surgeon at Brigham and Women’s Hospital
in Boston, author and MacArthur Foundation “genius grant” recipient, painstakingly
explains the “epidemic of unnecessary care” that bears much of the blame for the country’s
runaway healthcare costs and preventable deaths.

As Gawande noted, the Institute of Medicine reported in 2010 that 30 percent of
healthcare spending, or $750 billion a year, was wasteful. “The report found that higher
prices, administrative expenses, and fraud accounted for almost half of this waste.
Bigger than any of those, however, was the amount spent on unnecessary healthcare
services,” Gawande noted.

Gawande also looked at strategies for combat the problem, and found, to the surprise of
nobody in the healthcare industry, that moving away from fee for service toward
accountable, outcomes based care is absolutely necessary. He just had no idea just how
effective an incentive shift could be until he took a deeper look at the evidence.

http://medcitynews.com/2015/05/gawande looks costly problem wasteful
care/
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Return Visits to the Emergency Department:
The Patient Perspective

http://www.annemergmed.com/article/S0196 0644(14)00622 2/fulltext

Conclusion
Post discharge factors, including perceived inability to access
timely follow up care and uncertainty and fear about
disease progression, are primary motivators for return to the
ED. Many patients prefer hospital based care because of
increased convenience and timely results. Further work is
needed to develop alternative pathways for patients to ask
questions and seek guidance when and where they want.

Sep 2, 2014
Source: ACEP

Heart Attack Patients More Likely To Die After Ambulances Are Diverted
By Barbara Feder Ostrov
August 31, 2015

Heart attack patients whose ambulances were diverted from crowded emergency rooms to
hospitals farther away were more likely to be dead a year later than patients who weren’t diverted,
according to a recent study published in the journal Health Affairs.

Some hospitals see diversion as a necessary safety valve for full up emergency rooms. But
emergency care experts say they push the crowding problem to nearby hospitals and can
compromise patient care, especially in life threatening cases.

The researchers found that heart attack patients whose ambulances had been diverted to an
emergency room farther away were nearly 10 percent more likely to be dead one year later than
those whose ambulances were not diverted.

“It still boils down to lack of resources to meet the demand,” Elliott said.

B.J. Bartleson, vice president of nursing and clinical services for the California Hospital
Association, said the state’s hospitals are working with local EMS agencies to make sure patients
get to the right hospital at the right time.

http://khn.org/news/heart attack patients more likely to die after ambulances
are diverted/
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Healthcare Economics 3.0
ACOs

744 as of March 2015
23.5 million covered lives

Steroid Injection = ACA

http://healthaffairs.org/blog/2015/03/31/growth and dispersion of accountable
care organizations in 2015 2/
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http://www.flaacos.com/about
flaacos.html

67!

Healthcare Economics 3.0

Payment based on OUTCOMES
Bundled payments based on episode of care
Push to Managed Medicare/Medicaid
MSPB calculations = 2015

Medicare Spending Per Beneficiary
Hospital accountable for some outpatient post acute
costs

Merger & Acquisition Frenzy
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CMS announces additional participants in pilot project to improve care
and reduce costs for Medicare
Over 2,100 participants in performance period of Bundled Payments for Care Improvement
initiative

Date 2015 08 13
Title CMS announces additional participants in pilot project to improve care and reduce costs for Medicare
Contact go.cms.gov/media

“We are excited that thousands of providers in the Bundled Payments for Care Improvement initiative
have joined us in changing the health care system to pay for quality over quantity spending our
dollars more wisely and improving care for Medicare beneficiaries,” said Patrick Conway, M.D., CMS
acting principal deputy administrator and chief medical officer. “By focusing on outcomes for an episode
of care, rather than separate procedures in care delivery, we are incentivizing hospitals, doctors and
other providers to work together to provide high quality, coordinated care for patients.”

Bundling payment for services that patients receive across a single episode of care is one way to
encourage doctors, hospitals and other health care providers to work together to better coordinate care
for patients, both when they are in the hospital and after they are discharged. Through the Bundled
Payments for Care Improvement initiative, CMS is testing how bundled payments for clinical episodes
can result in better care, smarter spending, and healthier people.

Today’s announcement means several hundred providers are advancing into a program that rewards
them for increasing quality and reducing costs while also penalizing them if costs exceed a set amount.

https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press releases/2015
Press releases items/2015 08 13.html

HHS Pledges To Quicken Pace Toward Quality Based Medicare Payments
By Jordan Rau January 26, 2015

The Obama administration Monday announced a goal of accelerating changes to Medicare
so that within four years, half of the program’s traditional spending will go to doctors,
hospitals and other providers that coordinate their patient care, stressing quality and
frugality.

The announcement by Health and Human Services Secretary Sylvia Burwell is intended to
spur efforts to supplant Medicare’s traditional fee for service medicine, in which doctors,
hospitals and other medical providers are paid for each case or service without regard to
how the patient fares. Since the passage of the federal health law in 2010, the
administration has been designing new programs and underwriting experiments to come up
with alternate payment models.

The administration also wants Medicare spending with any quality component, such as
bonuses and penalties on top of traditional fee for service payments, to increase, so that
by the end of 2018, 90 percent of Medicare spending has some sort of link to quality.

“For the first time we’re actually going to set clear goals and establish a clear timeline for
moving from volume to value in the Medicare system,” Burwell said

http://kaiserhealthnews.org/news/hhs pledges to quicken pace toward
quality based medicare payments/
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Anthem to Buy Cigna Amid Wave of Insurance Mergers
By CHAD BRAY
July 24, 2015

The health insurer Anthem said on Friday that it had agreed to acquire its rival Cigna for
$48.3 billion in a deal that would further concentrate the United States market to just a few
major players.

A flurry of deals are reshaping the industry. Earlier this month Aetna agreed to acquire
Humana, the smallest of the big five insurers, for $37 billion in cash and stock. If both
transactions are completed, the number of major health insurers in the United States will
shrink to three.

Health insurers are seeking to consolidate to gain greater scale to reduce costs and
capitalize on growing opportunities in the government and individual markets.

http://www.nytimes.com/2015/07/25/business/dealbook/anthem cigna health
insurance deal.html

Healthcare Economics 3.0

CMS Bonuses/Penalties
2013 = 2% Max
2014 = 3% Max
2015 = 4.5% Max
2016 = 5.5% Max

Applied to all Medicare payments
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CMS Bonuses/Penalties…

Readmissions (up to 3%)
2013 2014

MI
CHF
Pneumonia

2015
COPD
Hips/Knees

2017
CABG

2.5k hospitals penalized by CMS for high readmissions
Written by Heather Punke
August 04, 2015

In the fourth year of the Hospital Readmissions Reduction Program, 2,592 hospitals will
face penalties to their Medicare reimbursements for a high number of 30 day
readmissions.

The penalties will take effect from Oct. 1 through Sept. 30, 2016, and are projected to
cost the hospitals a combined $420 million.

The maximum penalty this year is a 3 percent reduction in Medicare payments, which
38 hospitals will receive this year compared to 39 hospitals last year. The average
penalty this year is 0.61 percent, KHN reported.

http://www.beckershospitalreview.com/quality/2 5k hospitals penalized by cms for
high readmissions 10 things to know.html
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Medicare uses the national readmission rate to help decide
what appropriate rates for each hospital, so to reduce their
fines from previous years or avoid them altogether, hospitals
must not only reduce their readmission rates but do so better
than the industry did overall.

"You have to run as fast as everyone else to just stay even,"
Foster said. Only 129 hospitals that were fined last year
avoided a fine in this new round, the KHN analysis found.

Medicare officials, however, consider the competition good
motivation for hospitals to keep on tackling readmissions and
not to become complacent with their improvements.

http://www.kaiserhealthnews.org/Stories/2014/October/02/Medicare
readmissions penalties 2015.aspx

The all cause 30 day hospital readmission rate among Medicare fee for service
beneficiaries plummeted further to approximately 17.5 percent in 2013,
translating into an estimated 150,000 fewer hospital readmissions between
January 2012 and December 2013.

This represents an 8 percent reduction in the Medicare fee for service all cause
30 day readmissions rate.

http://innovation.cms.gov/Files/reports/patient safety results.pdf
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These Days, We're All Paying More Attention to Care Transitions
Bill Santamour, Editor
July 14, 2015

Most of us would prefer to be cared for at home no matter how dicey our medical
issues may be. Making that happen could be good for the nation’s bottom line, too.

Medicare in June announced that it had saved more than $25 million in the first year of
a three year study to determine the value of home based primary care for frail seniors
with multiple chronic illnesses.

The AP’s Lauran Neergaard reports that the “humble house call” brings a doctor or
nurse practitioner, sometimes accompanied by a social worker, to homebound
patients whose needs are too complex for a 15 minute office visit and who might have
a hard time getting to a physician’s office. “If we can keep people as healthy as
possible and at home, so they only go to the hospital or emergency room when they
really need to,” Neergard quotes Patrick Conway, Medicare’s chief medical officer,
“that both improves quality and lowers cost.”

http://www.hhnmag.com/Magazine/2015/July/ednotes_jul15

Readmission reduction: A losing battle?
October 16, 2014

Readmissions may be "beyond a hospital's control," according to a
new study published in the American Journal of Managed Care.

They gave half the patients an intervention featuring pre discharge
education and planning, post discharge follow up, an available
hotline and "bridging" techniques such as daily symptom checks.

Linden and his coauthor, Susan W. Butterworth, Ph.D., found no
statistical difference in readmissions between the two groups after
both 30 day and 90 day periods, although mortality was lower in
the intervention group than the control group.

http://www.ajmc.com/publications/issue/2014/2014 vol20 n10/a comprehensive
hospital based intervention to reduce readmissions for chronically ill patients a
randomized controlled trial/3
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Take Away Points from the Research:
Our results suggest the need to continue experimenting with new
interventions targeting readmissions, especially for severely ill patients.

Our addition of interactive voice response and motivational interviewing–
based health coaching to the transitional care model did not improve
outcomes.

Our findings suggest that correcting improper use of the inhaler and
increasing adherence to inhaled medications may reduce 90 day mortality
for chronic obstructive pulmonary disease patients.

Hospitals, without collaborative relationships with community based
providers, may have limited ability to reduce readmissions, as they cannot
ensure timely and continuous care for patients after discharge.

A challenging road lies ahead for stand alone community hospitals seeking
to decrease readmissions and avoid financial penalties.

How house calls can cut down on hospital readmissions
The Valley Hospital in New Jersey sends medical teams to patients' homes to coordinate
follow up care
By Leslie Small
April 23, 2015

The healthcare industry abounds with new ideas to reduce unplanned hospital readmissions
and emergency department (ED) visits, but a New Jersey hospital has turned to a seemingly
old fashioned medical strategy the house call.

The Valley Hospital in Ridgewood, New Jersey, launched its Mobile Integrated Healthcare
Program in August 2014 to provide "proactive, post discharge home check ups" to
patients with cardiopulmonary disease who are at high risk for readmission and either
declined or didn't qualify for home care services, according to a statement from the
hospital.

In the program, a team composed of a paramedic, an emergency medical technician and a
critical care nurse conducts a physical exam of the patient, offers medication education,
reinforces discharge instructions, completes a safety survey of the patient's home and
confirms that the patient has made a follow up appointment with a physician.

http://www.fiercehealthcare.com/story/how house calls can cut down hospital
readmissions/2015 04 23
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Hospitals' Goal: Empty Beds
08.21.15 by Bill Santamour H&HN Editor

“IF OUR BEDS ARE FILLED, IT MEANS WE’VE FAILED.”

That’s the striking message in an ad I came across for Mount Sinai Hospital, and it could
speak for hospitals across the nation as they transform from being strictly providers of
care to promoters of health. The ad does a good job of explaining in lay terms how the
new focus on population health management means that “instead of receiving care
that’s isolated and intermittent, patients receive care that’s continuous and coordinated,
much of it outside the traditional hospital setting.”

It spotlights Mount Sinai’s “tremendous emphasis on wellness programs”; itsMobile
Acute Care Team, which treats patients at home for certain conditions that otherwise
would land them in the hospital; and its Preventable Admissions Care Team aimed at
averting readmissions by providing both medical care and help with nonmedical factors
that impact health and access to care, like housing and literacy.

Not a lot there that hospital leaders don’t already know, of course, but you’ve got to
admit, the headline’s a grabber.

http://www.hhnmag.com/Daily/2015/August/weekly reading icd10 mcdonalds
xenotransplants blog santamour?

ICAHN SCHOOL OF MEDICINE AT MOUNT SINAI
Project Title: "Bundled Payment for Mobile Acute Care Team Services"
Geographic Reach: New York
Estimated Funding Amount: $9,619,517

Summary:
The Icahn School of Medicine at Mount Sinai project will testMobile Acute Care Team
(MACT) Services, which will utilize the expertise of multiple providers and services already
in existence in most parts of the United States but will transform their roles to address
acute care needs in an outpatient setting. MACT is based on the hospital at home model,
which has proven successful in a variety of settings. MACT will treat patients requiring
hospital admission for selected conditions at home. The core MACT team will involve
physicians, nurse practitioners, registered nurses, social work, community paramedics,
care coaches, physical therapy, occupational therapy and speech therapy, and home
health aides. The core MACT team will provide essential ancillary services such as
community based radiology, lab services (including point of care testing), nursing
services, durable medical equipment, pharmacy and infusion services, telemedicine, and
interdisciplinary post acute care services for 30 days after admission. After 30 days, the
team will ensure a safe transition back to community providers and provide referrals to
appropriate services.

http://innovation.cms.gov/initiatives/Participant/Health Care Innovation Awards
Round Two/Icahn School Of Medicine At Mount Sinai.html
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Name City State

FY2013
Readmission

Penalty

FY2014
Readmission

Penalty

FY2015
Readmission

Penalty

FY2016
Readmission

Penalty

BAYLOR ALL SAINTS FORT WORTH TX 0.00% 0.00% 0.00% 0.00%
JPS HEALTH NETWORK FORT WORTH TX 0.08% 0.03% 0.03% 0.08%
PLAZA MEDICAL CENTER FORT WORTH TX 0.30% 0.12% 0.00% 0.00%
THR FORT WORTH FORT WORTH TX 0.59% 0.32% 0.19% 0.11%
NORTH SHORE UNIVERSITY MANHASSET NY 1.00% 0.98% 0.55% 0.39%
DUKE HEALTH RALEIGH HOSPITAL RALEIGH NC 0.06% 0.00% 1.43% 1.10%
REX HOSPITAL RALEIGH NC 0.15% 0.08% 0.04% 0.07%
WAKEMED, RALEIGH CAMPUS RALEIGH NC 0.28% 0.42% 0.38% 0.00%
RENOWN REGIONAL RENO NV 0.31% 0.10% 0.27% 0.02%
RENOWN SOUTHMEADOW RENO NV 0.00% 0.00% 0.12% 0.10%
NORTHERN NEVADA MED CENTER SPARKS NV 0.04% 0.13% 2.11% 1.42%

CAPITAL REGIONAL TALLAHASSEE FL 0.69% 0.88% 0.75% 0.47%
TALLAHASSEE MEMORIAL TALLAHASSEE FL 0.00% 0.00% 0.00% 0.02%
JOHN D ARCHBOLD MEMORIAL THOMASVILLE GA 0.00% 0.00% 0.71% 0.88%
FLORIDA HOSPITAL ORLANDO FL 1.00% 0.78% 1.06% 1.18%
ORLANDO HEALTH ORLANDO FL 0.88% 0.50% 0.64% 0.48%
ST VINCENT'S MEDICAL CENTER JACKSONVILLE FL 0.14% 0.15% 2.86% 3.00%
BOCA RATON REGIONAL BOCA RATON FL 0.00% 0.00% 0.18% 0.80%
WEST BOCA MEDICAL BOCA RATON FL 0.14% 0.16% 0.22% 0.50%
JUPITER MEDICAL CENTER JUPITER FL 0.00% 0.00% 0.00% 1.07%
ST MARY'S MEDICAL WEST PALM FL 0.01% 0.07% 0.27% 0.49%
WELLINGTON MEDICAL CENTER WELLINGTON FL 0.70% 0.13% 0.98% 1.27%
JFK MEDICAL CENTER ATLANTIS FL 0.77% 0.63% 0.98% 1.35%

CMS Bonuses/Penalties…

Value Based Purchasing (up to 1.5%)
Clinical process of care (12)
Patient experience (8)
Healthcare outcomes (5)
Efficiency (1)

Attachment #2 
Page 17 of 62

138



11/6/2015

18

Value Based Purchasing…

Hospital City State

Value Based
Purchasing
Oct. 2012
Sept. 2013

Value Based
Purchasing
Oct. 2013
Sept. 2014

Value Based
Purchasing
Oct. 2014
Sept. 2015

Readmissions
Penalty Oct.

2014 Sept. 2015

Total Penalty
Oct. 2014
Sept 2015

Hospital Acquired
Conditions Penalty
Oct. 2014 Sept. 2015

Capital Regional Tallahassee FL 0.22% 0.12% 0.36% 0.75% 1.11% N
Tallahassee Memorial Tallahassee FL 0.01% 0.26% 0.28% 0.00% 0.28% N
Memorial Hospital Jacksonville FL 0.21% 0.03% 0.45% 0.81% 1.26% Y
St Vincent's Medical Center Jacksonville FL 0.16% 0.03% 0.01% 0.76% 0.75% N
St Vincent's Medical Center Jacksonville FL 0.16% 0.22% 1.00% 2.86% 1.86% N
Florida Hospital Orlando FL 0.04% 0.32% 0.04% 1.06% 1.10% N
Orlando Regional Orlando FL 0.20% 0.27% 0.70% 0.64% 1.34% N
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Efficiency
Measure

Hospital Name Period

Avg Spending
Per Episode
(Hospital)

Avg Spending
Per Episode

(State)

Avg Spending
Per Episode
(Nation)

TALLAHASSEE MEMORIAL

1 to 3 days Prior to
Index Hospital
Admission Outpatient $104 $50 $113

CAPITAL REGIONAL

1 to 3 days Prior to
Index Hospital
Admission Outpatient $30 $50 $113
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Experience of
Care

Measures

Patient Experience
New “C Suite” member

CXO – Chief Experience Officer
Responsible for maximizing satisfaction
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Hospitals Take Cues From The Hospitality Industry
By Roni Caryn Rabin | November 4, 2014

Two years ago, Inova Health System recruited a top executive who was not a
physician, had never worked in hospital administration and barely knew the
difference between Medicare and Medicaid.

What Paul Westbrook specialized in was customer service. His background is in
the hotel business – Marriott and The Ritz Carlton, to be precise.

He is one of dozens of hospital executives around the country with a new charge.
Called chief patient experience officers, their focus is on the service side of
hospital care: improving communication with patients and making sure staff are
attentive to their needs, whether that’s more face time with nurses or quieter
hallways so they can sleep.

http://kaiserhealthnews.org/news/hospitals take cues from the hospitality industry/

Mich. hospital goes luxe: CEO explains patient centered approach
January 20, 2014

http://www.cbsnews.com/news/michigan hospital goes luxe ceo explains patient centered
approach/

The newest innovation in health care may be the hospital itself.

Traditionally, hospitals were designed as a place for medical professionals to just
do their job; they weren't often built with patients in mind. But that's not the
case at one hospital near Detroit that looks and feels like a luxury hotel and
treats patients like valued guests.

At lunchtime at the Henry Ford Hospital in West Bloomfield, Mich., don't look
for day old Jell O served on a fiberglass tray in the cafeteria. At this hospital, it's
a restaurant with a menu comprised of fresh and healthy foods, much of
which is grown on site in their own greenhouse.

Nancy Schlichting is chief executive officer of the Henry Ford Health System. Her
goal was to build a new kind of hospital one that would become a go to
destination, a place people actually wanted to be.
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Schlichting recognized that hospitals needed an image makeover, but she took a
leap of faith by hiring an executive from Ritz Carlton to design, and then run,
the $360 million facility. But there was only one rule: "The rule is that it's about
the patient," Schlichting said. "We don't wake up (patients) between 9 at night
and 5 in the morning . . . unless we have to."

The focus on patients begins immediately. Arriving guests are greeted by
wheelchair valets in a lobby rivaling the world's finest hotels. They pass by a spa,
the hair salon, and designer gift shops as they travel through an enclosed atrium
to their private room.

Dr. Mark Rosenblum heads the hospital's neurosurgery department. He says the
patient focused approach speeds up the healing process.

"Any patient's family can stay here anytime, night or day," Rosenblum said. "It's
important for a patient's well being and recovery to see their loved ones, to be
less in a stark, uncomfortable, unusual environment. We think it helps."

Attachment #2 
Page 22 of 62

143



11/6/2015

23

Attachment #2 
Page 23 of 62

144



11/6/2015

24

Kansas hospital to close next month
by Ayla Ellison
September 03, 2015

Chesterfield, Mo. based Mercy health system has announced it will close Mercy Hospital
Independence (Kan.) next month, according to a KTUL report.

The hospital's inpatient services, emergency department and ambulatory surgery services
will close on Oct. 10. Some outpatient and clinic services will remain open past that date,
but are expected to close no later than Dec. 31, according to the report.

Mercy decided to close the hospital after exploring multiple options for the facility over the
past 18 months. Declining populations and utilization patterns, challenges recruiting and
keeping physicians, increasing capital improvement needs and shrinking reimbursement
were all cited as factors in the decision, according to the report.

"This was not the outcome we had sought or expected at the beginning of the discernment
process, and our hearts are heavy," said Lynn Britton, Mercy president and CEO.

http://www.beckershospitalreview.com/finance/kansas hospital to close next
month.html
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As outpatient care gains steam, one Texas hospital adopts a short stay model
Overhauls prompt closure worries in community, but more hospitals may want to consider
abandoning their traditional model
By Zack Budryk
July 27, 2015

To address an increased demand for outpatient services and a surplus of inpatient beds, one Texas
hospital plans to create a short stay center and it's a move that other hospitals across the country may
want to consider.

Despite a recent uptick in inpatient use, industry experts expect declining inpatient volumes to continue
and care shifting to outpatient settings. Other factors play a part as well, including tepid elective
admissions, continual pressure to keep readmissions low, care integration with an eye toward prevention
and safer outpatient care due to increased technological innovation.

For these reasons, Port Arthur, Texas, Christus Southeast Texas Health System plans to abandon its
traditional hospital model and convert St. Mary Hospital to a short stay center in early September.

The hospital will retain about 251 of its 413 current staff.

http://www.fiercehealthcare.com/story/outpatient care gains steam one texas
hospital adopts short stay model/2015 07 27

HCA to close Florida hospital as inpatient volumes dwindle
By Bob Herman
September 24, 2014

For profit hospital giant HCA said Tuesday it will close one of its hospitals in Florida
because of excess inpatient capacity in the region—a sign that healthcare reform
continues to push patient volumes away from inpatient hospital settings and toward
lower cost outpatient facilities.

HCA will shut down Edward White Hospital in St. Petersburg, Fla., by Nov. 24. Clinical
services at the hospital—which has 162 licensed beds and 110 staffed beds

The decline of inpatient utilization began several years ago during the recent recession,
and has intensified as the Patient Protection and Affordable Care Act encourages
providers to use less costly, preventive measures.

A new report from consulting firm Kaufman Hall backs up those reports from health
systems, finding that in the first half of this year, inpatient volumes were flat or fell for
68% of not for profit hospitals.

http://www.modernhealthcare.com/article/20140924/NEWS/309249963/hca to
close florida hospital as inpatient volumes dwindle
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HCA buying Dallas based urgent care company, CareNow
Oct 28, 2014

Nashville based health care giant HCA is buying Dallas based
CareNow, which owns 24 urgent care centers in Dallas Fort Worth.

"CareNow has a strong brand and will add an exceptional network
of urgent care centers and 130 physicians that complement our
hospital, emergency and outpatient services in Dallas Fort Worth,"
said Sam Hazen, HCA president of operations.

"This transaction represents two trusted providers coming
together to deliver a broader and more integrated level of quality
health care services.“

http://www.bizjournals.com/dallas/news/2014/10/28/hca buying dallas based
urgent care company.html

Attachment #2 
Page 26 of 62

147



11/6/2015

27

Spectrum Health is saving money by avoiding preventable
readmissions. “We understand where the world is going,”
Dickinson says. “We’re not going to be able to continue to make
money in acute care by hospitalizing people. We need to shift to
take care of them.”

Michael Dickinson,
Medical Director for Heart Failure

and Heart Transplant at the
Frederik Meijer Heart & Vascular Institute

http://www.hhnmag.com/display/HHN news
article.dhtml?dcrPath=/templatedata/HF_Common/NewsArticle/data/HHN/Mag
azine/2013/May/0513HHN_Feature_clinical

Emergency
Medical

Services?
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“EMS?”
9 1 1 safety net access for non emergent
healthcare

35.6% of 9 1 1 requests
12 months Priority 3 calls (44,567 (P3) / 124,925 (Total))

Reasons people use emergency services
To see if they needed to
It s what we ve taught them to do
Because their doctors tell them to
It s the only option

37 million house calls/year
30% of these patients don’t go with us to the hospital

2012 NASEMSO Report

“EMS?”

Call Type % Increase
Interfacility 11.32%
Sick Person 10.37%
Falls 5.87%
Unc Person 5.20%
Assault 4.21%
Convulsions 4.16%
Psyc. 3.76%

Call Type % Decrease
Abd Pain 2.83%
Traum Inj. 3.71%
Chest Pain 7.97%
MVA 10.38%
Breath. Prob. 10.48%

10 year % change of overall call volume…
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Emergency
Medical

Services?
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Unscheduled
Medical

Services!

Conundrum…
Misaligned Incentives

Only paid to transport
“EMS” is a transportation benefit
NOT amedical benefit
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Our Role?
“Emergency medical services (EMS) of the future will be community
based health management that is fully integrated with the overall
health care system. It will have the ability to identify and modify
illness and injury risks, provide acute illness and injury care and
follow up, and contribute to the treatment of chronic conditions
and community health monitoring. This new entity will be
developed from redistribution of existing health care resources and
will be integrated with other health care providers and public health
and public safety agencies. It will improve community health and
result in more appropriate use of acute health care resources. EMS
will remain the public’s emergency medical safety net.”
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EMS Loyalty Program
System Abusers
9 1 1 Nurse Triage
CHF/High Risk Dx Readmissions
Observational Admission Avoidance
Hospice Revocation Avoidance
Home Health Partnership

Patient Navigation vs. Primary Care

Attachment #2 
Page 33 of 62

154



11/6/2015

34

Mobile Integrated Healthcare Programs

“EMS Loyalty Program” or “HUG” Patients
Proactive home visits
Educated on health care and alternate resources
Enrolled in available programs = PCMH
10 digit access number 24/7
Flagged in computer aided dispatch system

Co response on 9 1 1 calls
Ambulance and MHP

Non Compliant enrollees moved to “system abuser”
status

No home visits
Patient destination determined by Medical Director
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EMS Loyalty Program

296 Patients enrolled
2013 – 2015

160 graduated patients with 12 month data
pre and post enrollment as of June 30, 2015…

During enrollment (30 – 90 days)
39.6% reduction in 9 1 1 to ED use

Post Graduation
56.2% reduction in 9 1 1 to ED use
85.2% in reduction for “System Abusers”

Notes:
1. Comparison for enrolled patients based on use for 12 months prior to enrollment vs.

12 months post program graduation.
2. Patients with data 12 months pre and 12 months post graduation
3. Average Medicare payment fromMedicare Utilization Tables
4. http://www.cdc.gov/nchs/data/hus/hus12.pdf
5. http://www.hcup us.ahrq.gov/reports/projections/2013 01.pdf

Expenditure Savings Analysis (1)
High Utilizer Program THR and JPS
Combined

Based on Medicare Rates
Analysis Dates:October 1, 2011 June 30, 2015

Number of Patients Enrolled (2): 142

Utilization Changes
Category Base Avoided Savings
ED Payments (4) $969 2240 ($2,170,560)
Admission Payments (5) $10,500 574 ($6,027,000)
Hospital Expenditure Savings ($8,197,560)

Ambulance Payments $419 2841 ($1,190,379)

Total Expenditure Savings $9,387,939

Per Patient Enrolled HUG
Payment Avoidance $66,112
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Notes:
1. Average scores of pre and post enrollment data from EuroQol EQ 5D 3L Assessment Questionaire
2. Score 1 3 with 3 most favorable
3. Score 1 10 with 10 most favorable

Patient Self Assessment of Health Status (1)
As of:6/30/2015

High Utilizer Group Readmission Avoidance
Enrollment Graduation Change Enrollment Graduation Change

Sample Size 55 41
Mobility (2) 2.33 2.55 9.4% 2.37 2.41 1.7%
Self Care (2) 2.65 2.82 6.4% 2.54 2.76 8.7%

Perform Usual Activities (2) 2.24 2.58 15.2% 2.27 2.51 10.6%
Pain and Discomfort (2) 1.98 2.52 27.3% 2.44 2.68 9.8%
Axiety/Depression (2) 2.11 2.51 19.0% 2.32 2.63 13.4%

Overall Health Status (3) 5.18 6.85 32.2% 4.88 6.78 38.9%

“Before I started this program I was sick
every day; I was going to the emergency
room nearly every day.”

“I have learned more in the last three
months from John and you than I have
ever learned from the doctors, the
hospitals, or the emergency rooms.”

“Since this program, I have not had any
pain medicines and have not been to the
emergency room. I am keeping up with
my doctor’s appointment and my MHMR
appointments.”Antoine Hall, MIH/CHP Patient

Enrolled 11/20 – 12/29/13

Used by special permission from Antoine Hall

The Real Benefits:
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Antoine Analysis
Before After Change Avg. Payment Expenditure Savings

Ambulance Transports 11 0 11 $427 ($4,697)
ED Visits 12 0 12 $774 ($9,288)
Inpatient Admissions 4 0 4 $9,203 ($36,812)

MIH Visits 22
MIH Visit Expenditure per Contact $75
MIH System Costs $1,650

Healthcare System Savings ($49,147)

Readmission Avoidance
At Risk for readmission

Referred by cardiac case managers
Routine home visits

In home education!
Overall assessment, vital signs, weights, ‘environment’
check, baseline 12L ECG, diet compliance, med
compliance
Feedback to primary care physician (PCP)

Non emergency access number for episodic care
Decompensating?

Refer to PCP early
In home diuresis
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Readmit Program Analysis June 2012 June 2015 JPS & THR Combined
Patient Enrollments (1, 3)119

30 Day ED Visits 30 Day Admissions
Count 43 33
Rate 36.1% 27.7%

Rate Reduction (2) 63.9% 72.3%

Expenditure per Admission (4) $ 10,500
Admissions Avoided 86
Expenditure Savings $ (903,000)

Admission Savings Per Patient $ (7,588)

Notes:
1. Patient enrollment criteria requires a prior 30 day readmission and the
referral source expects the patient to have a 30 day readmission

2. Compared to the anticipated 100% readmission rate
3. Enrollment Period at least 30 days and less than 90 days
4. http://www.hcup us.ahrq.gov/reports/projections/2013 01.pdf

Select Comments:
Client states ''You care more about my health than I do."
"Keep the same compassionate, excellent people you have working for you now and your service
will continue to be great! Everything was perfect, a 10!"
"yall have been o the charts helpful" "no complaints" "glad the hospital got it going for me"
"Thank you very much! We couldnt have done this without you!"
"The medics spent lots of time with me and provided very useful information. I really loved the
program. They were very friendly and did an awesome job."
"I love y'all, wonderful, Y'all 2 have been really big help and great with pa ence with me even

though I'm a hard headed lil ol lady."

Mobile Healthcare Programs
Patient Experience Summary
Through June 30, 2015

Program
HUG CHF Overall Avg

Medic Listened? 4.98 4.86 4.92
Time to answer your questions? 4.96 4.86 4.91

Overall amount of time spent with you? 4.98 4.86 4.92
Explain things in a way you could understand? 4.98 4.92 4.95

Instructions regarding medication/follow up care? 4.98 4.82 4.90
Thoroughness of the examination? 4.96 4.84 4.90

Advice to stay healthy? 4.96 4.92 4.94
Quality of the medical care/evaluation? 4.98 4.85 4.92

Level of Compassion 4.98 4.85 4.92
Overall satisfaction 4.92 4.85 4.89

Recommend the service to others? 97.8% 100.0% 98.9%
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9 1 1 Nurse Triage

Navigate low acuity 9 1 1 calls to most appropriate
resource
Low acuity 9 1 1 calls (ALPHA & OMEGA)

Warm handoff to specially trained in house RN
Uses RN education and experience

With Clinical Decision Support software
Referral eligibility determined by:

IAED Physician Board
Local Medical Control Authority

9 1 1 Nurse Triage
Key = Referral Network
Engaged hospital & community partners

Funding from hospitals
Know your stakeholder value proposition

40.0% of referred patients to alternate
dispositions
Future?

Physician/Hospital call services
Telehealth/patient monitoring
Rx compliance/reminders
Connect with payer databases?
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9 1 1 Nurse Triage Patient Satisfaction
Through July 31, 2015

Please rate (2) the following: (N=279) Score
The 9 1 1 call taking process 4.75
How the nurse handled call 4.73
If you feel the nurse understood your medical Issue 4.75
Your satisfaction with recommendation 4.59
The alternate transportation provided 4.55

Did Your Medical Issue... (N=277)
Get Better 84.2%
Stay the Same 12.6%
Get Worse 3.2%

Did Speaking with the Nurse Help? (N=273)
Yes 92.1%
No 7.9%

Did Disposition Save Time and Money? (N=246)
Yes 94.7%
No 5.3%

Should Your Call Have Been Handled Differently? (N=274)
No 85.0%
Yes 15.0%

Expenditure Savings Analysis 9 1 1 Nurse Triage Program
Based on Medicare Rates

Analysis Dates:June 1, 2012 July 31, 2015
Number of Calls Referred: 3,589

% of Calls with Alternate Response 37.5%
% of Calls with Alternate Destination 31.2%

Category Base Avoided (4) Savings
Ambulance Expenditure (1) $419 1,346 $563,974
ED Expenditure (2) $969 1,119 $1,084,311
ED Bed Hours (3) 6 1,119 6,714

Total Payment Avoidance $1,648,285

Per Patient Enrolled ECNS
Payment Avoidance $1,225

Notes:
1. From Medicare Payment Tables
2. http://www.cdc.gov/nchs/data/hus/hus12.pdf
3. Provided by John Peter Smith Health Network
4. Result of EPAB approved change to allow
locus of care to include ED visit by alternate transportation
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Framing the Home Health Issues

Penalized for readmissions
No more hospital referrals
CMS Penalties

High cost of night/weekend demand services
Don’t know when their patients call 911

No opportunity for pre admission care
coordination
Reduced ability for post discharge care
coordination

Attachment #2 
Page 41 of 62

162



11/6/2015

42

Home Health Partnerships

How it Works

Protocols established between HH agency and
MedStar Medical Director
Specialized training provided

HH trains MIH Providers in common procedures
MedStar ride outs by RNs

HH agency registers client w/MedStar
MedStar EMR created
9 1 1 CAD address flag created
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How it Works

If client calls 9 1 1
Appropriate units dispatched + MIH Provider
Comm Center notifies HH agency hotline
On scene MHP calls HH nurse from scene
Care coordination occurs

If client calls HH agency
AND, HH agency wants MedStar to cover
HH agency calls MedStar for scene/home visit
MIH provider calls RN from the home for care
coordination

Client: RoXXXX, John H – 19XX 10 07 Program: Home Health 911
Status: Active Referring Source: Klarus
Visit Date: 11/1/2015 Visit Type: Home Visit
Visit Acuity: Unscheduled Visit Visit Outcome: MHP Call Complete
Transport Resource: N/A Response Number: 151101297

Note By: Andrew Hatcher
Arrived on scene to find Mr. RoXXXX sitting upright at his dinning room table, appearing
slightly tachypneic and distressed. He tells me that he has been feeling unwell since he
woke up this morning around 0500. He goes on to say that he has experienced decreased
appetite for approximately one week. He has increasing weakness today as well. He has
gained 1lb in 24 hrs (117.4) I was present when the chest X ray tech came to do imaging.
The film showed the left lung with fluid at the base.

Auscultation revealed clear breath sounds in the right upper and right upper, but severely
diminished lung sounds on the upper left and upper left lung fields. There was no rales or
rhonchi heard.

Home Health
Care Coordination Examples
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Istatswere drawn with the following results:
Na; 135K: 4.6Cl; 104iCa; 1.11TcO2; 26Glu: 117BUN; 68Crea: 2.2HCT: 38Hb;
12.9aGap: 11

I called Beverley RN from Klarus and discussed my findings. She desires 40mg IVP
Lasix, 20MEQ Potassium, and 2.5 Metolazone be administered for exacerbation
of CHF. I administered 40mg Lasix in the right antecubital fossa through a 22g
intravenous catheter. Beverley said she will follow up with him in the morning.

I provided a urine hat and explained how to measure his urine output to his
family. They verbally understand. Intravenous access is discontinued after
medication administration. I witnessed both other oral medications self
administered by Mr. RoXXXX .

EENT: atraumatic; mucus membranes are moist Thorax; atraumaitc; no tenderness
upon palpation ICD in the right chest diminished breath sounds left lung fields
Lower extremities; +4 pitting edema on right leg, +3 pitting edema on the left leg
upper extremities; atraumatic; no tenderness upon palpation.

Arrived on scene with Medstar unit attending to Mr. XXXX. They inform me that Mr. XXXX was walking
into his house utilizing a walker assist device and become very dyspneic. This started around 1310 and
lasted approximately 20min. He sat down in his chair and his symptoms ceased.

Family and private nurse on scene inform me that Mr. Perry has had a 4 5 pound gain in a three day
period. They also notice bilateral ankle swelling, which is abnormal for Mr. Perry. Family also indicates
that his blood pressure has been high lately.
I draw labs.

I contact Sean RN from Klarus and discuss this case. He takes 20mg Lasix 1x/day. Sean asks me to
administer 40mg Lasix IVP and follow up approximately 5hrs later to re evaluate and draw labs. Mr.
XXXX does not take K+, nor is he on a fluid restriction. I advised to drink some water during this
process, but no more than 1500ml total /day.

I release Medstar ambulance from scene.

Family gathers a bedside commode from a neighbor and I provide them hat for calculation of urine
output. They will use their own scale for the follow up weight.
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Client: XXXX, Clara L 1934 03 06 Program: Home Health 911
Visit Date: 8/21/2015 Visit Type: Home Visit
Visit Acuity: 911 Call Transport Resource: N/A
Response Number: 150821007

Note By: Ronald Moren
Family called 911 and stated pts BGL was 29. On EMS arrival, family had managed to give pt a few
mouthfuls of honey and BGL was 32. Pt found lying in bed pt is alert to painful stimuli only. Pt is
atraumatic. BBS are clear, =, bilateral with good chest rise and fall. Abd is soft and non tender with no
masses noted. Pt has a PICC line in right arm that she receives daily antibiotics from family through.
PICC line was accessed and approx 7 ml fluid withdrawn. IV D 10 was started and 250 ml was
infused. Pt became A&OX4 and BGL increased to 188. Pts daughter cooked her some eggs and gave
her an ensure to drink.

Pt states she feels much better and does not want to go to the ER at this time. It was explained to the
patient and her family that a large decrease in blood sugar, while may be expected, should still be
evaluated by a physician. Pt and family still did not want to go to the ER. Pt and family were educated
on possible problems with low BGL including falls, syncope, AMS, & seizures. Family was instructed
to monitor blood glucose levels and to contact KLARUS and/or her PCP in the morning. Family was
also instructed to call 911 again if pts condition changes.

KLARUS was contacted and message left, RN (Diane) called back and confirmed message received
and advised she would have somebody go out and see patient in the morning.

Program: Home Health Referring Source: Klarus
Visit Date: 8/6/2015 Visit Type: Home Visit
Visit Acuity: Unscheduled Visit Visit Outcome: MHP Call Complete
Response Number: 150806056 Note By: Brandon Pate

Note:
Lisa, RN, from Klarus called the Communications Center and requested a CCP evaluation of this client
after she inadvertently removed her colostomy bag.

Upon arrival, the client is ambulatory, conscious and alert, oriented to person only; this is consistent with
her baseline, per the assisted living staff. The client has no complaints of pain or symptoms; she denies
having chest pain, shortness of breath, a headache, nausea, vomiting, diarrhea, weakness, dizziness, and
abdominal pain. The client reports she inadvertently removed her colostomy bag.
Upon exam…..

I called Lisa and informed her of my assessment findings. She subsequently provided the procedure for
a colostomy bag change. The skin around the stoma was cleansed with a skin prep solution and wipes.
Stoma powder was applied. The skin around the stoma was cleansed a second time. The flange was
sized and applied around the stoma, using pressure in a circular, outward motion to ensure adhesion.
The stoma bag was attached to the flange without difficulty. A staff member from the assisted living
facility remained at the bedside during the procedure. Following completion, the staff remained with
the client. Call complete.
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Note:
AOSTF 28 yo male sitting on couch. He states that he is SOB, his abdomen is distended and his
legs are swollen all of this since 2000 this evening. He also reports his pump was alarming starting
at 2100 and he shut it off.

Pt. requires Milrinone continuous infusion and the pump was reading a high pressure alarm. Pt.
also reports a cough this evening. In reviewing his HX he has CHF with an EF of 20 25% and CKD.
He reports he feels like he always does when he gets fluid overloaded. Pt. also reports a 4 lb.
weight gain in the last 24 hrs. Upon exam noted pt. in mild moderate resp. distress with SPO2 in
the 80's off his O2. In reviewing some old notes he does not like to wear his O2. Pt. is A&OX4,
PPTE, MAE. Pt. is mildly tachycardic, BS clear upper and crackles in bases. ST on 12 lead W/O
elevation.

Abdomen appears distended though I have never seen this pt. in the past. Pt. has 3+ edema in
lower ext. PICC line port being used for Milrinone infusion was occluded. PICC was flushed and
infusion resumed. Chem 8 was obtained. NA 133, K+ 3.7, Cl 97, CA 1.19, Tco2 36, Glucose 143,
BUN 38, Cre 1.3, Hct 40, Hgb 13.6A Gap 5. Pt. was given Lasix 80mg SIVP and advised to double
his morning potassium dose. The importance of wearing his O2 was again stressed. I discussed
the plan with pt. to ensure he felt capable of staying at home and that was his preference.

Pt. stated he had a urinal and was advised to use it and write down all of his output between now
and when he sees the nurse. He was advised to call back for any issues or worsening of condition.
I also spoke with Sean at Klarus and he is good with plan. Klarus will follow up tomorrow with
client.

Utilization Outcome Summary As of: Sep 15
Home Health Partnership

# %
Enrollments by Home Health Agency 804 100.0%
9 1 1 calls by Enrolled Patients 537 66.8%
9 1 1 Calls by Enrolled Patients with a CCP on scene 245 45.6%
ED Transports when CCP on Scene 93 38.0%
Home Visits Requested by Agency 187 23.3%
ED Transports from home visits requested by Agency 9 4.8%
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Framing the Hospice Issue:

Patients & families want the patient to pass
comfortably at home
Hospice wants the patient to pass peacefully
at home
Death is scary
When death is near….

9 1 1 call challenging for EMS
9 1 1 usually = Hospice Revocation

Voluntary or involuntary

Hospice Partnerships
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Economic Model
Hospice benefit

Per diem from payer to agency
Agency pays hospice related care
LOS issues
Varies based on Dx

MedPAC recommends increasing hospice
benefit
IHI recommends increase hospice enrollment

How it Works

Protocols established between Hospice agency
and MedStar Medical Director
Specialized training provided

Hospice trains MIH Providers in common
procedures
MedStar ride outs by RNs

Hospice agency registers “At Risk” client
w/MedStar
9 1 1 CAD address flag created
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How it Works

1 home visit by MHP
Reinforce hospice relationship w/MedStar backup

If client calls 9 1 1
Appropriate units dispatched + MIH Provider
Comm Center notifies on call nurse
On scene:

Non hospice hospice related call = treat and transport
as usual
Hospice related call:

Care coordination occurs

Special Note

MHPs trained to have “The Conversation”
with patients enrolled in other programs

Or POLST/MOST, etc.
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Notes:
(1) Patients referred who are identified as at high risk for voluntary disenrollment, or

involuntary revocation.
(2) Difference results from referrals outside the MedStar service area, or patients

who declined program enrollment.
(3) Patients who either voluntary disenrolled, or had their hospice status revoked.

Hospice Program Summary
Sept. 2013 through Sept. 2015

# %
Referrals (1) 249
Enrolled (2) 168

Deceased 116 69.0%
Active 28 16.7%
Improved 2 1.2%
Revoked (3) 24 14.3%

Activity:
EMS Calls 57
Transports 20 35.1%
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Funding Models

Fee for Service
Patient contact fee

Enrollment fee
Per enrolled patient
Shared risk for utilization of MIH providers

Population based
PM/PM fee for all enrolled patients

Program Cost
Joint funding for specific project/outcomes
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Who’s Paying?

The one who is financially ‘at risk’
Hospitals

Readmissions
HUG patients without a payer source

3rd Party payers (including Medicaid)
Admissions/readmissions
ED visits

Shared Risk partnerships (ACOs, etc.)
Admissions/readmissions

Who’s Paying?

The one who is financially ‘at risk’
Hospice

For enrolled patients
Home Health

For enrolled patients
Local Governments

ONLY if they view as valuable, or reduce spending
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“Mobile Integrated Healthcare is an
innovative and patient centered approach
to meeting the needs of patients and their
families. The model does require you to
“flip” your thinking about almost everything
– from roles for health care providers, to
what an EMT or paramedic might do to care
for a patient in their home, to how we will
get paid for care in the future.

The authors teach us how to flip our thinking
about using home visits to assess safety and
health. They encourage us to segment
patients and design new ways to relate to
and support these patients. And they urge
us to use all of the assets in a community to
get to better care. This is our shared
professional challenge, and it will take new
models, new relationships, and new skills.”

Maureen Bisognano
President and CEO

Institute for Healthcare Improvement
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2009 = 4 Programs

2014 = 160 Programs

Samples of Other Programs
CMS CMMI HCIA Grants

$60 million in 6 programs
REMSA (NV)
Wake County (NC)
UPMC (PA)
Eagle County (CO)
Dallas Fire/Rescue (TX)
Mesa Fire & Medical (AZ)
Christian Hospital EMS, St. Louis (MO)
North Memorial Medical Center (MN)
California Pilot Projects
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Paramedics Aren't Just for Emergencies
Home visits for lab tests, IV medications and hospital follow up
By Laura Landro
Aug. 17, 2015

Paramedics, who race to emergencies and transport victims to the nearest ER, are taking on a new
role: keeping patients out of the hospital.

In this new role, paramedics augment existing programs like visiting nurse services and home care.
They also treat patients who don’t meet home nursing criteria or don’t want someone in their
home all the time but still have complex needs, says David Schoenwetter, an emergency
physician and head of the mobile health paramedic pilot program at Geisinger Wyoming Valley
Medical Center in Wilkes Barre, Pa., part of Danville, Pa. based Geisinger Health System.

The programs aim to reduce the high costs of emergency room visits and inpatient hospital stays.
Hospitals are facing financial penalties from Medicare and other payers when patients are
readmitted to the hospital within 30 days of being discharged.

days among 704 patients who had a home visit from a paramedic, Geisinger calculates. From March
2014 to June 2015, the Geisinger mobile health team prevented 42 hospitalizations, 33 emergency
department visits and 168 inpatient he case of heart failure patients, hospital admissions and
emergency room visits were reduced by 50%, and the rate of hospital readmissions within 30 days
fell by 15%. Patient satisfaction scores for the program were 100%.

http://www.wsj.com/articles/paramedics aren t just for emergencies 1439832074

Paramedics work to keep patients out of the E.R.
Anna Gorman, Kaiser Health News
May 10, 2015

Around the country, the role of paramedics is changing. In various states, they're
receiving extra training to provide more primary and preventive care and to take
certain patients to urgent care or mental health clinics rather than more costly
emergency rooms. Ramsdell and others in his program, for instance, spent 150 hours in
the classroom and with clinicians learning how to provide ongoing care for patients.

Using a $9.8 million federal grant, Gubbels' agency launched three different projects. In
addition to providing paramedic home visits and offering 911 callers options besides the
ER, the agency started a nurse run health line to give people with health questions
another number to call in non emergency situations.

An early evaluation by the University of Nevada, Reno, which was based on insurance
claims and hospital data, shows that the projects saved $5.5 million in 2013 and 2014.
They helped avoid 3,483 emergency department visits, 674 ambulance transports and
59 hospital re admissions, according to the preliminary data. The federal government
plans to do its own evaluation.

http://www.usatoday.com/story/news/2015/05/10/paramedics work to keep
patients out of e r/70949938/

Attachment #2 
Page 56 of 62

177



11/6/2015

57

Change From the Inside Out –
Health Care Leaders Taking the Helm
Donald M. Berwick, MD, MPP1; Derek Feeley, DBA1; Saranya Loehrer, MD, MPH1
1Institute for Healthcare Improvement, Cambridge, Massachusetts
JAMA.March 26, 2015.
doi:10.1001/jama.2015.2830

Even as politicians and pundits continue to debate the merits of the Affordable Care Act
(ACA), it is time to look beyond it to the next phase of US health care reform.

innovations in delivery mature at a far faster pace than laws and regulations evolve,
even in far less contentious political times than today’s. For example, productive new
health care roles, such as community paramedics, community health workers, and
resilience counselors, emerge at a rate that legal requirements and reimbursement
policies simply do not match.

http://jama.jamanetwork.com/article.aspx?articleid=2210910

Triple threat: Achieve multiple goals with community paramedics
by Chrissy Wild
October 2, 2015

Many health systems embarking on population health initiatives know they need to
bolster their partnerships with community resources, but don't know where to focus their
efforts. Community paramedicine is a great place to start.

Community paramedics receive advanced training, allowing them to provide a range of in
home services, such as health coaching and home safety assessments for your rising and
high risk patients. They can also help you reduce your ED volumes by providing in home
treatments to frequent 911 callers whose needs are not emergent, and reduce your
readmission rates by performing post discharge check ups on at risk patients.

How do I measure success?
Many programs compare their targeted patient population’s number of 911 calls, ED
visits, admissions and readmissions, and total cost of care prior to program enrollment to
those metrics post enrollment. These basic metrics serve as a barometer for the
program’s success and are useful in demonstrating the ROI of the program to organization
leaders and private payers for reimbursement purposes.

https://www.advisory.com/research/care transformation center/care transformation
center blog/2015/10/community paramedicine webcon recap
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Key Question #1

What is the 1 thing about the healthcare
system in our community that keeps you up at
night?

What is your greatest concern?
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Key Question #2

If you had a magic wand and could change
one thing, but ONLY 1 thing about in our
community’s healthcare system, what would
you change?

money and resources are no object

Key Question #3

What are the current barriers to change in our
community’s healthcare system?
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Key Question #4

Who is not at the table today who should be
(either by agency, role or name)?

Key Question #5

What are the top 3 gaps in healthcare services
in our community?
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Proceedings Report on Community Paramedic Gap Analysis

&

Recommendations for Leon County Community Paramedic Program

Area Metropolitan Ambulance Authority 2900 Alta Mere Drive Fort Worth, Texas 76116
(817) 991 4487 (817) 632 0537 (Fax)

www.medstar911.org MZavadsky@medstar911.org
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The county was identified as the most appropriate partner to facilitate a discussion on a healthcare system 
that is more heavily focused on achieving improved outcomes

Concern was expressed over the health disparities within the community and that the need for care in the 
underserved population is not met by the current system of care.  Concern was also mentioned regarding 
the difficulty that high need patients have in navigating the healthcare system 

As the dialogue shifted from discussion of strengths and assets of the healthcare system, partners talked 
about the gaps in services they see as barriers…There is an acute need to improve chronic care 
management and services for “high utilizers” that cycle in and out of the hospital 

The partners discussed a number of critical gaps in access to care.  The county has high quality health-
care services and well-trained physicians; however, the partners discussed the lack of a full continuum of 
services.  It is difficult for uninsured and underinsured patients to connect to needed services in the system 
due to fragmented providers and a lack of follow-up services available to them.  It was noted that many 
patients stop seeking services when confronted with the difficulty of navigating the system.  In particular, 
investments need to be made to close gaps in preventive care, follow-up, and ongoing outpatient treatment 
for the chronically ill

Healthcare delivery is provider-centered, which is a contributing factor to the continuum of care gap 
discussed earlier in the dialogue.  Many partners discussed the need to shift towards a patient-centered 
model of healthcare delivery

Another suggestion was to provide services that would guide people through the healthcare system.  There 
is a shortage of support staff throughout the healthcare system in the community that can provide those 
types of services to improve access and health literacy.  Providing this type of support staff for patients 
ensures they receive needed care 
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211 Big Bend Consulate Healthcare Leon County Dental Clinic
Ability 1st Covenant Hospice Leon County Health Dept
Accessibil ity Solutions DCF Office of Child Welfare Maxim Healthcare Services
Allegro Dial A Ride Miracle Hill
Amedisys Home Health Director of Economic Self Sufficiency Program Neighborhood Medical Center
American Red Cross Elder Care Services North Florida Medical Center
Area Agency of Aging Faith Home Health North Florida Women's Care
Bethel Family Counseling & Outreach Family Resources Office of EMS Chief
Big Bend Cares FAMU College of Pharmacy PATH/Apalachee Center
Big Bend Homeless Coalition FAMU Counseling Services Prestige Health Choice
Big Bend Hospice FAMU Student Health Center Refuge House
Bond Community Health Center FL Surgeon General Renaissance Community Center The Shelter
Broadview Florida Alliance for Assistive Services & Tech Salvation Army
Brookdale Hermitage Health Florida Blue Seven Hills Health and Rehabilitation Center
Capital Area Community Action Agency Florida Department of Children and Families Southern Medical Group
Capital City Youth Services Florida Healthy Kids Suncrest Omni
Capital Health Plan Florida Legal Services Prescription Clinic Tallahassee Memorial Healthcare
Capital Home Health FSU College of Medicine Tallahassee Orthopedic Group
Capital Medical Society Foundation FSU Psycology Clinic Tallahassee Senior Cener
Capital Regional Medical Center FSU Student Health and Wellness Center Tallahassee Urban League
Catholic Charities Geutiva Health Services TCC Dental Clinic
Centre Pointe Good Samaritan Network TCC Mental Health
Centre Pointe Harbor Chase The Shelter
Chamber of Commerce HealthSouth Rehab Hospital United Way
Cherry Laurel Home Instead Senior Care US VA Outpatient Clinic
Children's Home Society Hopewell Home Care Visiting Angels
Children's Medical Services Interim Healthcare Westminster Oaks
Connections Church JasmineWomen's Center Whole Child Leon
Consolidated Dispatch Agency Lake Ella Manor
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What is the one thing about the healthcare system in our community that keeps you up at night? What is your 
greatest concern? 

If you had a magic wand and could change one thing, but only one thing in our community healthcare system, 
what would you change? Money and resources is no object. 

What are the current barriers to change in our community’s healthcare system? 

Who is not at the table to day that should be? (Either by agency, role, or name) 

What are the three top gaps in healthcare services in our community? 
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Readmission Avoidance Program

Hospice Revocation Avoidance Program

High System Utilizer Program

only after obtaining formal commitments from the potential funders to contribute 
to funding the program once it meets agreed upon goals
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What is the one thing about the healthcare system in our community that keeps you up at night? What is your 
greatest concern? 

If you had a magic wand and could change one thing, but only one thing in our community healthcare system, 
what would you change? Money and resources are no object. 
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What are the current barriers to change in our community’s healthcare system? 

Who is not at the table to day that should be? (Either by agency, role, or name) 

What are the three top gaps in healthcare services in our community? 
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Mobile Integrated Healthcare and  
Community Paramedicine (MIH-CP)

 
      

Serving our nation’s EMS practitioners
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THE CLOCK IS

TICKING

1Meaney PA, et al. Circulation. 2013;128:417-35 

©2014 ZOLL Medical Corporation, Chelmsford, MA, USA. ZOLL is a trademark and/or registered                                         MCN EP 1409 0059
trademark of ZOLL Medical Corporation in the United States and/or other countries.       
 

Find out if your monitor is CPR 
ready at zoll.com/ClockisTicking.  

The Countdown to the 2015 Guidelines Has Begun.  
Is your monitor CPR ready? The AHA says CPR monitoring should be “incorporated into 
every resuscitation.”1 With the 2015 Guidelines around the corner, make sure your 
monitor is built to help you deliver high-quality CPR. Lives depend on your CPR quality.
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er the ast se era  ears  t o ne  t es 
o  a ent are o ered   agen ies ha e 
generated tremendo s interest ithin  
and the ider hea th are omm nit . Ca ed 
mo i e integrated hea th are and omm nit  

aramedi ine I CP  man  e ie e these 
inno a ons ha e the oten a  to trans orm 

 rom a stri t  emergen  are ser i e 
to a a e ased mo i e hea th are ro ider 
that is  integrated ith an arra  o  
healthcare and social services partners to 
improve the health o  the comm nit .

ho gh s ll evolving  I  and CP 
programs opera ng aro nd the na on 
are providing a range o  pa ent centered 
services  incl ding  

î  ending s  paramedics or 
comm nit  paramedics into the 
homes o  pa ents to help ith 
chronic disease management and 
ed ca on  or post hospital discharge 
ollo p  to prevent hospital 

admissions or readmissions  and to 
improve pa ents  e perience o  care.

î  aviga ng pa ents to des na ons 
s ch as primar  care  rgent care  
mental health or s stance a se 
treatment centers instead o  
emergenc  departments to avoid 
costl  nnecessar  hospital visits.

î  eplo ing telemedicine to connect 
pa ents in their homes ith 
caregivers elsewhere.

î  Providing telephone advice or other 
assistance to non rgent  callers 
instead o  sending an am lance crew.

o add to the  pro ession s 
nderstanding o  the development  

characteris cs and stat s o  I CP in 
the nited tates   cond cted a 
comprehensive s rve  in late  o  the 
na on s c rrentl  opera ng I CP programs. 

his s mmar  anal sis reports the 
res lts o  that s rve  and the concl sions 

that can e drawn rom the data. nal sis 
was provided  o r a thor team  which 
incl des several o  the na on s I CP 
tho ght leaders  medical directors and 

I CP program administrators.

rve  nds m ch enth siasm  
signi cant o stacles

he s rve  iden ed more than 
  agencies that have wor ed 

diligentl  over the past several ears to 
determine their comm ni es  needs  ild 
partnerships to la nch these innova ve 
programs and contri te to solving the 
e  iss es acing merican healthcare. 

he promise o  these programs 
has garnered the a en on o  a road 
spectr m o  sta eholders  ranging rom 
hospitals to ph sicians gro ps  private 
ins rers and the Centers or edicare and 

edicaid ervices C . he interest has 
ena led some I CP programs to sec re 
grants to cover the ini al development 
and opera on o  their programs. he 
largest and most well p lici ed nding 
came rom the C  Innova on Center  
which awarded grants to several  
agencies and their partners eginning in 

 to st d  the e ec veness o  I CP 
programs in achieving the Ins t te or 

ealthcare Improvement s riple im  
improving the pa ent e perience o  care  
improving the health o  pop la ons and 
red cing the per capita cost o  healthcare.

tside o  the ederal grants  other  
agencies have een s ccess l in sec ring 
grants rom o nda ons  or in nego a ng 
contracts with partners s ch as hospitals  

edicaid managed care organi a ons  

home health agencies  hospice agencies 
and private ins rers. hose contracts ma  
incl de pa ments or I CP services ased 
on ee or service  a per pa ent or capitated 
ee  or other shared savings arrangements. 

et most  agencies la nching 
I CP programs have and con n e to 
nd these programs o t o  their e is ng 
dgets  a sign o  their dedica on t 

worrisome rom a nancial perspec ve. 
Compo nding these challenges  the 

newness o  s and paramedics ta ing on 
new responsi ili es  al eit ones within their 
scope o  prac ce as de ned  state laws 
and reg la ons  has also raised concerns 
among some reg lators  n rses and other 
health pro essionals who es on whether 

 sho ld e permi ed to o er I CP.

ata provides a na onal snapshot
o date  the data collected  this s rve  

and anal ed in this s mmar  represents 
the onl  compendi m o  in orma on 
rom the na on s c rrentl  opera ng 

I CP programs. espondents  who 
incl ded  agenc  directors  medical 
directors  and I CP program managers 
and prac oners  represent diverse 
comm ni es and provider t pes  rom  
states and the istrict o  Col m ia.  

 wo ld li e to than  the 
respondents who too  the me to tell 

s a o t their programs. e wo ld also 
li e to than  s o ile Integrated 

ealthcare Comm nit  Paramedicine 
Commi ee or developing the s rve  

es onnaire  and o r a thor team 
or genero sl  providing their me and 

insights in anal ing the data. 

5

Mobile Integrated Healthcare and Community 
Paramedicine (MIH-CP): A National Survey

o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal rve
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rve  argets
etween pril and cto er  

 cond cted a thoro gh search 
to iden  I  and CP programs in the 

nited tates. o rces incl ded

î  n earlier  I CP s rve  
widel  distri ted in   

 and several other na onal 
 organi a ons as part o  the 

oint a onal  eadership 
or m.

î  edia reports and oogle searches.

î  ther wri en materials  s ch 
as white papers and research 
st dies  that re erenced I  or CP 
programs.

î  Interviews with  ind str  
contacts.

î  In orma on provided  state  
o ces.

î  Phone calls and emails to individ al 
 agencies.

o determine incl sion as an I CP 
program  we sed the de ni on or I CP 
contained in the I CP ision tatement  
spearheaded   and endorsed 

 more than a do en na onal  and 
emergenc  ph sicians  organi a ons in 

. he ision tatement de nes I CP 
as eing ll  integrated  colla ora ve  data

6

driven  pa ent centered and team ased. 
amples o  I CP ac vi es can incl de  
t are not limited to  providing telephone 

advice instead o  reso rce dispatch  
providing chronic disease management  
preven ve care or post discharge ollow p  
 or transport or re erral to care e ond 
hospital emergenc  departments. 

eca se there is no strict de ni on 
o  I CP  however  we had to ma e 

dgment calls a o t incl sion. or 
e ample  one  agenc  in a remote 
mining area o  las a indicated the  

li ed telemedicine to connect pa ents 
with ph sicians in larger ci es  this 
agenc  was not incl ded eca se the 
goal was to provide assistance with ac te 
sit a ons  not ed ca on  preven ve 
care or assistance with chronic disease 
management. e also did not incl de  
agencies that descri ed a high level o  
comm nit  involvement  s ch as providing 
comm nit  ed ca on on accident or alls 
preven on  teaching CP  or cond c ng 
health screenings  t did not incl de an  
o  the other elements o  I CP.

es onnaire covers all aspects  
o  I CP

he s rve  was cra ed with the inp t 

o  the  I CP Commi ee and 
incl ded more than  es ons as ing 
respondents to descri e all aspects o  
their I CP program  incl ding program 
ac vi es  partners  agenc  demographics  
medical direc on  nding  reven e  goals 
and data collec on. 

In eptem er and cto er  the 
s rve  was distri ted to appro imatel  
150 agencies that were either known 
or tho ght to have an I CP program. 

ring that me   con n ed to do 
o treach to re ne the list o  agencies with 
con rmed I CP programs. 

s o  ovem er 01  we received 
a total o  1  responses.  those   
did not have I CP programs  111 
did. wo did not provide an  iden ing 
in orma on and were eliminated  two 
were signi cantl  incomplete and co ld 
not e sed. o r were d plicate answers 
rom the same agenc  so onl  one rom 

each agenc  was incl ded  or a total o  
10  completed s rve s. 

ased on o r search  we can sa  with 
con dence that this represents the vast 
ma orit  o  I CP programs na onwide 
at the end o  01 . 

owever  it sho ld e noted that new 
programs are coming on oard ever  month  
so  now there ma  e more. r search 
also ielded man  programs reportedl  in 
the nal stages o  development or awai ng 

nal grant or reg lator  approval  s ch as 
the do en programs that are part o  the 
Cali ornia pilots slated or la nch in the 

rst hal  o  015 and si  programs slated 
to la nch in ichigan  also this ear. hese 
were not incl ded.

Community paramedics from Baxter  
Regional Medical Center in Arkansas  
provide post-discharge follow-up visits  
and connect patients to primary care.

 IMAGE PROVIDED BY KEVIN PIEPER/THE BAXTER BULLETIN
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7

ho gh the concept o  comm nit  
paramedicine had its start in r ral areas  
toda  mo ile integrated healthcare and 
comm nit  paramedicine programs 
operate in a range o  comm nit  t pes.

 COMMUNITY TYPES 

| Urban |

| Suburban |

| Rural |

| Super rural | 13%

36%

44%

54%

o t hal  5  percent  o  I CP 
programs la nched in the past ear. nl  

0 percent have een in opera on two 
ears or longer. 

 TIME IN OPERATION 

| < 3 months |

| 3-6 months |

| 6 months - 1 year |

| 1 - 2 years | 26%

28%

| 2 - 3 years |

| > 3 years | 13%

8%

16%

10%

 RESPONSES 
otal n m er o  I CP program responses  10

genc  geographic service areas range rom compact ci es to sprawling r ral  
and s per r ral regions.

 GEOGRAPHIC AREA COVERED 

| Less than 250 square miles |

| 250 to 1,000 square miles |

| More than 1,000 square miles |

| Don’t know | 1%

29%

35%

35%

Call vol me is also divided among high vol me r an and low vol me r ral .

 CALL VOLUME 

| Less than 250 square miles |

| 250 to 1,000 square miles |

| More than 1,000 square miles |

| Don’t know | 1%

29%

35%

35%

nforma on about in labama came in a er the survey concluded.

100+ Agencies in 33 States, Wash., D.C. and Counting:  
Who’s Doing MIH-CP 

  states with  
I CP 

  states with  
no I CP
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The Important Role of the  
Community Needs Assessment

here is road consens s within  that I CP programs are not 
one si e ts all  t sho ld e developed to meet comm nit  needs. 
It s also widel  accepted that I CP programs sho ld not d plicate 

or compete with alread  e is ng services  and 
instead ll gaps in e is ng services. he wa  to 

determine where those gaps are is thro gh 
a comm nit  needs assessment as part o  
the I CP planning process. 

hile that premise seems sel
evident  comm nit  needs assessment  
is a term more amiliar to p lic health 

pro essionals than rst responders  and 
ma  mean man  things to man  people. he 
s rve  so ght to descri e the nat re and 

so rce o  comm nit  needs assessments 
within opera ng I CP programs.

ccording to s rve  responses  three 
in four agencies (77 percent) report 

conduc ng a community needs assessment
et when a es on a o t cond c ng a 

comm nit  needs assessment was asked in a slightl  
di erent wa   whether the  agree or disagree with the statement  o r 
program is ased on a ormal comm nit  needs assessment   the responses 
were somewhat di erent. nl  hal  51 percent  agreed  5 percent were 
ne tral  and 1 percent disagreed. his perhaps indicates con sion over what 
cons t tes a ormal  vers s an in ormal  comm nit  needs assessment.

o rces o  data  stakeholder inp t
 agencies that cond cted a comm nit  needs assessment  the 

most commonl  sed data so rce is  data  percent  ollowed 
 pop la on demographics  percent  hospital discharge data 55 

percent  emergenc  department data 5  percent  p lic health data 1 
percent  other data 1  percent  and law en orcement data 11 percent . 

nl   percent o  agencies sa  the  sed no e ternal data. 
hen asked to descri e their comm nit  assessment  man  agencies 

report having mee ngs  ro ndta les and esta lishing working gro ps 
or steering commi ees involving a variet  o  stakeholders  incl ding 
hospitals  social services  mental health  law en orcement  assisted living 
acili es  p lic and private pa ers and p lic health departments. 

gree that  
their I CP  

program is lling 
a reso rce gap 
 in their local  
comm nit

95% 

74% 

gree that  
their program 

is ased on the 
de ned needs  

o  their  
comm nit  as 

e pressed  local  
stakeholders

MIH-CP programs should strive 
to reach patients before they 
become frequent users

ased on this s rve   agencies 
engaged in I CP rel  predominantl  on 
data rom individ als who li e  services 
or have een cared or  the hospital s stem. 

his oc s ma  hinder the I CP s stem 
rom gaining a ll nderstanding o  the needs 

o  their comm nit  s ch as individ als who 
have not accessed the 11 or hospital s stem 

t who ma  have signi cant care needs. 
s I CP con n es to develop  a long

term goal ma  e to reach mem ers o  the 
comm nit  e ore their health or ps chosocial 
iss es have deteriorated to the point where 
the  ecome re ent sers o  hospitals and 

 s stems.

 narrow oc s on pa ents alread  on the 
radar o  hospitals and  ma  also restrict 
availa le pa er so rces. hile oc sing on 
this gro p o  pa ents o ers the opport nit  
or a cost savings  so rce o  reven e  it 

misses other poten all  reim rsa le pa ent 
enco nters rom the large pool o  individ als 
who have not een hospitali ed.  

o iden  these pa ents and gain a more 
complete look at comm nit  needs  I CP 
s stems sho ld strive to se as man  data 
so rces as possi le to iden  the needs 
o  a m ch roader pop la on within the 
comm nit . 

It s worth no ng that programs in e istence 
were more likel  to se data other than 

 data   percent sed pop la on 
demographics   percent sed p lic health 
data   percent sed emergenc  department 
data  1  percent sed law en orcement data  
and 1  percent sed other data  s gges ng 
that longer d ra on programs se a roader 
set o  comm nit  health data when eval a ng 
healthcare gaps in their comm nit . 

Programs in existence for over 
two years were more likely to  
use a wider variety of data in  
assessing community need
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In emergenc  response  the role o  the 
ph sician medical director is to ens re 

alit  pa ent care. esponsi ili es incl de 
involvement with the design  opera on  
eval a on and alit  improvement o  
the  s stem. he medical director has 
a thorit  over pa ent care  and develops 
and implements medical protocols  policies 
and proced res.

he role o  medical direc on in I
CP is in some wa s similar  with protocol 
development  percent  topping the list o  
responsi ili es. owever  eca se I CP 
oc ses on coordina ng care over a longer 

period than the t pical  call  medical 
direc on in the I CP conte t ma  incl de 
addi onal responsi ili es  o en done in 
colla ora on with primar  care or other 
healthcare providers o tside o  the  
agenc . hat can incl de the development 
and approval o  care plans  percent  
phone cons lta ons  percent  and 
telemedicine cons lta on 1  percent .

9

reaking down silos  I CP is team ased
rom medical homes to care teams to acco nta le care organi a ons  the concept o  

colla ora ve  integrated  pa ent centered care is a ma or theme o  healthcare re orm  
and I CP.

Medical Direction Involves Multidisciplinary Collaboration

EMS Medical Director Role 

88%  Protocol development
approval

64% Phone cons lta on

62%  evelopment approval o  
care plans 

42%  idance on alterna ve  
des na ons

18%  ive online telemedicine  
cons lta ons

Hours of medical direction/
oversight provided per week

ess than 10 .......................  79%
10 to 20 .............................  16%

ore than 20 ........................  4%

                        Agree that their program is a mul disciplinary prac ce of 
medicine overseen by physicians and other healthcare prac oners 
77% 
                        Agree that their program is team-based and incorporates mul-

ple providers, both clinical and non-clinical
70% 
                        Agree that their program is pa ent-centric and focused on the 
improvement of pa ent outcomes  
96% 

Others who provide medical direction and 
advice to MIH-CP programs

Primar  care ph sicians 52 percent   
on call emergenc  ph sicians 2  percent  and 
specialt  ph sicians 2 percent  are also called 

pon to provide medical direc on or advice 
regarding I CP pa ent care. ther so rces o  medical direc on 
named  one or more respondents incl ded other hospital ph sicians  
ph sician assistants  s rgical n rse prac oners   case managers  
and ps chiatrists. 

This collabora on is evident in the more than half (51 percent) 
of respondents who say that they obtained approval from partner 
organi a ons for their clinical protocols

o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal rve

report using telemedicine in their MIH-CP programs  It was not speci ed 
whether that involves speci c telemedicine applica ons or more  
commonplace EMS ac vi es, such as ECG transmission

1 in 4 agencies
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MIH-CP Programs Partner With an Array 
of Healthcare, Social Services Agencies

o ile integrated healthcare  
de ni on integrates with all en es that 
impact pa ent care and wellness. his 
integra on is necessar  or m l ple reasons. 

Pa ents who have re ent contact 
with  and hospitals o en have m l ple 
medical pro lems  comor idi es and 
comple  ps chosocial circ mstances. hese 
health iss es cannot e solved  a single 
en t  t instead re ire the e per se 
o  a variet  o  healthcare providers  social 
services agencies and comm nit  reso rces. 
or  these partnerships ena le I CP 

programs to match each pa ent s needs 
with the right reso rce.

e errals go oth wa s 
Partnering works in two direc ons  the 

I CP program can receive re errals rom 
the partner agenc  or the I CP program 
can re er pa ents to the partner agenc . 

ccording to s rve  responses  hospitals 
are the most commonly cited source of 
referrals to MIH-CP programs  with  
percent o  I CP programs repor ng 
receiving re errals rom hospitals  ollowed  

 REFERRALS 
he partner organi a on re ers pa ents to the I CP program

 REFERRALS 
he I CP program re ers pa ents to the partner organi a on

rgani a on e

.  ome ealth  
rgani a ons

B. ospices

C. ospitals

.  aw n orcement gencies

E.  ental ealth Care acili es

F. rsing omes

. ther E  gencies

. Primar  Care Facili es

I. P lic ealth gencies

J. Ph sician ro ps

.  Comm nit  ealth Clinics

. rgent Care Facili es

. ocial ervice gencies

.  ddic on reatment Centers

69% 
of MIH-CP programs receive 

referrals from hospitals

I
J

34%

B
24%

C
69%

35%

E
20%

F
22%

28%

38%

34%

32%
45%

12%

38%
18%

B
C E

F

I

J
66%

19%

26%

50%35%

14%

36% 53% 38%

48% 47%

44%

62%

49%
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11

Awareness of the value of MIH-CP programs 
appears to grow over time

hen isola ng the data or programs with 
two or more ears o  e perience  ellow E  
prac oners ecome the most likel  to re er 
to I CP programs 1 percent . hile 
hospital re errals remain strong at  percent  
re errals rom other healthcare providers now 
come in at 1 percent  ollowed  dispatch 
and primar  care  oth at 52 percent. The 
increased percentage of referrals from nearly 
all sources may indicate that over me, EMS prac oners and other 
healthcare providers accept MIH-CP and see the value it can bring  

primar  care acili es 5 percent  ph sicians 
gro ps  percent  social services agencies 

 percent  law en orcement 5 percent  
home health  percent  and comm nit  
health clinics  percent .

In seeking sol ons or their pa ents  
MIH-CP programs are most likely to refer 
their pa ents to home health  percent  
ollowed  social service agencies 2 

percent  primar  care 5  percent  
mental health acili es 50 percent  
addic on treatment centers  percent  
p lic health agencies  percent  and 
comm nit  health clinics  percent .

ow pa ents come to the  
a en on o  I CP programs 

I CP programs are made aware 
o  prospec ve pa ents rom a variet  o  
so rces. ospital re errals are the primar  
portal to I CP programs  percent  
ollowed  re errals rom other healthcare 

en es hospices  home health care  mental 
health care and others  at 5  percent and 
primar  care ph sicians  percent .

E  so rces  incl ding re errals rom 
ellow E  prac oners 5  percent  and 

dispatch 2  percent  are also important 
in making I CP programs aware o  
poten al pa ents. 

 SOURCES 
o  I CP program 

enrollment

66% 
of MIH-CP programs refer 
pa ents to home health

67% 47% 58% 34% 
hospital  
re errals

primar  care  
ph sician  
re errals

other healthcare 
provider  
re errals

general p lic 
re errals

57% 
E   

prac oner 
re errals

27% 
11 dispatch

mental health hospice support fall preven on
pharmacists crisis counselors pa ent navigators residents

physical and occupa onal therapists

| 77% |
PARAMEDICS

| 26% |
EMTs

| 21% |
FIREFIGHTER PARAMEDICS

| 20% |
PHYSICIANS

| 18% |
NURSES

| 17% |
CASE/SOCIAL WORKERS

| 16% |
FIREFIGHTER EMTs

| 12% |
OTHER*

| 9% |
NURSE PRACTITIONERS

| 3% |
PHYSICIAN ASSISTANTS

 STAFFING 
espondents report emplo ing or con

trac ng with man  t pes o  prac oners 
or I CP programs

 CHARACTERISTICS OF MIH CP 
PROGRAMS 

| 75% |
READMISSION 
AVOIDANCE

| 74% |
MANAGE FREQUENT  
EMS USERS

| 71% |
CHRONIC DISEASE  
MANAGEMENT

| 52% |
ASSESSMENT & NAVIGATION TO  
ALTERNATE DESTINATIONS

| 44% |
PRIMARY CARE/PHYSICIAN  
EXTENDER MODEL

| 30% |
OTHER* 

| 6% |
911 NURSE TRIAGE

| 5% |
ALL OF THE ABOVE

35% 
Re-tasking of 
duty clinical 
sta  

12% 
Dedicated,  

a t- e 

23% 
Dedicated,  
full- e 

11% 
Other

18% 
o ina on  

of full and  
art- e 

 MIH CP CLINICAL STAFFING MODEL   
ome I CP prac oners are dedicated ll me to I CP  others split their me 
etween I CP and emergenc  response or other d es. 
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Is EMS doing everything it can to develop partnerships? 
ith more than hal  5  percent  o  respondents 

repor ng that their programs are a ear old or less  it is 
nderstanda le that some ma  not have ll  developed 

the necessar  partners within their comm ni es. 
ll  more than hal  5  percent  o  respondents view their 

I CP program as ll  integrated into the healthcare  
s stem. mong programs in opera on or two or more ears   

 percent agree that their program is ll  integrated.
E  agencies report challenges esta lishing 

partnerships or a variet  o  reasons  incl ding
  other healthcare providers not nderstanding the E  
role in an I CP program
  ears among home health agencies that E  
par cipa on in providing services in the home o tside 
o  answering 11 calls represents compe on

  poten al partners not seeing a clear nancial incen ve 
or partnering with E . 

Though 34 percent of respondents agree that opposi on 
from other healthcare providers such as physicians, nurses 
or home health is a signi cant obstacle to sustaining or 
growing their MIH-CP programs,” an almost equal number 
(32 percent) disagree that opposi on is a barrier

nd there is reason or op mism.

12

Partnerships Are About More Than Referrals

Partnering with stakeholders is not onl  
a o t re errals. ome partners provide 

nancial s pport  which ma  incl de direct 
pa ments or services  t can also incl de 

assistance with sta ng  s pplies or other 
reso rces  while others provide oversight 
and direc on to I CP programs. 

15% 
hospitals

5% 
hospice

4% 
pu lic 
health 
agencies

4% 
nursing 
ho es

2% 
physician 
groups

 DIRECT FINANCIAL SUPPORT  
ho provides direct pa ments or I CP services  

25% 
hospitals

5% 
physician 
groups

5% 
pri ary 
care  
facili es

4% 
ho e  
health  
organi a ons

3% 
ental 

health 
facili es

 OTHER FINANCIAL SUPPORT  
ho provides other nancial s pport or I CP services   

33% 
hospitals

12% 
pu lic 
health 
agencies

12% 
physician 
groups

11% 
pri ary 
care  
facili es

9% 
ho e  
health  
organi a ons

7% 
hospices

 OVERSIGHT/DIRECTION  
ho provides direc on and  

oversight  

                        Agree that support for MIH-CP 
programs is growing among partners such as 
hospitals and other healthcare providers

87% 

                        Agree that the number of pa ents 
served by their MIH-CP program will grow in the 
next ve years

96% 
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hile the medical skills per ormed  E  
personnel par cipa ng in I CP tend to e 
consistent with their emergenc  response training 
and e perience  the focus and conte t o  their 
clinical roles are ver  di erent. he prac ce o  
E  is oc sed on rapid assessment  provision o  
res scita ve or s ppor ve care within a narrow 
set o  protocols  and transport to a hospital

ased emergenc  department. In contrast  the 
prac ce o  I CP is oc sed on longit dinal 
assessment  par cipa on in an e is ng  
m l disciplinar  interpro essional treatment 
plan  and comm nica on with and re erral to 
other mem ers o  the treatment team ased on 
changing pa ent needs. Conte t all  care shi s 
rom episodic eval a on and care o  pa ents 

independent o  their e is ng medical care plan to 
longit dinal monitoring and ad stment o  care as 
a part o  a medical care plan. 

sked what speci c training or e perience 
ali ca ons are re ired o  I  or CP 

emplo ees  eld e perience was most o en 
men oned  with a o t one in o r respondents 
speci ing that I CP prac oners had to 
have etween one and 10 ears o  eld work 
e perience s all  paramedic .  

maller n m ers men oned comm nica ons 
skills  posi ve a t de and a c stomer service oc s 
as speci c candidate competencies. s or speci c 
creden als  several stated that cri cal care transport 
paramedic training was re ired or pre erred  while 
several stated other cer ca ons were re ired  
incl ding E  registered n rse  n rse prac oner 
and social work.

 ew re ire some college or a  
college ased comm nit  paramedic 
cer ca on. o t one in o r answered 
there were no special re irements.

raining topics 
Nearly all respondents require some 

type of addi onal training for their MIH-CP 
prac oners  Clinical topics  percent  
pa ent rela ons comm nica ons  

 percent  accessing comm nit  programs 
and social services  percent  and pa ent 
naviga on 5  percent  topped the list.

ength o  training
he length o  training varied widel  as 

did the incl sion o  clinical rota ons or eld 
training ho rs.

E perience Tops uali cations 
Sought in MIH-CP Practitioners

Wide variations in 
training, education 
and certi cation 
requirements 
may jeopardize 
reimbursement 
opportunities 

verall  the s rve  data 
s ggests that the ma orit  o  
programs select experienced 
E  prac oners or  

I CP programs  and that 
the  re ire addi onal training 
to per orm these roles. 

owever  the nat re  d ra on 
and content o  that training is 
widel  varia le  s gges ng that 
the prepara on  knowledge 

ase and level o  skill o  E  
personnel who c rrentl  
prac ce within I CP s stems 
is inconsistent.

his inconsistenc  co ld 
raise concerns among poten al 
partners or pa ers a o t 
pa ent sa et  clinical res lts 
or pa ent experience  and 
ma  red ce opport ni es or 
reim rsement rom pa ers 
who are more acc stomed to 
well de ned and seemingl  
more clinicall  predicta le 
providers o  care.

E  m st con n e to work 
toward crea ng consens s 
among stakeholders to de ne 
what I CP clinical prac ce 
is  and rom there create 
standards or skills  training  
ed ca on and proo  o  
competenc . 

Hennepin Technical College in Brooklyn Park, Minn  and  
Colorado Mountain College are the two most-o en men oned 
college-based training programs  

“Borrowed” training programs 
include: Eagle County  
Paramedic Services, Wake 
County EMS, MedStar Mobile 
Healthcare, Mesa Fire  
Department and FD CARES

43% 
Less than  
40 hours

18% 
40-80 hours

18% 
80-120 hours

11% 
120-140 
hours

4% 
More than  
240 hours

6% 
Don’t know

49% 
Less than  
40 hours

16% 
40-80 hours

10% 
80-120 hours

16% 
120-140 
hours

4% 
More than  
240 hours

6% 
Don’t know

 CLASSROOM HOURS REQUIRED  

 CLINICAL ROTATIONS/FIELD  
TRAINING HOURS REQUIRED  

13% 
Used another 
MIH-CP pro-
gra ’s training

61% 
Developed 
internally

5% 
Outside  
contractor

20% 
College- ased

 TRAINING PROGRAM DEVELOPMENT  
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he clinical services provided  I CP 
prac oners can e roadl  gro ped into 
three categories that ma  e part o  an 
ongoing health maintenance program   
or as part o  a goal directed therap  or 
li est le modi ca on.

Assessment and evalua on

Post-discharge follow-up

Preven on and educa on

Common to all is that the I CP program 
acilitates this witho t the re irement 
or a hospital or clinic visit  altho gh the 

assessment ma  res lt in a recommenda on 
to visit a clinic or other healthcare provider. 

he goal is alwa s to direct pa ents to the 
most appropriate  convenient  least costl  
t pe o  healthcare or social services provider 

ali ed to take care o  their needs. 

hile the vast ma orit  o  I CP 
programs indicate the  assess pa ents  
the s rve  does not make clear what is 

eing done with the in orma on gathered  
incl ding whether clinical decision making is 
a tonomo s  ased on an algorithmic process 
or in cons lta on with the E  medical 
director or other healthcare provider. 

ssessment and eval a on encompasses 
m l ple service lines  incl ding general 
assessment  which most o en incl des histor  
and ph sical  percent  and medica on 
reconcilia on 2 percent  along with 
la orator  tests and disease speci c care.

In home la  services ke  to I CP 
assessment and eval a on services 

s with disease speci c care  

respondents were most likel  to o er 
services that were alread  within the scope 
o  prac ce o  t pical E  agencies s ch as 

lood gl cose meas rement 0 percent  
and lood draw services 1 percent . 

o t one in ve 1  percent  agencies 
report the addi on o  i  lood anal sis  
point o  care tes ng.  s rprising n m er 
o  agencies had expanded their services to 
incl de rine collec on 2  percent  stool 
collec on 1  percent  and throat swa  
c lt res 12 percent . 

isease speci c care relies on 
standard E  e ipment  skills 

isease speci c care o ered  I CP 
 is most o en targeted at common 
cardiovasc lar and p lmonar  diseases s ch 
as conges ve heart ail re C F  chronic 
o str c ve p lmonar  disorder C P  
and asthma. ost o  these services li e 
e ipment and training readil  availa le to 
E  providers  s ch as lood press re 5 
percent  12 lead E  0 percent  and ox gen 
sat ra on meas rement  percent . 

Clinical Services Seek To Avoid Unnecessary Emergency Department 
Visits, Hospital Stays While Improving Patient Quality of Life

1

2

3

 ASSESSMENT AND EVALUATION SERVICES  

89% 
History and 
Physical

61% 
Weight Check

61% 
Post Injury  
Evalua on

44% 
Stroke Assessment 
and Follow-up 8% 

Ear Exam

 CARDIOVASCULAR SERVICES  

85% 
Blood Pressure 
Check 70% 

EKG 12 Lead 
40% 
Peripheral  
Intravenous Access 

 RESPIRATORY SERVICES  

 LABORATORY SERVICES  

70% 
Glucose Check 41% 

Blood Draw 
26% 
Urine 
Collec on 19% 

iSTAT

13% 12% 
Stool  
Collec on Throat Swab 

Culture 

78% 
Oxygen  
Satura on Check

69% 
Asthma Meds/
Educa on/ 
Compliance

53% 
Nebulizer 
Usage/ 
Compliance

41% 
Capnography 
Assessment

31% 
Peak Flow 
Meter Usage/
Educa on

30% 
MDI Use

28% 
CPAP

     Assessment and evalua on1
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ome I CP programs  however  have 
signi cantl  expanded their assessment and 
management o  these disease processes 

e ond what E  wo ld t picall  do. For 
example  at least one program indicated 
that the  o ered in home di resis o  C F 
pa ents. For p lmonar  disease  more than 
hal  o  respondents indicated the  o ered 
ed ca on related to asthma medica on 
compliance  percent  ne li er se 52 
percent  and peak ow meters 1 percent .

iven the nancial rami ca ons o  
extended hospital sta s or non ac te care 
and the nancial penal es assessed on 
hospitals with high rates o  readmissions  
ollow p visits in the home in the ho rs or 

da s a er hospital discharge is a poten all  
important wa  or I CP programs 
to show val e. ll  the data s ggests 
some ncertaint  a o t the speci cs o  
the services delivered  or example   
percent o  respondents sa  the  do stroke 
assessment and ollow p  while onl  2  
percent said the  do ne rologic assessments.

Preven on and ed ca on pla  an 
important role in preven ng the next 

nsched led ac te care event or 11  

call. I CP prac oners are highl  
involved in providing these services to 
their comm ni es.

The important role of 
patient navigation

hile man  o  the clinical 
I CP services provided seem 

directed at managing pa ents at 
home  the n m er o  pa ents 
that can e meaning ll  impacted 
and the cost e ec veness o  this 
approach remain to e proved. 

nother area where I CP ma  
have signi cant impact on pa ent 
o tcomes and costs is thro gh 
improved pa ent naviga on  or 
the direc on o  pa ents to the 
appropriate reso rce.

E  agencies sho ld make 
e ec ve se o  their ni e role 
in the healthcare s stem. E  
is o en pa ents  ini al contact 
with healthcare. Pa ents ma  
not know the op mal reso rce 
or their c rrent clinical need. et 

the  do know that the  can call 
11 when the  need help and 

E  prac oners will come to 
their aid  ickl . hese pa ents 
represent an opport nit  or E  
to have meaning l impact on 
healthcare costs  naviga ng 
each pa ent to the correct 
reso rce at their ini al contact 
with the healthcare s stem. 

hat said  it s important to note 
that the l mate goal o  I CP is 
not merel  to move the rden o  
caring or pa ents to other parts 
o  the healthcare s stem  t to 
help pa ents get on the road to 
sel management  and e er health 
and alit  o  li e so that the  need 
ewer healthcare reso rces overall.

                      provide  
prac oners with training in 
pa ent naviga on 

59% 

                     of MIH-CP programs 
provide prac oners with 
training in accessing community 
programs and social services

63% 

38% | ressing changes wo nd check  

70% | ischarge ollow p  

31% | Post s rger  care  

27% | e rological assessment  

 POST DISCHARGE FOLLOW UP SERVICES 

71% | ocial eval a on s pport  

92% | Falls risk assessment   

43% | tri on assessment  

25% | Ps chiatric assessment   

 PREVENTION SERVICES 

59% | dia etes screening ed ca on

62% | h pertension screening ed ca on

48% | ph sical ac vit  screening ed ca on 

28% | ietar  sodi m red c on 

25% | esit  screening ed ca on 

12% | Cholesterol screening ed ca on

5% | Cancer sel exam awareness 

 PATIENT EDUCATION SERVICES 

How long do patients stay enrolled in MIH-CP programs?
he goal o  I CP programs is t picall  to grad ate  pa ents o t o  

the program  which is o en the point where the  no longer rel  on re ent 
contact with the 11 or hospital s stem. en  ge ng pa ents read  or 
grad a on rst means ge ng them connected with primar  care  mental 
healthcare providers and other services est e ipped to take care o  
complex medical and ps chosocial iss es.

he average me pa ents are seen  I CP prac oners is highl  
individ al  with respondents repor ng a range o  less than 0 da s 1 
percent  1 to 0 da s  percent  1 to 1 0 da s 1  percent  and greater 
than 1 0 da s  percent . 

22% 
say their MIH or CP prac oners have an  
advanced scope of prac ce

77% say their MIH or CP prac oners do not 

     Post-discharge follow-up2

     Preven on and educa on3
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In 2012  innesota ecame the rst 
and s ll onl  state to pass legisla on 

a thori ing edicaid reim rsement o  
E ased comm nit  paramedics.

he rate is 0 percent o  a ph sician 
assistant s o ce visit charge  or 1 .25 
per 15 min tes o  pa ent interac on. 

here is no pa ment or drive me  el 
or s pplies. 

o e seen  a comm nit  paramedic  
a ph sician has to give an order  and it m st 

e part o  a care plan esta lished  the 
ph sician. In ecem er 201  comm nit  
paramedics at ri Co nt  ealth Care 
E  ased in r ral adena  inn.  egan 

receiving re errals rom hospital ph sicians 
and primar  care ph sicians at the 
hospital s ve r ral clinics. 

e provide post hospital discharge 
visits or pa ents at high risk o  
readmission  sa s llen mith  ri
Co nt  ealth Care emergenc  response 
manager. e also work with primar  care 
ph sicians to help prevent nnecessar  
am lance trips and emergenc  
department visits and to ens re pa ents 
are accessing all o  the health reso rces 
availa le to them in the comm nit .

ri Co nt  comm nit  paramedics also 
work closel  with the hospital s n rse care 
coordinator  and nc on as part o  the 
hospital s medical home  clinical team.

elp rom grants
F nding or the program came rom 

a innesota epartment o  ealth 
grant  which sent ve paramedics to 
the comm nit  paramedic co rse at 

ennepin echnical College.  three ear  
00 000 grant rom the o th Co ntr  

ealth lliance  a edicaid managed care 
organi a on that serves a o r co nt  
area  covers the cost o  data anal sis 
and sta ng a comm nit  paramedic 2  
ho rs a week. he hospital also nds 
comm nit  paramedic sta ng or 2  

ho rs  while the remainder comes o t o  
the E  dget. 

o achieve 2  comm nit  
paramedicine coverage  ve comm nit  
paramedics also answer 11 calls d ring 
their shi .

tar ng small to prove sa et  
e ec veness

Prior to la nch  ri Co nt  so ght 
inp t rom comm nit  partners  incl ding 
p lic health  mental health  home health 
and mem ers o  the p lic. an ng to 
proceed ca o sl  and ild con dence in 
their program among ph sicians who the  
rel  on or re errals  the  started with a 
limited n m er o  pa ents  mith sa s.

he ri Co nt  team also worked with 
the hospital s electronic medical records 
so ware experts to ena le comm nit  
paramedics to access and inp t 
in orma on into pa ents  medical records.

itho t that connec on to the 
electronic medical record  the in orma on 
wo ld not get ack to the ph sician. t 
o r r ral hospital  we se almost no paper 
charts  sa s r. John Pate  E  medical 
director and a amil  prac ce ph sician.

Comm nit  paramedics aim to see 
pa ents within 2  ho rs o  re erral. 
Enrolled pa ents receive a home visit and 

16

Tri-County 
Health  
Care EMS

ral  hospital ased 
am lance provider 
takes re errals  
rom ph sicians to  

red ce readmissions   
improve access to care

CASE STUDY

IMAGES PROVIDED BY TRI-COUNTY 
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assessment  a review o  their care plan and 
ed ca on a o t managing chronic diseases  
medica on reconcilia on  and an  tests or 
treatments ordered on the care plan  s ch as 

lood draws  wo nd care or in ec ons. 
Pa ents are seen as o en as dail  or 

two to o r weeks. he rst visit is t picall  
0 to 0 min tes  s se ent visits last 0 

min tes. Ever  two weeks  a m l disciplinar  
team  which incl des a comm nit  
paramedic  social worker and n rse care 
coordinator  eval ates each pa ent s progress 
and determines i  the pa ent is read  to 
grad ate or needs addi onal help. It s all 
individ ali ed ased on the pa ent s needs  
mith sa s. here is a lot o  gra  to this.

In 201  comm nit  paramedics saw 
20  pa ents with diagnoses that incl de 
C P  asthma  conges ve heart ail re 
and ps chiatric iss es. ost are elderl  
and need the extra s pport to con n e to 
live independentl  Pate sa s.    

ther re errals come rom an orthopedic 
s rgeon  who sends comm nit  paramedics 
into the homes o  knee and hip replacement 
pa ents to cond ct alls risk assessments  
and an area n rsing home  which rings in 
comm nit  paramedics to do lood draws  
tracheostom  care and eeding t e care to 
prevent their pa ents rom needing to travel 
to a clinic or hospital.

hile E  agencies in other states have 
reported con icts with home health  this is 
not an iss e in innesota  he sa s. e are 
not home health. For pa ents to receive 
home health  the  m st have a pa er 
so rce that covers it  and the  m st e 
home o nd  mith sa s. e see pa ents 
who don t ali  or home health. e are 
also a liated with a licensed home health 
agenc  and we also re er pa ents there.  

e ng on a path to nancial  
s staina ilit

Even tho gh the onl  availa le 
reim rsement is or the 15 percent o  
pa ents who have edicaid  ri Co nt s 
comm nit  paramedics see pa ents 
regardless o  their ins rance stat s. In 201  
reim rsements rom edicaid totaled 
a o t 10 000  not eno gh to cover costs. 

he  hope to event all  have data to share 
with commercial ins rers so that the  can 
nego ate shared savings arrangements. 

ne challenge  however  has een 
deciding what data to collect and what 
o tcomes to meas re. nlike r an areas  
re ent sers are not a ig pro lem 
or the adena area. he  do have a 
ew tho gh  and es mate that their 

comm nit  paramedic program saved 
100 000 in am lance transport and 

emergenc  department charges in 201 .
 lot o  the ac vi es o r comm nit  

paramedics do involve checking p on 
pa ents. he  might go o t and see i  
an ox gen generator is working properl  
or i  the  know how to se a ne li er 
machine  or whether the medicine the  
have is what the  were s pposed to get  
Pate sa s. In one case a gentleman was 
si ng there tr ing to se a ne li er t 
he hadn t t rned on the machine. e 
wo ld have ended p ack in the E . B t 
how do o  meas re the impact o  that  

hat is the tr e ene t  
ne strateg  the  plan to tr  is 

having pa ents ll o t a alit  o  li e 
es onnaire e ore and a er enrollment. 

he  will have their rst res lts in the next 
six months. 

Part o  o r hospital s mission statement 
is to achieve the riple im  which is 
improving pa ent health  improving the 
pa ent experience o  care  and red cing 
costs  mith sa s. o how do I make s re 
m  E  agenc  is o  val e to m  hospital  

ow do I ens re m  people have o s in the 
t re  It s no longer  o  call  and we ha l.  

We have to show that what we do is making 
an improvement in pa ents  health  their 
a ilit  to have a good alit  o  li e and that 
the  are sa s ed with the care received.   

17

o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal rve

“We have to show that what we do is making an improvement 
in pa ents’ health, their ability to have a good quality of life 
and that they are sa s ed with the care received ”

 llen ith, ergency Response Manager, ri-County Health Care M

Tri-County’s tips for success
Start small and grad all  ild acceptance o  o r program among ph sicians 
and other healthcare providers who o  will need to provide o r program 
with re errals.
Think local   program wo ldn t work in Ft. Worth  or in ew ork Cit  
and their program wo ldn t work here. o r program needs to t local 
needs  mith sa s.  

1

2
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E  is governed  laws and 
reg la ons that var  rom state to state. 
In la nching I CP programs  one 
challenge or agencies is determining 
whether their state s stat tes and 
reg la ons allow or prohi it E  rom 
engaging in I CP. 

rve s o  state E  o ces  
the a onal ssocia on o  tate E  

cials E  indicate that in 
a large n m er o  states  laws and 
reg la ons are interpreted as permi ng 

I CP  in others  stat tor  and or 
reg lator  lang age is interpreted as 
prohi i ng it  while some have not et 
interpreted their stat tes. necdotall  
E  agencies re entl  report that it 
can e hard to discern what  i  an   

I CP ac vi es their local reg la ons 
or their state a orne  general  
wo ld permit.

It is perhaps or that reason that more 

than half of respondents (57 percent) 
see statutory or regulatory policies as 
obstacles to MIH-CP.

It sho ld e noted these responses 
incl de onl  the states where there 

are operating I CP programs. In the 
states where there are no I CP 
 programs  prohi itive stat tes or 
reg lations  or perceptions o  those  
ma  e a reason wh  programs are 

na le to get o  the gro nd. nother 
possi ilit  is there isn t eno gh interest 
in I CP et. 

oving ahead with innova on 
despite arriers

Even in states in which reg la ons are 
seen as arriers to I CP  some E  
agencies are nding wa s to work within 

Regulatory Barriers Pose Challenges 

23%

57% Agree that stat tor  or reg lator  policies are a signi cant o stacle to 
s staining or growing their I CP program

Disagree that stat tor  or reg lator  arriers get in the wa  o  their  
I CP program 

80%
Agree that their 
programs are legall  
compliant at the  
local  state and  
ederal levels

“Don’t give up  It’s going to 
be one of the most di cult 
things you do as an EMS 
agency due to all of the  
regula ons  If you remember 
this is the next step in  
helping the ci zens of  
your jurisdic on and you  
repeat that to anyone who  
ques ons the program, you  
will maintain a posi ve  
a tude and be a champion 
for your program ” 
– Survey respondent 

MedStar Mobile Healthcare paramedics conduct  
post-discharge home visits with patients in Ft. Worth.
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the law to la nch programs. 

î  In Cali ornia  state law sa s E  
m st respond at the scene o  an 
emergenc  and m st transport 
pa ents to the hospital. B t 
another stat te permits pilot 
programs that se healthcare 
personnel in new roles to st d  
improving pa ent o tcomes and 
red cing costs. In mid 2015  a o t 
a do en Cali ornia E  agencies 
are slated to la nch comm nit  
paramedicine pilots.

î  When aine s state E  o cials 
wanted to ring CP to the state  the 

orne  eneral iss ed an opinion 
sta ng that the aine E  Board 
co ld not a thori e comm nit  
paramedicine eca se it is o tside 
the scope o  emergenc  response. 

he state legislat re approved 
an amendment to the E  
stat te a thori ing 12  three ear 
CP pilots  which are c rrentl  

nderwa .

î  In ichigan  the state E  o ce 
determined their state laws did not 
prohi it I CP. er cons l ng 
with the state B rea  o  egal 

airs  the E  o ce determined 
that E  agencies co ld appl  
or approval o  CP programs via a 
special st d  three ear pilots to 

test new healthcare strategies.  
o ar  at least two programs  

have la nched and six more  
are approved.

î  n the other end o  the spectr m 
is exas  a delegated prac ce state  
meaning there is no statewide 
scope o  prac ce or E . Instead  
medical directors determine what 
E  can do  perhaps one reason 
wh  exas is considered a na onal 
leader in I CP.

What’s in the law that makes it dif cult for 
EMS to take on these new roles?

While E  is o en descri ed as eing at the crossroads o  p lic 
sa et  p lic health and medicine and so  per ectl  posi oned to 
provide I CP  it is more common that E  is more narrowl  de ned 
in law or reg la on as an emergenc  service.  

When asked to descri e what legal arriers were hindering their 
programs  the most commonl  cited iss es were reg la ons that 
con ne prac ce to 11 emergenc  response. everal men oned there 
is no legal a ilit  to transport pa ents to des na ons other than the 
emergenc  department. 

ome health licensing laws were also men oned  several 
respondents. In cond c ng sched led  in home visits  there is the 
poten al or I CP services to e interpreted as alling nder home 
health reg la ons. In Colorado  some I CP programs have so ght 
home health licenses  while one respondent rom irginia noted that 
the state ce o  the orne  eneral iss ed an opinion that I
CP programs wan ng to per orm in home services sho ld seek home 
health licenses. 

 ew also men oned the lack o  clarit  in the law  con sion over 
which reg lator  od  sho ld have risdic on over E  prac oners 
when ac ng o tside o  the 11 response capacit  di c l es working 
with cit  and state a orne s and hospital legal co nsel  and es ons 
a o t whether I CP ac vi es are within the paramedic E  scope 
o  prac ce. 

“Regula ons must be updated to support this kind of work ” 
– Survey respondent 
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eim rsement or transport and mileage is the read and 
er o  E  agencies. While p lic organi a ons  s ch as 

re departments  o en receive s stan al tax s pport to nd 
opera ons  even these organi a ons sa  the  are increasingl  
reliant on illing edicare  edicaid and private ins rance to 
keep p with the increasing vol me o  medical calls.  

When it comes to I CP  however  there is onl  one state in 
which comm nit  paramedicine is a illa le service  and even 
there it s onl  or pa ents with edicaid. ee ri Co nt  ealth 
Care Case t d . na le to ill or services  the vast ma orit  
o  E  agencies opera ng I CP programs sa  the lack o  
pa ments and reim rsements is an o stacle.

et respondents were not en rel  pessimis c a o t their 
nancial prospects. When asked i  the  agree or disagree with 

the statement o r program is nanciall  s staina le  the most 
common answer was ne tral  perhaps indica ng that man  are 
simpl  ns re.

Few I CP programs generate s stan al  
reven e  et 

While man  agencies nd their programs o t o  their own 
opera ng dgets  some have sec red contracts that provide 
pa ment or I CP services. Of the 99 respondents who 
answered the revenue ques ons, 36  about one in three  
report that their program generates revenue  For the most part  
the reven e is minimal. 

even receive nder 10 000 ann all  o r report earning 
etween 10 001 and 25 000  and one generates etween 
25 001 and 50 000.

 ew I CP programs ring in considera l  more. Fo r report 
earning etween 50 000 and 100 000 ann all  two ring in 

100 000 to 150 000 ann all  two receive pa ments o  00 000 
to 500 000  and two generate 500 000 or more ann all . 

89% 
Agree that reimbursement/funding 
is a signi cant obstacle 

Limited Funding, Reimbursement for MIH-CP Makes  
Long-term Outlook Cloudy

41% 
e tral

34% 
gree

20% 
isagree

4% 
on t know

 IS YOUR MIH CP FINANCIALLY SUSTAINABLE   

64% 
o reven e  

36% 
enerates 

reven e

 ARE MIH CP PROGRAMS GENERATING REVENUE   
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Is the nancial outlook more promising than 
these early revenue gures suggest? 

In the overall c cle o  tes ng new siness models  it is ver  
common or innova ons to take ears to generate eno gh reven e to 

e considered a nancial s ccess. his is especiall  tr e in healthcare  
where E ased I CP services are s ll in their in anc . It is also 
ver  t pical or healthcare innova ons to take ears to generate 
eno gh o tcome data to ecome recogni ed as a val a le service 
line or pa ers to invest in. ealthcare pa ment polic  is not o en 
considered nim le.

For most E  agencies  C  edicare and edicaid  represents 
the lion s share o  reven e derived rom ee or service transports  
and making ma or changes in C  pa ment polic  literall  re ire 
an act o  Congress. Compo nding this iss e  most commercial pa ers 
generall  ollow C  g idelines or pa ment polic . here ore  it is 
not s rprising that the reven e rates are so low d ring this me o  
innova on inc a on.

It sho ld also e noted that there are other poten al so rces o  
reven e o tside o  direct pa ments or services  incl ding taxpa er 
s pport. gencies that rel  on tax reven e or a por on o  their 

dget ma  have their programs nded  in whole or in part  thro gh 
tax dollars i  the comm nit  val es the I CP services or sees  

I CP services as an overall means o  cost savings.
et these s rve  ndings also nderscore the rgent need to prove 

that val e  to the comm nit  to private ins rers  to C  and to other 
en es that ma  provide pa ments. For ins rers or other external 
so rces o  pa ments  demonstra ng val e will likel  incl de showing a 
red c on in expendit res co pled with e ec ve pa ent o tcomes and 
posi ve s rve s o  pa ent experience.

2% 16% 16% 5% 
$25,001-
$50,000

$10,001-
$25,000

$1- 
$10,000

$0
12% 13% 11% 13% 11% 
$50,001-
$100,000

$100,001-
$150,000

$150,001-
$300,000

Over 
$300,000

Don’t 
know

 ANNUAL OPERATING COSTS OF MIH CP PROGRAMS  

Economic model 
for MIH-CP 
payments 

When asked how the 
I CP program receives 

pa ments  the most common 
answer was ee or service 
15 agencies  or 15 percent . 

Eleven agencies indicate 
the  receive an enrollment 

ee or ee per pa ent  12 
sa  the  operate in a shared 
savings model with partner 
organi a ons  and two sa  
the  receive a ee or re erral. 
went three respondents 

indicated the  were receiving 
other so rces o  reven e  with 
grants most commonl  cited.

50% 
of respondents believe 
their program will 
con nue to grow as a 
source of revenue for 
their EMS agency  

A Wake County (N.C.) EMS advanced practice 
paramedic conducts outreach.
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cadian m lance  which serves 0 
co n es in exas   o isiana parishes 
and one ississippi co nt  is one o  
the na on s largest private am lance 
providers  answering hal  a million calls or 
service ann all .

In 201  inspired  the work eing 
done  ed tar o ile ealthcare in Ft. 
Worth  exas  cadian decided to la nch an 

I CP program. he cadian team started 
where man  E  agencies egin   
anal ing E  data or re ent 11 sers 
who might ene t rom e er naviga on 
and a more coordinated approach to care. 

aining experience with  
re ent sers 

heir search iden ed a o t 15 people 
in the a a e e  a. area who were calling 

11 at least once a week. Paramedics 
arranged home visits with them. an  had 
complex medical and mental health iss es 
that re ired individ ali ed sol ons  sa s 

ichard Belle  cadian s mo ile healthcare 
and con n ing ed ca on manager.

For one elderl  woman  medics 
arranged mail order prescrip ons to 
prevent her rom calling 11 ever  me 
she ran o t o  her medica ons. he  
red ced trip ha ards in her home  and 
worked with nited Wa  to have a ro ed 
staircase replaced and a railing installed. 

nother pa ent was a paraplegic who 
s ered rom re ent  pain l rinar  
tract in ec ons t co ld not get in to see 
a rologist ickl  eno gh  so he went 
to the emergenc  department. cadian s 
medical director got involved to get him an 
appointment. he man no longer calls 11 
with reg larit .  

 those ini al 15 pa ents  all t 
one has signi cantl  c rtailed their se 
o  11 and the emergenc  department  
Belle sa s. here is a small pop la on o  
people o t there who are s stem a sers  
and man  o  them have s stance a se 
pro lems  he sa s. B t most are sing 

11 eca se the  don t have a primar  care 
provider  the  don t have transporta on 
to get to a primar  care provider or to 
get prescrip ons lled  or the  st don t 

know how to get pl gged into comm nit  
reso rces that are availa le to them.

Expanding to dia etes  pediatric 
asthma care 

Enco raged  their s ccess  cadian 
egan o treach to poten al partners. he 
rst pilot to come o t o  that was with 

a private ins rer  which contracted with 
cadian to do home visits with dia e c 

pa ents to c t down on emergenc  
department visits. ring the o r month 
pilot  cadian medics provided ed ca on 
on managing dia etes  and s pplied 
gl cometers and test strips to those who 
didn t have them. ho gh earl  res lts 
showed pa ents 1C levels had improved  
the ins rer ended the pilot witho t 
explana on  Belle sa s. 

o t a ear ago  o isiana ealthcare 
Connec ons  a edicaid managed  
care organi a on  egan working with  

cadian on a pediatric asthma 
interven on. cadian s Chie  edical 

cer r. Ch ck B rnell worked with 
o isiana ealthcare Connec ons  clinical 

team to develop protocols.
ast s mmer we were looking or 

22
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Acadian Ambulance
Private am lance compan  partners with edicaid managed care organi a on 
to improve pediatric asthma care

CASE STUDY
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a wa  to help o r o ng mem ers with 
asthma  which is par c larl  pro lema c 
d e to environmental actors in o r state. 

sthma ca ses more hospitali a ons than 
an  other childhood disease and is the 
n m er one ca se o  school a sences rom a 
chronic illness  sa s ani o ssell  o isiana 

ealthcare Connec ons alit  improvement 
manager. Beca se o  their rep ta on or 

alit  service and technological innova on  
we partnered with cadian m lance on 
a pilot program to ring mo ile healthcare 
to ew rleans area children with asthma. 

he mo ile healthcare program iden es 
o isiana ealthcare Connec ons mem ers 

who have pediatric asthma and are at a high 
risk o  emergenc  room li a on. hen 
over the co rse o  o r weeks  cadian 

m lance s trained paramedics visit the 
mem er at home to cond ct preven ve 
screenings  per orm an in home risk 
assessment  and provide personali ed health 
coaching on managing asthma.

Program set to expand rther 
cadian has received re errals or 

2 children. n nexpected challenge 
was that a high n m er 1  were 

nreacha le  either the address and 
phone on record with the ins rance 
compan  were incorrect  or the amil  
didn t ret rn calls  Belle sa s.

hirt  amilies re sed to par cipate  
10  are considered inac ve  eca se the 
amil  expressed interest in par cipa ng 

and received one or more home visits t 
then ecame nresponsive. s o  arch 
2015   amilies had completed the 
program and grad ated. 

er six months  we ve seen e er 
management o  asthma or the children 
in this program. heir emergenc  room 

li a on has decreased and their 
medica on compliance has improved  

o ssell sa s. ogether  o isiana 
ealthcare Connec ons and cadian 
m lance are developing innova ve wa s 

to address pediatric asthma and making a 
li elong di erence in the health  ed ca on 
and happiness o  o isiana s children.

oda  1  amilies are enrolled in the 
program  1  have a rst visit sched led 
and 2  have expressed interest. mong 
par cipa ng amilies  the response has 

een overwhelmingl  posi ve  Belle sa s. 
ome o  the xes  are rela vel  eas  

s ch as explaining to one amil  that 
their asthma c toddler sho ld not sleep 
in a cri  with two cats. thers are more 
di c lt. ome amilies live in s standard 
ho sing with mold and pest in esta ons. 
We do ver  li le clinical care. ost o  

what we do is ed ca on and naviga on 
o  pa ents  ge ng them to nderstand 
that when their child starts to eel ad  

the  need to contact the child s ph sician. 
on t wait and then go to the emergenc  

department  Belle sa s.

oving toward nancial via ilit  
cadian medics receive a ee per visit 

rom the managed care organi a on. B t it 
s ll costs cadian more to administer the 
program than it reco ps  Belle sa s. With the 
program slated to r n n l the end o  2015  
next steps will e re nego a ng their ee 
with the managed care organi a on  adding 
more pa ent gro ps  and sharing their 
posi ve res lts with other poten al partners.

his program will e reven e 
genera ng or cadian in the coming 
months  Belle sa s. We are going to take 
these res lts to other hospital s stems  
and p lic and private pa ers as a proo  
o  concept  and show them how m ch 
mone  the  can save  doing this.

23
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Acadian’s tips for success
Frequent user programs are a good place or E  agencies to start developing 
an I CP program. he agenc  can se internal data  and can se an  
s ccesses to demonstrate e ec veness to poten al partners.
Tap into your local community health worker network  Comm nit  health 
workers  who ma  e vol nteer or paid workers  t picall  have li le medical 
training  t instead cond ct o treach  provide social s pport  do in ormal 
health ehavior co nseling and provide asic health ed ca on or screenings 
to mem ers o  the comm nit . In o isiana  the comm nit  health workers 
network shared val a le in orma on a o t comm nit  reso rces s ch as social 
services  non pro ts and charita le organi a ons. cadian mo ile healthcare 
paramedics also a end comm nit  health worker monthl  mee ngs.
Understand that every pa ent group has di erent needs  he children in 
the edicaid pediatric asthma gro p  or example  had a pediatrician. o one 
goal was to get the amil  to rel  on the primar  care provider instead o  the 
emergenc  department. In a re ent ser gro p  however  man  pa ents are 
likel  to lack primar  care access  posing a di erent challenge or the mo ile 
healthcare team. 

1

2

3

“A er six months, we’ve seen be er management of asthma for the children in this program  
Their emergency room u liza on has decreased and their medica on compliance has improved ”
– Lani Roussell, uality I prove ent Manager, Louisiana Healthcare Connec ons 
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With healthcare en es increasingl  
expected to show that treatments 
and interven ons are worth the price  
developing s stems o  collec ng and 
anal ing data is a high priorit  across the 
healthcare spectr m.

radi onall  E  hasn t een expected 
to collect or report per ormance data  
with the excep on o  response mes and 
reso rce deplo ment. B t it s onl  a ma er 
o  me e ore ma or pa ers s ch as C  
and private ins rers will expect E  to 
transi on  along with the rest o  healthcare  
awa  rom strictl  ee or service 
reim rsement and toward reim rsement 
that takes into acco nt costs and o tcomes 

 in other words  val e. 

In the I CP context  collec ng and 
repor ng data internall  and to healthcare 
stakeholders is ene cial or two ma or 
reasons. First  data can prove to the E  
agenc  and partners that the program 
is having the desired impact. econd  i  
the program is not achieving the desired 
o tcome  the data serves as the o nda on 
or developing  tes ng and comparing 

alternate models and strategies.
Consistent with the importance of 

partnerships and collabora on in MIH-
CP, 65 percent of respondents indicate 
that they share data with their MIH-CP 
partners  Fewer t s ll si a le n m ers 

share with other en es  incl ding local 
government or other local stakeholders 

 percent  their state edicare
edicaid o ce 21 percent  state p lic 

health department 20 percent  ins rance 
companies 15 percent  and C  12 
percent . nl   percent sa  the  don t 
share data. 

I CP m st grapple with what to 
meas re and how to meas re it

hat so man  respondents indicate the  
collect and anal e data or oth I
CP program development and o tcome 
meas rement is ver  enco raging. his 
means that the asic in rastr ct re and 
commitment to tracking and repor ng data 
is in place  a ke  step in demonstra ng the 
val e proposi on that pa ers ma  want to 
see as a condi on o  widespread pa ments 
or reim rsement or I CP services. 

B t determining the most important 
data to collect  the most easi le wa  to 
collect it and how to share it rings p 
complex es ons that all o  healthcare is 
grappling with  I CP incl ded. 

Measuring Outcomes and Patient Satisfaction to Show Value

90% 
of respondents say their 
MIH-CP program collects data 

 OUTCOMES MEASURED BY MIH CP PROGRAMS 

| Per pa ent episode cost | 40%

| Decrease high frequency system users |

| Decrease hospital readmission rate |

| Pa ent outcomes |

| Customer sa sfac on | 55%

71%

72%

76%

 DATA COLLECTED BY MIH CP PROGRAMS 

| Pre-MIH-CP healthcare u liza on | 64%

| Pa ent demographics | 86%

| Income data | 12%

| Healthcare u liza on during enrollment |

| Post MIH-CP healthcare u liza on |

| Pa ent sa sfac on |

| Expenditure data | 47%

54%

57%

60%

64% 
collect pre-MIH-CP enrollment 
healthcare u liza on, while 
56% collect post-enrollment 
usage too 
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In this s rve  onl  one agenc  reports 
collec ng and repor ng pa ent health 
stat s as a core meas re. ho gh the 
speci cs o  data collec on ma  var  rom 
agenc  to agenc  the pa ent s assessment 
o  their health stat s pon enrollment and 
at grad a on is a ke  meas re that sho ld 

e sed  all E  agencies cond c ng 
I CP programs. 
In addi on to challenges in determining 

which o tcomes to meas re  there are 
also technological o stacles  incl ding the 
disma ing ina ilit  o  man  electronic pa ent 
care repor ng EPC  s stems sed  E  
to ll  integrate with the data s stems o  
hospitals and other partners  and vice versa. 

nother iss e is that man  EPC  s stems 
sed  E  are not designed to collect 

longit dinal data. he incompa ilit  o  
vario s data s stems and arriers to health 
in orma on exchange is hardl  excl sive to 
E  or I CP t is an area that needs 
a en on to make possi le the i direc onal 

ow o  in orma on etween the  
m l disciplinar  teams involved in I CP. 

E  agencies descri e strong earl  
s ccesses in red cing reliance on 

11 and emergenc  departments
With the ma orit  o  programs in 

opera on or a ear or less  it s not 
s rprising that one in o r respondents 
sa  that it s too soon to tell how m ch 
s ccess the  are having in ke  areas 
s ch as red cing costs  reliance on 11  
the emergenc  department and 0 da  
readmissions. et a si a le percentage sa  
the  are seeing s ccess in a variet  o  areas. 

54% Rate their program as highly or 
somewhat successful in showing cost 
savings for a de ned group of pa ents

60% Rate their program as highly or 
somewhat successful in reducing 911 
u liza on among speci c pa ent groups

59% Rate their program as highly or 
somewhat successful in reducing reliance 
on the emergency department for a 
de ned group of pa ents

46% Rate their program as highly or 
somewhat successful in reducing 30-day 
readmissions for speci c pa ent groups 

62% Rate their program as highly or 

somewhat successful in achieving pa ent 
sa sfac on

With which gro ps o  pa ents do 
I CP programs report s ccess

I CP programs are most likel  
to report s ccess with re ent 11 

sers  5  percent sa  the  are highl  
or somewhat s ccess l in improving 
o tcomes or this gro p while 51 
percent sa  the  are highl  or somewhat 
s ccess l in red cing per pa ent 
healthcare costs. 

ne pa ent gro p that seems to 
e par c larl  challenging or I CP 

programs is pa ents re erred eca se o  
s stance a se or alcoholism. o t 
2  percent o  I CP programs report 
improving o tcomes or this gro p  while 
1  percent report lowered healthcare costs. 

81% 
of programs in opera on for 
two years or longer report 
success in reducing costs,  
911 use and emergency  
department visits for  
de ned groups of pa ents

o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal rve

Improved 
tcomes

oo oon 
o ell

ot 
pplica le

Fre ent 11 sers 5 0 1

C P  asthma  dia etes 5 25 1

Conges ve heart ail re  25 0

stance a se alcoholism 2 20 5

ospice terminal illness 2 1

owered 
Costs

oo oon 
o ell

ot 
pplica le

Fre ent 11 sers 51 2 1

C P  asthma  dia etes 2 21

Conges ve heart ail re  2

stance a se alcoholism 1 1 2

ospice terminal illness 1 2 1

[ MIH-CP Programs Report Lowered Costs for Various Pa ent Groups  ]

[ MIH-CP Programs Report Improved Outcomes for Various Pa ent Groups  ]

Community paramedics from North Memorial 
Ambulance Services in Robbinsdale, Minn.  
seek to prevent 911 calls.
IMAGE PROVIDED BY DAVID JOLES/MINNEAPOLIS STAR TRIBUNE
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With medical 11 calls increasing  
a o t  percent ann all  and data showing 
that a o t 50 percent o  11 responses are 
or non rgent sit a ons  Colorado prings 

Fire epartment  which answers 0 000 
calls ann all  wanted to nd wa s to 
redirect some o  those callers to reso rces 
other than the emergenc  department.

s a rst step  in 2012  the re 
department  in partnership with 

niversit  o  Colorado ealth emorial 
ospital and Cent ra ealth stem s 

Penrose t. Francis ospital  set 
o t to st d  the reasons nderl ing 
the over se o  11 and emergenc  
departments. eams made p o  a 
ph sician and an E  or paramedic went 
into the homes o  re ent 11 sers 
to assess the pa ent and their home 
environment. he hospitals covered the 

cost o  the ph sician me  while a aiser 
Permanente grant covered data anal sis.

We told them to look  listen and 
connect  sa s Je erson ar n  Colorado 

prings Fire epartment s comm nit  and 
p lic health administrator. We ickl  
came to the determina on that there was 
nothing ac te medicall  that we needed 
to do d ring those visits.  Instead  pa ents 
needed ed ca on a o t managing 
chronic diseases  lacked transporta on 
to pharmacies or doctor s o ces  or 
were in need o  reso rces to assist with 
ps chosocial or economic iss es. he 
eas  on was 11. hat s stem co ldn t 
t rn them awa  he sa s.

hree months into their inves ga on  
the  determined that a ph sician wasn t 
needed or the assessments. Instead  the  
sent an E  or paramedic with a n rse 

26

Colorado Springs  
Fire Department 
Partnering with hospitals  edicaid care  
coordina on organi a on to red ce 11 calls

CASE STUDY

IMAGE PROVIDED BY COLORADO SPRINGS FD

or n rse prac oner  and event all  onl  
E s and paramedics.

hree in o r have mental  
health iss es 

ver a one ear period  the teams 
visited 200 homes. heir anal sis showed 
that three in o r  percent  pa ents 
had mental health iss es  o en with other 
chronic medical condi ons. 

Calling their program C E  Comm nit  
ssistance e erral and Ed ca on ervices  

a name coined  Ba alion Chie  itch 
n der o  ent Fire epartment in 

Washington  the  la nched a program in 
which E s and paramedics wo ld con n e 
the home visits  providing assistance with 
ed ca on and naviga ng pa ents to mental 
health or other comm nit  reso rces. 

his is a o t delivering the right 
care  at the right me  in the right place  
sa s r. o in Johnson  an emergenc  
ph sician at emorial ospital who has 
since ecome a dep t  medical director 
or C E . It is never a o t sa ing no 

to care  t a o t redirec ng to the est 
healthcare or the pa ent.

With nding rom Penrose t. Francis 
ospital  the re department hired a 

licensed clinical social worker ehavioral 
health specialist to provide g idance and 
case management. he re department 
also shi ed the responsi ili es o  a n rse 
prac oner  alread  on sta  as the re 
department s alit  ass rance o cer   
to assist.

In E  we are xers  ar n sa s. 
We don t think in terms o  long term 
ehavioral modi ca on  so it s great 

to have an expert to come in and help 
s. ne thing we ve een ta ght  the 
ehavioral health specialist is that we 

don t want to ena le or reward nega ve 
ehaviors  so we are not s pposed to 

do ever thing or pa ents. Instead  we 
set health goals that incl de steps the  
can take  and steps we can do or them. 

r pa ents ma  have 10 iss es that are 
contri ng to the wa  the  are accessing 
the s stem  t we tr  not to overwhelm 
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them. We have to priori e.
Pa ents are seen at home p to ve 

mes. he  are also given the phone 
n m er or a mental health crisis line 
that s answered 2  and a n m er or 
non rgent pro lems  which goes directl  
to voice mail. here s a reason ehind not 
having a live person answering those calls  

ar n sa s. r ehavioral health clinician 
has said we need to teach them how to plan 
ahead. he lesson is  We will s ll help o  

t not in  min tes or less  he sa s. 
In 201  the C E  program saw 200 

pa ents. In 201  the  pped that to 500 
pa ents  and are seeing res lts. mong 
two thirds o  pa ents  11 se dropped  
50 percent. 

he other third have een harder 
to reach  he sa s. hese pa ents are 
incredi l  complex. For them it s not a o t 
access to primar  care  or ed ca on  or 
transport. hose are iss es we can solve  
he sa s. he pa ents we ve een less 
s ccess l in moving the needle on are those 
with medical  ehavioral  mental health and 
s stance a se iss es.  s a last resort  
the C E  team will enlist the help o  the 
legal s stem  incl ding law en orcement and 
the co rt s stem  to compel a ps chiatric 
eval a on or commitment.

edicaid egional Care  
Colla ora ve gets involved

eeking a strateg  to red ce costs 
among re ent emergenc  department 

sers  the next organi a on to get involved 
with the C E  program was the Colorado 

edicaid egional Care Colla ora ve 
rgani a on  or CC  a non pro t made 
p o  m l ple area healthcare en es that 

agree to work together to improve care 
coordina on or edicaid pa ents. he 

CC  pa s the re department 1 000 per 
pa ent or a 0 da  interven on  with a 
total o  100 000 dgeted  and also covers 
the cost o  a pharmacist to assist with 
medica on reconcilia on. 

 pilot involving 1  pa ents o nd a 5 
percent decrease in hospital readmissions 
d ring the three months post interven on  
an es mated cost savings o  1 5 000 in 

edicaid claims  sa s elle  ivian  the 
CC s comm nit  strategies director.  

he C E  program is a wonder l wa  
to interact with o r clients that we re er to 
as s per li ers  the well known aces in 
the 11 s stem  the emergenc  department 

and even in their doctor s o ce  ivian 
sa s. hese are pa ents that need that 
extra level o  interac on  to help them 

ecome more proac ve in their health and 
so the  can take e er care o  their health.  

Program expands to incl de  
other teams

he next step or the re department 
was expanding the program to incl de two 
addi onal nits  a mo ile rgent care nit  
which incl des a paramedic or E  paired 

with a n rse prac oner who respond to 
low ac it  lpha or Bravo  calls  and a 
Comm nit  esponse eam  which incl des 
a paramedic  ehavioral health clinician 
and law en orcement o cer who respond 
to 11 calls that are ps chiatric in nat re. 

he state ce o  Behavioral ealth 
provided nding  while the medical 
directors o  the re department  emergenc  
department and a ps chiatric acilit  worked 
together to develop protocols that ena le 
the team to do the exam  lood draws and 
toxicolog  screening necessar  to medicall  
clear pa ents in the eld  witho t needing 
transport to an emergenc  department. 
a nched ec. 1  201  the rst call came in 
 min tes later  ar n sa s.

ther addi ons to the program incl de 
one ll me and three part me n rse 
navigators  whose salaries are paid 
or thro gh a com ina on o  the re 

department dget  grants rom spen 
Point  a ehavioral health organi a on  
and aiser Permanente.

With so man  healthcare and comm nit  
en es seeing val e in the C E  program  
the CC  ivian sa s  is considering 
increased nding or C E  next ear. 

We think there are more clients who 
can e served. Fire ghters are tr sted  
thoro gh and the  do a good o  o  
explaining what is going on in the home 

ack into the s stem o  care  ivian sa s. 
We think this is a reall  great wa  o  
ringing hospitals  emergenc  services  

a pa er so rce and others together to 
address comm nit  needs  and that there 
will e pa ers in addi on to edicaid that 
will e interested in this.

27

o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal rve

Colorado Springs Fire Department’s tips for success
Conduct a thorough community needs assessment  or o r own in orma on 
and to present to partners. necdotes are not eno gh  ar n sa s.
Collaborate and seek guidance from pharmacists  licensed clinical social 
workers ehavior specialists and other healthcare special es. 

1

2

“We think this is a really great way of bringing hospitals,  
emergency services, a payer source and others together to 
address community needs, and that there will be payers in 
addi on to Medicaid that will be interested in this ”
– elley ivian, Co unity Strategies Director,  
Colorado Medicaid Regional Care Colla ora ve Organi a on
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ne o  the most revealing es ons 
in the s rve  relates to lessons learned 
and advice respondents o ered to other 
E  agencies seeking to la nch I
CP programs. he answers o  the  
respondents who o ered their inp t can 

e s mmari ed in seven themes. 

1  Collaborate, don’t compete   
I CP programs work in partnership with 

other healthcare stakeholders to ll gaps 
in healthcare deliver  not replace services 
alread  availa le within the comm nit . 

he most o cited recommenda on 
was to involve stakeholders earl  in the 
planning process.

o o t o
t t t t

o t  – Survey respondent

o o t t o t
to o

– Survey respondent

he p rpose o  earl  stakeholder 
cons lta on is to in orm poten al 
partners a o t I CP  to share 
agenc  plans  to ens re the reg lator  
environment is nderstood at the o tset  
to alla  ears o  compe on and to sec re 

in  according to respondents.

t o t t
o to o t o o o o

t t o t
o – Survey respondent

t t t
t t o t

o t t t
t o o o to

oo t – Survey respondent

2  Do a community needs/gap 
analysis  Prior to la nch  learn the 
reso rces that are availa le within the 
comm nit  determine where there are 
gaps and nd o t i  o r E  agenc  can 
have a role in lling those gaps. 

o t t t
o t o t t o o t o o

o t o o t
o t o o

o o t  
– Survey respondent

t o  o  o    
o o   t   to  
  o  t t  t o  o  

o t   – Survey respondent

3  Start small and build on success  
nother common piece o  advice was to 

start with a limited n m er o  pa ents 
and ild pon experience. everal 
also rged E  agencies to avoid tr ing 
to address all needs sim ltaneo sl . 

he  also enco raged pa ence and 
perseverance  sa ing that ge ng 
programs p and r nning alwa s seems to 
take longer than planned. 

4   Focus on the pa ent  Several 
respondents reminded E S agencies to 
a ove all  keep the pa ent at the center o  
the program design.

  t  t  o    t o  
t  t o  t  t  o  o t  
 t  o  o o    

to  t  o  o t  o  
   to  o o t  o t  

t  too  t   
– Survey respondent

5  Integrate  Integra on with the 
exis ng healthcare s stem incl des the 
gap and reso rce anal sis highlighted 
a ove  as well as other integra ons in 
health in orma on technolog  re erral 
processes and pa ent naviga on to the 
most appropriate care.

  o  o  t  t o  
to  o    

o  t   o    
– Survey respondent

o  t  t o  o  o  o  
  o  t  t  o   t  

o  – Survey respondent

6  Collect Data  nother common 
theme was enco raging I CP 
programs to collect data relevant to 
meas ring pa ent o tcomes  pa ent 
experience and impact on pa ent costs. 
Some emphasi ed the need to integrate 
with local  regional or state electronic 
health in orma on exchanges IE .

o  o  t  o     o  
t   t t t   o  

o  t  o  t    
t    o   

– Survey respondent

7  Learn from other MIH-CP 
programs  l ple respondents also 
recommended cons l ng with esta lished 

I CP programs.

o ot t t      ot 
o  o   to t   t  

t  t    o  t  
 t t    o  

to  o  ot o  – Survey respondent

Lessons Learned – Tips from the experts 
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o ile Integrated ealthcare and Comm nit  Paramedicine I CP  
 a onal S rve

he growing movement to compel 
more e cient healthcare spending 
and the widel  acknowledged need or 
integra on and colla ora on to solve 
complex pa ent iss es represents an 
enormo s opport nit  or E S to cement 
its t re in a changing healthcare world.

his s rve  shows that thro gh I CP  
man  agencies are proac vel  rede ning 
the role o  E S  rom one associated 
mainl  with emergenc  response to 
one involved with preven on  pa ent 
ed ca on and e ec ve naviga on. his 
is no small eat  given o stacles s ch as 
opposi on rom other healthcare en es  
con sing and some mes prohi i ve 
legisla ve or reg lator  arriers  and 
limited reim rsement. 

hose o stacles are perhaps one 
reason wh  o t o  an es mated 1 000 
E S agencies na onwide  onl  100 or 
so have la nched I CP programs. nd 
man  o  those agencies  despite their 
enth siasm and strong elie  that the  are 
doing what s right or their comm ni es 
and their pa ents  admit their long term 
s staina ilit  is  no means g aranteed.  

ow to de ne s ccess
e ning s ccess  or a healthcare 

program s ch as I CP can e considered 
rom m l ple angles. For individ al pa ents 

or gro ps o  pa ents  s ccess is de ned 
 impact and costs  and meas ring it is 

dependent on collec ng and anal ing the 
sort o  clinical and o tcomes data disc ssed 
earlier in this s mmar  anal sis.

S ccess can also e considered rom the 
E S agenc  perspec ve  and co ld incl de 

actors s ch as whether an I CP program 
is reven e genera ng or sel s staining  
how the program impacts the E S agenc s 
rela onships and rep ta on within the 
comm nit  whether I CP provides 
opport ni es or pro essional growth or 
the E S work orce  and the extent to which 

I CP ena les the agenc  to achieve its 
mission o  serving its comm nit . 

  third wa  to look at s ccess is at 
the macro level  that is  to what extent 
can I CP impact pa ent o tcomes 
and achieve s staina ilit  on a large 
scale  na onwide  ltho gh answering 
that es on is premat re  what can e 
disc ssed are the ke  actors that will 
contri te to the a ilit  o  I CP programs 
to ecome rml  esta lished as cost
e ec ve  val e added healthcare service 
providers in the months and ears to come.

hree ke  actors
1  State level statutory and regulatory 

change  oda  man  state laws and 
reg la ons expressl  limit E S agencies to 
emergenc  or 11 response and limit their 
ac vi es to providing medical care onl  at 
the scene o  an emergenc .

Conclusion: What Will It Take for MIH-CP to Become a Success? 

Through MIH-CP, many  
agencies are proac vely  
rede ning the role of EMS, 
from one associated mainly 
with emergency response to 
one involved with preven on, 
pa ent educa on and  
e ec ve naviga on
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In prac ce  E S prac oners know 
man  11 calls are not li e threatening  and 
instead are pa ents who co ld e e er 
served  less expensive reso rces  s ch 
as primar  or rgent care. oreover  the 
narrow view o  E S as emergenc onl  
represents an o tdated  siloed view o  the 
provision o  pa ent care that is rapidl  
alling  the wa side elsewhere in the 

healthcare s stem. he ndings o  this 
s rve  along with the case st dies  s ggest 
that the narrow view o  E S is eginning to 
change among other healthcare providers 
as well. 

2  Data proving value  he most 
power l case or convincing pa ers or 
healthcare partners to invest in I
CP programs is to provide proo  that 
the programs achieve the riple im o  
improved pa ent experience o  care  
improved pop la on health and red ced 
per capita cost o  care.

Some I CP programs have alread  
sec red contracts with hospitals  home 
health  hospice  n rsing homes  edicaid 
care coordina on and managed care 
organi a ons  and even a state department 
o  ehavioral health. B t to t rn that trickle 
into a ood  E S agencies need to engage 
in collec ng  anal ing and repor ng data. 

In a posi ve sign  man  I CP programs 
sa  the  collect data and are showing 
posi ve res lts. et there are almost no 
peer viewed  p lished st dies on I CP 
o tcomes. In addi on  the E S pro ession is 
s ll working toward a consens s on the est 
method or demonstra ng val e  incl ding 
determining what to collect  how to report it 
and to whom. 

3  Reimbursement reform  oda  
E S is paid via a transporta on ased  
ee or service model  speci call  or 

delivering pa ents to an emergenc  
department. his provides a 
disincen ve or E S agencies to work 
to red ce avoida le visits to emergenc  
departments  limits the role o  prehospital 
care in the S health s stem  is not 
responsive to pa ents  needs  and general 
downstream healthcare costs  wrote r. 

evin n al in a Fe . 20  201   
editorial.  Financial and deliver  model 
re orms that address E S pa ment polic  
ma  allow o t o hospital care s stems to 
deliver higher alit  pa ent centered  
coordinated healthcare that co ld improve 
the p lic health and lower costs.

ospitals  ph sicians  and other 
medical providers are increasingl  s ect 
to val e ased reim rsement  incl ding 
receiving penal es or nnecessar  
hospital readmissions. h s ar  E S 
hasn t had its reim rsement ed to 
per ormance or o tcomes meas res  t 
it s onl  a ma er o  me e ore C S and 
private ins rers will expect E S to all in 
line with the rest o  healthcare.

Individ al E S agenc  contracts 
with hospitals and other healthcare 
partners will con n e to e an important 
so rce o  reven e to s pport I CP 
programs. B t I CP sho ld also e 
incl ded in healthcare polic  change and 
reim rsement re orm that transi on E S 
into a val e ased health services provider 
that is ade atel  nded to con n e its 
vital role in sa eg arding the health and 
well eing o  o r na on s pop la on. 

Conclusion: What Will It Take for MIH-CP to Become a Success? 

MIH-CP should be included 
in healthcare policy change 
and reimbursement reform 

that transi on EMS into a 
value-based health services 
provider that is adequately 
funded to con nue its vital 

role in safeguarding the 
health and well-being of our 

na on’s popula on  

IMAGE PROVIDED BY MEDSTAR MOBILE HEALTHCARE 
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Transforming 
healthcare – from 
hospital to home
Moving from volume to value is complex: incentives, processes, 
technologies and cultures must all align. Philips can help you manage 
the transition. By applying our clinical expertise, data analytics and 
telehealth solutions within a unique consulting framework, we can 
accelerate your transition to population-based care. We partner with
you to enhance care delivery, from the waiting room to the living room.
Together, we can create a healthier tomorrow.

Learn more at www.hospitaltohome.philips.com
or 866-554-4776
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To request more information, please visit 
connect.zolldata.com/ems-mobile-health.

Many Visits, 
One Record  
A Community 
Paramedicine First

With conventional ePCR systems you’re blind to your 
patient’s past. EMS Mobile Health opens a window to 
the patient’s history and previous caregiver notes.
 
EMS Mobile Health simplifi es and expedites ongoing 
patient charting. The fi rst solution for mobile integrated 
healthcare/community paramedicine, EMS Mobile 
Health allows you to securely access a patient’s medical 
history and add new information.

©2015 ZOLL Medical Corporation, Chelmsford, MA, USA. ZOLL is a trademark and/or registered trademark of ZOLL Medical Corporation in the United States and/or other countries.

MCN EP 1503 0090

Smart, patient-focused charting for community care: only with EMS Mobile Health.
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Foreword  
The Departments of Health and Human Services (Assistant Secretary for Preparedness and 
Response and Health Resources and Services Administration) and Transportation (National 
Highway Traffic Safety Administration) have jointly collaborated on the development of this
draft white paper that presents one example of an analysis and model (Model) along with 
background materials of the potential for cost savings if emergency medical services (EMS) 
systems adopted protocols and strategies to innovatively triage and treat patients.  Ideally this 
Model or others, could be pilot-tested in various local and regional jurisdictions throughout the 
United States. There are many ways for EMS systems to more appropriately care for their 
patients while maintaining financial sustainability.

It is anticipated this draft White Paper and Model could be helpful as local, regional and state 
EMS and health system planners prepare frameworks, options and funding strategies/proposals 
for innovative collaboration among EMS systems, primary care providers, hospitals, public 
safety answering points, public health and others.  Readers are encouraged to review this White 
Paper and to provide the agencies with comments, suggestions or additional data. 

Applying the Model – a Practical Summary for EMS Stakeholders 

The following are steps that an EMS agency could take to “operationalize” the Model in Figure 3 
for an individual community:  

Using the Model in Figure 3 (page 11) conduct an analysis of the data in an EMS
jurisdiction to calculate the percent of low acuity patients that could be safely and
appropriately managed in a non-emergency department setting if available.  The example 
analysis used the 5 percent CMS standard analytic file (SAF) but potential local data 
sources may include:  

o EMS data linked with local emergency department (ED) data to determine the 
percent of EMS transports that are discharged from the ED within 24 hours: 
depending on the sophistication of the agency’s data systems, one can either 
calculate patient acuity by applying the Billings algorithm (page 9) to 
electronically available data or conduct a chart review to determine the percent of 
low acuity patients. 

o State Medicaid data to conduct an analysis similar to what is proposed in the SAF 
example.

o NOTE:  the national example used in this paper found that approximately 15 
percent of all Medicare ED transports could be safely treated outside of the ED if 
other options existed.  Your numbers may be similar. 

Based on the dynamics in your community, determine how many of the patients treatable 
outside of the ED can be safely treated in clinics or urgent care, and how many can be 
treated and released by EMS providers.  
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Considerations for your system might include:
o The level of service (Basic Life Support-BLS versus Advanced Life Support-

ALS) available and the education, skill and scope of practice of the clinicians.  
o The availability of clinic-based services:  in many cases, you may need to contract 

with providers to incentivize them to take unscheduled patients or extend hours. 
o The culture of the urgent care centers and their willingness to accept patients, 

particularly those with Medicaid.
o The presence of Accountable Care Organizations (ACO) in your area and their 

willingness to partner with you since they are already incentivized to reduce ED 
visits and total cost of care.  

Develop a theoretical framework for how to appropriately triage patients away from the 
ED and how it will work in your community.  Then, design a demonstration for your 
community that may, for example, include: 

o Expanding the fee for service model to reimburse EMS providers for assessment 
and treatment (including transportation) provided on site or for transport to a non-
ED location. 

o Design an evidence-driven protocol for appropriate disposition of patients who 
call 911 (this requires broad-based community input and support). 

o A shared savings model where EMS providers are incentivized to avoid 
unnecessary ED transports.  

Utilize available mobile resources in your community to treat non-acute patients and 
reduce readmission or further use of hospital resources:  partner with public health 
agencies, social service providers, hospitals and ACOs to provide mobile medical 
services in underserved communities. 

Develop a robust evaluation strategy to ensure the quality of patient care and patient 
safety is maintained or enhanced, and to assess other system impacts of the 
implementation of the new protocols/system changes including patient satisfaction.  
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Introduction  
In 2009, there were over 136 million emergency department (ED) visits in the United States and 
15.8 percent of them arrived by a 911-response ambulance.i  ED overcrowding is a well-
documented problem that results in costly, delayed, and often sub-optimal care. Emergency 
medical services (EMS) contributes to this problem by unnecessarily transporting non-acutely ill 
or injured patients to EDs when more appropriate and less costly care settings, including the 
home, may be available.  Since Medicare was established in 1965, ambulance suppliers have 
been reimbursed for the transport of beneficiaries to and between hospitals, dialysis clinics, and 
skilled nursing facilities (SNF). As the scope of practice of the emergency medical technician 
expanded, CMS updated the reimbursement policy to account for the level of care provided 
while en route.  Though the current rule includes eight separate levels of service, the model still 
requires the transport of a beneficiary to one of the aforementioned locations to qualify for 
reimbursement. When someone calls 911 for a non-acute event, there is a financial incentive for 
suppliers to transport them to an ED when alternative care by EMS providers may result in 
higher quality patient-centered care at a significantly lower cost.  

An analysis funded by the HHS Office of the Assistant Secretary for Preparedness and Response 
(ASPR) indicates that approximately 15 percent of Medicare patients transported to the ED by 
ambulance can be safely cared for in other settings if available in a community. National models 
suggest that if these patients were transported to a physician’s office, Medicare could save 
$559.871 million per year and if they were treated at home it is expected the savings would be 
significantly higher. Cost data for Medicaid are not available but expected to be even greater. In 
2006, Medicare and Medicaid paid 20 percent and 21 percent respectively of ED charges. 

The pre-hospital EMS system is uniquely positioned to care for 911 patients and assist less-
emergent patients with transport to the most appropriate care setting based on medical 
and social needs. Such an approach may reduce the total cost of care, provide more 
patient-centered care and may reduce the burden on EDs, thus enhancing the quality of 
care received by all patients.

As the nation faces the possibility of increasing healthcare costs, there is significant opportunity 
for EMS systems to be part of the solution and help reduce the incidence of costly care for 
unscheduled patients. One could demonstrate that EMS services can reduce downstream 
emergency department and hospitalization costs while increasing patient care quality and safety 
by changing their service delivery. New initiatives may allow EMS systems to demonstrate 
several innovative strategies to reduce total cost of care and increase health outcomes, including: 
the triage of patients calling 911 without dispatch of an ambulance, treatment of patients without 
transport, transport of patients to a clinic or other provider for an unscheduled visit, and 
scheduled non-acute assessments and treatments, to name a few.  Innovative financial models 
may include an expanded Fee-For-Service (FFS) system or an innovative model designed by the 
emergency care system.
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Problem Statement and Background 
ED overcrowding is a well-documented healthcare crisis that results in delayed and sub-optimal 
acute care.ii iii iv v  There are several causes of ED overcrowding, though one actionable concern 
is the fee-for-service payment model for 911-based emergency medical services (EMS) that 
currently requires the transport of a patient to a hospital in order to qualify for reimbursement.  
The Medicare program spends $5.2 billion on 16.6 million ambulance transports annually and 
payments per beneficiary increased 19.1 percent from 2007 to 2010. vi  Of those, approximately 
seven million beneficiaries were transported to EDs.  In 2006, the HHS Office of the Inspector 
General found that 25 percent of ambulance transports were either unnecessary or inappropriate, 
while other research has found that between 11 and 61 percent of ambulance transports to EDs 
could have been safely treated elsewhere. vii viii ix x xi xii The Medicare transport requirement 
incentivizes ambulance suppliers to deliver non-acutely ill or injured beneficiaries to EDs, one of 
the most expensive sites of carexiii.

In 2009, there were over 136 million ED visits in the United States and 15.8 perecent of them 
arrived by a 911-response ambulance.  Among patients aged 65 and older, there were close to 20 
million ED visits with 38.6 percent arriving by ambulance.xiv Among Medicare beneficiaries 
arriving by ambulance, 45 percent were not admitted to the hospital, but cost CMS $1.98 billion 
(with an additional 20 percent out-of-pocket costs to the beneficiary).  Medicare and Medicaid 
beneficiaries account for a disproportionately high utilization rate of EDs. xv xvi Recent studies 
from the CDC reinforce conclusions that people utilize EDs more often because of a lack of 
access to other providers as opposed to the seriousness of their complaints. xvii Almost 60
percent of non-elderly adults surveyed on public healthcare plans cited that a “doctor’s office or 
clinic was not open” and 40 percent of privately insured non-elderly adults cited “no other place 
to go.” EMS contributes to ED crowding and high system costs by transporting some patients to 
EDs when more appropriate and less costly care settings, including the home, may be adequate 
and available.   

EMS is an essential component of the United States healthcare system.xviii  Ambulance transport 
to a hospital’s emergency department is often the first and only access point to the healthcare 
system for many Americans. Medicare reimburses ambulances through a fee-for-service (FFS) 
transportation benefit, as defined in Part B.  Regulations require that a patient is transported from 
the scene of injury or illness to a hospital in order to be reimbursed.  However a recently released 
study from the RAND Corporation indicates that the role of the emergency department in 
determining admissions and downstream costs is rising dramatically and that EDs account for 
almost half of all hospital admissions. xix There exists no financial incentive to treat a patient at 
the scene of their illness or injury or to transport them to a provider other than an emergency 
department.  

Given the low-acuity nature of many patients being transported, one may anticipate a better 
patient care experience when patients are either treated at the scene by EMS or taken to a clinic- 
based provider with shorter wait times than in the ED.  Studies of patient-centered medical 
homes (PCMH) have found significant reductions in ED use, hospitalizations, and readmissions 
due to strong care coordination as well as increased quality of care. xx xxi  One PCMH pilot 
program in Seattle realized a 29 percent reduction in ED use and an 11 percent reduction in 
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ambulatory sensitive care admissions (i.e. admissions resulting from conditions that can be 
treated in an ambulatory care setting), resulting in $17 per patient per year of savings. xxii

Encouraging the use of medically appropriate alternative care settings can reduce both ED visits 
and hospitalizations.  

The Balanced Budget Act of 1997 required that CMS convene stakeholders in the ambulance 
community and enter a negotiated rulemaking process to set a national prospective ambulance 
fee schedule.  The schedule was finalized in 2002 and reimbursement is currently calculated by 
multiplying a nationally standardized base rate (or conversion factor) with the geographic 
practice cost index factor (GPCI), and a relative value unit (RVU).  This amount is added to a 
calculated mileage payment for the transport. Previously, Medicare was charged a usual and 
customary rate for transport.  This complicated fee-for-transport model, in place since the 
enactment of Medicare in 1965, incentivizes a higher utilization of emergency and in-hospital 
services. 

The National EMS Advisory Council (NEMSAC) found in its 2012 report on EMS Performance-
based Reimbursement that the average payer-mix for an EMS agency is:xxiii

Medicare:   44% 
Medicaid:   14% 
Private Payer:   14% 
Commercial Insurance:  21% 
Other:       7% 

Relative to the population distribution in the U.S., Medicare was billed for more ED visits 
resulting in admission and Medicaid was billed for more treat-and-release ED visits.

xxvii

xxiv

Significant cost savings and increases in quality of care for acute and non-acute ED patients are 
possible if funding models are altered to incentivize fewer transports to EDs.xxv xxvi

The NEMSAC report recommended that the federal government adopt methods to reimburse 
EMS systems based on performance and actual costs of 24/7 readiness as opposed to fee-for-
transport.  Alternative models of delivering pre-hospital emergency care could include payments 
to transport to urgent care centers, physician offices, or mental health facilities.  Models could 
also include expanded services provided by EMS personnel at the site of injury or illness, 
referrals to specialty care, bundled payments for acute care services, or shared-savings models, to 
name a few. 

Figure 1, below, illustrates the current trajectory of a patient who calls 911 and the costs to the 
Medicare program. Note:  one could predict a similar pattern for Medicaid patients for whom 
national average cost data are not available.
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Figure 1.  Disposition and Cost of Medicare Patients Accessing the 911 EMS System 

As shown in figure 1, a recent analysis of the CMS data show that 45 percent of EMS transports 
of Medicare beneficiaries to an ED did not result in a hospitalization.  Of these, 32 percent were 
less emergent according to the Billings criteria of non-emergency and primary care treatable 
visits. Note that the model excludes all injuries, mental health and alcohol related visits, and 
additional visits that could not be classified using the Billings algorithm. This translates to 
approximately 15 percent of all Medicare ED transports that could be considered avoidable ED 
visits. 

More information on the Billings algorithm is available on the next page. 
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A Model for Innovation in Emergency Medical Services  
It is important to demonstrate cost savings for any change to the existing delivery or 
reimbursement model.  Unpublished research funded by the HHS Office of the Assistant 
Secretary for Preparedness and Response indicates that for less emergent cases (approximately 
15 percent of Medicare transports to EDs), EMS agencies may be able to alter their service 
delivery model to more effectively: 

1) Evaluate and treat the patient at the location of the 911 call,
2) Evaluate and transport the patient to a health care provider (physician) clinic, Federally 

Qualified Health Center (FQHC), or Rural Health Clinic (RHC), and
3) Evaluate and transport the patient to an urgent care center. 

Calculations show between $283,464,058 and $559,871,117 in cost savings if all of the 
approximately 15 percent of preventable ED transports went to a physician’s office (Figure 2).   

 
The Billings Algorithm Explained 

 
The Billings algorithm classifies ED utilization of patients into the following categories: 
 

Non-emergent - The patient's initial complaint, presenting symptoms, vital signs, 
medical history, and age indicated that immediate medical care was not required 
within 12 hours; 

 
Emergent/Primary Care Treatable - Based on information in the record, treatment 
was required within 12 hours, but care could have been provided effectively and safely 
in a primary care setting.  The complaint did not require continuous observation, and 
no procedures were performed or resources used that are not available in a primary 
care setting (e.g., CAT scan or certain lab tests); 

 
Emergent - ED Care Needed - Preventable/Avoidable - Emergency department care 
was required based on the complaint or procedures performed/resources used, but 
the emergent nature of the condition was potentially preventable/avoidable if timely 
and effective ambulatory care had been received during the episode of illness (e.g., 
the flare-ups of asthma, diabetes, congestive heart failure, etc.); and 

 
Emergent - ED Care Needed - Not Preventable/Avoidable - Emergency department 
care was required and ambulatory care treatment could not have prevented the 
condition (e.g., trauma, appendicitis, myocardial infarction, etc.).  

 
The algorithm was developed using a sample of 6,000 full ED records.   
For more information, visit http://wagner.nyu.edu/faculty/billings/nyued-background  
 

Attachment #5 
Page 9 of 20

234



Figure 2: Calculated Cost Savings Transport to a Physician Office for Less Emergent Patients

The cost analysis in Figure 2 assumes that EMS would continue to transport all patients to a 
health care setting, in this case a physician’s office.  However, prior experience with using 
trained personnel to triage patients by 911 dispatch centers and to determine the appropriate level 
of basic versus advanced life support has worked well.xxviii xxix xxx Therefore, EMS may be able 
to meet the needs of callers without dispatching an ambulance or triage and treat some patients 
rather than transport all of them to a clinic-based practitioner. 

As noted, not all preventable ED transports will require treatment or transport to a clinic. In 
addition, clinics are often closed on nights and weekends.  For the sake of calculating cost 
savings for the model, it is estimated that of the preventable ED transports:

25 percent of patients can be evaluated and treated by EMS without transport;  
25 percent may not have a physician available (even with incentives provided for 
physicians to take unscheduled patients) and would go to urgent care; and 
50 percent of patients would be transported to an appropriately staffed clinic. 

Further explanation of these estimated figures is below.  Note that they may be significantly 
altered in different communities based on demographics and other characteristics.  Figure 3 
presents the projected national Medicare cost savings of $597,020,944 annually (without a 
sensitivity analysis), of over 1 million preventable transports to the ED.  
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Evaluate and 
Treat on Scene

25%
279,223 calls

Savings: $155,707,608a

(25% of  actual Medicare ED 
costs for preventable transports 

($622,830,432).

Transport to 
Physician Office

50%, 558,447 calls
Cost=$64.044 per 

visit
($56.37 +20%  

incentive)  

Savings: $275,650,036b

(50% of  actual Medicare ED 
costs for preventable transports 
($622,830,432) minus cost of 

incentivized physician payment 
$35,765,180.)

Transport to Urgent 
Care Center

25% - 279,223 calls
Estimated 

reimbursement=$59.33

Savings:
$165,663,300c

(25% of  actual Medicare ED 
costs for preventable transports 
($622,830,432) minus cost of 

urgent care visit.)

Note: Cost for ambulance fee constant throughout. 

Calculations:
a=25% actual Medicare ED costs  for less emergent patient using Billings algorithm (5% claims sample, 2005-2009)
b= product of 50% actual Medicare ED costs (5% claims sample, 2005-2009) subtracted from Medicare Physician Office Costs  (estimated 
using low-acuity office visit $70.46 in 2012 minus 20% copay . $56.37 paid by Medicare. 20% incentive added for unscheduled visit.
C=Urgent care reimbursement is based on physician payment  plus procedure code payment and is therefore variable. Published literature 
estimates  an average difference of $2.96 between primary care and urgent care. Thus  adding $2.96 to the average low acuity physician 
office cost, we estimate an average urgent care visit reimbursement of $59.33.

911 
Call

1,116,894 
preventable 
transports to 

ED

Total Savings:

$597,020,944

Figure 3: Theoretical Medicare Cost Savings: 
Preventable Transports

Based on the CMS SAF, a recent analysis shows 1,116,894 Medicare EMS transports (roughly 
15 percent of transports) to the ED that are preventable (based on Billings criteria of non-urgent 
and primary care preventable).  These translate to $622,830,432 in Medicare ED costs.  If 25
percent of these patients were treated onsite by EMS and released, Medicare would only pay the 
ambulance costs saving $155,707,608 in ED costs.  

It is reasonable that clinic based providers would need to be incentivized to accept unscheduled 
patients.  Physician incentives range from 1 to 20 percent of a physician’s total compensation 
with many incentives in the 5 percent range.xxxi Medicare pays $56.37 for a low acuity office 
visit.  Adding 20 percent to this fee would yield a $64.04 incentivized payment.  If 50 percent of 
ED preventable EMS calls were transported to clinical based providers, Medicare would save 
$275,650,036 in ED costs after subtracting an incentivized payment of $64.04 to the office. 

Lastly, EMS may need to transport 25 percent of the avoidable transports to an urgent care center 
because a clinic-based provider is not available to accept the patient.  Reimbursement for urgent 
care centers is based on procedure codes and therefore an exact fee is not available. However, a 
study of the average charges for urgent care centers when compared to primary care across all 
payers showed a $2.96 difference in payment.xxxii  This analysis added $2.96 to the low acuity 
physician reimbursement of $56.37 to calculate an urgent care center payment of $59.33 for an 
urgent care visit.  Accounting for these costs, Medicare saves $165,663,300 in ED costs.  
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While this overall Model shifts costs from ED’s to clinic based providers and urgent care centers, 
there are demonstrable cost savings from Medicare beneficiaries alone. If the entire Model is 
successful with all of the avoidable ED transports triaged to more appropriate care, Medicare 
alone can save $597 million annually.  Note:  due to the lack of data, there is no analysis of 
savings for Medicaid but a similar theoretical model is projected for Medicaid beneficiaries.

Program Design Considerations  
Currently when a 911 call is initiated, the responding ambulance generally transports the patient 
to the ED and care is provided en-route.  A demonstration project could allow an EMS system to 
develop alternative treatment and triage protocol options that may include: 

Triage or self care instructions by call-taker without dispatching an EMS unit. 
Treatment provided in the home or location of patient. 
Transport to an appropriate clinic based health care provider. 
Transport to an urgent care center. 
Transport to an Emergency Department. 
Referral to an appropriate community service. 
Other community specific treatment or transport protocols.

Figure 4, below, illustrates the logic model for a possible demonstration project with the goal of 
improving health care safety, effectiveness, patient-centeredness, timeliness and efficiency by 
reducing unnecessary ambulance transports to the ED by 15 percent. 

Figure 4 – Primary and Secondary Drivers of Innovation

One may anticipate that the primary drivers for reducing system costs by reducing ambulance 
transports to the ED by 15 percent will be to align financial incentives to EMS and to clinic 
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based providers.  By incentivizing clinic based providers to take unscheduled patients and 
allowing EMS to receive reimbursement for providing treatment and transporting to a clinic 
provider, one can reduce downstream ED costs. 

Demonstration projects should consider the following when determining new delivery and 
finance models: 

The operational components of the EMS system. 
Scope of practice for EMS providers and state licensure and certification related to 
provider roles, EMS service licensure and other legal authorizations such as the authority 
for treat and release.
Reimbursement for EMS to treat at the most appropriate site when available.
Incentives for clinic-based healthcare providers to accept unscheduled visits and extend 
office hours. 
Reimbursement for appropriate medical direction (including any increases).
Development of data collection systems and impact on patient care quality metrics, 
measured both before and after the intervention.  
Continuous quality assurance and improvement function. 
Evaluation of impact on: 

o system cost analysis (pre/post) (EMS agency, physician services, ED costs, 
hospital costs, public health and other costs); 

o access to primary, specialty, and emergency care;  
o patient safety, outcomes and satisfaction; and
o education, licensure and workforce issues.  

Physician medical direction is an important component of all EMS systems and is currently 
supplied to EMS providers through written protocols and in real time via telephone or radio.  
Innovative approaches may require additional physician interaction and supervision of field 
providers; this practice is not currently reimbursed by Medicare, but may be under a 
demonstration. 

Possible Demonstration Approaches 

Several possible approaches for local EMS demonstration projects are presented based on the 
national analysis above.  These are not mutually exclusive, nor are they exhaustive of the myriad 
innovative options that may be appropriate for local EMS systems.  Incremental approach 
An initial step to a more comprehensive transformation of the local EMS system might be to 
encourage EMS agencies, and their partners, to identify viable alternatives to transporting 
patients to the ED.  Several short-term options may be relatively easy to manage, have a short 
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time to impact, and lower costs through improvements to the emergency care system. These 
include:  

Expand the current fee for service model for EMS agencies with reimbursement for 
treatments at home as well as transport to alternative care settings.  The focus may be to 
incentivize EMS agencies and physician offices to change service delivery for less 
emergent patients and reduce ED utilization.  

An alternative option would maintain the current FFS structure and integrate pre-hospital 
emergency services into the shared-savings model of an Accountable Care Organization 
(ACO). The current delivery model for EMS is predicated on a single financial incentive 
to transport acute or non-acute patients to the hospital. If one or more EMS agencies 
partnered with an ACO, their incentive would be to lower the total cost of care for 
beneficiaries, and agencies would be able to innovate in how triage, transport, or 
disposition decisions are made in the field.  Under the ACO model, an EMS agency 
would be incentivized, through shared savings, to make the most appropriate (and often 
least costly) treatment and transport decision with the patient.  This option would require 
some start-up funding, mainly in order to integrate data systems, educate EMS providers, 
ensure more appropriate online medical direction, and prepare for a thorough evaluation.  More innovative and long-term approach 

This would provide novel strategies to emergency care reimbursement or variations to current
approaches for entire regions which may include a broader array of health care providers in the 
emergency care system and models such as bundled payments, shared savings, or patient-
centered medical homes. There may be new ways to incentivize less costly emergency care for 
EMS agencies, hospitals, physicians, urgent care centers, and clinics. 

Possible Participants and Beneficiaries  
There is significant interest in health services sectors to reduce ED utilization and save money.  
Demonstrations may directly target the unscheduled care system as a source of overutilization 
and overspending.  Participants could include Accountable Care Organizations or other entities 
that bear financial risk and are incentivized to reduce utilization of costly services.  Regionalized 
systems of emergency care, including EMS agencies, hospitals, physician groups, home health 
nurses, and local public health departments could partner under a convener to execute a
geographically defined model.  This could also be integrated into models being developed for 
patient-centered medical homes. State Departments of Health may also organize regional 
providers.  

All Medicare, Medicaid, and CHIP beneficiaries (including dual eligible beneficiaries) may 
realize an increase in the quality and a decrease in the total cost of their unscheduled or acute 
care.  In addition, providers of primary care services, including Federally Qualified Health 
Centers and Rural Health Clinics, as well as local or regional EMS agencies will benefit 
financially from a shift in reimbursement policy. 
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The following care providers may be included in a demonstration project:  

EMS providers and medical directors.
Primary care, emergency, and other specialty care physicians.  
Primary care, emergency, and other specialty care physician assistants and nurse 
practitioners. 
Urgent care centers and providers. 
Hospitals and Emergency Departments. 
Accountable Care Organizations.  
Federally Qualified Health Centers (FQHC). 
Rural Health Clinics (RHC).

Demonstrations may also choose to engage local community and other care providers such as 
Fire Department personnel and other health workers.  It may also be important to engage state 
partners including regulators of medicine and emergency medical services, state Medicaid 
Administrators, and state Public Health Departments. 

Significant Assumptions for Consideration  

Factors That May Increase Cost Savings 

The Model does not include data from Medicaid and CHIP where more substantial savings are 
anticipated, particularly since a significant portion of Medicaid patients are “treat and release” 
from the ED. xxxiii

xxxiv

One major assumption of the cost savings presented is that all patients that 
were admitted to the hospital were not emergent.  However, a percentage of these admissions 
may be avoided if the patient is transported to a specialist physician’s office. An 11 percent
reduction in ambulatory sensitive care admissions has been demonstrated in a PCMH model.

Another assumption made in the Model is that patients with injury, mental health issues, or 
drug/alcohol issues are excluded from the less emergent analysis.  In actuality, an unknown 
percentage of these patients may also be safely triaged away from EDs.

Factors That May Decrease Cost Savings 

Clinic provider incentives—it is anticipated that an applicant may have to provide incentives to 
clinic providers who do not traditionally accept unscheduled or off-hours patients.  This may be 
in the form of a per-patient-per-month payment or a lump sum.  An ACO may not require any 
additional incentive if they believe more access to their primary care physicians will result in 
fewer ED visits and overall cost savings.  A traditional fee-for-service practice may be 
incentivized by bonus payments when seeing a patient same day or after normal office hours.  
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The EMS community should carefully consider the following major assumptions from the nation 
model: 

Assumption Impact on Cost Savings

EMS providers can 
triage 15 percent of 
Medicare ED 
transports away from 
the ED 

Neutral to potential increase in savings
15 percent as a number for less emergent ED visits is a very 
conservative estimate. Data are not available for the Medicaid 
population and it is anticipated that a far greater percent of those are 
less emergent visits. It is anticipated that cost savings will be greater 
than is calculated.

Clinic based health 
care providers will 
accept unscheduled 
patients 

Decrease cost savings
While the amount of incentive that would be required to have 
physician offices accept unscheduled patients from EMS is 
estimated, there is no literature to support the exact amount of 
incentive that may be required. Applicants will need to negotiate the 
exact amount of such incentives.  If greater incentives are required to 
induce providers to take unscheduled visits, that may decrease cost 
savings.

Admitted patients are 
emergent 

Increase cost savings
Due to the lack of availability of specialty consult in many ED’s, it
is anticipated there are a number of unnecessary hospital admissions 
that may be avoided if transport to a specialty physician’s office is 
possible.  This is supported by the patient centered medical home 
literature where as much as 11 percent of ambulance sensitive 
conditions avoided hospitalization.

There will be cost 
savings in addition to 
those realized by ED 
utilization reduction

Increase cost savings
Patients are often admitted to inpatient floors from the ED because 
of a lack of confidence that the patient will follow up with a PCP. It 
is anticipated there will be a more substantial cost savings from a 
reduction in admissions that is not calculated in this proposal. 

Injured, mental health 
and alcohol related 
visits must be seen in 
the ED

Increase cost savings
There are low acuity calls for these groups that may be handled with 
a visit to the specialty provider or treatment at site of injury.  

Note that the financial models presented in figures 2 and 3 assume that only those patients that 
were not admitted to the hospital were potentially avoidable.  However, as shown in the patient 
centered medical home literature there are ambulatory sensitive hospitalizations that may be 
avoidable.  
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Conclusion  
There is significant potential for innovation in healthcare systems that may transform the 
delivery of emergency medical services, reduce the total cost of care, and increase health for a 
population well beyond CMS beneficiaries.  Innovations may also change the model of acute 
care to one that is more patient-centered as many of those experiencing an acute event can be 
evaluated in their home (or current location) and triaged to an appropriate care setting that is 
congruent with their level of severity.  Encouraging clinic based health care providers to accept 
more unscheduled visits will ensure greater continuity of care for patients.   

The provision of unscheduled care, including EMS agencies, emergency departments, 
physicians, and urgent care centers, has not experienced significant innovation in delivery or 
finance models since the establishment of Medicare. Americans deserve a full systems approach
to transforming the unscheduled care in a patient-centered manner that will save money, reduce 
the burden on the emergency departments, and increase the quality of care provided to 
beneficiaries. 

Finally, the information presented in this draft “White Paper” is a theoretical model that will 
serve as a stimulus to engage local, regional, and state EMS systems and health care providers to 
seek funding to test the model.  The challenge is for interested and innovative system managers 
to address the details and the intricacies – develop, modify, improve, or disprove the model.  
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Doctor shortages in 

rural America have 

paramedics stepping 

up to the plate when 

needed. 

 

BY MICHELLE 

ANCELL  

T
hree years ago Robert’s diabetes 
was so severe doctors planned to 
amputate his leg. But because Rob-
ert lives in Minnesota, one of the 

first states to launch a community paramedi-
cine program, emergency medical technicians 
got involved. Three times a week they stopped 
by to care for his wound, share diabetes man-
agement tips and evaluate his overall health. 

Today Robert still has his leg and credits the 
North Memorial Medical Center’s community 
paramedics for saving it.  

“He loves us,” says Community Paramedic 
Supervisor Peter Carlson. “He welcomed us 
from the beginning. He’s happy to see us and 
offers us candy. And we provide care, prop-
ping him up literally and figuratively.” 

 
Beyond Emergencies 

Community paramedicine systems are pop-
ping up in Colorado, Maine, Minnesota, Mis-
souri and Nevada to provide health care where 
few services exist. Often, they save money for 
patients, hospitals and insurance companies, 
mostly in avoided costs. A leg amputation, 
for example, costs around $76,000. That’s 
about what it would cost to fund community 
paramedic home visits to Robert for 11 years. 
Minnesota reported that because of the para-
medicine program there, Medicaid providers 
serving 100,000 residents spent $10.5 million 
less in 2014 than analysts projected they would.  

Community paramedicine broadens the 
role of emergency responders beyond the tra-
ditional paramedic training that has existed 
since the 1970s and that focuses on stabilizing 
patients as they are transported to hospitals. 
Community paramedics can perform health 
assessments, monitor chronic diseases, ensure 
patients use medication correctly, give vaccina-
tions and follow up after hospital discharges. 
They are also a great source of information 
and help educate patients on the care and treat-
ment of their illnesses, injuries and diseases. 

“Paramedics are highly trained, highly 
regarded, trusted health care pro-
viders in their respective commu-
nities,” says Nevada Assembly-
man James Oscarson (R), whose 
bill authorizing and regulating 
community paramedicine ser-
vices was signed into law in May. 
“Community paramedics will 
have an expanded role in health 
care, not an expanded scope. 
Now they can complement the services of the 
other health care professionals in the health care 
system.” 

 
A Rural Lifeline 

Community paramedics usually work in 
rural and isolated areas where physicians are 
scarce. Patients are often from underserved 
populations, meaning they are typically, but 

Pinch Hitting
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not always, low-income, elderly people. 
In Minnesota, community paramedics are 
specifically trained to care for patients 
who visit hospital emergency departments 
frequently, are at risk of needing nursing 
home care or are close to being readmitted 
to a nursing home or hospital.  

The growing number of community para-
medics reflects a larger demographic shift. 
Only 15 percent of the country’s population 
lived in rural counties in 2014, according to 

the Department of Agriculture. 
“Thirty years ago there were more health 

professionals in rural areas, there were 
more volunteer firefighters and EMTs, 
and the rural population was younger and 
healthier,” says Gary Wingrove, president 
of The Paramedic Foundation, using the 
common abbreviation for emergency med-
ical technicians. Today, there are fewer 
health facilities, fewer qualified people to 
work in them and fewer resources to fund 
them. Increasingly, community paramedics 
are stepping in to help fill that gap.

The Rural Assistance Center, part of the 
U.S. Department of Health and Human 
Services’ Rural Initiative, reports that 
rural Americans suffer from higher rates of 
chronic illnesses and worse health overall 
than city dwellers. They are less likely to 
have employer-provided health care cover-
age, or to be covered by Medicaid even if 
they qualify for it. They seek treatment in 
hospital emergency rooms and call 911 for 
non-emergency situations—a costly prac-
tice. Nearly 80 percent of adults who vis-
ited emergency departments did so because 

they didn’t have access to other providers, 
according to a 2012 report on emergency 
room use from the Centers for Disease 
Control and Prevention. 

“Basically we are taking the resources 
that already exist in a community and 
expanding upon them to offer broader 
health care coverage,” Wingrove says. 
“The specifics of how these programs oper-
ate depend on the communities they serve.”

Who Pays? 
Providing these services, however, isn’t 

free. Pilot programs have used grant funds 
from foundations and the federal govern-
ment to cover costs. Some hospitals that 

Typical Training Requirements

A high school diploma or equivalent and CPR certification are prerequisites for most 

emergency medical technician and paramedic training programs. Most licensing 

requirements, which vary by state, require the following: 

 

EMT  

Skills include determining a patient’s condition, handling trauma and cardiac emergencies, 

clearing obstructed airways and using field equipment. Courses include about 150 hours of 

specialized instruction. Some instruction may take place in a hospital or ambulance setting. 

 

Advanced EMT 
Programs typically require about 300 hours of instruction, based on the scope of practice. 

At this level, students must complete more advanced requirements, such as using complex 

airway devices and administering intravenous fluids and some medications. 

 

Paramedic 
Paramedics earn the highest level of education, completing EMT and Advanced EMT 

training along with courses in advanced medical skills. Paramedics’ scope of practice may 

include stitching wounds or administering IV medications. Programs typically are offered 

at community colleges and technical schools and require about 1,200 hours of instruction, 

which may result in an associate degree. 

Sources: U.S. Department of Labor’s Bureau of Labor Statistics and the National Registry of Emergency 

Medical Technicians.

“Community paramedics 
will have an expanded 

role in health care, not an 
expanded scope.”
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own ambulance services, in places such as 
North Carolina and Missouri, have started 
funding programs in hopes that the sav-
ings from fewer readmissions will cover the 
added costs. Elsewhere, local agencies fund 
emergency medical services for their com-
munities, absorbing the added costs in their 
budgets with slightly higher fees. 

The additional costs come from the 
advanced training community paramedics 
must receive and the higher salaries they 
earn for their education and additional 
time spent on community services. In 
advanced training they learn higher level 
health concepts such as the social deter-
minants of health. When working with an 
elderly person, for example, community 
paramedics ask, Does the patient own a 
car? Can the patient walk? If the answer to 
both questions is no, how is the patient get-
ting prescriptions? Such determinants can 
make a difference in a person’s health.  

Community paramedics with advanced 
training may earn about 10 percent more 
than traditional EMTs. But in many cases, 
employers pay for the additional training 
without offering greater compensation. 

Minnesota created its new community 
paramedic profession in 2011. To earn a 
community paramedic certificate, a person 
must hold an emergency medical techni-
cian-paramedic certification, have worked 
two years as a full-time EMT-P and have 

graduated from an accredited EMT course.  
Minnesota reimburses community para-

medic services through Medicaid. It was 
the first state to use a Medicaid payment 
and delivery system that shares savings and 
risks directly with provider organizations. 
To qualify for Medicaid reimbursement, the 
services must be ordered by the recipient’s 
primary care provider and include monitor-
ing blood pressure, assessing fall risk, setting 
up medication profiles and delivery, and 
coordinating care, referrals and follow-up.

 
Nurses, Doctors Have Concerns 

Nurses and home health care groups 
throughout the country have expressed 
concerns that the expanded paramedic role 
infringes on the duties of their respective 
professions.  

The American Nurses Association ini-
tially lobbied against Minnesota’s program 
because of the overlapping patient care 
responsibilities. The nurses argued that 
since patient-centered care coordination is 
a core professional standard for registered 
nurses, they are the best prepared to treat 
underserved, rural patients. 

The nurses’ association listed a set of 
principles for the community paramedicine 
industry to adopt and follow in order to 
gain its support. They included establishing 
minimum standards of education, clarify-
ing roles between community paramedics 

and nurses and fostering interdisciplinary 
cooperation through appropriate regula-
tory models.  

Minnesota community 
paramedic leaders agreed 
and still adhere to the nurses’ 
principles.  

Colorado Senator Leroy 
Garcia (D) works as a para-
medic and as an emergency 
medical services instructor at 
his local community college. 
As in Minnesota, paramedics in his com-
munity work with primary care doctors to 
care for residents in need. 

States with Legislative Action on Community Paramedicine*

*Community paramedicine programs 
may exist in states without legislation.

Source: NCSL

“We can provide people 
the care they need 

without the expense and 
inconvenience of going to 

a hospital.”

Colorado Senator Leroy Garcia
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Paramedics are involved from the minute 
a person dials 911. Current law allows them, 
in certain situations, to treat callers with a 
simple medication and a professional’s reas-
surance that the patients will be fine until 
they can visit the doctor. Paramedics can 
even help set up the appointments.

“We can provide people the care they 
need without the expense and inconve-
nience of going to a hospital. They can 
recover comfortably at home, and it’s a 
more personal connection,” he says.  

Garcia plans to draft legislation to 
develop the community paramedicine pro-
fession further in Colorado. The success of 
these programs hinges on the ability to tai-
lor them to a community’s needs, he says. 
The needs of a Vail ski resort community, 
for example, are very different from those 
of a small agricultural area.

“That is one of the challenges in creating 
legislation,” Garcia says. “You don’t want 
it to be so specific that it is limiting. You 
want it to be adaptive. This is a dynamic 
profession that needs to have some flexibil-
ity, especially as it develops.” 

Multifaceted Approach 
In Nevada, where Oscarson’s commu-

nity paramedicine bill was recently signed 
into law, the program’s multifaceted health 
care approach is designed to address rural 
and urban populations in very different 
ways. The bill: 

-
lance or firefighting agencies and certified 
personnel to qualify for an endorsement on 
their permits to provide community para-
medicine services. 

community paramedicine programs are 
addressing health care gaps in rural and 
urban locations throughout the state. 

to submit quarterly reports to the state 
outlining the services they provided and the 
estimated health and economic benefits of 
those services. Nevada’s health department 
will summarize the reports and submit 
them to the Legislature and the Legislative 
Committee on Health Care. 

Oscarson hopes the data collected will 
result in a compelling argument for a state 

reimbursement component for commu-
nity paramedicine in the future. Currently, 
community paramedics are paid by their 
governing agency, Oscarson says. In turn, 
those agencies submit data to regulatory 
bodies, such as the Nevada Division of 
Public and Behavioral Health emergency 
medical services office, with the objective 
of demonstrating cost savings.  

“Agencies do this because it is the right 
thing to do as health care delivery changes 
based on the Patient Protection and Afford-
able Care Act of 2010,” Oscarson says. The 
idea is to not put an hourly, monthly price 
on community paramedicine, but to deter-
mine a value based on savings in order to 
eventually pursue a reimbursement system. 

“Community paramedicine and EMS as 
a whole are gaining a seat at the health care 
table,” Oscarson says. “These programs 
have the ability to improve health care for 
the future because they navigate patients to 
the appropriate resource at the appropriate 
time, rather than to the highest cost entry 
point of the health care system—the emer-
gency room.” 

HEALTH CARE
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