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MIH	in	the	Fire	Service
Harry	Beck,	Fire	Chief	(Ret.),	Mesa	Fire	&	Medical	Dept.
Brent	Burgett,	Deputy	Chief,	Mesa	Fire	&	Medical	Dept.



Community	Care	Initiative



To	test	models	in	the	pre-hospital	
healthcare	system	while	improving	

efficiencies	and	demonstrating	cost	savings	
while	improving	patient	health	outcomes	



• 137	square	miles
• 457,587	residents	(2013)
• 85,000	winter	visitors	(2010)

• 75,000+	>	62	years	old
• Diverse	Population



• 21	ALS	Engines
• 5	ALS	Ladders
• Community	Paramedics

• 2	Community	Care	Units
• 20	Fire	Stations
• 55,938	Total	Calls
• 80	%	Fire	Based	EMS



Mesa	911	Calls 55,938
Medical	Emergency	Calls 45,854
Low	Acuity	Calls 10,061



• Pre	Grant	
• One	MFMD	Paramedic	&	EMT
• Low	Acuity	Patients
• Managed	Deployment	Model
• Dispatch	Triage
• Treat	and	Refer



• Captain	Paramedic	&	Advanced	Practice	Provider
• Advanced	Practiced	Providers	Funded	by	Mountain	
Vista	Medical	Center

• Treat	and	Refer	to	Primary	Care	Provider
• Provide	Alternative	Destination
• Patient	Follow-up
• 24/7	
• Registered	Nurse	Triage
• Medication	Reconciliation



} Captain	Paramedic	and	Behavioral	Health	Specialist
} Dispatch	to	Definitive	Care	within	2	hours
} Alternate	Destination	vs.	Emergency	Department
} Staffed	during	peak	hours



911 Activation

13:01

Mesa Police 
Department: patient 

has  self inflicted cuts 
that require stitches.

CCU 201 responds with 
E204.  E-204 cleared 

scene .  CCU 201 
repaired patients 

wound , gave tetanus 
shot, and  wrote  a 
prescription for an 

antibiotic. 

CCU 202 added onto 
call, did a mental 

health assessment and 
transported to Aurora 

Behavioral Health 
Hospital.

Definitive Care

14:45



Air	Date:	January	2013,	KSAZ-TV



CMS
Medicaid/AHCCCS

MFMD QCFMDCPR MVMC SFMD AT	Still
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} Professional	Healthcare	Providers	(Advanced	Practice	
Providers,	Crisis	Counselors)

} Billing	Services
} Data	and	Patient	Outcome	Reporting
} Operational	and	Jurisdictional	Expansion	CMS	Grant
} Centralized	Medical	Direction
} Enhanced	Research/Reporting	Capabilities



Medicaid Medicare Private/Self Pay

Mean 
Reimbursement

$1755 $1762 $2000

Mean
Intervention Cost 
*With value 
added services

$600 $600 $600

Healthcare
Savings

$1155 $1162 $1400



Transport	to	ER $1,000 $0 $1,000
Registration $525 $0 $525
Assessment $325 $150 $175
Decision	Making $950 $0 $950
MFMD	Cost $375 $375 $0

Past	Model New	Model

$2,650Total	Potential	Savings	per	Patient

Savings
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Transport	to	ER $1,000 $0 $1,000
Initial	Evaluation $3,500 $150 $3,350
3-Day	ER	Hold $6,000 $0 $6,000
Inter-Facility	Transport $1,000 $0 $1,000
MFMD	Cost $375 $375 $0

Past	Model New	Model Savings

$11,350Total	Potential	Savings	per	Patient



Medicare 28% 44%
Medicaid 37% 36%
Private 15% 19%
None 20% 1%

Community	Care	Response Behavioral	Health

Community	Care	Response Behavioral	Health



} 911	Call	Consult
} Triage	fort	Chief	Complaint
} Recommend	Appropriate	Level	of	Care
} Evaluate	Low	Acuity	Patients
} Initiate	Patient	Record
} Coordinate	With	Alternative	Providers
} Coordinate	Appropriate	Transportation
} Refer	to	Primary	Care	Physician
} Provide	72hr	Follow	Up	Contact



} 24/7	Dedicated	MD
} Paramedic	Consult
} Nurse	Practitioner/PA	Consult
} Nurse	Triage	Consult
} Emergency	Department	Coordination
} Quality	Control



} Loyalty	Customer	Program
} Prevention	Action	Line	(PAL)
} Immunization	Program
} Home	Safety	Inspection	and	Fall	Prevention	
Program

} Suicide/Substance	Abuse	Prevention



} Proactive	Service
} Reduction	of	EMS	Calls
} Partnership	with	regional	ACO



} Provide	Community	Access	via	Non-Emergency	
Phone	Line

} Highly	Visible	Connection	to	the	Community
} Utilizes	the	Strengths	of	Both	Organizations	to	
Provide	Behavioral	Services	for	Those	Seeking	
Assistance



} School	Based	Immunization	Clinics
• Over	11,000	Mesa	Public	School	students	
vaccinated	annually

} Community	Based	Immunization	Clinics
• Administered	an	additional	3000	immunizations	to	
adults	and	children	at	community	based	flu	clinics,	high	
schools,	malls,	and	health	fairs



} Fire	Prevention
} Fall	Prevention

} Medication	Safety
} Social	Services



} 72	Hour	Post-Discharge	Contact
} Partnership	with	Specialist
} Proactive	Service	Geared	Toward	Prevention
} Reduces	Readmissions
} Transition	to	Home	Health



How	to	best	
balance cost,	

quality,	service	&	
cost	recovery	to	
be	sustainable

Responding	to	rising	costs
• Improving	value	for	spending
• Ensuring	rational	adoption	– new	devices,	

&	technologies
• Developing	lower	cost		&	cost	competitive	

caregivers
• Talent	management

Fiscal	efficiency
• Under	new	healthcare	models	focused	

on	prevention
• Alignment	of	workflow,	processes,	

information	systems	– CAD,	billing	and	
RMS

Providing service
• Defining	“right”	level	of	

care	and	coverage
• Defining	roles	of	private		

&	public	sectors
• Ensuring	equity	across	

community

Delivering	high	

service
• Adopting	evidence-based	

care
• Reducing	variations	in	

clinical	practice
• Managing	>	#	chronic	&	

acute	patients



The	project	described	was	supported	by	Grant	Number	1C1CMS331318	from	the	
Department	of	Health	and	Human	Services,	Centers	for	Medicare	&	Medicaid	
Services.	The	contents	of	this	publication	are	solely	the	responsibility	of	the	

authors	and	do	not	necessarily	represent	the	official	views	of	the	U.S.	
Department	of	Health	and	Human	Services	or	any	of	its	agencies.
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Population	Health	&	MIH
Brent	Myers,	MD,	MPH,	Chief	Medical	Officer,	Evolution	Health
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Population Health and Mobile 
Integrated Healthcare

J.	Brent	Myers,	MD	MPH	FACEP
CMO	Evolution	Health

Associate	CMO	American	Medical	Response
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The	Plan

Current	State
§ Not	all	EMS	patients	are	transported	today

¨ Cardiac	arrest
¨ Hypoglycemia
¨ Certain	Narcotic	Overuse	Situations

§ Behavioral	economics	have	always	been	in	play	

Drivers	of	Change
§ Volume	to	Value

Examples	of	Mobile	Integrated	Healthcare
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Behavioral	Economics
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Behavioral	Economics
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Better	Health	and	Healthcare

Current	State

Pt Request

EMS	Responds

Transport	to	an	
Emergency	
Department

Mobile	Integrated	
Healthcare	Practice

MICP

ED

MD	
Office

Mental	
Health

In-
Home	
Care
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Not	Take	Patients	to	Hospital	is	Not	Revolutionary
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“The Most Powerful Predictor by far of 
survival to hospital discharge is return of 

spontaneous circulation in the field”
Kellerman A.  Annals Emerg Med 2010;56:358-61
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Sample Deceased Protocol
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How	Will	Families	Handle	Non-Transport?

For	all	families	of	cardiac	arrest	victims,	97%	were	satisfied	with	the	care
100%	of	the	non-transported	patientsʼ families	were	satisfied
25%	of	the	transported	patientsʼ families	stated	they	wished	the	patient	
had	been	allowed	to	die	in	the	home
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How	Will	Families	Handle	Non-Transport?

50%	of	transported	patientsʼ families	were	not	satisfied	with	interaction	
with	the	emergency	physician
100%	were	satisfied	with	interaction	with	the	emergency	nurses
97%	were	satisfied	with	interaction	with	paramedics
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How	Will	Families	Handle	Non-Transport?

Families	reported:
§ Anxiety	during	the	rush	to	the	hospital

§ Frustration	when	the	resuscitation	was	terminated	quickly	after	arrival

§ Loneliness	in	the	hospital	waiting	room

Edwardsen EA et al.  Prehospital Emergency Care 2002;6(4):440-4
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And	It	Is	Not	Just	Cardiac	Arrest:
Hypoglycemia	and	Narcotic	Overuse
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The Evidence – Non-Transport
Evidence	exists	for	specific	conditions:
§ Hypoglycemia

§ Narcotic	overdose
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Prehosp Emerg Care 2003;7;468-75



51

51

Hypoglycemia

Prospective,	observational	trial	in	Halifax	for	all	diabetic	hypoglycemia
Patients	were	enrolled	over	the	phone
No	statistical	differences	in	patients	transport	vs.	not	regarding	
recurrent	episodes,	admission,	or	unfavorable	outcome
Only	one	admission	from	non-transports	(5	days	later)	and	one	
expected	death
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Hypoglycemia	Summary

Across	all	studies,	~3%	recurrence	rate	of	hypoglycemia	in	48	to	72	
hours

<1%	have	significant	complications

Lack	of	randomization	prevents	inference	of	causality	
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Narcotic	Overdose

Prehosp Emerg Care 2011;15:320-24
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Study	Design

Retrospective analysis for patients over 20 month period that 
were treated with Narcan in the field and had patient initiated 
refusal
Protocol:
§ 2 mg IM with ongoing BVM
§ IV established and 2 mg IV
§ Attempt then made for 2 mg IM “to go”

Outcome – presentation to the medical examiner within 48 
hours, 30 days, or at all
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Results

592	encounters	during	the	20	months

40	were	in	cardiac	arrest	upon	EMS	arrival

Of	the	remaining	552,	none	presented	to	the	MEO	within	48	hours
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PEC; 2011
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PEC; 2011

Some	Findings	Do	Not	Require	a	Study
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There	may	be	benefit	to	avert	unnecessary	
emergency	department	transfers	of	patients
Evidence	regarding	safety	of	the	practice	is	limited
Additional	education	of	providers	and	strict	physician	
oversight	are	required

PEC; 2011
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Study	Design

Retrospective analysis for patients over 20 month period that 
were treated with Narcan in the field and had patient initiated 
refusal
Protocol:
§ 2 mg IM with ongoing BVM
§ IV established and 2 mg IV
§ Attempt then made for 2 mg IM “to go”

Outcome – presentation to the medical examiner within 48 
hours, 30 days, or at all
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Now	Faith	is	the	assurance
Of	things	hoped	for

The	belief	in
Things	unseen.
-- Hebrews	11:1
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Underlying	Changes	in	Healthcare	Environment
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A	Brief	History

Medicare

EMTALA

HIPAA



64

64

Medicare
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Emergency	Medicine	and	Active	Labor	Transfer	Act	
(EMTALA)
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Health	Insurance	Portability	and	Accountability	Act	
(HIPAA)
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Framework

Volume-based	FFS	for	discrete	episode
§ Value	based	modifier

Volume-based	FFS	for	facilities	for	time
§ Value	based	modifier

Volume-based	FFS	all	costs	for	time
§ Value	based	modifier

Value	based	for	population
§ Volume	based	modifier
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Implementation

Clinical	challenges

Financial	challenges

Institutional	challenges

Why	EMS	is	ideally	suited	to	respond	to	these	challenges
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Average	time	to	pain	medication	for	
fracture
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Thus	Far	.	.	.

Emergencies	still	happen

We	need	to	think	about	different	ways	to	engage	our	patients
§ Behavioral	economics
§ Partnership	with	others	in	healthcare

Now	let’s	look	at	MIHP/CP
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Three	Common	Measures

Emergency	Department	Utilization

Inpatient	Utilization

Patient	Satisfaction
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Atul Gawande Hot Spots
“	[Dr}	Brenner	wasn’t	all	that	interested	in	costs;	he
was	more	interested	in	helping	people	who	had
received	bad	health	care.		The	people	cycling	in
and	out	of	the	hospital	were	usually	the	people	

receiving	the	worst	care.”
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General	Principles

Who	is	eligible?
§ 9-1-1	entry	point
§ Proactive	visit	after	9-1-1
§ Population	otherwise	defined

Sample	Programs:
§ 9-1-1	based	– mental	health	and	substance	abuse
§ Proactive	cooperation	– Falls	in	Assisted	Living
§ Population	examples
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Alternative	Destination	for	Mental	Health	and	
Substance	Abuse
Clinical	Evaluation

Community	Needs	Assessment

Outcomes
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Screening Form
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Direct Transport for SA/MH

Patient has primary mental health crisis and/or substance abuse
Patient does not require sedation or demonstrate agitation
APP will then contact alternative site and evaluate the patient for 
potential placement
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Exclusion Criteria

Acute medical issue or trauma with bleeding, need for wound 
repair
BAC >0.35 or patient too intoxicated to take po
Pulse >120
Unexplained alteration in mental status
Unable/unwilling to take medications for pre-existing conditions
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Exclusion Criteria

Has taken medication outside of prescription/recommended dose 
and cannot be cleared by poison center

Can perform ADLs independently

Blood glucose < 300 with no evidence of DKA
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METHODS

INTRODUCTION OBJECTIVE RESULTS

CONTACT INFORMATION

CONCLUSION

Overall	patient	characteristics	at	WB	(n=220)	vs.	ED	(n=623)	were	
similar:
• Male:	55% vs.	46%
• White:	58% vs.	66%
• Uninsured:	38% vs.	36%
• Median	Age:	38	years vs.	37 years

For	those	patients	admitted	for	psychiatric	reasons,	median	LOS	prior	
to	disposition	was	significantly	longer	in	the	ED	(41.1	hours,	IQR	17.8-
63.1) compared	to	CAS	at	WB	(20.1	hours,	IQR	8.7-46.4)	(p=0.02).

Over	a	30-day	follow-up	period,	27% of	CAS	patients	had	a	return	visit	
to	an	ED	or	WB	for	any	reason;	25% of	ED	patients	had	a	return	visit	to	
an	ED	or	WB	for	any	reason.	

232	patients	who	refused	transport	
to	alternative	destinations	removed

Emergency	departments	(EDs)	are	overburdened	with	patients	with	
acute	mental	health	crises.	Emergency	Medical	Services	(EMS)	is	a	
promising	mechanism	to	reduce	unnecessary	ED	use	and	improve	
patient	care	by	rapidly	and	safely	diverting	appropriate	patients	in	crisis	
to	alternative	treatment	settings.	

Wake	County,	NC	provides	a	unique	opportunity	between	Emergency	
Medical	Services	(EMS)	and	local	health	care	facilities.	Wake	County	
EMS	has	an	Advanced	Practice	Paramedic	(APP)	Program	which	allows	
for	prehospital	diversion	of	patients	with	acute	mental	health	crises	to	
an	alternative	destination	based	on	protocol	criteria	(Figure	1).	An	APP	
must	confirm	a	primary	acute	mental	health	crisis	and	exclude	other	
emergent	medical	conditions	per	protocol	in	order	to	transport	a	
patient	to	an	alternative	destination.	If	a	patient	does	not	meet	
diversion	criteria,	EMS	may	transport	the	patient	to	an	ED	for	
evaluation.	Standard	EMS	personnel,	arriving	as	the	transport	unit,	may	
transport	a	patient	to	an	ED	without	an	APP	evaluation	if	the	patient	
requires	immediate	medical	attention.

Appropriate	patients	are	transported	to	UNC	Health	Care’s	WakeBrook	
(WB)	Campus,	a	community	mental	health	center	located	in	Raleigh,	
NC,	or	other	alternative	destinations	(e.g.,	detox	facility).	WB	offers	
Crisis	and	Assessment	Services	(CAS),	which	serves	as	an	acute	crisis	
unit	and	entry	point	to	the	psychiatric	facility.	WB	also	provides	an	
acute	inpatient	psychiatric	unit	(IPU),	residential	treatment	(FBC),	and	
an	addiction	treatment	center.

To	describe	characteristics,	treatment,	and	outcomes	of	9-1-1	patients	
experiencing	a	mental	health	crisis	treated	in	a	pilot	intervention	and	
transported	by	EMS	either	to	an	acute	crisis	unit	at	a	nearby	
community	mental	health	center	or	an	ED	per	protocol.	

Email	questions	or	comments	to:	jcreed@med.unc.edu

165	patients	transported	to	other	
alternative	destinations	(non-WB)	
removed

A	mobile	integrated	health	program	allowed	a	significant	number	of	
patients	to	be	treated	at	a	dedicated	community	mental	health	center,	
where	treatment	LOS	times	were	significantly	shorter	compared	to	a	
large,	regional	ED.	Additional	work	is	needed	to	characterize	
subsequent	outcomes.	Successful	broader	implementation	could	
improve	quality	of	care	and	significantly	and	safely	reduce	the	volume	
of	patients	seen	in	the	ED	with	acute	mental	health	crises.

• Retrospective	cohort	study	of	patients	for	whom	an	APP	was	called	
from	August	2013-July	2014

• Inclusion	criteria:	>10	years	of	age,	evaluated	in	EMS	pilot	
intervention

• Manual	linkage	of	EMS	data	to	destination	records	(WB	or	ED)	using	
direct	identifiers

• Descriptive	statistics	were	used	for	patient	demographics,	
disposition,	and	length	of	stay	(LOS).	Mann-Whitney	U	tests	were	
used	to	assess	differences	in	LOS.

Prehospital	Diversion	of	Patients	with	Acute	Mental	Health	
Crises
Jamie	O.	Creed,	BS1;	Julianne	M.	Cyr,	MPH1;	Hillary	Owino,	MPH1;	Shannen Box,	BS1;
Brian	Sheitman,	MD2;	Beat	Steiner,	MD2;	Michael	W.	Bachman,	MHS,	EMT-P3;	
Jefferson	G.	Williams,	MD,	MPH3;	J.	Brent	Myers,	MD,	MPH3;	Seth	W.	Glickman,	MD,	MBA1

University	of	North	Carolina	School	of	Medicine1,	UNC	Healthcare	WakeBrook	Campus2,	Wake	County	EMS3

Poster	P6-025
2016	APA	Annual	
Meeting
Atlanta,	GA

Supplemental	
Emergency	9-1-1	
Response	by	
Advanced	
Practice	
Paramedic	(APP).

APP	evaluates	
patient	identified	
as	having	
potential	mental	
health	crisis.

WakeBrook	Diversion	Criteria:
• No	acute	medical	issue	or	

traumatic	injury,	AND
• Confirmed	behavioral	health	

crisis,	AND
• Patient	agrees	to	alternative	

destination

YES NO

Divert	to	
WakeBrook

Transport	to	
ED

Figure	2.	Inclusion	and	Linkage	Process

Figure	1.	APP	Diversion	Process

1,560	screened	by	
APPs

3	patients	<10	years	of	age	
removed

1,557	patients	met	age	inclusion	
criteria

1,160	WB	or	
ED	patients

223	WB	
patients

937	ED	
patients

3	unsuccessfully	linked	
WB	patients	removed

314	unsuccessfully	
linked	ED	patients	
removed

99%	(n=220)	of	WB	
patients	successfully	
linked

66%	(n=623)	of	ED	
patients	successfully	
linked

CAS	Patient	Dispositions
IPU 11%
FBC 17%

Transfer	Psych 40%
Discharge 18%

Refuse	Services 5%
Transfer	to	ED	
within	4	hours

5%

Medical	Admit 22%

Board	Pending	
Psych	Transfer

21%

Transfer Psych 22%

Discharge 33%

Left AMA 3%
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Highlights

220	of	1160	patients	who	were	evaluated	were	transported	to	Wake	
Brook,	for	a	total	of	19%
Only	10	were	transferred	to	emergency	department	within	4	hours	of	
arrival,	none	of	whom	had	adverse	outcomes
Total	time	prior	to	disposition	on	average	41	hours	for	those	transported	
to	the	ED	vs.	20	hours	for	those	transported	to	Wake	Brook
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Falls In Assisted Living Facilities

1 to 5 transports per day for our EMS system
Majority are patients who are “found down” with no obvious injury 
or complaint
Risk management strategy for the facility is to summon EMS for 
transport to the emergency department

96
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Falls in Assisted Living Facilities

Retrospective study complete:
§ 644 falls in assisted living were reviewed
§ 197 of these patients had a time-sensitive medical emergency
§ Protocol would have identified 190 of the 197
§ Sensitivity then is 97% (93-98%, 95% CI)

¨ Bachman M et al.  PEC 2013;17(1):111 [abstract]
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Falls in Assisted Living Facilities

1500 such transports were made last year
~$2.5 million dollars in healthcare expense
Evaluation of the first 150 of these patients, 81% did not require 
admission and were discharged from the emergency department
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Falls in Assisted Living Facilities

Prospective evaluation had been underway for two years
Public/private partnership with Doctors Making Housecalls (DMH)
1200 + patients enrolled with over 1/2 not requiring transportation
Common medical record with DMH
On-going evaluation of safety and costs

100
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A leading provider and 
manager

of community-based 
medical transportation 

services

A leading provider of integrated 
physician services to healthcare 

facilities

An emerging provider of 
comprehensive physician-

led post-hospital 
management solutions

Pre-Hospital Hospital Post-Hospital

LEADING PROVIDER OF HEALTHCARE 
SERVICES ACROSS THE PATIENT 

CONTINUUM

§ Emergency	and	Non-
Emergency	Medical	
Transportation

§ Interfacility	and	Critical	Care
§ Managed	Transportation	

Services
§ Fixed-Wing	Air	Ambulance	

Services
§ Disaster	Response	/	FEMA

§ Emergency	Department
§ Anesthesiology
§ Hospitalist	/	Inpatient	Care
§ Radiology	/	Tele-radiology
§ Surgery

§ Population	Assessment
§ Transitional	Care
§ Comprehensive	Care	

Coordination
§ Telehealth	&	Telemedicine
§ Longitudinal	High	Risk	

Management
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Clinical	Footprint	and	Current	Focal	Areas

Over 50 Year History of Pioneering the Delivery of Care
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Experience-Focused,	Person-Centered	and	
Population-Oriented	Care	Delivery• EMS	– 911,	IFT,	CCT

• Medical	Transportation

• Home	Health

• Home	Hospice

• Mobile	Medical	Practice

• Medical	Command	Center
• Telehealth

• Telemedicine

• Telephonic	Triage

• Clinical	Leadership
• Post-Acute

• Palliative	Care

• Emergency	Medicine/EMS

• Primary	Care,	Hospital	Medicine

Clinically	Integrated	System	of	Care	for	Mobile	Pre-Acute,	Acute	and	Post-Acute	Care
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes Comprehensive 

Clinical Assessments 
• Target
• Outreach
• Engage
• Assess
• Activate
• Educate
• Navigate
• Enable
• Empower
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes Transitional Care  

Bridges care between 
settings, offering 24/7 support 
with rapid response capability 
to reduce preventable 
admissions, readmissions and 
emergency department 
utilization.
• Hospital to Home/Home 

Health/Hospice
• Hospital to Post-Acute Facility
• Post-Acute Facility to Home
• Emergency Department to Home
• 24/7 Unplanned Care Support
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes High Risk Management   

Proactively manage high 
risk, high cost or high 
value patients.
• Frail Elderly
• Medically Complex
• Mobility Impaired
• Chronically Ill
• High-cost
• High-touch
• 24/7 Unplanned Care 

Support
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes Advanced Illness 

Management    
Robust support for 
patient with advanced 
illnesses and functional 
decline as goals of care 
shift from curative to 
palliative.
• Advanced care planning
• Red flag and symptom 

management plans
• Medication Management
• Self Management 
• Hospice transition
• 24/7 Unplanned Care
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes Unplanned Care     

Coordinates pre-acute and 
acute care needs using 
mobile clinicians and 
telehealth capabilities with 
rapid response care team 
delivered in-home or virtually.
• Acute Care
• Urgent Care
• Episodic Care
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Six Value Levers to Improve the 
Experience of Care While 
Optimizing Clinical and Financial 
Outcomes Medical Command 

Center      
Provides access to care 
in need-matched, time 
appropriate manner 
using existing network, 
community and gap 
filling resources
• 911-EMS
• Transport
• In-Home Care
• Virtual Visits
• Schedule Appointments
• Network Navigation
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The	Care	Model

Comprehensive 
Clinical Assessments

Transitional Care

High Risk ManagementAdvanced Illness 
Management    

Unplanned Care

Medical Command 
Center

Pre-Acute Acute Post-Acute
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24/7 Access	& Coordination
24/7 deployment for planned and unplanned care
Clinical Triage, Medical Consultation, Care Coordination
B2C and On Demand Services
Based on principles of choice architecture
“Call Center” versus “Command Center”
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How Unplanned Care Works

Sends	encounter	information
Provides	mapping/driving	directions
Resource	status
Point-of-care	data	collection

Medical	Triage
Care	Coordination
Navigation
Need	Matched	
Time	Appropriate

Physician
Advanced	Practice	Provider
Nurse
Paramedic
Community	Health	Worker
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Clinically Synchronized &
Cost-Effective Care

Need matched, time appropriate resourcing
§ right care, right place, right provider, right time, right cost

Culturally matched community health workers
Robust multi-layered clinical expertise
Cost-effective patient navigation
Real-time decision support
Care titrated for patient safety
Logistics
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Population	Intelligence
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MIH Transitional Care Outcomes 

* = statistically significant

45%
REDUCTION

n=2,104
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Journal	of	Patient	Experience	
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Journal	of	Health	Economics	
and	Outcomes	Research
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PMP	and	Utilization	Trends
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Outcomes
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Considerations

Strategic Relationships
Innovation Collaboration
Partnership Models
Joint Ventures
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Breakout	Sessions
A:	Program	Development
Ocotillo	Room	

• Bob	Costello,	Fire	Chief,	Buckeye	Fire,	Medical	&	Rescue	Dept.	
• Stu	Esh,	Captain,	Buckeye	Fire,	Medical	&	Rescue	Dept.

B:	Expanding	Services
Brittlebush	Room	

• Laura	Baker,	Assistant	Chief,	Tucson	Fire	Dept.
• Josh	Hurguy,	Battalion	Chief,	Golder	Ranch	Fire	Dist.

C:	Strategic	Partnership:	Integrating	Pharmacy	Throughout	Rural	Arizona
Chia	Room

• Keith	Boesen,	Director,	Arizona	Poison	&	Drug	Information	Center	
• Kelly	Boesen,	Clinical	Pharmacist/Certified	Diabetes	Educator,	Arizona	Poison	&	Drug	
Information	Center	

• Matt	Eckhoff,	Director,	Community	Integrated	Paramedicine,	Rio	Rico	Medical	&	Fire	Dist.



124Mobile	Integrated	Healthcare	360	Arizona
Friday,	February	3,	2017

Why	Should	We	All	Care	About	Data?		
The	Arizona	MIH	Data	Crosswalk	and	

National	Perspective
• Jonathon	S.	Feit,	MBA,	MA,	Co-Founder	&	CEO,	Beyond	Lucid	

Technologies,	Inc.
• Taylor	A.	George,	MHS,	NR-P,	Research	Associate,	Zuckerman	

College	of	Public	Health,	Univ.	of	AZ	
• Moderated	by:	Bob	Ramsey,	Founder	&	CEO,	Starwest

Associates
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A	Non-Geek’s	Guide	to	Prehospital	
Data	Exchange.

(Yes,	you	too	can	connect	to	Epic!)

Jonathon	S.	Feit,	MBA,	MA	– Co-Founder/CEO	
Beyond	Lucid	Technologies,	Inc.

Jonathon.Feit@beyondlucid.com
(650)	648-ePCR	[3727]www.beyondlucid.com
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Inspiration	for	this	Presentation	(#1	of	2)

“I hate it when vendors take advantage             
of my inability to ask the right questions.”

Let’s talk about the right questions to ask. 

— Capt. Mike McElvaney, 
Santa Monica Fire Dept.

during the 2nd California OSHPD
Community Paramedicine hearing
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A	Successful,	Sustainable	CP/MIH	Program:

�

�

�

Improves patient care by caring 
for patients over time. 

Reduces costs by keeping patients 
out of the ED

Centralizes the role of EMS in a 
connected healthcare ecosystem



128

Survey:	How	Many	of	You	Hate	/	Distrust	
Technology	(especially	ePCR)?
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Survey:	How	Many	of	You	See	the	Value	in	
Technology?
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Survey:	How	Many	of	You	Have	Figured	Out		How	to	
Get	Sustainably	Paid	for	CP/MIH?
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What	is	the	Value	of	your	CP/MIH	Program?
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What	is	the	Value	of	your	CP/MIH	Program?
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Incident	Charting	vs.	Person	Tracking:	
The	Key	to	CP/MIH	Success



134

Incident	Charting	vs.	Person	Charting:	
The	Key	to	CP/MIH	Success

• Why is HL7 relevant to 
CP/MIH?

• Why is NEMSIS v3 a 
prerequisite?
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Prehospital 
Records

Hospital 
Records

Stage 3

HL7 
(Meaningful Use)

ONCHIT

HHS

V3.4

NEMSIS

NHTSA

DOT

Acute Chronic

Different	Colors	of	Government	Money

What is HL7, 
anyway?

Further reading:

“Different Colors of Money”: 
Federal funding silos have 
hamstrung the EMS-to-
hospital data continuum. 
How to correct the disjoint.” 
Becker’s Hospital Review
23 June 2016

HealthIT.gov
NEMSIS.org
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Why	a	NEMSIS	v3	ePCR is enough	for	CP/MIH	
(as	a	starting	point)…and	why	it	isn’t.

NEMSIS 
v3 HL7CDA

CDA is the set of common data elements that connect EHRs to one another.  It is not
proprietary. NEMSIS and HL7 cannot directly “talk” (interoperate) with one another.  

NEMSIS v2 ePCRs will experience unmappable “data holes” when attempting to generate 
a meaningful CDA.  NEMSIS v3 is required.
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CDA

CCD

C-CDA

CDA	
R2

Discharge	
Summary

Clinical	
Notes

Sources:
ANSI,	HL7,	HealthIT.gov

CDA	version	that	BLT’s	
MEDIVIEW™	system	
currently	uses.

Types	of	Standard	Interoperable	
HL7-Based	Clinical	Documents
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NEMSI
S v3

Supp. 
Data 

Element
s

CDA
Electronic 

Health 
Record 

Systems

(Yes,	even	Epic!)

How	do	CP/MIH	Programs	Connecft EMS	Charting	with	
Electronic	Health	Records?
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CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

CP/MIH	
Supplemental	
data	elements

NEMSIS v3 
ePCR
PLUS

Supplemental 
Data 

Elements

Family 
history

Past 
encounters

Mental 
health

Social 
factors

Patient	Profiles
(Longitudinal	care	records)

Standard	ePCRs Do	Not	Chart	Over	Time
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Clinical,	Operational,	and	Financial	Benefits	of	Longitudinal	
Patient	Care	Charting

Historical context à
informed decisions

Health trends by 
patient…not just 

by agency

Over-time data: 
- Mental health
- Family history 

- Past visits

Reduce:
- Charting time
- Risk of errors

- Duplicate work
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Jonathon S. Feit, MBA, MA
Jonathon.Feit@beyondlucid.com 

(650) 648-ePCR [3727]

Inspiration	for	this	Presentation	(#2	of	2)



Arizona	MIH/CIP
Data	Crosswalk	Project

Taylor	A.	George	MHS,	EMT-P
Teaching/Research	Associate
The	University	of	Arizona



Disclaimer	and	COI

• The	views	expressed	herein	are	those	of	Taylor	A.	George	and	do	not	
necessarily	reflect	any	official	stance/opinion	of	the	University	of	
Arizona	and/or	its	affiliates.

• Funding	for	this	project	was	provided	by	a	grant	from	Vitalyst	Health	
Foundation	in	coordination	with	the	Rio	Rico	Medical	&	Fire	District.
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What	do	you	need	in	order	to	survive	in	this	environment?
-Garza	A.	Images:	Mundelein	Home	Explosion.	Daily	Herald.	Published	02	Jan	2015.	Accessed	29	Jan	2017.	http://www.dailyherald.com/article/20150102/news/150109740/



-Protective	Gear.	City	of	Sioux	Falls.	Published	2016.	Accessed	29	Jan	2017.	http://www.siouxfalls.org/fire/firehouse/equipment/protective-gear



























If	any	one	single	piece	is	missing	or	
functioning	inefficiently,	likelihood	
of	survival	and/or	sustainability	is	
drastically	reduced.



What	do	you	need	in	order	to	survive	in	this	environment?
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DA
TA If	any	one	single	piece	is	missing	or	

functioning	inefficiently,	likelihood	
of	survival	and/or	sustainability	is	
drastically	reduced.



Arizona	MIH/CIP	Data	Crosswalk

• “Equipment	Check”	of	Arizona	CIP	Programs’	Data	Collection
− Inspection	of	parts	and	functionality
− Identification	of	currently	collected	data	elements
− Assessment	of	common	themes
− Assessment	of	core	metrics
− Comparison	to	various	accepted	national	standards

• Both	traditional	healthcare	and	MIH
− Identification	of	gaps

• Recommendations	for	action
− In	order	to	achieve	functional	sustainability	and	self-sufficiency



Methods
• Electronic	survey	distributed	to	Arizona	Fire/EMS	agencies

− Private	list	maintained	by	Vitalyst	and	RRMFD

• Agencies	asked	to	provide	information	regarding:
− CIP	Program	Type
− Data	Collection	Methods
− Data	Metrics	Collected
− Outcomes	Measured

• Agencies	then	asked	to	provide	all	CIP	forms/templates	for	review
− Used	to	identify,	collate,	and	verify	line-item	metrics



Results	- General

• 16	agencies	indicated	current/ongoing	CIP	programs	and	provided	
high-level	information	in	response	to	the	survey	questions
− See	Table	1	of	full	written	report

• 7	of	those	16	agencies	provided	additional	detailed	information	
including	all	CIP	forms/templates
− See	Table	2	of	full	written	report



Results	- Agency	Collection	Methods

• Commercial	EMS	ePCR	(64%)
−5	different	vendors

• Commercial	Clinical	EHR	(14%)
−2	different	vendors

• Paper	PCR	(21%)
− Indicated	later	transfer	into	proprietary	agency	databases	



Recommendations	- Agency	Collection	Methods
• Move	towards	100%	electronic	data	collection	using	a	Clinical	
EHR	or	an	EMS	ePCR	with	CIP	widget
−Allows	patient-centric	longitudinal	record	keeping

• Traditional	EMS	ePCR	is	incident-specific	and	thus	fragmented
−Verify	that	product	is	HL7	Compliant

• Participate	in	ADHS	Health	Information	Exchange
− Identification	of	patients	for	CIP	enrollment
−Accessibility	of	patient	health	information
−Communication	with	patients’	healthcare	providers
−Bidirectional	linkage	of	EMS/CIP	and	hospital	outcomes	data



Results	- Categories	of	Data	Collected

• 100%	collect	Patient	Demographic	Information
• 79%	collect	Enrollment	Period	Healthcare	Utilization	Information
• 79%	collect	Medication	Adherence	Information
• 79%	collect	Patient	Satisfaction	Information
• 71%	collect	Patient	Referral	Information
• 36%	collect	Pre-Enrollment	Healthcare	Utilization	Information
• 26%	collect	Post-Enrollment	Healthcare	Utilization	Information
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• 100%	collect	Patient	Demographic	Information
• 79%	collect	Enrollment	Period	Healthcare	Utilization	Information
• 79%	collect	Medication	Adherence	Information
• 79%	collect	Patient	Satisfaction	Information
• 71%	collect	Patient	Referral	Information
• 36%	collect	Pre-Enrollment	Healthcare	Utilization	Information
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Results	- Categories	of	Outcomes	Measured

• 81%	collect	EMS	System	Utilization	Rates
• 69%	collect	Patient	Outcomes	Information
• 69%	collect	Customer	Satisfaction	Information
• 56%	collect	Hospital	Readmission	Rates
• 56%	collect	Cost	of	Care	Information



Results	- Categories	of	Outcomes	Measured

• 81%	collect	EMS	System	Utilization	Rates
• 69%	collect	Patient	Outcomes	Information
• 69%	collect	Customer	Satisfaction	Information
• 56%	collect	Hospital	Readmission	Rates
• 56%	collect	Cost	of	Care	Information



• Based	on	the	limited	detailed	data	received	from	Arizona	CIP	
programs,	it	is	difficult	to	evaluate	our	state's	adherence	to	these	
consensus	measures.	

• As	such,	a	truly	valid	and	exhaustive	detailed	review	and	comparison	
with	the	National	MIH/CP	Performance	Measures	Project	is	unable	to	
be	completed	at	this	time.

• A	general	high-level	analysis	can	be	found	within	the	Arizona	MIH/CIP	
Data	Crosswalk	full	written	report.

Results	- Alignment	with	National	MIH	Measures



Recommendations	- Data	Collected	and	
Outcomes	Measured

• Move	towards	100%	collection	of	a	statewide	standardized	dataset
− Health	Outcomes	Metrics
− Quality	of	Care	Metrics
− Operational	Metrics
− Financial	Metrics

• Achieve	alignment	with	National	MIH	Measures
− Model	minimum	core	data	metrics	off	of	those	provided	by	this	consortium
− Ensure	that	adverse	outcomes	are	identified/tracked

• Include	root-cause	analysis	with	corrective	action	as	needed
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Outcomes	Measured

• Move	towards	100%	collection	of	a	statewide	standardized	dataset
− Health	Outcomes	Metrics
− Quality	of	Care	Metrics
− Operational	Metrics
− Financial	Metrics

• Achieve	alignment	with	National	MIH	Measures
− Model	minimum	core	data	metrics	off	of	those	provided	by	this	consortium
− Ensure	that	adverse	outcomes	are	identified/tracked

• Include	root-cause	analysis	with	corrective	action	as	needed



Health	Outcomes	and	Quality	of	Care

• Add	additional	metrics	for	Health	Outcomes	and	Quality	of	Care
− Assesses	impact	on	Population	Health,	part	of	IHI	Triple	Aim

• Include	composite	appraisal	scoring
− SF-12,	HRQOL-14,	Personal	Wellness	Profile,	Intermountain	Risk	Score,	etc.

• Use	validated	disease-specific	tools
− DQOL-B,	Minnesota	Living	with	Heart	Failure	Questionnaire,	etc.

-The	IHI	Triple	Aim.	Institute	for	Healthcare	Improvement.	Published	2012.	Accessed	29	Jan	2017.	http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
-IHI	Triple	Aim	Measures.	Institute	for	Healthcare	Improvement	website.	Published	2016.	Accessed	29	Jan	2017.	http://www.ihi.org/engage/initiatives/tripleaim/pages/measuresresults.aspx
-US	Department	of	Health	and	Human	Services.	Hospital	Value-Based	Purchasing	Fact	Sheet.	ICN	907664.	Published	Sep	2015.	Accessed	04	Aug	2016.	https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Hospital_VBPurchasing_Fact_Sheet_ICN907664.pdf



Health	Outcomes	and	Quality	of	Care

• Add	additional	metrics	for	Health	Outcomes	and	Quality	of	Care
− Assesses	impact	on	Population	Health,	part	of	IHI	Triple	Aim

• Include	composite	appraisal	scoring
− SF-12,	HRQOL-14,	Personal	Wellness	Profile,	Intermountain	Risk	Score,	etc.

• Use	validated	disease-specific	tools
− DQOL-B,	Minnesota	Living	with	Heart	Failure	Questionnaire,	etc.

vIn	brick	and	mortar	healthcare,	Health	Outcomes	and	Quality	currently	
constitutes	40%	of	reimbursement	under	Value-Based	Purchasing

-The	IHI	Triple	Aim.	Institute	for	Healthcare	Improvement.	Published	2012.	Accessed	29	Jan	2017.	http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
-IHI	Triple	Aim	Measures.	Institute	for	Healthcare	Improvement	website.	Published	2016.	Accessed	29	Jan	2017.	http://www.ihi.org/engage/initiatives/tripleaim/pages/measuresresults.aspx
-US	Department	of	Health	and	Human	Services.	Hospital	Value-Based	Purchasing	Fact	Sheet.	ICN	907664.	Published	Sep	2015.	Accessed	04	Aug	2016.	https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Hospital_VBPurchasing_Fact_Sheet_ICN907664.pdf



End	Goal

Q AND $



End	Goal

Q AND $
FOOD	FOR	THOUGHT

Providing	high-quality	care	at	a	lower	cost	is	not	bound	by	political	identity.	
One	way	or	another,	it’s	here	to	stay.



Full	Report

• A	full	version	of	the	Arizona	MIH/CIP	Data	Crosswalk	can	be	found	via	
Rio	Rico	Medical	&	Fire	District’s	website
− http://www.rioricofire.org/chipp



Bear	Down!
Taylor	A.	George	MHS,	EMT-P

Teaching/Research	Associate
The	University	of	Arizona
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190Mobile	Integrated	Healthcare	360	Arizona
Friday,	February	3,	2017

Lunch	will	be	served	in	the	Saguaro	Dining	Room.

Please	bring	your	lunch	back	to	the	ballroom	for	
our	lunch	keynote	presentation.



191Mobile	Integrated	Healthcare	360	Arizona
Friday,	February	3,	2017

Top	MIH	Activities	We	Should	All	
Be	Watching

Matt	Zavadsky,	MS-HSA,	EMT,	Chief	Strategic	Integration	Officer,	MedStar Mobile	
Healthcare



Top	MIH	Activities	We	Should	All	Be	Watching

©	2017	MedStar	Mobile	Healthcare



The	Healthcare	Environment…



It’s	About…..		The	$
• $10,346	per	capita	health	expenditures!!
o Due	in	large	part	to	quantity-based payments

http://content.healthaffairs.org/content/35/8/1522.full



Healthcare	3.0…
• Alternative	Payment	Models

o Accountable	Care	Organizations
o Shared	risk/Shared	savings	models

• Payment	based	on	OUTCOMES
o Readmissions	&	VBP	Penalties

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

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

• Merger	and	Acquisition	activity



Cardiac	bundled-payment	program	will	likely	penalize	high-spending	hospitals
By	Maria	Castellucci
August	12,	2016	

Hospitals	with	higher	than	average	spending	in	cardiology	services	could	face	penalties	as	a	result	of	CMS'	proposed	
bundled-payment	program	for	bypass	surgery	and	heart	attacks,	according	to	a	new	analysis.	

The	CMS	will	randomly	select	98	metropolitan	regions	with	hospitals	that	treat	three	types	of	cardiac	care:	coronary	
bypass	surgery;	heart	attack	patients	managed	with	drugs	and	other	treatments;	and	patients	who	receive	
percutaneous	coronary	intervention.	The	program	will	begin	rolling	out	July	1,	2017.	

Hospitals	that	meet	the	targets	and	quality	benchmarks	will	get	to	keep	the	savings.	Those	that	exceed	the	targets	will	
have	to	pay	Medicare	back	at	year-end.	

Hospitals	with	higher	cardiac-care	spending	are	more	likely	to	struggle	to	meet	CMS	targets.	These	hospitals	probably	
treat	sicker	patients	who	lack	continuum	of	care	services	that	prevent	costly	readmissions,	according	to	the	report.

For	heart	attack	patients,	Pearson	said	systems	may	need	to	focus	on	establishing	continuum	of	care	services	to	
prevent	readmissions	like	providing	home	care	services	and	a	managed-care	plan.

http://www.modernhealthcare.com/article/20160812/NEWS/160819979



Pennsylvania	to	test	new	payment	model	for	rural	hospitals:	8	things	to	know	
Written	by	Kelly	Gooch	|	January	13,	2017

CMS	and	Pennsylvania	are	joining	forces	on	a	new	model	designed	to	improve	health	and	healthcare	is	rural	areas	of	the	
state.

The	goal	of	the	model	is	not	only	to	improve	health	and	healthcare	in	rural	areas	of	Pennsylvania,	but	also	to	reduce	the	
growth	of	hospital	expenditures	across	payers	— including	Medicare	— and	improve	the	financial	viability	of	the	state's	
rural	hospitals,	according	to	CMS.

CMS	said	Pennsylvania	rural	hospitals	participating	in	the	model	will	receive	all-payer	global	budgets	— funded	by	all	
participating	payers	— to	cover	inpatient	and	outpatient	services	they	provide.	In	exchange,	these	hospitals	will	use	the	
money	"to	deliberately	redesign	the	care	they	deliver	to	improve	quality	and	meet	the	health	needs	of	their	local	
communities,"	the	agency	added.

Pennsylvania,	during	each	performance	year,	will	prospectively	set	the	all-payer	global	budget	for	each	participating	
hospital,	CMS	said.	The	all-payer	global	budget	will	primarily	be	based	on	hospitals'	historical	net	revenue	for	inpatient	
and	outpatient	hospital-based	services	from	all	participating	payers,	according	to	CMS.

http://www.beckershospitalreview.com/finance/pennsylvania-rural-health-model-targets-hospital-
finances-quality-8-things-to-know.html



The	Growth…

2009	=	4	Programs

2014	=	160	Programs

2017 =	201	Program



City State
Tuscaloosa AL

Little	Rock AR

Mountain	Home AR

Apache	Junction AZ

Buckeye AZ

Chandler AZ

Cottonwood AZ

Green	Valley AZ

Lake	Havasu AZ

Mesa AZ

Nogales AZ

Phoenix AZ

Phoenix AZ

Rio	Rico AZ

Scottsdale AZ

Scottsdale AZ

Sedona AZ

Sierra	Vista AZ

Sun	City	West AZ

Tempe AZ

Tucson AZ

Tucson AZ

Alameda CA
Burbank CA
Carlsbad CA
Fountain	Valley	 CA
Glendale CA
Hayward CA
Huntington	Beach CA
Los	Angeles CA
Modesto CA
Moorpark CA
Newport	Beach CA
Orange CA
Pasadena CA
Rocklin CA
San	Bernardino CA
San	Diego CA
San	Diego CA
San	Francisco CA
San	Leandro CA
Santa	Monica CA
Vallejo CA

CA
Centennial CO
Colorado	Springs CO
Edwards CO
Fort	Collins CO
Littleton CO
Pagosa	Springs CO
Woodland	Park CO

Danbury CT
New	Haven CT
Washington DC
Bradenton FL
Coral	Springs FL
Lecanto FL
Ocala FL
Sarasota FL
Satellite	Beach FL
Sunrise FL
Tampa FL
Trinity FL
Atlanta GA
Blairsville GA
Buford GA
Conyers GA
Gainesville GA
Macon GA
Marietta GA
Riverdale GA
Hilo HA
Boise ID
Moscow ID
Sandpoint ID

Elgin IL
Quincy IL
Rockford IL
Rockford IL
Carmel IN
Crawfordsville IN
Fishers IN
Highland IN
Indianapolis IN
Olathe KS
Louisville KY
Baton	Rouge LA
Lafayette LA
New	Orleans LA
Boston MA
Malden MA
Largo MD
Boothbay	Harbor ME
Calais ME
Castine ME
Dover-Foxcroft ME
Farmington ME
Greenville ME
Lewiston ME
Presque	Isle ME
Scarborough ME
Searsport ME
Tenants	Harbor ME
Waterville ME
Winthrop ME



Fargo ND
Rugby ND
Omaha NE
Elizabeth NJ
Jersey	City NJ
Neptune	 NJ
Ridgewood NJ
Woodbury NJ
Albuquerque NM
Rio	Rancho NM
Sante	Fe NM
Battle	Mountain NV
Las	Vegas NV
Reno NV
Winnemucca NV
Cambridge NY
Chestnut	Ridge NY
New	York NY
New	York NY
Syosset NY
Dayton OH
Monroe OH

Pinkerinton OH

Hillsboro OR
Redmond OR
Tigard OR
Cranberry PA
Erie PA
Harrisburg PA
Harrisburg PA
North	Huntingdon PA
Pittsburgh PA
Abbeville SC
Memphis TN
Austin TX
Austin TX
Conroe TX
Dallas TX
Dallas TX
El	Paso TX
Fort	Worth TX
Georgetown TX
Houston TX
McKinney TX
Plano TX
Rowlett TX
San	Antonio TX
Schertz TX
Webster TX

Arlington VA
Chesterfield VA
Kent WA
Olympia WA
Prosser WA
Seattle WA
Tacoma WA
Madison WI
West	Allis WI
Riverton WY

Ann	Arbor MI
Ann	Arbor MI
Bloomfield MI
Clinton	Township MI
Clinton	Township MI
Detroit MI
Grand	Rapids MI
Hart MI
Muskegon MI
Pinconning MI
Portland MI
Southfield MI
St.	Johns MI
Crosslake MN
Fergus	Falls MN
Fergus	Falls MN
Grand	Rapids MN
Minneapolis MN
Oakdale MN
Robbindale MN
St.	Paul MN
St.	Paul MN
Wadena MN
St	Louis MO
St.	Louis MO
Fayetteville NC
HIllsborough NC
Jacksonville NC
Lumberton NC
Marion NC
Raleigh NC
Smithfield NC
Wilmington NC
Winston	Salem NC
Winston	Salem NC



The	Evidence…













http://healthforce.ucsf.edu/communityparamedicine
After	Monday,	January	23	@	09:00	PT:



http://healthforce.ucsf.edu/communityparamedicine



http://healthforce.ucsf.edu/communityparamedicine





The	Measures…



















The	Legislation…





The	Education…



“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









The	Electronic	Medical	Record	&	Billing	Systems…



The	Economic	Models…





The	Service	Delivery	Models…

•Patient	Navigation	Model…
o High	Utilizer	Group	(HUG)	patients
o 9-1-1	Nurse	Triage	program
o CHF	readmission	prevention
o Hospice	revocation	avoidance
o Observation	admission	avoidance
o Home	Health	partnership



The	Service	Delivery	Models…
•New//Pending	Models
o BPCI	for	CCJR	Partnership
o Post-Acute	Care	Partnership
o Palliative	Care
o High-Risk	Diabetic	Monitoring
o BPCI	for	Cardiac	Patients
o ……..?



The	3.0	Transformation…





Urgent	and	Emergent	Care	Remain	Core to	EMS



But	EMS	Must	Offer	Expanded	Roles



Shared	Vision	=	Industry	Alignment!
• National	Association	of	EMTs
• National	Association	of	State	EMS	Officials
• National	Association	of	EMS	Physicians
• National	EMS	Management	Association
• National	Association	of	EMS	Educators
• American	Ambulance	Association
• International	Academies	of	Emergency	Dispatch
• American	Red	Cross
• International	Trauma	Life	Support
• The	Paramedic	Foundation
• Academy	of	International	Mobile	Healthcare	Integration
• Center	for	Leadership,	Innovation	and	Research	in	EMS



Goals	of	the	EMS	3.0	Initiative

The	Leadership	Group	has	adopted	the	following	goals	for	the	initiative:

1. Establish	EMS	3.0	Attributes	defining	the	current	status	of	system	development	for	each	and	
macro-level	recommendations	for	needed	changes	to	achieve	EMS	3.0	status	of	each.

2. Establish	a	review	process	for	each	Attribute,	led	by	an	appropriate	Association	leader	for	that	
Attribute	focus	to	accomplish	Goal	1.	Each	Association	leader	will	have	at	least	one	Association	
partner	to	assist	in	the	work,	and	a	Leadership	Group	“whip”	to	monitor	and	facilitate	
progress.

3. Develop	a	toolkit	to	assist	EMS	agencies	in	achieving	EMS	3.0	capability	and	performance.



Attribute	or
Sub-Attribute

Lead	or
Co-Leads

Partners

Clinical	Care	
Delivery
Medical	Oversight NAEMSP NASEMSO	(Medical	Director	Council	- MDC)	

/Paramedic	Foundation
Protocols/Guidelines NASEMSO	(MDC) NAEMSP
Clinical	Quality NAEMSP NEMSMA/AIMHI
Patient	Safety Center	for	Leadership,	

Innovation	and	Research	
in	EMS	(CLIR)	Emergency	
Medical	Error	Reduction	

Group	(EMERG)

NAEMSP

Patient/Population	
Information	
Collection	and	Use	

TPF/NASEMSO NAEMSP/Association	of	State	and	
Territorial	Health	Officers	(ASTHO)

Economic	Models	
and	Finance

AAA NEMSMA/AIMHI/NAEMT



The	Publications…





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



10:	Congress,	in	consultation	with	the	U.S.	
Department	of	Health	and	Human	Services,	
should	identify,	evaluate,	and	implement	
mechanisms	that	ensure	the	inclusion	of	
pre-hospital	care	(e.g.,	emergency	medical	
services)	as	a	seamless	component	of	health	
care	delivery	rather	than	merely	a	transport	
mechanism.

http://www.nationalacademies.org/hmd/Reports/2016/A-National-Trauma-Care-System-Integrating-
Military-and-Civilian-Trauma-Systems.aspx



Possible	mechanisms	that	might	be	considered	in	this	process	include,	but	are	not	limited	
to:

• Amendment	of	the	Social	Security	Act	such	that	emergency	medical	services	is	
identified	as	a	provider type,	enabling	the	establishment	of	conditions	of	participation	
and	health	and	safety	standards.

• Modification	of	CMS’s	ambulance	fee	schedule	to	better	link	the	quality	of	pre-hospital	
care	to	reimbursement	and	health	care	delivery	reform	efforts.

• Establishing	responsibility,	authority,	and	resources	within	HHS to	ensure	that	pre-
hospital	care	is	an	integral	component	of	health	care	delivery,	not	merely	a	provider	of	
patient	transport.	The	existing	Emergency	Care	Coordination	Center	could	be	leveraged	
as	a	locus	of	responsibility	and	authority	(see	Recommendation	4)	but	would	need	to	
be	appropriately	resourced	and	better	positioned	within	an	operational	division	of	HHS	
to	ensure	alignment	of	trauma	and	emergency	care	with	health	delivery	improvement	
and	reform	efforts



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





States	Using	Emergency	Medical	Techs	to	Expand	Health	Care	Services
By	Debra	Miller
September	12,	2016

States	are	increasingly	turning	to	community	paramedicine	to	help	fill	the	gap	in	the	health	care	workforce.	States	have	been	
experimenting	with	community	paramedicine	programs	for	the	last	five	years	or	more.	Expanding	the	role	of	licensed	or	certified	
emergency	medical	technicians—or	EMTs—and	paramedics	to	provide	non-emergency	preventive	health	care	services	directly	to	
patients	in	their	communities	can	be	cost-effective	and	make	up	for	health	care	work	force	shortages.

“Community	paramedics	offer	extensive	background	experience	and	will	provide	for	better	access	to	health	care,”	Oscarson said.	
“Nevada	now	has	an	opportunity	to	fill	unmet	or	unrealized	community	primary	care	and	health	needs.	Using	EMS	providers	in	an
expanded	role	will	increase	patient	access	to	primary	and	preventive	care,	save	health	care	dollars	and	improve	patient	outcomes.”	

In	late	August,	Nevada	received	approval	of	a	state	plan	amendment	from	the	Centers	for	Medicare	and	Medicaid	to	provide	Medicaid	
reimbursement	for	medically	necessary	community	paramedicine.	

Janet	Haebler,	senior	associate	director	of	state	government	affairs	for	the	American	Nurses	Association,	said	community	
paramedicine	“strives	to	fill	in	gaps	in	services	that	previously	had	been	provided	by	public	health	and	home	care	nurses	but were	lost	
with	funding	cuts.”	

http://knowledgecenter.csg.org/kc/content/states-using-emergency-medical-techs-expand-health-
care-services



A	New	Kind	of	Paramedic	for	Less	Urgent	911	Calls
Community	paramedicine,	which	can	drastically	reduce	unnecessary	ER	visits,	could	be	the	future	of	emergency	care.
by	Mattie	Quinn
September	2016

If	there	is	one	issue	confronting	our	health-care	system	on	which	just	about	everyone	agrees,	it’s	this:	
Unnecessary	emergency	room	visits	are	a	significant	driver	of	costs.	But	getting	the	people	who	most	abuse	
emergency	services	under	control	has	been	an	uphill	battle.

Some	of	the	big	insurance	players	involved	with	government	health-care	programs	are	starting	to	get	in	on	
the	action	as	well.	Blue	Cross	and	Blue	Shield	of	New	Mexico	has	begun	pilot	programs	for	its	Medicaid	
patients	in	a	few	of	the	state’s	more	urban	areas.	The	company	says	a	group	of	patients	identified	in	one	of	
the	programs	has	cut	its	ER	use	by	60	percent.	One	former	super-utilizer	hasn’t	been	to	the	ER	in	the	11	
months	he’s	been	enrolled	in	the	program,	says	Kerry	Clear,	the	company’s	manager	of	community	social	
services.	

http://www.governing.com/topics/health-human-services/gov-community-paramedicine-
emergency-care.html



The	Politics….



The	Media…



Paramedics	Step	Up	to	Cut	Hospital	Readmissions
Emergency	medical	workers	find	a	new	lucrative	line	of	business:	helping	hospitals	potentially	save	millions	of	dollars.

By	Alan	Neuhauser
October	9,	2014

Community	paramedicine,	in	one	sense,	brings	back	the	black-bag	home-doctor	visits	of	yore:	rather	than	wait	for	a	
call	to	911,	paramedics	swing	by	former	patients'	homes.	They’ll	check	vital	signs,	make	sure	patients	are	taking	their	
medications,	look	for	potential	hazards	like	mold	in	the	home	or	tricky	stairs.	In	some	programs,	the	paramedics	may	
administer	vaccines,	draw	blood	for	tests,	and	drive	patients	to	the	pharmacy	or	local	clinic	rather	than	the	emergency	
room.	

Last	week,	Medicare	declared	it	would	penalize	2,610	hospitals,	docking	them	a	portion	of	every	Medicare	payment	that	
goes	toward	a	patient’s	stay	– fines	expected	to	total	about	$438	million,	Kaiser	Health	said.

Those	penalties,	as	intended,	has	created	huge	interest	in	preventative	care.	As	Chris	Montera	of	Colorado’s	Eagle	County	
Paramedic	Services	describes,	paramedics	have	“come	in	to	help	them	[the	hospitals]	fill	those	gaps.”	

http://health.usnews.com/health-news/hospital-of-tomorrow/articles/2014/10/08/paramedics-step-up-to-cut-
hospital-readmissions



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/



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.	In	tFrom 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



Community	Paramedicine	Can	Improve	Your	Hospital's	Standing,	Ease	ED	Burden
This	emerging	care	model	uses	local	emergency	medicine	technicians	and	paramedics	to	provide	services	outside	of	their	
traditional	emergency	response	and	transport	roles.
November	30,	2015
Michael	Milligan

ED	overuse	and	misuse	are	major	problems	that	not	only	lead	to	higher	health	care	costs	(and	readmission	penalties	under	health	care	
reform),	but	also	longer	wait	times	and	lower	patient	satisfaction.

Some	hospitals	have	tried	educating	consumers	about	the	importance	of	primary	care	and	the	appropriate	use	of	urgent	and	emergency	
care.	But	as	long	as	the	ED	remains	a	safety	net	for	people	— a	place	they	can	go	for	convenient	care,	emergency	or	not	— ED	misuse	will	
continue.

However,	there	is	an	emerging	care	model	that	hospitals	and	health	systems	can	implement	to	help	alleviate	overcrowded	EDs:	
community	paramedicine.

Community	paramedicine,	also	known	as	mobile	integrated	health	care-community	paramedicine,	or	MIH-CP,	uses	local	emergency	
medicine	technicians	and	paramedics	to	provide	services	outside	of	their	traditional	emergency	response	and	transport	roles.	It	shifts	
emergency	medical	services	from	being	solely	reactive	to	incorporating	proactive	measures	that	ensure	the	most	efficient	use	of	the	
EDs	— all	to	reduce	inappropriate	use	of	local	emergency	care	resources	and	improve	the	overall	health	of	communities.

http://www.hhnmag.com/articles/6739-community-paramedicine-can-improve-your-hospitals-
standing-ease-ed-burden



According	to	a	national	survey	presented	by	the	National	Association	of	Emergency	Medical	Technicians,	81	percent	of	
MIH-CP	programs	surveyed	that	have	been	in	operation	for	more	than	two	years	have	reported	success	in	lowering	costs	
related	to	frequent	9-1-1	users.

Additional	Benefits
An	MIH-CP	program	also	presents	two	important	business	development	opportunities,	especially	for	rural	and	critical	
access	hospitals.	

First,	creating	an	MIH-CP	program	positions	a	facility	as	more	than	just	an	ED:	It’s	a	community	health	resource.	Overall	
health	and	wellness	is	a	significant	component	in	today’s	health	care	environment,	and	it	is	a	highly	marketable	
message.

Second,	an	MIH-CP	program	establishes	a	strong	connection	between	a	hospital	and	the	local	EMS.		This	connection	will	
help	to	ensure	that	rural	facilities	and	critical	access	hospitals	don’t	get	passed	up	when	emergencies	occur.		

Through	the	partnership	an	MIH-CP	program	will	create,	emergency	medical	services	will	fully	understand	a	rural	facility’s	
capabilities	and	will,	therefore,	feel	comfortable	bringing	patients	there	for	care.	While	the	ultimate	goal	of	MIH-CP	is	to	
decrease	ED	overuse,	appropriate	emergency	care	is	still	an	important	entry	point	for	rural	hospitals	to	connect	with	
patients.

http://www.hhnmag.com/articles/6739-community-paramedicine-can-improve-your-hospitals-standing-ease-
ed-burden



Best	Practices:	Paramedics	deployed	as	care	navigators
By	Steven	Ross	Johnson		|	December	19,	2015	

Former	paramedic	Matt	Zavadsky	long	believed	that	there	was	a	broader	role	for	his	profession	beyond	simply	responding	
to	emergencies.

In	line	with	a	1996	National	Highway	Traffic	Safety	Administration	report,	he	envisioned	a	system	in	which	paramedics	
functioned	as	navigators,	steering	patients	to	the	most	appropriate	care	setting	to	reduce	use	of	hospital	emergency	
departments.

But	he	encountered	resistance.	“Everywhere	I	went,	people	said,	'Why	would	we	want	to	prevent	911	calls,	ER	visits	and	
(hospital)	admissions?	That's	how	we	get	paid,'	”	recalled	Zavadsky,	now	public	affairs	director	for	the	Fort	Worth,	Texas-
based	Area	Metropolitan	Ambulance	Authority,	a	public	agency	also	known	as	MedStar	Mobile	Healthcare.	

That	attitude	about	ED	treatment	and	hospital	admissions	was	changing	by	2009,	as	health	systems	focused	on	
avoiding	inappropriate,	high-cost	care.	That	year,	Zavadsky	and	his	agency	decided	to	see	whether	the	idea,	known	as	
community	paramedicine,	could	be	a	viable	business	model.	His	agency	is	the	exclusive	emergency	medical	services	
provider	for	the	Fort	Worth	area,	serving	more	than	900,000	residents.

http://www.modernhealthcare.com/article/20151219/MAGAZINE/312199996



The	Revolution	in	EMS	Care
Thanks	to	new	technology,	new	life-saving	techniques	and	new	missions,	ambulance	crews	are	far	from	the	‘horizontal	
taxicabs’	they	once	were
By	Laura	Lancro
Sept.	25,	2016

There’s	a	revolution	taking	place	in	emergency	medical	services,	and	for	many,	it	could	be	life	changing.

From	the	increasingly	sophisticated	equipment	they	carry	and	the	new	lifesaving	techniques	they	use,	to	the	changing	roles	
they	play	in	some	communities—providing	preventive	care	and	monitoring	patients	at	home—ambulance	crews	today	are	
hardly	recognizable	from	their	origins	as	“horizontal	taxicabs.”

Coming	soon:	preventive-care	teams
In	what	could	amount	to	a	sea	change	for	many	EMS	workers,	health-care	policy	makers	are	looking	at	having	so-called	
community	paramedicine	teams	provide	preventive	care—and	even	make	regularly	scheduled	house	calls.

In	a	concept	some	are	calling	“EMS	3.0,”	ambulance	crews	with	advanced	medical	training	in	more	communities	already	
are	treating	patients	in	their	homes,	including	frail	or	elderly	patients,	helping	to	manage	chronic	conditions	like	
diabetes,	and	are	checking	on	recently	discharged	hospital	patients	to	ensure	they	are	following	their	care	instructions.

http://www.wsj.com/articles/the-revolution-in-ems-care-1474855802



Tapping	the	Potential	of	Community	Paramedicine
Community	Paramedicine	can	help	in	hospitals'	population	health	and	value-based	care	efforts,	says	population	health	
thought	leader	Ken	Kizer.
September	28,	2016
Lola	Butcher

Community	paramedicine	is	an	important	component	of	population	health	management	and	the	new	emerging	value-
based	health	care	economy	because	it	fills	gaps	in	the	typical	health	care	delivery	infrastructure	that	are	especially	
relevant	to	value-based	payment.

…	paramedics	are	an	already	existing	and	very	large	workforce	that	is	well-integrated	into	local	communities	and	very	well-
trusted	and	highly	regarded	by	the	public.	Another	advantage	that	CP	has	is	the	rapid	evolution	to	a	value-based	economy	
in	which	it	can	fill	a	clear	and	demonstrated	need.	CP	provides	a	bridge	between	primary	care	and	emergency	care	and	can	
fill	gaps	in	the	underlying	health	care	delivery	infrastructure	that	exist	in	so	many	communities	across	the	country.

Physicians	and	health	system	leaders	need	to	see	CP	as	a	very	promising	model	of	community-based	care	that	can	help	
to	support	their	population	health	management	goals	and	their	clinical	integration	goals	and	help	them	to	thrive	in	a	
value-based	health	care	economy.	

http://www.hhnmag.com/articles/7606-tapping-the-potential-of-community-
paramedicine



Going	to	the	Emergency	Room	Without	Leaving	the	Living	Room
Paula	Span	
NOV.	4,	2016	

For	a	while,	paramedics	were	rushing	Maria	Vitale	to	the	emergency	room	at	Long	Island	Jewish	Medical	Center	every	
few	weeks.

Her	children	(and	Medicaid)	had	managed	to	keep	her	at	home	with	full-time	aides,	but	every	911	call	led	to	hours	of	
waiting	in	the	emergency	department,	often	followed	by	admission	to	the	hospital.

Since	March	2015,	however,	paramedics	have	visited	Mrs.	Vitale’s	home	10	times,	and	whisked	her	to	the	hospital	just	
once.

When	Mrs.	Vitale	falls	or	seems	lethargic	or	short	of	breath,	her	aides	no	longer	call	911.	They	dial	the	House	Calls
service	at	Northwell	Health,	the	system	that	includes	Long	Island	Jewish	Medical	Center	and	that	dispatches	what	it	
calls	community	paramedics.

They	often	arrive	in	an	S.U.V.	instead	of	an	ambulance.	And	with	40	hours	of	training	in	addition	to	the	usual	paramedic	
curriculum,	they	can	treat	most	of	Mrs.	Vitale’s	problems	on	the	spot	instead	of	bustling	her	away.

http://www.nytimes.com/2016/11/08/health/older-patients-community-paramedics.html?_r=1



Community	Paramedics	Work	To	Link	Patients	With	Mental	Health	Care
By	Shefali	Luthra
November	14,	2016	

For	Kelly	Kjelstrom,	plugging	the	gaps	in	mental	health	care	can	mean	something	as	simple	as	a	late-night	taco	and	a	
friendly	chat.	

After	a	physical	assessment,	paramedics	like	Kjelstrom talk	to	the	patient	— to	figure	out	what,	precisely,	the	issue	is,	
asking	also	about	issues	like	a	patient’s	mental	health	history,	drug	use	and	insurance	status.	They	use	that	information,	
along	with	details	about	resources	available,	to	figure	out	the	next	steps	for	the	patient	— maybe	it	is	a	hospital	or	a	
psych	facility,	or	maybe	it	is	outpatient	care.

The	Modesto	pilot	program	launched	a	year	ago.	Similar	projects	are	also	underway	in	North	Carolina,	Minnesota,	Texas,	
Colorado	and	Georgia.	Other	states,	such	as	Washington	and	Nevada,	have	shown	interest.

“We’re	moving	in	the	right	direction	with	programs	like	these,”	said	Karen	Shore,	a	principal	at	the	California-based	
consulting	firm	Transform	Health.	“It	isn’t	solving	all	of	our	health	system	problems.	But	that’s	not	a	fair	expectation.”

http://www.usatoday.com/story/news/2016/11/10/kaiser-community-paramedics-work-link-patients-mental-
health-care/93617350/
http://khn.org/news/community-paramedics-work-to-link-patients-with-mental-health-care/



Meet	A	Paramedic	Who	Makes	House	Calls	To	Keep	Patients	Out	Of	The	ER	
By	Lauren	Silverman
January	18,	2017

Traditionally,	ambulance	crews	arrive	with	sirens	blaring	— ready	to	rush	someone	to	the	hospital.	In	Fort	Worth,	some	
paramedics	are	doing	the	opposite	and	scheduling	visits	to	treat	patients	in	their	homes.	KERA's	Lauren	Silverman	
tagged	along	with	a	MedStar	paramedic	to	find	out	why	mobile	integrated	healthcare	is	gaining	traction.	

Last	year,	Guevara	went	to	the	emergency	department	more	than	20	times,	occasionally	needing	a	ventilator	to	breathe.	

“My	asthma	has	been	going	on	since	I	was	14	years	old,”	she	says.	“My	anxiety	triggers	it	when	I	go	places	so	I	tend	to	
shelter	myself	and	stay	home	all	the	time.”	

Farris	says	from	the	perspective	of	the	doctor	in	the	emergency	room,	patients	like	Guevara	are	labeled	as	“non-
compliant”.	They’re	seen	as	patients	who	won’t	follow	orders.	If	you	spend	time	trying	to	understand	the	situation,	
that’s	not	usually	the	case,	he	says.	

“The	mental	health	needs	that	[Guevara]	has,	tied	in	with	her	asthma,	tied	in	with	her	allergic	asthma,	tied	in	with	her	
clotting	factor,	all	of	this	stuff	together,	even	her	dehydration,	all	of	it	together	is	combining	factors	to	make	her	worse.

http://keranews.org/post/meet-paramedic-who-makes-house-calls-keep-patients-out-er



Best	Practices:	Paramedics	deployed	as	care	navigators
By	Steven	Ross	Johnson
December	19,	2015	

Former	paramedic	Matt	Zavadsky	long	believed	that	there	was	a	broader	role	for	his	profession	beyond	simply	responding	
to	emergencies.

In	line	with	a	1996	National	Highway	Traffic	Safety	Administration	report,	he	envisioned	a	system	in	which	paramedics	
functioned	as	navigators,	steering	patients	to	the	most	appropriate	care	setting	to	reduce	use	of	hospital	emergency	
departments.

But	he	encountered	resistance.	“Everywhere	I	went,	people	said,	'Why	would	we	want	to	prevent	911	calls,	ER	visits	and	
(hospital)	admissions?	That's	how	we	get	paid,'	”	recalled	Zavadsky,	now	public	affairs	director	for	the	Fort	Worth,	Texas-
based	Area	Metropolitan	Ambulance	Authority,	a	public	agency	also	known	as	MedStar	Mobile	Healthcare.	

That	attitude	about	ED	treatment	and	hospital	admissions	was	changing	by	2009,	as	health	systems	focused	on	avoiding	
inappropriate,	high-cost	care.	That	year,	Zavadsky	and	his	agency	decided	to	see	whether	the	idea,	known	as	community	
paramedicine,	could	be	a	viable	business	model.	His	agency	is	the	exclusive	emergency	medical	services	provider	for	the	
Fort	Worth	area,	serving	more	than	900,000	residents.

http://www.modernhealthcare.com/article/20151219/MAGAZINE/312199996
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Ask	an	Expert:
Text	(657)	4MIH360

Submit	a	Question	Card
or	Visit	the	Table	in	the	Lobby
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Public/Private	Partnership	for	
MIH:	The	Lake	Havasu	Project

Aphreikah DuHaney-West,	Chief	Nursing	Officer,	Havasu	Regional	Medical	Center
and

Jasen Stello,	Battalion	Chief/EMS	Coordinator,	Lake	Havasu	City	Fire	Dept.
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The	Lake	Havasu	Project
Community	Paramedic	Program

and	Partnership

7/1/2014	– 12/31/2016

Presented	By:	
Lake	Havasu	City	Fire	Department

&
Havasu	Regional	Medical	Center
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Lake	Havasu	City

1. Island	Resort	Community
2. 6	Fire	Stations	ALS	Staffing	(22-25	per	day)
3. 8500-9000	responses	per	year
4. 1	Hospital	Havasu	Regional	Medical	Center	

171	Beds	8000	admits	annually
5. 2	Urgent	Cares
6. Limited	to	no	Mental	Health	Services
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Adapted	Response	Staffing

24/7	365
• Station	1

• 1	ALS	Engine	3	personnel	(2medics)
• 1	AR1	2	personnel	(1medic)

• AR1	runs	level	A	calls	first	out	area	1	second	out	remainder	of	City
• AR1	complete	all	HRMC	rounds	and	scheduled	CP	Service	Calls
• Can	self	assign	to	any	emergency	call	at	crew	discretion
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How	We	Started	Our	Partnership

Get	involved	with	your	local	hospital(s)
a) Seek	involvement	with	their	advisory	boards,	readmission	coalition,	board	

of	trustees,	etc.	
b) Provide	EMS	capability	education	and	community	healthcare	gaps	to	the	

CEO,	CNO,	and	CFO.
c) Identify	Mutual	911	/	Hospital	goals	community	minded
d) Established	connection	with	community	stakeholders
e) Educate	City	Administration	/	Politicians
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How	We	Started	Our	Partnership

Where	Was	The	Need	In	LHC
a) CHF
b) COPD
c) Pneumonia
d) Sepsis
e) High	Risk	Patients	(multiple	comorbidities)
f) High	Rate	Users

******	Mental	Health******
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Follow	The	Triple	Aim

1. Improve	the	patient	experience	of	care
(including	quality	and	satisfaction)	

2. Improve	the	health	of	populations	
3. Reduce	the	per	capita	cost	of	health	care

Main	Objective



276

Additional	Objectives
Expectant Outcomes

1. Reduction	in	911	responses	for	repeat	
readmission	users

2. Opportunity	for	Community	Paramedics	to	
intervene	prior	to	911	call.	

3. Better	connection	/	understanding	between	
primary	care	providers	and	EMS

4. Connect	patients	with	available	community	
resources

5. Shift	from	reactive	system	to	preventative	
system

6. Use	ARV	for	response	support	to	other	low	
level	911	calls	
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Data	Who	Needs	What

1. Identify	who	needs	data	related	to	the	program.
a) What	does	the	Fire	Department	need?
b) What	does	the	Hospital	need?
c) What	do	the	CEO’s,	City	Managers,	Council	Members,	Fire	Boards,	etc.	expect	to	see?

2. How	will	information	be	collected?
3. How	is	this	information	shared

a) Patient	consent
b) Software
c) Manually	(rounds)
d) Secure	fax
e) Case	management
f) Transitions	of	Care	Manager
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Then		and	Now
Patient	is	Discharged

From	HRMC

Patient	Has	Follow	Up	Within	3	
Days	of	Being	Discharged

Preventative	Intervention	is	
Provided	by	LHCFD	ARV	Unit	
which	Reduces	the	risk	of	an	

Emergent	Situation	or	Calling	9-1-
1

Patient’s	Outcome	Is	Successful	
with	Reduced	Chance	of	Being	Re-

Admitted

Patient’s	Outcome	may	have	
been	Compromised	and	

Costly

Patient	Had	Follow	Up	with	
Limited	Intervention

3	to	5	Days	After	Being	
Discharged	Approximately	

15%-30%	Patients	called	9-1-
1	for	Emergency	Assistance

Patients	were	Treated,	
Transported,	and	Re-
Admitted	to	HRMC
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Hospice

EMS
Fire	Dept

Pharmacies

Physician	
Groups

Home	
Health

Hospitals

Urgent	Care	
Facilities

The	Patient

One - Team

One - Focus
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How	the	process	Works
Patients	are	Admitted	

To	The	Hospital

Patients	are	Prepared	for	
Discharge	From	Hospital

CHF,	COPD,	Pneumonia,	
Sepsis,	High	Rate	Users	are	

Identified	Upon	
Admittance	and	Their	

Information	is	Prepared	for	
LHCFD	Community	
Paramedic	Program

Hospital	Treats	and	Cares	
for	All Patients	for	a	
Successful		Recovery	

Enrolled	Patients	are	
Discharged	with	ARV	/	CIP	

Follow	Up

Non	Selected	Patients	are	
Discharged	with	Alternative	

Follow	Up
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Urgent	Care	

Facility
Emergency	Room

Patients	Discharged
From	the	Hospital

LHCFD	Readmission	
Reduction	Screening															

by	ARV	/CIP

Intervention	By	FD	ARV	Unit
1. Assess
2. Assess	+	assist	with	PCP	appt.
3. Assess	Treat	+	Refer	(future)
4. Assess,	Treat,	+	Transport

Primary	Care	Physician	or	
Specialty	Physician

Discharging	Physician	
Screens	All	Patients	for	
Home	Health	Needs

Once	a	Patient	is	Discharged
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Patient	Contacts	

905	Patients	Qualified	To	Be	Enrolled	In	The	
CIP/	ARV	Program	– 615	Enrolled

290	Patients	
Declined

615	Patients	
Enrolled	in	the	
ARV	Program
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Quarterly	Enrollment

615	Patients	Entered	the	CIP/ARV	Program
(From	Program	Start	Date	– July,	2014	to	December	31,	2016)
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Hospital	Outcomes

Patient	Education

••Focusing	on	CHF	education
••Reviewing	quality	and	quantity	
of	written	discharge	instructions

Post	Acute
•• Develop	post	acute	d/c	plan	
for	all	patient	with	high	risk	
for	readmission
••Post	–acute	huddle	with	
CM,	MD,	SNU		to	discuss	
patients	who	failed	after	
multiple	levels	of	care
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Hospital	Outcomes
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Hospital	Outcomes
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Hospital	Outcomes
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Hospital	Outcomes
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Patients	With	Positive	
Outcome

Program	results	/	outcomes

Patients	
Visited	

16	Patients	Readmitted	
Within	30	Days	of	First	

Visit	by	the	ARV
7/1/2014	– 2/29/2016

572	Patients	Had	
A	Positive	
Outcome

27	Patients	(high	rate	/	risk	
users)

Readmitted	Within	30	Days	
of	First	Visit	by	the	ARV	
3/1/2016	– 12/31/2016
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29%	Patients	With	Medication	Discrepancies	
Down	From	60%	on	Program	Inception

Outcomes

615	
Patients	
visited	

182	Patients	
with		

medication	
discrepancies

433	Patients	
with	proper	
medications
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Results	of	Program	
73.74% 

18.23% 
8.03% 

Home	Health	Validation	/	Referral

Total	patients	visited	

Patients	already	on	Home	Health

Patients	refered	to	Home	health	via	PCP

446	Patients	
Did	not	qualify	for

Home	Health
based	on	hospital

102	Patients	already
on	Home	Health

Outcomes

67	Patients	Referred	Via	PCP

615	Patients	Visited	
as	of	12/31/16
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Outcomes
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Outcomes

Understanding	the	Program	and	Health	Care	Plans
218	Completed	and	Returned	their	Customer	Satisfaction	Survey’s
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Outcomes
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Outcomes
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Where	Are	We	Now

• Community	wide	readmission	coalition
• Patient	Education
• Patient	appointment	scheduling
• Post	acute	care	services

• Data	Merging
• Funding
• Treat	and	Refer	program	organization
• What	other	patient	types	may	benefit	from	service



298

Questions
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Aphreikah	DuHaney-West,	CNO
Havasu	Regional	Medical	Center
101	Civic	Center	Lane
Lake	Havasu	City,	Arizona	86403

• (928)	855-8185	
• Aphreikah.DuHaneywest@LPNT.net

Jasen	Stello,	Battalion	Chief
Lake	Havasu	City	Fire/Rescue/EMS
2330	McCulloch	Blvd.	
Lake	Havasu	City,	Arizona	86403

• (928)	855-1141
• stelloj@lhcaz.gov

Contact	Information:
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Light	Refreshments	Available	in	Saguaro	
Dining	Room

Ask	an	Expert:
Text	(657)	4MIH360

Submit	a	Question	Card
or	Visit	the	Table	in	the	Lobby
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The	Buzz	on	MIH:	Keys	to	
Sustainability

• Val	Gale	Jr.,	Assistant	Chief,	Chandler	Fire,	Health	&	Medical	Dept.
• Monica	R.	Vandivort,	M.D.,	Assistant	Professor	&	Home	Care	

Medicine	Director,	Univ.	of	AZ	College	of	Medicine/Banner	Tucson	
&	Sierra	Vista

• Matt	Zavadsky,	MS-HSA,	EMT,	Chief	Strategic	Integration	Officer,	
MedStar Mobile	Healthcare

• Moderated	by:	Catherine	Liemohn,	GHPC/HRSA	Technical	
Assistance	Consultant	and	Melanie	Mitros,	PhD,	Director,	Strategic	
Community	Partnerships
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Panelists
• Val Gale Jr., Assistant Chief, Chandler Fire, Health

& Medical Dept.

• Monica R. Vandivort, M.D., Assistant Professor &
Home Care Medicine Director, Univ. of AZ College
of Medicine/Banner Tucson & Sierra Vista

• Matt Zavadsky, MS-HSA, EMT, Chief Strategic
Integration Officer, MedStar Mobile Healthcare

• Moderated by: Catherine Liemohn, GHPC/HRSA
Technical Assistance Consultant and Melanie
Mitros, PhD, Director, Strategic Community
Partnerships

Questions:
Text	

(657)	4MIH360

Or Submit	a	
Question	Card



Goals

• Identify,	lift	up	and	celebrate efforts	to	help	
Arizonans	be	healthier	and	live	well

• Facilitate	connections between	groups	and	
sectors

• Shift	the	“health”	paradigm	– health	is	more	
than	health	care.

• Influence	policies	and	systems	for	change
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All	presentation	materials	can	be	
found	online:

www.vitalysthealth.org/mih-360-az-symposium

Please	complete	your	evaluations	
and	leave	them	on	the	table.	


