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Community Care Initiative




CMS Grant

To test models in the pre-hospital
healthcare system while improving
efficiencies and demonstrating cost savings
while improving patient health outcomes




City of Mesa, Arizona

- 137 square miles . 75,000+ > 62 years old
- 457,587 residents (2013) . Diverse Population

- 85,000 winter visitors (2010)




Mesa Fire and Medical Department

T30 0 %

o Fas .. oot

21 ALS Engines - 2 Community Care Units
5 ALS Ladders - 20 Fire Stations
Community Paramedics - 55,938 Total Calls

80 % Fire Based EMS




Mesa Fire and Medical Department
Analysis 2013

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




Community Paramedic
(TRV)Units

Pre Grant

One MFMD Paramedic & EMT
Low Acuity Patients

Managed Deployment Model
Dispatch Triage

Treat and Refer




Community Care
Advanced Practice Units (3)

' : L

* 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




Community Care
Behavioral Health Units (2)

» Captain Paramedic and Behavioral Health Specialist
» Dispatch to Definitive Care within 2 hours

» Alternate Destination vs. Emergency Department

» Staffed during peak hours




Community Care
Behavioral Health Unit

911 Activation CCU 201 responds with
13:01

E204. E-204 cleared CCU 202 added onto
scene . CCU 201 call, did a mental SR
Mesa Police repaired patients health assessment and Definitive Care
Department: patient wound , gave tetanus transported to Aurora 14:45
has self inflicted cuts shot, and wrote a Behavioral Health :
that require stitches. prescription for an Hospital.
antibiotic.




Proven Model

FOX10 | gw BLOOD SUPPLY
.33 go- FLUSEASON CAUSING SHORTAGE

Air Date: January 2013, KSAZ-TV



CMS Partners

Medicaid/AHCCCS

AT Still
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Partners and Collaborators

™
'MountainVista

MEDICAL CENTER

v

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 Capabilitie
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Cost Savings

*Value added services may include: medical evaluation, lab work, prescription, care coordination, health education, immunization for patient and family, (prevention)
fall risk inspection, fire risk inspection, and community health assessment.

||| [Medicaid | |Medicare | |Private/Self Pay _

Mean $1755 $1762 $2000

Reimbursement

Mean $600 $600 $600

Intervention Cost
*With value
added services

Healthcare $1155 $1162 $1400

Savings




Emergency Care Charges
Low Acuity Medical Patients

Past Model New Model Savings

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

Total Potential Savings per Patient $2 ,650
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Emergency Care Charges
Behavioral Health Patients

Past Model New Model Savings

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

Total Potential Savings per Patient $11,350




Unit Insurance Coverage

Community Care Response 2 O 1 3

Behavioral Health

[wowe. 1, 1%]

Community Care Response Behavioral Health

Medicare 28%
Medicaid 37%
Private 15%

I None 20%

449,
36%
19%
1%




Nurse Triage

» 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




Centralized Medical Control

» 24 /7 Dedicated MD

» Paramedic Consult

» Nurse Practitioner/PA Consult
» Nurse Triage Consult

» Emergency Department Coordination
» Quality Control




Community Outreach Programs

» Loyalty Customer Program
» Prevention Action Line (PAL)
» Immunization Program

» Home Safety Inspection and Fall Prevention
Program

» Suicide/Substance Abuse Prevention &




Loyalty Customer Program

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




Prevention Action Line (PAL)

» 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 4 R




Immunization Services

» School Based Immunization Clinics
 QOver 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 |




Home Safety Inspection/
Fall Prevention Program

» Fire Prevention » Medication Safety
» Fall Prevention » Social Services




Transitional Care

» 72 Hour Post-Discharge Contact

» Partnership with Specialist

» Proactive Service Geared Toward Prevention
» Reduces Readmissions

» Transition to Home Health




Delivering high

Adopting evidence-based
care

Reducing variations in
clinical practice
Managing > # chronic &
acute patients

Responding to rising
Improving value for spending
Ensuring rational adoption - new devices,
& technologies
Developing lower cost & cost competitive
caregivers
Talent management

How to best
cost,
quality, service &
cost recovery to
be sustainable

Fiscal

Under new healthcare models focused
on prevention

Alignment of workflow, processes,
information systems - CAD, billing and
RMS

Providing

Defining “right” level of
care and coverage
Defining roles of private
& public sectors
Ensuring equity across
community




Disclaimer

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 and Mobile
Integrated Healthcare

J. Brent Myers, MD MPH FACEP
CMO Evolution Health

Associate CMO American Medical Response
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The Plan

O Current State

" Not all EMS patients are transported today
o Cardiac arrest
o Hypoglycemia
o Certain Narcotic Overuse Situations
® Behavioral economics have always been in play

O Drivers of Change

" VVolume to Value

O Examples of Mobile Integrated Healthcare

33
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CHANGE
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NEW YORK TIMES BESTSELLER

MORE THAN

750,000 |
COPIES SOLD

Nudge

Improving Decisions About

Health, Wealth, and Happiness

Richard H. Thaler and Cass R. Sunstein

Revised and Expanded Edition

"One of the few books I've read recently that fundamentally changes the way

I think about the world.” —Steven D. Levitt, coauthor of Freakonomics

®

35



Behavioral Economics
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Behavioral Economics
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Better Health and Healthcare

Mobile Integrated
Healthcare Practice

| |
Mental

Current State

Pt Request

D 4

EMS Responds

D 4

Transport to an
Emergency
Department

Health
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Not Take Patients to Hospital is Not Revolutionary




—

“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




-

Because of the difficulty in providing effective chest
compressions while moving the patient during CPR, the
resuscitation should generally be conducted where the patient

is found (Class IIa, LOE C). This may not be possible if the
environment 18 dangerous.
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Sample Deceased Protocol

- — Legend
Continue with Resuscitation Nod Patient Meets Criteria 9
Per Appropriate Protocol < for Discontinuation? MR
Yes B EMT B
- - Law Enforcment and/or EMS
Coo‘rzcr!:fr:) ariizvlgll:tLaw <—Yes— Recognize Suspicious or Traumatic n EMT-| n
Death? ﬂ EMT-P n
- No 1 (" M Medical Control i
Unattended Death: (Patient has no known Attended Death? (Patient has primary care
primary care physician). Contact State Medical physician who can be Identmed): _
Examiner at 800-672-7024. Coordinate with Law Attempt to contact primary care physician.

Enforcement. Leave all medical devices in place. |« i
If devices have been removed, tape them across the

Yes
chest of the patient. Do not place sharps under tape ¥
but rather note the devices in writing on the tape. Contact made with primary care physician
and/or on-call physician?
l No I Yes

- Describe case and
Confirm name of primary obtain name of physician to
care physician from sign death certificate. Give

family. Give information information to law

[ ¢—,
Release of the hody is appropriate. Medical
devices may be removed.

43
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Your whole life
1s leading up to this.
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How Will Families Handle Non-Transport?

O For all families of cardiac arrest victims, 97% were satisfied with the care
0 100% of the non-transported patients’ families were satisfied

0 25% of the transported patients’ families stated they wished the patient
had been allowed to die in the home



How Will Families Handle Non-Transport?

0 50% of transported patients’ families were not satisfied with interaction
with the emergency physician

O 100% were satisfied with interaction with the emergency nurses

0 97% were satisfied with interaction with paramedics
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How Will Families Handle Non-Transport?

O Families reported:
" Anxiety during the rush to the hospital

® Frustration when the resuscitation was terminated quickly after arrival

" Loneliness in the hospital waiting room
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And It Is Not Just Cardiac Arrest:
Hypoglycemia and Narcotic Overuse




The Evidence — Non-Transport

O Evidence exists for specific conditions:
" Hypoglycemia

® Narcotic overdose
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EDUCATION AND PRACTICE

PREHOSPITAL HYPOGLYCEMIA:
THE SAFETY OF NOT TRANSPORTING TREATED PATIENTS

Ed Cain, MD, Stacy Ackroyd-Stolarz, MSc, Peggy Alexiadis, BA, BSc, RRT,
Daphne Murray, BN
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Hypoglycemia

O Prospective, observational trial in Halifax for all diabetic hypoglycemia
O Patients were enrolled over the phone

O No statistical differences in patients transport vs. not regarding
recurrent episodes, admission, or unfavorable outcome

O Only one admission from non-transports (5 days later) and one
expected death
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TaBLE 1. Repeat Episodes for All Hypoglycemic Patient Calls

All Transported  Not Transported p
No. (%) 220 75 (34%) 145 (66%)
Repeat 57 (25.9%) 17 (22.7%) 40 27.6%)  0.43
Recurrences 6 (2.7%) 3 (4%) 3 2%) 0.33

Mean interval for
repeat episodes 48.8 days  57.1 days 40.7 days 0.60
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Hypoglycemia Summary

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

0 <1% have significant complications

O Lack of randomization prevents inference of causality
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Narcotic Overdose

NO DEATHS ASSOCIATED WITH PATIENT REFUSAL OF TRANSPORT AFTER
NALOXONE-REVERSED OPI10I1D OVERDOSE

David A. Wampler, PhD, D. Kimberley Molina, MD, John McManus, MD, Philip Laws, Craig
A. Manifold, DO
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Study Design

O Retrospective analysis for patients over 20 month period that
were treated with Narcan in the field and had patient initiated
refusal

O Protocol:
= 2 mg IM with ongoing BVM
" |V 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

0O 592 encounters during the 20 months
O 40 were in cardiac arrest upon EMS arrival

O Of the remaining 552, none presented to the MEO within 48 hours



57

TABLE 2. Patients Presenting to the Medical Examiner’s
Office after Naloxone Treatment and Patient-Initiated
Refusal within the Study Period

Time (days) between

EMS Disposition Service and Death Cause of Death

Refusal 372 Heroin

Refusal 54 Heroin

Refusal 4 Cocaine and heroin

Refusal 327 Cirrhosis

Aid only 250 HTN, CAD

Refusal 234 GSW

Refusal 247 Complications of a hip
fracture

Refusal s GSW

LEO 34 Heroin

CAD = coronary artery disease; EMS = emergency medical services; GSW
= gunshot wound; HTN = hypertension; LEO = law enforcement officer.

PEC; 2011



Some Findings Do Not Require a Study
Why do men attend weddings??

Wife Made Them

They are the groom

Best man for groom

| Hook up with
random chick

Open Bar at
Reception

GraphJam.com

58

PEC; 2011
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POSITION STATEMENT

EMS PROVIDER DETERMINATIONS OF NECESSITY FOR TRANSPORT
NATIONAL ASSOCIATION OF EMS PHYSICIANS

O There may be benefit to avert unnecessary
emergency department transfers of patients

O Evidence regarding safety of the practice is limited

O Additional education of providers and strict physician
oversight are required

PEC; 2011
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Study Design

O Retrospective analysis for patients over 20 month period that
were treated with Narcan in the field and had patient initiated
refusal

O Protocol:
= 2 mg IM with ongoing BVM
" |V 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



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

O Medicare
O EMTALA

O HIPAA

Evolution
EREAE T H
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Medicare

MEDICARE

1-800-MEDICARE (1-800-633-4227)
NAME OF BENEFICIARY

JANE DOE

MERICARECLAMMUMBER  SEX
000-00-0000-A FEMALE

IS ENTITLED TO EFFECTIVE DATE

HOSPITAL 1PART A 07-01-1986
MEDICAL PART B 07-01-1986

Evolution
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Emergency Medicine and Active Labor Transfer Act
(EMTALA)

I ——
What is EMTALA »

1. Isafederal law intended to prevent two illegal actions:

¢ Unacceptable transferring of uninsured and indigent patients to other hospitals
¢ Unacceptable discrimination in the treatment of indigent or uninsured patients

2. For hospitals that operate an Emergency Room and accept Medicare/Medicaid

¢ Aperson entering the ER and requesting an examination or treatment for a
medical condition, the hospital must provide an appropriate medical screening
examination to determine if an emergency medical condition exists.

*  Upon determination the emergency medical condition exist, the hospital must
stabilize the patient within its ER capabilities, or fransfer the individual to another
hospital than can.

¢ Hospitals with specialized capabilities (such as burn units or trauma centers) are
obligated to accept transfers unless the acceptance would exceed the hospital's
capability and capacity for providing care.

EMTALA. 42 U.S.C. Section 1395dd.

Evolution
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Health Insurance Portability and Accountability Act
(HIPAA)

Evolution
HEALT H
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Setting Value-Based Payment Goals — HHS Efforts to Improve
U.S. Health Care

Sylvia M. Burwell

Evolution
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Framework

O Volume-based FFS for discrete episode
" Value based modifier

O Volume-based FFS for facilities for time
® Value based modifier

O Volume-based FFS all costs for time
" Value based modifier

O Value based for population
" Volume based modifier



Implementation

O Clinical challenges

O Financial challenges

O Institutional challenges

O Why EMS is ideally suited to respond to these challenges

69 Evolution
HEALTH




A.B. 305

ASSEMBLY BILL NO. 305-ASSEMBLYMAN OSCARSON

MARCH 13, 2015

Referred to Committee on Health and Human Services

SUMMARY—Authorizes and provides for the regulation of
community paramedicine services. (BDR 40-167)

FISCAL NOTE: Effect on Local Government: May have Fiscal Impact.
Effect on the State: Yes.

70 Evolution
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Sec. 2. “Community paramedicine services” means services
provided by an emergency medical technician, advanced
emergency medical technician or paramedic to patients who do
not require transportation to or services at a hospital and provided
using mobile equipment and in a manner that is integrated with
the health care and social services resources available in the
community. Such services may include, without limitation,
transportation to a facility other than a hospital, which may
include a mental health facility, and the provision of health care
services provided to patients on a scheduled basis.

71 Evolution
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Compare Hospitals

Back to Results

General Survey of Timely & Complications Readmissions & Use of medical Payment & value
information patients’ effective care deaths imaging of care
experiences

x x x
REX HOSPITAL DUKE HEALTH WAKEMED, RALEIGH
4420 LAKE BOONE TRAIL RALEIGH HOSPITAL CAMPUS
RALEIGH, NC 27607 3400 WAKE FOREST RD 3000 NEW BERN AVE
(919) 784-3100 RALEIGH, NC 27609 RALEIGH, NC 27610

(919) 954-3000 (919) 350-8000
Distance €): 3.8 miles Distance €): 4.1 miles Distance €): 4.8 miles
Add to My Favorites Add to My Favorites Add to My Favorites
Map and directions Map and directions Map and directions
72 Evolution
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Average time to pain medication for
fracture

Why is this important?

Hide Graph
A lower number of minutes is better
100 Minutes
80 Minutes
60 Minutes 59 Minutes 59 Minutes S e
40 Minutes 38 Minutes
20 Minutes
0 Minutes . . - » —
REX HOSPITAL DUKE HEALTH RALEIGH WAKEMED, RALEIGH North Carolina (Average National (Average for all
HOSPITAL CAMPUS for all... reporting hospitals)
For this measure, the rate for the top 10% of hospitals was 34 minutes.
73 Evolution
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A LOWCT PeTCENtageS ATe Botter m———
Hover over the caret to view interval estimate range

Number of included

% 5% 10% 15% 0% %% W% 3%
patients:
REX HOSPITAL ace
' 450
20.2%
DUKE HEALTH 19-’°’°l
RALEIGH HOSPITAL 309
0.2%
WAKEMED, 1940
RALEIGH CAMPUS ‘ 637
’o.z%
{ National rate of unplanned readmission for chronic obstructive pulmonary disease (COPD) patients = 20.2% ]
74 Evolution
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Death rate for heart
attack patients

Payment for heart
attack patients

REX HOSPITAL

4420 LAKE BOONE TRAIL
RALEIGH, NC 27607
(919) 784-3100

Distance €): 3.8 miles

Add to My Favorites
Map and directions

No different than the National
Rate

Less than the National
Average Payment

DUKE HEALTH RALEIGH

HOSPITAL

3400 WAKE FOREST RD
RALEIGH, NC 27609
(919) 954-3000

Distance €): 4.1 miles

Add to My Favorites
Map and directions

No different than the National Rate

No Different than the National
Average Payment

The National Death Rate for heart attack patients this reporting period was 14.2%.

The National Average Payment for heart attack patients this reporting period was $21,791.

WAKEMED, RALEIGH

CAMPUS

3000 NEW BERN AVE
RALEIGH, NC 27610
(919) 350-8000

Distance €): 4.8 miles

Add to My Favorites
Map and directions

No different than the National
Rate

Less than the National Average
Payment

Evolution
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Bundled Payments for Care Improvement
(BPCI) Initiative: General Information Share

The Bundled Payments for Care Improvement (BPCI) initiative is comprised of four broadly defined models
of care, which link payments for the multiple services beneficiaries receive during an episode of care.
Under the initiative, organizations enter into payment arrangements that include financial and performance
accountability for episodes of care. These models may lead to higher quality and more coordinated care at
a lower cost to Medicare.

Select anywhere on the map below to view the interactive version

0 @®
“@@ oK
(®) @

@
®

76 Source: Centers for Medicare & Medicaid Services Evolution
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Thus Far . ..

O Emergencies still happen

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

O Now let’s look at MIHP/CP

77
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Three Common Measures

O Emergency Department Utilization
O Inpatient Utilization

O Patient Satisfaction

78
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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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Realigning Reimbursement Policy
and Financial Incentives to Support
Patient-Centered Out-of-Hospital Care

Kevin Mungal. MD, MPH
Brendan Care, MD, MS

EMS prior to transport (such as resolution of hypoglycemia
or treatment of asthma). In 2010, median Medicare reim-
bur was $464, slightly above the median cost per

NNOVATIVE MODELS OF PAYMENT AND CARE DELIVERY

are increasingly being used to expand access, improve

quality, and reduce medical costs. Although traditional

fee-for-service medicine favors doing more than is nec-
essary, newer payment models aim to realign incentives to
decrease utilization and increase efficiency. However, little
consideration has been given to how fee-for-service reim-
bursement in out-of-hospital care limits the ability of
emergency medical services (EMS) to provide more
patient-centered care and reduce downstream health
care costs.

Retrospective studies estimate that between 7% and 34%
of Medicare pati tr ted by ambulance to an emer-
gency d:pznmcnl could have been safely treated in an al-
ternate environment.'* However, Medicare and other pay-
ers provide no reimbursement for out-of-hospital care
including response, triage, and patient assessment and treat-
ment unless the patient is transported to an emergency de-
partment. The Medicare ambulance billing guide states, “The
Medicare ambulance benefit is a transporttion benefit and
without a transport there is no benefit ™ With most private
insurers mimicking Medicare ? this payment policy signifi-
cantly affects the behavior of EMS agencies contributing to
an inefficent use of out-ol-hospital care resources.

Financing Out-of-Hospital Care
National EMS expenditures from Medicare are approxi-
mately $5.2 hillion per year.* Although this is less than 1%
of total Medicare expenditures, there are considerable down-
stream health care costs associated with patients trans-
ported to emergency departments.” An average EMS agency
receives 42% of its operating budget from Medicare fees, 19%
from commercaal insurers, 12% from Medicaid, and 4% from
private pay; it requires approxi ly 23% in additional sub-
sidization, most often provided by local taxes.” Thus, more
than three-fourths of EMS revenue is generated from fee-
for-service reimbursement, the service being transporta-
tion, not necessarily medical care.

However, approximately 26% of EMS responses do not
result in a tmnsport” indluding stuations in which patients
refuse because their condition was effectively treated by

©2013 American Medical Assoctation. Al rights reserved.

transport of $429 after adjusting for nontransported
patients.* This slim margin must cross-subsidize Medicaid
and uninsured patients whose care provides little or no
reimbursement and would be guickly eroded by any
change in transport rates. This creates a perverse incentive
for agences to transport patients to the hospital emergency
department, even if transport is not what a patient needs or
wants, and even if other alternatives might be better, less
expensive, or more patient centered.

Patient-Centered Out-of-Hospital Care
Qut-of-hospital care agencies that are reliant on
transportation-based fee-for-service rambursement are lim-
ited in the role they can play within the continuum of
health care. Consider a patient with uncomplicated asthma
who is without B-agonists or a patient with end-stage renal
disease who becomes short of breath secondary to fluid
overload on the day of dialysis. In either case, a patient-
centered approach might be something other than trans-
port to an emergency department. The patient with asthma
might benefit from nebulized albuterol treatments and
coordination of care with a primary care physician. The
patient with renal disease might benefit from stabilization
and transportation o the dialysis center. Neither of these
alternative approaches would be reimbursed under existing
rules. Instead, for EMS 1o collect $464 in reimbursement,
the EMS agency triggers an extra emergency department
visit at an average societal expense of $969.° The goal of
reimbursement reform should be to realign incentives so
that EMS agencies are not financially penalized for offering
the patient the most medically appropriate option and
offering society the highest value intervention.

Options for the EMS system might include a standard

ambulance response, a multipatient transport vehicle, a

Auttor. Mourtt Sna Madical Con-
tor, Now York, Nm (DtM.npn 'bq;mmrl.o! Modiane and

, The Canter mbrugclndqumcm School
of Med and Office of the Asitant
saavuryramum’mssrd‘apau US Departmant of Heath and Haman

m‘?&.m MD,MPH, Copartmart of
m;n'-moc:c«m gncuuvﬂ mmme:m
(kevn rursamountunal org)

JMA, Febmary 20, 2013 Vol 309, No. 7 667
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COST & PAYMENT

Giving EMS Flexibility In
Transporting Low-Acuity Patients
Could Generate Substantial
Medicare Savings

ABSTRACT Some Medicare beneficiaries who place 911 calls to request an
ambulance might safely be cared for in settings other than the emergency
department (ED) at lower cost. Using 2005-09 Medicare claims data and
a validated algorithm, we estimated that 12.9-16.2 percent of Medicare-
covered 911 emergency medical services (EMS) transports involved
conditions that were probably nonemergent or primary care treatable.
Among beneficiaries not admitted to the hospital, about 34.5 percent had
a low-acuity diagnosis that might have been managed outside the ED.
Annual Medicare EMS and ED payments for these patients were
approximately $1 billion per year. If Medicare had the flexibility to
reimburse EMS for managing selected 911 calls in ways other than
transport to an ED, we estimate that the federal government could save
$283-$560 million or more per year, while improving the continuity of
patient care. If private insurance companies followed suit, overall societal
savings could be twice as large.
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Mobile Integrated Healthcare Practice:
A Healthcare Delivery Strategy to
Improve Access, Outcomes, and Value

Erk Back, DO, NREMT-P; mmmlmmumm.m EMTE,
Scott Boumn, FhD, RN, EMT-F; Jefftay Goodlos, MD, NREMT-F, Hawnwan Fhiltp Moy, MD;
Brant Myars, MD, MPH; Edward MD; David Tan, MD; Lymn Whits, MS

he U.S. health care system is

often described as one that fails
to achieve optimal health outcomes
while generating exorbitant costs
for patients, payors and society. [1]
The Institate of Medicine (IOM) estimates that
$750 billion—30% of the US. annual health
care budget—is wasted on unnecessary services,
and preveation failures. [2] Barriers to patient
access, fragmentation of acute and chronic care,
ineffective management of chronic illness, and
complex, outdated reimbursement processes
leave patients, clinicians and payors frustrated
at historic levels. In Crossing the Quafity Chasm,
released in 2001, the Institute of Medicine (IOM)
Committee on the Quality of Health Care in
America described an urgent need to redesign the
healthcare delivery system. The IOM emphasized
the need to expand information technology and
to create payment policies budonhm
rather than oothdﬁmyofmmu[ [3]
Renewed focus on bringing healthcare to the

patient, specifically by delivering care outside of
traditional settings, has underscored the need
for realignment of financial incentives and
reimbursement policy. [4]

A special problem: 24/7 coordinated
out-of-hospital care

The discontinuities of health service are notably
evident in the care of patients at home; this is
restricted hours of operation, neither of which
match the actual needs of this patient population.
As a result, patients are routinely referred to
hospital emergency departments (EDs) by their
healthcare providers, outside of normal business
hours, despite the common knowledge that

the ED is an imprecise match to their neads.
Further, care gaps such as a bk of post-acute
transitional care make preventable re-admissions
a virtual inevitability that is both expensive and
disappointing to patients, caregivers and the
health care system.
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Vision Statement on Mobile Integrated Healthcare (MIH) & Community Paramedicine (CP)

In its simplest definition, Mobile Integrated Healthcare (MiH) is the provision of healthcare using patient-
centered, mobile resources in the out-of-hospital environment. It may include, but is not limited to,
services such as providing telephone advice to 9-1-1 callers instead of resource dispatch; providing
community paramedicine care, chronic disease management, preventive care or post-discharge follow-up
visits; or transport or referral to a broad spectrum of appropriate care, not limited to hospital emergency
departments.

Key components of MIH programs include:

*  Fully integrated — a vital component of the existing healthcare system, with efficent bidirectional
sharing of patient health information.

* Collaborative — predicated on meeting a defined need in a local community articulated by local
stakeholders and supported by formal community health needs assessments.

* Supplemental — enhancng existing healthcare systems or resources, and filling the resource gaps
within the local community.

* Data driven — data collected and analyzed to develop evidence-based performance measures, research
and benchmarking opportunities.

* Patient-centered — incorporating a holistic approach focused on the improvement of patient outcomes.

* Recognized as the multidisciplinary practice of medicine — overseen by engaged physicians and other
practitioners involved in the MiH program, as well as the patient’s primary care network/patient-
centered medical home, using telemedicine technology when appropriate and feasible.

* Team based — integrating muitiple providers, both clinical and non-dinical, in meeting the holistic
needs of patients who are either enrolled in or referred to MIH programs.

* Educationally appropriate — including more specialized education of community paramedicine and
other MIH providers, with the approval of regulators or local stakeholders.

* Consistent with the Institute for Healthcare Improvement's IHI Triple Aim philosophy of improving the
patient experience of care; improving the health of populations; and reducing the per capita cost of
healthcare.

* Financially sustainable — including proactive discussion and financial planning with federal payers,
health systems, Accountable Care Organizations, managed care organizations, Physician Hospital
Organizations, legisiatures, and other stakeholders to establish MIH programs and component services
as an element of the overall (IHI) Triple Aim approach.

83 *  Legally compliant — through strong, legislated enablement of MIH component services and programs at
the federal, state and local levels.
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General Principles

O Who is eligible?
® 9-1-1 entry point
" Proactive visit after 9-1-1
® Population otherwise defined

O Sample Programs:
® 9-1-1 based — mental health and substance abuse
" Proactive cooperation — Falls in Assisted Living
" Population examples
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Well Person Check

History: Signs and Symptoms: Difforentiat
o Palmnl presurts mgquesing o Assass for medics! compluct *  Hyportynsio orgeccy

“bood pressum chedk” ¢ For peimms with hypertension, & Hyportonsios emerguncy
o EMS responders i “ssset particuarty check for chest pain o Symeope

invald” srorness of breath and'or e Cardiac ischemia

. y nowaloge ¢ L

o Otwr stuston nahch wrlog s changus o Cardac cysmytmi

patient doss rol have & o Forasaist invald cals, particuarty ¢ Fra

madcy compiairt o obroous chack for syroope, raura from &l racire

Injary or rabity % amblde ¢ Hess raums

\ I\ A
Loegend
I 1 Universal Patint Care Protocol EMT
Go %0 appropriate
pm'":'h.: oy b:“f::m"" p==Y 5~» protocol and
rocommend transport

I

No

f

Cbiain pulse, blood pressure,

And pulse ax
‘ Recommend transport
Puiye »110, SBP »200 D8P »120, or | iuxepe|  fOF OValization, Have
Pulse ox <94%7 patinnt sight rofusal o

transport declined

No

S{020)J044 esuodsey jeoeds

Confirm patient has no medical complaint. ;‘;nx&"x :‘:‘m:ﬁ:
Provide pationt with vital sign results and have - Com PCR 'MV
tham contact thelr doctor to report results. nl-'m-nh of this peo L

Pearls:

* This protocol pertaing to ALL responders

+ Pationts whao are denying more suvern symploms may nklily presont for a “routine check”. Please confirm with
the patient af least twice that they have no medical complaints.

+ Al persons who request seevice or moet the definition of a patient shall have an PCR completed.

For patient in this category, the PCR may be brief but must include vital signs and docwmentation of the hick of a
dical pl Add iy, pationt's with a p " for traema should have a iraumna exam

Protocol 2011

TG pesiiadd s wwiqun 16 S Waks Couty KN Spstns
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Legend
=% Universal Patient Care Protocol EMT
L | EMT-1 |1
- - - Go to appropriate
Patient has rpedlcal complaint | Ves—» protocol and W EmT- P
or obvious trauma

. recommend transport
| MC Order

No

Y

Obtain pulse, blood pressure,
And pulse ox
‘ Recommend transport
Pulse >110, SBP >200, DBP >120, or L Ves—» for evaluation. Have
Pulse ox <94%7? patient sight refusal if
transport declined.
No
Y

Adyvise patient to call 9-1-1 if

they develop any symptoms.

Complete PCR and document
elements of this protocol.

Confirm patient has no medical complaint.
Provide patient with vital sign results and have ———»
them contact their doctor to report results.

86



87

Alternative Destination for Mental Health and
Substance Abuse

O Clinical Evaluation
O Community Needs Assessment

O Outcomes
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Screening Form

Reason for call: Was force used? Yes () No ([_]) / yes, explain in narrative section of this form.
_[1_911 call Patient Injuries: Paramedic/LEO Injuries:
_[]_ Involuntary Pick up (L) None (i I) None
_[[]_Wellness check - follow up (C]) Prior to EMS arrival (C]D) slight
_[]_ Other (C) During EMS/LEO encounter (C]) Severe
Vital Signs: Time:___ BP:____ Pulse:_ Respirations:
BAC: Temp: Glucose:

88
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Patient’s Status:[Check all that Medication Utilization Screening
apply] (i i) No medication use exceeding prescribed dose or OTC label
(C]) Poison control center case created based on candidates med use

EE; :z:vren':;:‘t:r rt‘zlal:&a:)t:ﬁpeanttlent. Poison Control Center Information: Time of contact: (24 hr)

p 3 PCC Case/Reference Number
zg; S:t':::u: :;?r:t?::fs' Emergency Department Evaluation Recommended? ((]) Yes ([]) No

Poison control instructions:

89
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Medical Screening of Agpropriatenéss for Admission:
01- (L) No acute medical issues/traumatic injuries are present. (Wounds requiring closure or bleeding are not allowed)

02 - ([]) No unexplained mental status change(s) persist or intermittently recurred during encounter.

03 - ([]) BAC is less than 0.35 and candidate can tolerate oral fluids.

04 - ([]) Pulse is less than 120.

05- ([ ) Candidate compliant with medicines for chronic medical issues, or knows meds and doses and will take.

06 - ([]) Candidate has not taken medications outside normal dose or poison control did not recommend ED eval.

07 - ([]) No poison control consult was required or poison control recommendation and case info recorded above

08 - ([]) Candidate has no history of diabetes or BGL <300 with no evidence of ketoacidosis.

09 - ([]) Candidate performs daily living activities independently

10 - ([]) ALL Boxes (1-9) are checked or name of receiving facility staff member contacted who agrees to accept is
recorded to right

90
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Direct Transport for SA/MH

O Patient has primary mental health crisis and/or substance abuse
O Patient does not require sedation or demonstrate agitation

O APP will then contact alternative site and evaluate the patient for
potential placement
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Exclusion Criteria

© Acut_e medical issue or trauma with bleeding, need for wound
repair

0 BAC >0.35 or patient too intoxicated to take po

O Pulse >120

O Unexplained alteration in mental status

O Unable/unwilling to take medications for pre-existing conditions
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Exclusion Criteria

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

0O Can perform ADLs independently

O Blood glucose < 300 with no evidence of DKA
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INIRODUCHION

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

Prehospital Diversion of Patients with Acute Mental Health

irJamie O. Creed, BS?; Julianne M. Cyr, MPH?; Hillary Owino, MPH?; Shannen Box, BS*;
Brian Sheitman, MD?; Beat Steiner, MD?; Michael W. Bachman, MHS, EMT-P3;
Jefferson G. Williams, MD, MPH3; J. Brent Myers, MD, MPH3; Seth W. Glickman, MD, MBA?

5

Poster P6-025
2016 APA Annual
Meeting

Atlanta, GA

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.

METHO

3
Campus”, VWware County tivio

ESULTS

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-

for prehospital diversion of patients with acute mental health crises to * Retrospective cohort study of patients for whom an APP was called 63.1) compared to CAS at WB (20.1 hours, IQR 8.7-46.4) (p=0.02).
an alternative destination based on protocol criteria (Figure 1). An APP from August 2013-July 2014
must confirm a primary acute mental health crisis and exclude other « Inclusion criteria: >10 years of age, evaluated in EMS pilot Over a 30-day follow-up period, 27% of CAS patients had a return visit
emergent medical conditions per protocol in order to transport a intervention ' ! to an ED or WB for any reason; 25% of ED patients had a return visit to
patient to an alternative destination. If a patient does not meet an ED or WB for any reason.
diversion criteria, EMS may transport the patient to an ED for * Manual linkage of EMS data to destination records (WB or ED) using
evaluation. Standard EMS personnel, arriving as the transport unit, may direct identifiers
transport a patient to an ED without an APP evaluation if the patient + Descriptive statistics were used for patient demographics
requires immediate medical attention. disposition, and length of stay (LOS). Mann-Whitney U tests were
. . " used to assess differences in LOS. N N —
Appropriate patients are transported to UNC Health Care’s WakeBrook CAS Ratient Dispositions
(WB) Campus, a community mental health center located in Raleigh, - - s
NC, or other alternative destinations (e.g., detox facility). WB offers IPU 11% Medical Admit 22%
Crisis and Assessment Services (CAS), which serves as an acute crisis Fi : : N
’ igure 2. Inclusion and Linkage Process FBC 179 9
unit and entry point to the psychiatric facility. WB also provides an g g I % Board Pendmg 21%
acute inpatient psychiatric unit (IPU), residential treatment (FBC), and Transfer Psych 40% Psych Transfer
o 4 " screenes y
an addiction treatment center. | Discharge 18% Transfer Psych 22%
\Ll 3 patients <10 years of age | " o
Temovett Refuse Services 5% Discharge 33%
1,557 patients met age inclusion | Transfer to ED 5%
CrIteria L 0,
i eft AMA 3%
165 patients transported to other within 4 hours 2
alternative destinations (non-WB)
g g g 232 patients who refused transport
I Flgure 1. APP Diversion Process I to alternative destinations removed CONCLUSION
= » Wy WakeBrook Diversion Criteria: 160 WB or A mobile integrated health program allowed a significant number of
— > > * Noacute medical issue or £ patients patients to be treated at a dedicated community mental health center,
ga”?at'cd";]“}:y' ANDl health where treatment LOS times were significantly shorter compared to a
cr[::islr;r\];D ehavioral hea ¢ N large, regional ED. Additional work is needed to characterize
Supplemental APP evaluates . patient agrees to alternative subsequent outcomes. Successful broader implementation could
Emergency 9-1-1 patient identified destination 223 W8 937 ED improve quality of care and significantly and safely reduce the volume
Response by as having patients patients of patients seen in the ED with acute mental health crises.
Advanced potential mental
Practice health crisis. 3 unsuccessfully linked 314 unsuccessfully
Paramedic (APP). WB patients removed linked ED patients
Divert to Transport to 99% (n=220) of WB 66% (n=623) of ED CONTAGCIFINFORMATION
WakeBrook ED patients successfully patients successfully Email questions or comments to: jcreed@med.unc.edu
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Highlights

0 220 of 1160 patients who were evaluated were transported to Wake
Brook, for a total of 19%

O Only 10 were transferred to emergency department within 4 hours of
arrival, none of whom had adverse outcomes

O 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

0O 1 to 5 transports per day for our EMS system
O Majority are patients who are “found down” with no obvious injury
or complaint

O Risk management strategy for the facility is to summon EMS for
transport to the emergency department
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Falls in Assisted Living Facilities

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

0 1500 such transports were made last year
D ~$2.5 million dollars in healthcare expense

O Evaluation of the first 150 of these patients, 81% did not require
admission and were discharged from the emergency department
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Doctors Making House Calls

Falls in Assisted Living

Resident Suffers a fal

Yes
v

911 Dispatches APP and EMS unit

|

Legend
Follow normal o Fallis ground level E] Enhanced |E
Wake EMS | €—No—]e  Ptis consentec as part of Medical Control
protocol DMHC study
1
l Yes l
Tier 1 Criteria Tier 2 Criteria Tier 3 Criterla

Unconlrolied hemorrhage
Acute neck pain or inability to
clear the spine due to MOI
Pulse rate>120 andior SBP<80
with consideration for patient's
baseline vitals and medications
Allered mental status from
baseling

Laceration requiting repair
Patient has acule emergency
medical condition (1.e. Stroke,
STEMI, syncope, seizure)

** Hip pain withoul full range of
molion, shorlening/rolation and
or change in ambulatory slatus

l

+  Fall while taking anti-
coagulant or anti-platelet
excluding ASA

+ Borderline vitals o
orthostatic

o Acute pain or need for pain
management not already in
patient medication regimen

¢ Patient's mental slatus
prevents exam

*  lsolaled abnormal lab value

*  Extromity injury requiring
splinting

o Presence of obvious injury
more severe than simple

Simple contusion or skin lear
No complaint

No obvious injury

No hip pain has full range of

molion, no shortening and or
change in ambulatory stalus

—

Transport

Contact DMHC physician on cal
919-932-5700

No Transport Recommend

No Transport Recommend

Document as described in DMHC
procedure

" This criterion added after relrospective analysis in order 1o increase sensitivity prospectvely

Protocol
This protocol Is unique to the Wahe County EMB System

S|o3030ud Iedipaw
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Falls in Assisted Living Facilities

O Prospective evaluation had been underway for two years

O Public/private partnership with Doctors Making Housecalls (DMH)
0 1200 + patients enrolled with over 1/2 not requiring transportation
0 Common medical record with DMH

O On-going evaluation of safety and costs

— D
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LEADING PROVIDER OF HEALTHCARE

SERVICES ACROSS THE PATIENT
CONTINUUM

B EEnvision

B B HEALTHCARE

\ \
EMR EmCare OFF0™

A leading provider and A leading provider of integrated An emerging provider of
manager physician services to healthcare comprehensive physician-
of community-based facilities led post-hospital
medical transportation mananamant enliitinne
Pre-Hospital Post-Hospital
=  Emergency and Non- =  Emergency Department =  Population Assessment
Emergency Medical *  Anesthesiology * Transitional Care

Transportation

=  Hospitalist / Inpatient Care =  Comprehensive Care

= Interfacility and Critical Care Coordination

*  Managed Transportation * Radiology / Tele-radiology

= Telehealth & Telemedicine

Services = Surgery
=  Fixed-Wing Air Ambulance = Longitudinal High Risk
Services Management

= Disaster Response / FEMA

Evolution
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Clinical Footprint and Current Focal Areas

Over 50 Year History of Pioneering the Delivery of Care

102 Evolution
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Experience-Focused, Person-Centered and
Population-Oriented Care Delivery

Home Health

Home Hospice
Emergency
Virtual Physician
AN 4 : . Medical Command Center
Clinical Hospitalists o relehesth
SU pport . Telemedicine

Telephonic Triage

Mobile Medical Practice

Clinical Leadership

Primary - PostAcute
Ca e . Palliative Care
PhyS|C|an . Emergency Medicine/EMS

Primary Care, Hospital Medicine

Palliative
Care Team

Case
Manager

Traditionalists
(MD/APN/PA)

PATIENT

EMT/
Paramedics

Social

Health
Worker o

Home Health Nurse

Therapist
(PT/OT/SLP)

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

Comprehensive
Clinical Assessments
« Target

* Qutreach
 Engage
 Assess

* Activate

* Educate

* Navigate
 Enable

Empower

Evolution’
ERER N
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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

Evolution’
HEALTH 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

Evolution
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Six Value Levers to Improve the
Experience of Care While
Optimizing Clinical and Financial
Outcomes High Risk Management
E‘ Proactively manage high
1 risk, high cost or high
value patients.
Frail Elderly
Evolution' Medically Complex
el o - Mobility Impaired
| Chronically Il
High-cost
High-touch

24/7 Unplanned Care
Support

106 Evolution
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Six Value Levers to Improve the
Experience of Care While
Optimizing Clinical and Financial

Outcomes Advanced lliness
El Management
1 Robust support for

patient with advanced
iliInesses and functional
Evolution 0 decline as goals of care
HEALTH ol shift from curative to
-0 palliative.
Advanced care planning

Red flag and symptom
management plans

Medication Management
Self Management
Hospice transition

24/7 Unplanned Care

Evolution
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Six Value Levers to Improve the
Experience of Care While
Optimizing Clinical and Financial

Outcomes Unplanned Care

Ei 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

Evolution’
ERER N
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Six Value Levers to Improve the
Experience of Care While
Optimizing Clinical and Financial
Medical Command

Center

Provides access to care
in need-matched, time
appropriate manner
using existing network,

Evolution® _
HEALTH IO community and gap
| filling resources
- 911-EMS

* Transport
In-Home Care

* Virtual Visits

« Schedule Appointments
Network Navigation

Evolution
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The Care Model

Medical Command Comprehensive

Center Ei Iinical Assessments

Unplanned Carghyg Evolution’

~Iransitional Care

HEALTH

AL ) 0 8
I \/ W-e
Advanced lliness igh Risk Management

Management

Pre-Acute Acute Post-Acute >




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

0 0 0 0 0

“Call Center” versus “Command Center”

111 Evolution
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How Unplanned Care Works

. ot
A9 BehBaxRAN v 2ELAY
[ e Fegims
e Y
Journal .
*. - Do, john (L2711) Y Puvent (024) | Bocking ew)
Vi v Socling - Prevented Hospiul Readmission
Fxtra Infoemation
- - Responze Pan / s NT1
Aty kcscinuion: m Seect & Nore
v [
LLLN.LCN ow they have ever expeienced
ﬂ ) 10y of prev b
i) ™ Action st
= Peddom 20008645 B
. . - VIR X005 el B
©Medical Triage g :
r—— =
O Care Coordination [ f—
. . On s Al
O Navigation — i
©Need Matched =
. . Local 911 EMS Responders .
OTime Appropriate - i
A .
o
- »~
L
R
L
» "
m m -
E E E-: —) .‘.'--7—7-'—‘_'-»'-‘»"-]’—'»"—" o 0 Physician e el
o o i - ——-————— . -
© Advanced Practice Provider
©Sends encounter information O Nurse
OProvides mapping/driving directions O Paramedic
. L d
112 CResource status © Community Health Worker EVOlutIOI‘\

O Point-of-care data collection
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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

0 0 0 0 0 0

. . .
Real-time decision support
Care titrated for patient safet
y Evolution
HEALTH
L O g i S t i CS BRINGING HEALTHCARE TO YOU
B Ana Zztest :
o
m Welcome to Evolution Health!
ACE inhibitors, penicilln, sulfa drug Evolution Health has provided you online access to your heatth record and the ability to communicate with the office
sulfa drugs Select the quick links below or se the navigation icons above to access additional actions.
Lab Tests Online (5 Download Your Record
Creatinine POC
1.0 mg/dL
113 Evolution
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Population Intelligence

(TN (1

Taking action Maintaining behaviors
Patients have the key Patients have adopted
facts and are beginning | - new behaviors but may
to take action but may not be able to maintain
lack confidenceand the | them in the face of stress
skill to support their orhealth crises.
behaviors.

N J\ )

Starting to take a role Building knowledge
Patients donotyet grasp | | and confidence
that they must play an Patients lack the basic
active role In their own health-related facts or
health. They are have not connected
disposed to being these facts into larger
passive recipients of understanding of their
care, health or recommended
health regiment.
Evolution Health

Reporting Based on Data Through December 2014

Prob

Gendsr

Ane
Age

Conditions & Risk Factors Demographics & Pro

Chronic Condition

Caniae arrest and ventneular tibnllation

Congestve heart faillure

Diabetes mellitus without complication- Chronic
Disorders of hpid metabolism

Disorders of the penpheral nerveus system- Chronic
Essential hypettansion

nfective anhvitis and osteomyeitis (except that eause

Clinical

acified lower reapiratory disease- Non-
n; site nat specified

Urinary tract infe
Coronary atherosclerosis- Chronic

Other connective tissue disease- Non-Chronic
Conge

Congestive heart fallure

QOther injuries and conditions due to extemal causes
Atrial fibyillation
Essential hypertansion
AiL

RSN RO iy Ao

S e

Protability of Inpatient A

Adverse Scenano Potentially Avoida:

Care Coordinator Report

(O Print Preview

ge SEMVICEE Summa

Chronic Conditions
Last Service
Date  Specialty Physician Specialty
1U-Nov-2014
First Coast Cardiovascular Insti... Cardiology
First Coast Pulmonary Asscciates Pulmonary disease

10-Nov-2014
10-Nov-2014  North Florida Specialists In Lun . Pulmonary disease
10:Nov-2014  Infectious Diseases Agsociates  Infectious disease

Risk Factors for Potentially Avoidable Cost
Last Servico Relative
Date Risk  Other
014 mmmmmmy + Inpatient Admissions Last 5 Mentha
CMS HCC Risk Score
-2014 m— iEme(gent, Room Visits Last 5 Months
014 g |} Potentially Avaidable Costs Last 5 Months
mmmmin | Progression of Total Costs Over Last 5 Months
el Tolal Costs Last § Months
22-0c1-2014 memmgn  Age/Gender/GrouplD
06-Aug-2014 menpn
014

200012014 m—tm
10:Nov-2014 g

PV ——

MA

£ Miliman

PRM

Va

358,

$63,
THIF/99997

The MORE ACTIVATED you are in your own health care,

the BETTER HEALTH CARE you get...

MORE ACTIVATED LESS ACTIVATED
Patient Patient

1 [
Experienced a medical error m m

Readmitted to the hospital
within 30 days of discharge

Have poor care coordination
between health care providers

Suffer a health consequence because of

poor communication among providers

m~. \!

Lose confidence in the
health care system

151% @

Source: Adapted from AARP & You, ‘Beyond 50.09" Patient Survey. Published in AARP Magazine. Study population age 50+ with at least one
chronic condition. More Involved=Levels 3 & 4, Less Involved=Levels 1 &2

59.8%

Mabile

JadsOfille

Miami
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MIH Transitional Care Outcomes
|| et bt e 0y

Hip/Knee 36% decrease
AMI 56% decrease
CHF 30% decrease
PNA 58% decrease*
0067 cor 16% decrease H Valley Health System Pre-Intervention
Core Dx Total 45% decrease* M Evolution Health TOC Program
25.0% [ National Medicare Measure (risk-adjusted)

AETNA MEDICARE
Help for when you go home 20.0%
Aetna Welcome Home program 5 (y
o
rosior 15.0%

home froma hospital or skilled
nursing Facility. *
For example:
*What 10.0%

5.0% -

0.0% -

n=2,104ip/Knee AMI CHF PNA COPD Core Dx Total

* = statistically significant

115 Evolution
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Journal of Patient Experience

Case Study

Transitions of Care Model Inclusive
of Unplanned Care Improves
the Patient Experience

) Brent Myers, MD, MPH/', Jon Cox, MHS, PA-C?
Stephanie Teague, EMT-P?, and Eric Beck, DO, MPH'

Journal of Patient Experience

2016, Vol. 3(1) 20-23

© The Author(s) 2016

Reprints and permission:
sagepub.com/journalsPermissions.nav
DOL: 10.1177/2374373516636742
jpejournal.sagepub.com
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Journal of Health Economics
and Outcomes Research

Journal of Health Economics and Outcomes Research OPEN @ACCESS

Mobile Integrated Healthcare: Preliminary Experience and
Impact Analysis with a Medicare Advantage Population

Daniel J. Castillo, J. Brent Myers', Jonathan Mocko', Eric H. Beck*
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Journal of Health Economics and Outcomes Research Castillo DJ, ef al. :

Table 2a. Unadjusted PMPM Costs, Utilization and Trends

Pre Post Pre Post
Intervention Control
(n=1,074) (n =1,241) P-value
PMPM (3 mo. mean)
Total $934.60 $961.31 $862.72 §925.01 0.00931
Inpatient $509.61 $520.71 $397.45 $426.78 0.00000
Emergency Room $84.84  §74.59 $72.42  §79.57 0.00000
Utllization (3 mo. mean)
Inpatient (per 1000) 76.53 69.30 63.39 75.60 0.00000
Emergency Room (per 1000) 138.01 134.54 129.20 154.16 0.00000
PMPM Trend (6 mo. pre, 3 mo. post) Difference Difference
Total 14% -19% -33% 10% 5% -5%
Inpatient 19% 21% -40% 13% 8% -5%
Emergency Room 17% -6% -23% 5% 8% 3%
Utilization Trend (6 mo. pre, 3 mo. post) Difference Difference
lnpau'ent 28% -18% -46% 6% 6% 0%
Emergency Room 19% -5% -24% 4% 7% 3%
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PMP and Utilization Trends

PMPM Trend (6 mo. pre, 3 mo. post) Difference Difference
Total 14% -19% -33% 10% 5% -5%
Inpatient 19% 21% -40% 13% 8% -5%
Emetgency Room 17% -6% -23% 5% 8% 3%

Utilization Trend (6 mo. pre, 3 mo. post) Difference Difference
Inpatient 28% -18% -46% 6% 6% 0%

~ Emergency Room 19% 5%  -24% % % 3%
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Outcomes @

Improving Patient Engagement
and Delivering Value

LEADS TO A
DECREASE IN

ED USE PMPM COST NET PROMOTER SCORE

SAY PROVIDER
COMMUNICATES
EFFECTIVELY

BELIEVE PROVIDER
IS KNOWLEDGEABLE

ED UTILIZATION

INPATIENT PMPM cOST | 37%

WOULD RECOMMEND

INPATIENT UTILIZATION OUR SERVICES

IMPROVES PATIENT
EXPERIENCE

Results: All measured trends demonstrated favorable results for patients participating in the Mobile Integrated Healthcare
program when compared against a matched cohort. All measures reached statistical significance. Member experience
satisfaction scores and patient activation measures also showed favorable preliminary trends.
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Considerations

O Strategic Relationships
O Innovation Collaboration
O Partnership Models

O Joint Ventures
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Breakout Sessions

A: Program Development

Ocotillo Room
* Bob Costello, Fire Chief, Buckeye Fire, Medical & Rescue Dept.
e 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.
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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

Friday, February 3, 2017



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

(Yes, you too can connect to Epic!)

O n d Z(: 1 d Jonathon S. Feit, MBA, MA — Co-Founder/CEO
y Beyond Lucid Technologies, Inc.
TeCh“OIOgICS & COIJSUltlllg : Jonathon.Feit@beyondlucid.com

www.beyondlucid.com (650) 648-ePCR [3727]



Inspiration for this Presentation (#1 of 2)

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

— Capt. Mike McElvaney,

Santa Monica Fire Dept.

during the 2" California OSHPD
Community Paramedicine hearing

Let’s talk about the right questions to ask.
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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
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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?

'S not what you know,

'S what you can prove.
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What is the Value of your CP/MIH Program?
CAN YOU PROVE IT?
FREAKONOMICS

A ROGUE ECONOMIST EXPLORES
THE HIDDEN SIDE OF EVERYTHING

Prepare to be dazzled.
— Malcolm Gladwell, author of The Tipping Point and Blink

STEVEN B, LEVITT uo
STEPHEN J. DUBNER
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Incident Charting vs. Person Tracking
The Key to CP/MIH Success

Bl.7&

The “5 Rs,, Of First Response Matters:

Community Paramedicine
and Mobile Integrated Health

By Jonathon S. Feit, MBA, MA
Co-Founder & Chief Executive
Beyond Lucid Technologies, Inc.
Jonathon.Feit@beyondlucid.com

After my talk at the 2014 | ional Roundtable on C ity P: dicine, busi spiked,
which is why my EMS Innovation Newsfetter was quiet for a few weeks. But a day of sessions on
Community Paramedicine and Mobile Integration Health will take place at this year's EMS Worid
Expo, and topics includi t-of-home care, site non-! P

pvevenhon and lelemedlcme Wl|| sural'y arise. They will do so again in the weeks following, at the
and the International Association of EMS Chiefs
Leadership Summit. (Let me know if you'll be attending and wish to discuss your specific context.)

As an MBA, and Co-Founder and C.E.O. of the first EMS- 1acmg firm that designed
patient d ifically with C i dici and Mobile | d
Health (CP/MIH) in mind, Fire and EMS agencies naltonvnde have sought my team's help to walk
down the new care model's legal line (a dotted line at best in most places) while bolstering
sustamablllty through sound economic pudgmem After all, the archetypical CP/MIH models
across the country ing REMSA, MedStar, UPMC, Mesa (Arizona),
Eagle County (Colorado), and San Diego—offer an inspiring set of models (hal seem to show
signs of regional success. However, they are also specialized and very to rep

In the long-term, most places samm( get paid for CP/MIH (and they won't be able to for a whlle)—-
so below are my "5 Rs of C¢ and Mobile g Health," sug
to guide the efforts of agencies large and small that wish to engage this new care delivery model:

1. REASON - Agency leaders should ask themselves why they want to go down this road.
Is it to improve clinical care, lower costs, or free up resources? Or—if we're being honest—
is it because CP/MIH seems like “the thing to do™? It's a hot topic, and “the cool kids are doing
it.” Are you afraid of being left out? Implemenlalion isn't easy: a fire chief in Texas once told
me he had to “use all his political capital” to push th h a nol P i penaining
to frequent transport pahems CP/MIH is at least as lex as fi
its t-benefit is less obvious, as is the means by which to identify lhe patients—
and provnders——Mo will take part in the program, how patients will be tracked, and who holds
command authority. (Add in union issues, and you have a recipe for extensive negotiations.)

2. RIGHTS - Speaking of extensive negotiations: Do you even have the legal permission to
engage in CP/MIH? Consider what's happening in California right now: the state has
preliminarily authorized eleven "Community Paramedicine Pilot Projects,” an educational
program to be run through UCLA, with statistical oversight by the University of California San
Francisco. Given its practical, innovative curriculum and a statewide training model, the
program should be a shoe-in—but California tightly restricts ambulance operations, and
nursing unions have complained about EMS agencies invading what has traditionally been
"their turf.” Does your state allow you to take patients somewhere other than a hospital?

3. REVENUES - Revenue considerations are an interesting question-mark in the age of
Accountable Care and the readmission prohibition. Hospitals weigh whether bringing patients
in frequent visits is worth a penalty and possible non-reimbursement. (It's a more complicated
calculation than it sounds.) Ask yourself: is CP/MIH a line of business worth the economic
loss that your agency will incur by engaging in non-transport activities? Have you considered
“the other side of the ledger"? Matt Zavadsky's presept> >
discussions on the cost savings promised by CP/MI

scheme. If you're going to spend money bu
justify the expense: Marketing to build cq

will have to justify foregone reventes. RE C 0 R D S

What if (as one agenc
from local care provi

and sophisticated

RECORDS -'m admittedly biased by my Day Job on this point, but a shortage of robust
and sophisticated documentation soffware is a chronically neglected component of the
CP/MIH process. It's also a critical reason that almost every CP/MIH program—no matter
how clinically well-designed—has stayed small. Unlike traditional incident-specific ePCRs,
CP/MIH requires records that are longitudinal in nature, tracking patients over time. Quality
Metrics pertaining to Accountable Care and post-discharge follow up to avoid readmissions
demand modern tools for data management, aggregation and real-time, high quality statistics.
It has been interesting to watch the famous CP/MIH programs try bending pre-existing
technology to meet their needs, yet none has succeeded: traditional neither ePCRs nor
hospital-side electronic health records collect enough EMS-oriented data about themselves.
The question is how quickly agencies will acknowledge CP/MIH'’s unique data needs—and
the need for appropriately smart technology to measure success.

© 2014 8y BEYOND LUCID TECHNOLOGIES, INC. DISTRIBUTE FREELY.  MORE ONLINE AT WWW. BEYONDLUCID.COM

© 2014 BY BEYOND LUCID TECHNOLOGIES, INC. DISTRIBUTE FREELY.  MORE ONLINE AT WW\W.BEYONDLUCID.COM
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Incident Charting vs. Person Charting:
The Key to CP/MIH Success

 Why is HL7 relevant to
’ CP/MIH?
 Why is NEMSIS v3 a

prerequisite?

INTERNATIONAL



Different Colors of Government Money

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

HealthlT.gov
NEMSIS.org

)

Prehospital
Records

—

DOT

NHTSA

NEMSIS

V3.4

Hospital
Records

—

HHS

ONCHIT

HL7
(Meaningful Use)

Stage 3

. Acute

)

Chronic ]

What is HL7,

anyway?
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Why a NEMSIS v3 ePCR is enough for CP/MIH
(as a starting point)...and why it isn’t.

CDAis the se
proprietary. N 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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Types of Standard Interoperable
HL7-Based Clinical Documents

/\\ CDA version that BLT’s

K\ ccb _J< MEDIVIEW™ system
currently uses.

N4
/\

Notes C-CDA

\v CDA N
/

‘, Discharge

Summary :
ources:

v v ANSI, HL7, HealthIT.gov



hd bl
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(Yes, even Epic!)
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Standard ePCRs Do Not Chart Over Time

Past Mental
encounters health

Famlly Somal
hlstory factors
)tent Proflles
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Clinical, Operational, and Financial Benefits of Longitudinal
Patient Care Charting

Historical context > Health trends by
informed decisions patient...not just
by agency
Over-time data: Reduce:
- Mental health - Charting time
- Family history - Risk of errors
- Past visits - Duplicate work
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Inspiration for this Presentation (#2 of 2)

Jonathon S. Feit, MBA, MA ey - i '.
Jonathon.Feit@beyondlucid.com o —
(650) 648-ePCR [3727]

-

—




Arizona MIH/CIP
Data Crosswalk Project

Taylor A. George MHS, EMT-P

Teaching/Research Associate
The University of Arizona



EA} Mel & Enid Zuckerman
.| College of Public Health

Disclaimer and COIl

* 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/
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-Protective Gear. City of Sioux Falls. Published 2016. Accessed 29 Jan 2017. http://www.siouxfalls.org/fire/firehouse/equipment/protective-gear
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If any one single piece is missing or
functioning inefficiently, likelihood
of survival and/or sustainability is
drastically reduced.
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What do you need in order to survive in this environment?

-Rand C. Fix, Repeal, and Replace. Ricochet. Published 24 Jan 2017. Accessed 29 Jan 2017. https://ricochet.com/405663/fix-repeal-replace-who-cares/
-Healthcare System 2.0. Health Innovation Partners. Accessed 29 Jan 2017. http://healthinnovationpartners.com/healthcare-system-2-0/

-Thompson T. California Health Care Reform. SPF Insurance Services. Published 17 Aug 2013. Accessed 29 Jan 2017. http:/,

-Health Care Reform Seminar. Take Stock in Children - Broward County.
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DATA
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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
- |ldentification of currently collected data elements
- Assessment of common themes
- Assessment of core metrics

— Comparison to various accepted national standards
* Both traditional healthcare and MIH

- |dentification of gaps

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

A

Mel & Enid Zuckerman
College of Public Health
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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
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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

e 7 of those 16 agencies provided additional detailed information
including all CIP forms/templates

— See Table 2 of full written report
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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
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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
- ldentification of patients for CIP enrollment
— Accessibility of patient health information
— Communication with patients’ healthcare providers
- Bidirectional linkage of EMS/CIP and hospital outcomes data
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Results - Categories of Data Collected

* 100% collect Patient Demographic Information

* 79% co
* 79% co
* 79% co
* 71% co
* 36% co
* 26% co

ect Enrollment Period Healthcare Utilization Information
ect Medication Adherence Information

ect Patient Satisfaction Information

ect Patient Referral Information

ect Pre-Enrollment Healthcare Utilization Information
ect Post-Enrollment Healthcare Utilization Information
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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

e 36% collect Pre-Enrollment Healthcare Utilization Information

e 26% collect Post-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

e 56% collect Cost of Care 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

e 56% collect Cost of Care Information
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Results - Alighment with National MIH Measures

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



B, | el & Enid Zuckerman
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



B, | Ml & Enia Zuckerman
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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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 Measu titute for Healthcare Improvement website. Published 2016. Accessed 29 Jan 2017. http://www.ihi.org/engage/initiatives/tripleaim/pages/measuresresults.aspx
e

- easures. Insti
-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
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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.

***In brick and mortar healthcare, Health Outcomes and Quality currently
constitutes 40% of reimbursement under Value-Based Purchasing
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FOOD FOR THOUGHT

A

Mel & Enid Zuckerman
College of Public Health

Providing high-quality care at a lower cost is not bound by political identity.

One way or another, it’s here to stay.
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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
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Bear Down!

Taylor A. George MHS, EMT-P

Teaching/Research Associate
The University of Arizona
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Lunch will be served in the Saguaro Dining Room.

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

Mobile 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

Mobile Integrated Healthcare 360 Arizona
Friday, February 3, 2017



Top MIH Activities We Should All Be Watching

THIRTY YEARS OF
CARING (& INNOVATION
1986
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MOBILE HEALTHCARE

/o © 2017 MedStar Mobile Healthcare



The Healthcare Environment...




It’s About..... The S

* $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

IRTY
CARING (& INNOVATIO:

MOBILE HEALTHCARE



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.

Modern
Healthcare

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.

BECKER'S
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http://www.beckershospitalreview.com/finance/pennsylvania-rural-health-model-targets-hospital-
finances-quality-8-things-to-know.html
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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
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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 Cco
Edwards CcO
Fort Collins co
Littleton Cco
Pagosa Springs Cco
Woodland Park CcoO

Danbury CcT
New Haven CcT
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




THIRTY YEARS OF
CARING (& INNOVATION

1986 2016

MOBILE HEALTHCARE

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

Ann Arbor Ml
Ann Arbor M
Bloomfield Ml
Clinton Township M
Clinton Township Ml
Detroit M
Grand Rapids M
Hart M
Muskegon Ml
Pinconning M
Portland M
Southfield Ml
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
Hlllsborough NC
Jacksonville NC
Lumberton NC
Marion NC
Raleigh NC
Smithfield NC
Wilmington NC
Winston Salem NC
Winston Salem NC

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 X
Dallas X
Dallas X
El Paso TX
Fort Worth TX
Georgetown TX
Houston X
McKinney TX
Plano X
Rowlett TX
San Antonio TX
Schertz TX
Webster TX
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Abstract

Although the health care reform movement has brought about positive changes, lingering inefficiencies and
ication gaps conti hamper system-wide progress toward achieving the overarching goal—higher
thty health care and u'npmved population health outcomes at a lower cost. The multiple intemrelated barriers
to improvement are most ¢ vident in care for the population of patients with multiple chronic conditions. During
transitions of care, the lack of integration among vanous silos and inadequate communi cation among providers
cause delays in delivering appropriate health care services to these vulnerable patients and their caregivers,
diminishing positive health outcomes and driving costs ever higher. Long-entrenched acute care-focused
treatment and reimbursement paradigms hamper more effective deployment of existing resources to improve
ﬂn ongung care d’ ﬂmc pauml.s New models for care coordination during transitions, longitudinal high-risk
1 1 acute episodic care have been conceived and piloted with promising results.
Unhzmg cxunng resources, Mobile Integrated Healthcare i lS an emerging model focused on cluslng these care
gaps by means of a rmound-the<lock, technologically sophisticated, physician-led i mal team to
manage care transitions and chronic care services on-site 'in patients’ homes or wud(plmcs

Mobile Integrated Health Care -
Community Paramedicine: A Resource
for Community-Dwelling People at
Risk for Needing Long-Term Care

Alicia LaFrance, MPH, MSW
Janet Coffman, MPP, PhD

November 15, 2016
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Introduction

Smc:-: ITSIMPLEMENTATION in 2010, the Patient Protection
and Affordable Care Act (ACA) has succeeded in pro-
viding more people with access to care and improving valie
on anumber of fronts (eg, banning preexisting conditions as 4
reason to deny health insurance coverage, instituting ex-
changes that enable ¢ St parison shop forhealth
insurance plans, allowing adult children up to age 26 cover-
age under their parents’ health insurance). However, the
complexity of the large, fragmented, and uncoordinated US
health care system continues to prove challenging, despite

igoing efforts to adds lating health care costs and
suboptimal quality

The problem
Persi inefficienci. i to change, and multi-
pk inemelated issues across the sysem prevent critical

information and resources from reaching providers and pa-
tients in a timely manner. Strategic vision, coupled with the
ability to mobilize and deliver appropriate resources to pa-
tients in the community, is needed so that health care pro-
fessionals can provide ible, safe, well-coordinated
cost-effective, high-quality care.

Access to healthcare ¢ inued b

access range from lack ofavallab:hty to high prices to la:k
of insurance coverage. In the nation’s 4 largest statkes, 12%—
30% of residents lacked health insurance coverage or ex-
perienced problems getting needed care in 2014.° In many
rural aress, an inadequate supply of health care profes-
sionals restricts access to needed services, challenging the
health care sysem to utilize andd:ploycliniml and material
resources in different wxy's A major weakness in typlcal
outpatient and mpau:m care d:hw:fy systems is thal pn-
mary care profe P y ph

and hospi alists functi in uni sllosﬂnlnmpcdc

1y dllege of Popabtion Health, Philadelphia, Penmsyl
:Evohlnn Health, Dallss, Texas.

Q Chle et al 1"6 Pablished by Mary Amn Lichery Inc. This Open Acte“ ncle is distributed under the werms of the Creative

l Licemse (hap,

y-nc/40/) which permits any noncommercial we,

and reprodoction in any medi o “lueongma.lmmﬂs)mdll\exmmmaudtad.




Cose Study
o |

Conclusion

A patient-centered, unplanned care treatment strategy may
significantly improve the patient’s health-care experience
while reducing unnecessary utilization of higher cost, inpa-
tient health-care resources. This particular case series
includes only Medicare patients discharged from a single
health-care system; we are in the process, however, of
deploying this strategy for Medicare patients more broadly
as part of a population health strategy as well as for a Med-
icaid expansion population. As these programs mature, we
look forward to sharing our experiences with these groups as
well.

Further study is required to determine the magnitude of
improved satisfaction, cost-effectiveness, and other out-
comes compared to other, more traditional delivery models.
Preliminary experience with an unplanned care delivery
model, as a component of a transitions of care initiative,
shows great promise in improving the quality, experience,

s value, and outcomes for patients.
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Mobile Integrated Healthcare: Preliminary Experience and
Impact Analysis with a Medicare Advantage Population

Journal of Health Economics and Outcomes Research

Daniel J. Castillo', J. Brent Myers', Jonathan Mocko', Eric H. Beck™

Abstract

Background: Mobile Integrated Healthcace (MIH) 15 a novel, patient-centered approach to population
management. This concept aneeds-matched, time appropsiate assignment of one or more members
of 2 amit-professional clinical team to care for patients on a scheduled oz nnschednled basis. The selection
of the site of care for scheduled interventions 1s doven by patient choice and, most often occns in the
patient’s home; hednled interventions are pnided by a 5-point toage system and, based on acuity, may
be teeated in the home, primary care office, nrgent care oz, racely, in an emergency department.

Methods: An MIH team was assigned to delrver a care coordination program for a Medicare Advantage
PPO (MAPPO) population (55% female, 71.2 years mean age), with risk assipnment and interventions
designed to affect potentially avoidable utilization of Emergency Medical Services (EMS), emesgency
department, and medical inpatient admissions. Patients participating in the MIH program were compared
with contemporaneons, tsk-matched non-pasticipants as well as to actuacally expected cost and ntlization
based on histosical claim expesience.

Results: All measnred trends demonsteated favorable results for patients participating in the MIH program
whenoompned:gainstamztd:edeohoﬁ: 19% decrease in emesgency department per member per
month (PMPL) cost, 21% decrease i emesgency department utilization, 37% decrease in mnpatient PAMPM
cost, 40% decrease inpatient ntilization, all measnres reached statistical significance. Membes experience
satisfaction scores and patient activation also showed favorable preliminary trends.

Conclusion: 'ﬂ:usmmzlunpact analysis of a MIH care coosdination program for this MAPPO popnulation
demonstrates promusing trends reparding ntilization, cost, member experience and patient activation. These

preliminary findings indicate both that implementation of such a program 15 feasible and strongly snggest
mestogons impacts npon the health, experience and cost of cace for the populaton.

Keywords: population health, care management, community paramedic, interprofessional, value-based
care, mobile integrated healthcare
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MODELS: PRELIMINARY D

Providing Acute Care at Home: Community
Paramedics Enhance an Advanced Illness Management

Program—Preliminary Data

Karen A. Abrashkin, MD,* Jonathan Washko, MBA,"]enny Zhang, BA,* Asantewaa Poku, MPH,*
Hyun Kim, ScD? and Kristofer L. Smith, MD, MPP*

Modeks addressing urgent clinical needs for older adults
with multiple advanced chronic conditions are lacking.
This observational study describes a Community Parame-
dicine (CP) model for treatmemt of acute medical
conditions within an Advanced [lness Management (AIM)
program, and compares its effect on emergency depan-
ment (ED) use and subsequent hospitalzation with that of
rraditional emergency medical services (EMS). Community
paramedics were trained to evaluate and, with telemedi-
cine-enhanced physician guidance, treat acute illnesses in
individual’ homes. They were also able to transpart to the
ED if needed. The CP model was implemented between
January 1, 2014, and April 30, 2015 in a suburban-urban
AIM program. Participams included 1,602 individuals
enrolled in the AIM program with high rates of dementia,
decubitus ulcers, diabetes mellitus, congestive heart failure,
and chronic obstructive pulmonary disease. Participants
had a median age of 83 and an average of five activity of
daily living dependencies (range 0-6). During the study
period, there were 664 CP responses and 1,091 traditional
EMS transports to the ED among 773 individuals. Only
22% of CP responses required transport; 78% were evalu-
ated and treated in the home. Individuals that community
paramedics transported 1o the ED had higher rates of hos-
pitalzation (82.2%) than those using waditional EMS

%) (P <.001). Post-CP surveys showed that all
respondents felt the program was of high quality. Resulis
suppart the potential benefits of CP and invite funther eval-
vation of this innovative care model.

From the * Depatment of Intemal Medicine, Hofisza- Norghwel 1 School
of Medicne, "Cener for Emesgency Medical Services, Narthwell Heald,
New Hyde Park, New York; and *Division of Environmental Health
Scences, University of Minnson, Minosapols, Minnson,

Address corrsspondence 1o Karen A Abeashkin, Nordiwell Heddh,
Advanced Miness Manugement, House Calls Program, 1983 Marcus
Avenuoe, C102Z, New Hyde Park, NY 11042 E-mail:
kabeashk win arhwelleda

DOL: 10.1111/gs. 14484

Key words: Community Paramedicine; community
raramcdrs, Mobile Integrated Healthcare; Advanced
liness Management; acute care

New models are needed to improve the quality and
costs of care for older adults with mulple advanced
chronic conditions. Two out of three older Americans have
multiple chronic conditions, and treatment for this popula-
tion accounts for 66% of the country’s healthcare budger.’
Homebound older adults are a pmucul:uh costly and vul-
nerable subpopulation. Constinuting 5.6% of the commu-
nity-dwelling Medicare population (-2 million people),
they tend 1o be older, female, nonwhite, and less affluem
than those who are not homehoumi and only 119%
receive primary care services at home.” Homebound indi-
viduals are often unable to access outpatient care and
forgo needed treamment for extended periods of time.
Faced with an exacerbation of a chronic illness or a new
acute problem, their only option is to dial 911 and seek
reatment in the emergency department (ED).*

Evidence supports an overreliance on hospital ser-
vices for older adults and homebound individuak. More
than one-third of Medicare beneficiaries who are evalu-
ated and treated in the ED (without hospital admission)
may be safely treated in a lower-acuity setting,* and home-
bound individuals are significantly more likely than those
who are not homebound 1o have been hospitalized in
the last year (52.1% vs 16.2%)2 Intervening in the
prebospital space could result in significant cost savings—an
estimated $3560 million per year for Medicare beneficia-
ries alone*—whik also improving individual experience
and avoiding iatrogenic harms that older adulis often
incur. %7

Preventing hospitalization of older adults will require a
multifaceted approach. Efforts 1o date include engaging and
educating specialists and identifying important research
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Conclusion

Assuring access to high-quality, safe, integrated, and well-
coordinated care 1s tantamount to improving population
health outcomes, reducing wasteful spending, and reversing
the spiraling cost curve. Unfortunately, a multitude of inter-
related problems continue to impede progress toward these
goals, and these considerable issues are most evident in
caring for the growing population of patients with multiple,
complex chronic conditions. MIH is an emerging model that
leverages EMS systems to effectively address the key issues
of care transitions, longitudinal care, and unplanned episodes
of care by using existing resources more efficiently and en-
abling data and information sharing among health systems
and other providers. Readily adaptable to meet the health
needs of populations in any locality, the model is designed to
deliver chronic and urgent care whenever and wherever
needed.
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The Distribution of Recommended Care Levels by Age, Gender, and
Trauma vs Medical Classification within the Emergency Communication
Nurse System

Mark Conrad Fivaz, MD’; Jennie McQueen, RN*; Tracey Barron, MCPara’; Jeff Clawson, MD*; Greg Scott, MBA;
Isabel Gardetr, PhD?; Brett Parterson®; Mat Zavadsky, MS*; Neal Richmond, MD*; Chris Olola, PhD?

1. Priority Sohutions Inc, Salt Lake City, ABSTRACT
Utah, USA
2k tional Academies of En Introduction: An examination of the Emergency Communications Nurse-deter-
Dispatcdh Ut‘al‘g U‘SA AL mined Recommended Care Levels (RCLs), for calls transferred for secondary

3 o nurse-triage has not been performed. The outcome of such an investigation

Themaban Deirbal 1TV
N

Conclusion: Patients accessing 911 systems with low-acuity conditions and under-
going a secondary nurse-triage are predominantly female, over 50 years ot age,
and have more medical-related chiet complaints than trauma-related. Almost a
third of all the patients triaged through the ECNs received alternative RCLs other
than receiving an Emergency response (911) or being sent to the Emergency care as
soon as possible RCL. Both centers documented a low percentage of Emergency
response (911) RCL.

INTRODUCITION
The E y C scation Nurse System (ECNS™) is a computerized

telephone p tient t process, pleted by a certified Emergency Commu-
racation Nurse (ECN) that can be used for secondary triage of low-acuity 911 calls. In
over 2,900 medical dispatch centers distributed throughout 43 countries around the
world, emergency medical calls are triaged by trained and certified emergency medical
dispatchers (EMDs). Using the automated Medical Priority Dispatch System (MPDS¥)
software, ProQA™, the EMD assigns speaific determinant codes which represent the
patient chief complaint, response urgency/level (OMEGA [lowest], ALPHA, BRAVO,
CHARLIE, DELTA, and ECHO [highest]), and acuity, as determined by the EMD's pri-
mary assessment (Figure 1). Some of these cases coded as low acuity by the EMD, are
candidates for non-ambulance care.** The ECN, when situated in the 911 center, can
make a final determination as to the type of care the patient receives.

Once the EMD assigns the case an approved “nurse-eligible” low-acuity de-
terminant code (within the OMEGA and ALPHA Priority-level calls), the calleris
transferred immediately to the ECN, who provides the secondary patient assessment
(Figure 2). This assessment begins with the ECN selecting one of the 211 problem-

14 Anmals of Emergency Dispatch & Responce | Faluze 3, forme 1
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Evaluation of California’s
Community
Paramedicine Pilot
Project
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January 23, 2017

Contents

Executive Summary 1

Introduction 8
Methods 9
Post-Discharge Short-Term Follow-Up 10

Frequent EMS Users
Tuberculosis 19
Hospice 21
Alternate Destination — Behavioral Health 24

Alternate Destination — Urgent Care 27

Conclusion 32
Appendix A. 35
Appendix B 35
Endnotes 40

Executive Summary

Community paramedicine (CP), also known as
mobile integrated health, is an innovative model of
care that is being implemented throughout the
United States. This model of care utilizes the unique
abilities of paramedics and emergency medical

© 2017 Heathforce Center at UCSF

Healthforce
Center stucsr

services (EMS) systems to meet local health care
needs through partnerships between EMS agencies
and other health care providers. Community
paramedicine also aligns with the triple aim of
improving patient experience, improving community
health status, and decreasing the cost of care.
Community paramedics receive additional training
beyond that required for paramedic licensure and
provide care outside of their traditional role, which
in California is restricted to responding to 911 calls,
transporting patients to an acute care hospital
emergency department (ED), and performing inter-
facility transfers.

In 1972, California established the Health Workforce
Pilot Project (HWPP) program (California Health
and Safety Code Sections 128125-128195), a
farsighted program administered by the California
Office of Statewide Health Planning and
Development (OSHPD) that waives scope of practice
laws to test and evaluate new and innovative models
of care. On November 14, 2014, OSHPD approved
HWPP 2173, a project sponsored by the California
Emergency Medical Services Authority (EMSA),
which encompasses 13 projects that are testing six
community paramedicine concepts. (Appendix A
shows a map of the sites.)

* Post-Discharge Short-term Follow Up: Provide
short-term, home-based follow-up care to people
recently discharged from a hospital due to a chronic
condition (e.g., heart failure) to decrease hospital
readmissions within 30 days.

Frequent EMS Users: Provide case management
services to frequent 911 callers and frequent
visitors to EDs to reduce their use of the EMS
system by connecting them with primary care,
behavioral health, housing, and social services.

* Directly Observed Therapy for Tuberculosis:
Collaborate with local public health department to
provide directly observed therapy to people with
tuberculosis (i.e., dispense medications and

L%: University of California, San Francisco

Healthforce
Center atucsr

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




Alternate Destination — Urgent Care Projects

e Among the limited number of patients who were e To operate safely and efficiently, these projects
enrolled, paramedics were able to identify patients need to closely match field screening protocols
for whom transport to an urgent care center wasan  With the capabilities of urgent care centers and the
appropriate option. illnesses and injuries they are willing to treat.

e No patients experienced an adverse outcome, e The projects yielded modest savings because
although two patients were transferred to an ED insurers pay less for treatment provided in urgent
following admission to an urgent care center and care centers than in EDs for the same illnesses and
nine patients were rerouted to an ED because the injuries.

urgent care center declined to accept the patient.

http://healthforce.ucsf.edu/communityparamedicine




Alternate Destination — Behavioral Health Care Project

e Paramedics performed medical screening of
patients to determine whether they could be safely
transported directly to a mental health crisis
center.

e The project yielded savings for payers, primarily
Medi-Cal, because screening behavioral health
patients in the field for medical needs and
transporting them directly to the mental health
crisis center obviated the need for an ED visit with
subsequent transfer from an ED to a behavioral
health facility. For uninsured persons, the amount
of uncompensated care provided by ambulance
providers and hospitals also decreased.

e Ninety-five percent of patients were evaluated at
the behavioral health crisis center without the
delay of a preliminary emergency department visit.
Only 5% of patients required subsequent transfer
to the ED, and there were no adverse outcomes.
After refining the field medical evaluation
protocols, the rate of transfer to an ED fell to zero.

e Enhanced community safety because it reduced the
amount of time that law enforcement devotes to
behavioral health calls.

http://healthforce.ucsf.edu/communityparamedicine




Assessing call demand and utilization of a secondary triage emergency
communication nurse system for low acuity calls transferred from an

ABSTRACT

Introduction: Telephone nurse triage at the 9-1-1 dispatch point is relatively
new in the United States despite its ability to significantly reduce expensive and
scarce Emergency Medical Services (EMS) resource use and emergency depart-
ment visits. A previous study investigated the distribution of 9-1-1-triaged call
incident types within the Emergency Communications Nurse System (ECNS)
and found that 9-1-1 triage systems yielded a variety of low acuity complaints
that were handled by the Emergency Communications Nurse (ECN). This study
explored the current and potential utilization for triaging low acuity calls trans-
ferred from 9-1-1.

Objective: To determine the utilization potential of a secondary nurse tri-
age system in handling low acuity calls transferred from a 9-1-1 emergency
dispatch system.

ers determine whether a patient needs medical care—and if so, how soon, and
what kind.! Many hospitals, medical practices, and insurance companies offer
such services, in part to increase customer satisfaction and provide information
during out-of-office hours, but also to reduce overuse, or inappropriate use, of
expensive emergency and urgent care services.? This is particularly important
as Emergency Department (ED) overcrowding and overuse continue to esca-

THIRTY YEARS OF late.™ Therefore, an intervention that can alleviate this deteriorating situation

CARING & INNOVATION would be a great asset in the delivery of effective and efficient emergency care
‘ 2 at the ED.4*

Although telephone advice lines are common, as are nurse triage services
connected with emergency departments, telephone nurse triage at the 9-1-1

MOBILE HEALTHCARE
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MIH Outcome Measures Team Members
As of: 10/10/2016

Designee Point of Contact
Stakeholder Name Email Name Email

AAA Doug Hooten DHooten@medstar911.org Mike Hall mikeh@naturecoastems.org
ACEP Kim Landry, M.D. klandry@mchsi.com Rick Murray rmurray@acep.org
ACEP Allen Yee, M.D. yeea@chesterfield.gov
AHRQ Bob McNellis Robert.McNellis@ahrg.hhs.gov William Baine William.Baine@ahrg.hhs.gov
AIMHI Doug Hooten DHooten@medstar911.org Doug Hooten DHooten@medstar911.org
ASTHO Paul Jarris pjarris@astho.org Paul Jarris pjarris@astho.org
CAAS Sara McEntee sarahm@tcag.com Sara McEntee sarahm@tcag.com
CMS QIO - Health Insight Jill Kreston JKreston@healthinsight.org Jackie M. Buttaccio JButtaccio@healthinsight.org
Health Share of Oregon Paul Bollinger paul@healthshareoregon.org

Hennepin Technical College
IAED

IAEMSC

IAFC

IAFC

IAFF

IHI

NAEMSE
NAEMSP
NAEMT
NASEMSO
NASEMSO
National Rural Health Assoc
NCQA
NEMSIS
NEMSMA
NFPA

UCLA

UCSF

Zoll

ESO Solutions

Kai Hjermstad
Mark Rector

Bill Sugiyama
Mike Metro
Mitch Snyder
Thomas Bryer
Kader Mate
Scott Bourn
Kevin Munjal, M.D.
Chris Cebollero
Jim DeTienne
Kevin McGinnis
Nick Nudell
Tricia Barrett

N. Clay Mann
Mike Touchstone
Ken Holland
Baxter Larmon

Cynthia Wides, Ph.D.

John Whannel
Allen Johnson

Kai.Hjermstad@hennepintech.edu

Mike Wilcox, M.D.

Mark Rector - Emergencydispatch.org Scott Freitag

Bill.Sugivama@intermedix.com
Metro.Mike@yahoo.com
MSnyder@kentfirerfa.org
toreyer@iaff.org
kmate@IHl.org

Scott.Bourn@amr.net
kevin.munjal@mountsinai.org
cebolleroc@gmail.com
jdetienne@mt.gov
Kevin@McGinnis.ws
nnudell@paramedicfoundation.org

barrett@ncga.org

clay.mann@utah.edu
m-touch@comcast.net
kholland@NFPA.org
BLarmon@mednet.ucla.edu
Cynthia.Wides@ucsf.edu
JWhannel@zoll.com
allen.johnson@esosolutions.com

James Robinson
Mark Light

Lori Moore
Kader Mate
Scott Bourn
Ritu Sahni
Pamela Lane
Paul Patrick

Nick Nudell
Tricia Barrett

N. Clay Mann
Mike Touchstone
Ken Holland
Baxter Larmon
Cynthia Wides

mwilcox3090@yahoo.com
scott.freitag@emergencydispatch.org
james.robinson@iaemsc.org

mlight@iafc.org

Imoore@iaff.org
kmate@I|Hl.org

Scott.Bourn@amr.net
ritu@nwemsa.com
pamela.lane@naemt.org
paulpatrick@utah.gov

nnudell@paramedicfoundation.org
barrett@ncqga.org
clay.mann@utah.edu
m-touch@comcast.net
kholland@NFPA.org
BLarmon@mednet.ucla.edu
Cynthia.Wides@ucsf.edu
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MIH Outcome Measures Team Members

Operating Agencies

As of: 10/10/2016

Contact

E-Mail

Acadian Ambulance

Ada County Paramedics

Allina Health System

Allina Health System

Allina Health System

AMR - California

Arizona Department of Health Services
Arlington (TX) Fire Department
Baltimore City Fire Department
California EMS Authority
Carlsbad Fire

Cataldo Ambulance

Chandler Fire & Medical Department
Christian Hospital EMS
Clackamas Fire District #1
Concierge Transport Services
Dallas Fire Department

Dixie Regional Medical Center
Eagle County, CO

EasCare Ambulance

Evergreen (CO) Fire/Rescue

Fire District #1 - Everett, WA
First Call Ambulance - Tennessee
F-M Ambulance

Henry Ford Health System - Wyandotte Hospital

Humbolt General Hospital
Idaho EMS Bureau

JFK Medical Center
Lifeguard Ambulance Service
Louisville, KY EMS

Asbel Montes
Mark Babson
Brian LaCroix
Katie M. Paulson
Kevin Miller
Michal Corbin

David Harden, Ph.D.

Brent Shanklin
Kelly King

Lou Meyer

Linda Allington
Karen Host

Val Gale
Shannon Watson
Amy Jo Cook
Steve Epright
Norman Seals
Jeremy Schultz
Chris Montera
Matt Goudreau
Bob Walter
Shaughn Maxwell
Kevin Rainbolt
Syverson Sherm
Brandon Young
Pat Songer
Mindi Anderson
Richard Schlosser
David Bump
Kristen Miller

asbel.montes@acadian.com
mbabson@adaweb.net
Brian.Lacroix@allina.com
Katie.Paulson2@allina.com
Kevin.Miller@allina.com

Michael.Corbin@amr.net
hardend@azdhs.gov
Brent.Shanklin@arlingtontx.gov

Kelly King@baltimorecity.gov
lou.meyer@emsa.ca.gov
Linda.Allington@carlsbadca.gov
khost@cataldoambulance.com
Val.Gale@chandleraz.gov
sjt8343@bijc.org
communitymedicipad@ClackamasFire.com
sepright@jlfcts.com
norman.seals@dallascityhall.com
Jeremy.Schulz@imail.org
cmontera@ecparamedics.com
mgoudreau@eascare.com
bwalter@evergreenfirerescue.com
sMaxwell@firedistrictl.org
krainbolt@firstcall-ambulance.com
Sherm.Syverson@FMAmbulance.com
BYOUNGS@hfhs.org
psonger@hghospital.ws
andersonm@dhw.idaho.gov
Rschlosser@ijfkhealth.org
David.Bump@lifeguardambulance.com
Kristen.Miller@louisvilleky.gov
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McKinney, Texas Fire Department
MEDAVEE EMS, MA

MedEx Ambulance

Medic Ambulance

Medic West - Portland

MedStar Mobile Healthcare
Memphis Fire Department

Mesa Fire & Medical Department
Mesa Fire & Medical Department
Michigan Department of Health and Human Services
Mission Health

Mt. Sinai Hospital

Nature Coast EMS

New Hampshire State EMS Office
New Hanover Regional Medical Center
New York State EMS Bureau

North Memorial

North Shore University/LlJ

Oregon Tech/OHSU

Plano Fire - Rescue

Prosser Health District

Queen Anne's County, MD

Randolph County Emergency Services
REMSA

San Diego Medical Enterprise

St. Luke's Health Initiatives

SUNY - Broome

UAB School of Health Professions
University of Arizona

University of Arizona, Center for Rural Health
UPMC Community Connect

Wake County, NC

West Allis, WI

Yale New Haven Hospital

Liz Fagan, M.D.
Tim Coolen

Lauren Rubinson-Morris

J. Pierson

Matt McCoy
Matt Zavadsky
Andrew Hart
Gary Smith
Harry Beck
Kathy Wahlk
Mitch Pickelsimer
Kevin Munjal
Mike Hall

Nick Mercuri
Rick O'Donnell
Michael Taylor
Gary Wingrove
Jonathan Washko
Chris Hamper
Joshua Clouse
M. Schreiner
Jared Smith
Lewis Schirloff
Brenda Staffan
Anne Jensen
Melanie Mitros
David Taggart
Bryan K Breland
Taylor George
Joyce Hospodar
Dan Swayze
Brent Myers
David Bandomir
James Paturas

docliz77@me.com
Tim.Coolen@MEDAVIEEMS.COM
laurenr@medexambulance.com
jpierson@medicambulance.net
mattscottmccoy@gmail.com
MZavadsky@medstar911l.org
Andrew.hart@mempbhistn.gov
garysmithmd@aim.com
Harry.Beck@mesaaz.gov
wahlk@michigan.gov
Mitch.Pickelsimer@msj.org
kevin.munjal@gmail.com
mikeh@naturecoastems.org
Nick.Mercuri@dos.nh.gov
rick.o'donnell@nhrmc.org
michael.tayler@health.ny.gov
Wingrove.Gary@mayo.edu
Jwashko @NSHS.edu
christopher.hamper@oit.edu
Aaronc@plano.gov
mschreiner@pphdwa.org
jaredb.smith@maryland.gov

Lewis.Schirloff@randolphcountync.gov

bstaffan@remsa-cf.com
Alensen@sandiego.gov
Melanie.Mitros@slhi.org
taggartdr@sunybroome.edu
bbreland@uzab.edu
tageorge@email.arizona.edu
hospodar@email.arizona.edu
dswayze @statmedevac.com
Brent.Myers@wakegov.com
dbandomir@westalliswi.gov
James.Paturas@ynhh.org




Mobile Integrated Healthcare Program

Measurement Strategy Overview

Aim

A clearly articulated goal statement that describes how much improvement by when and links all the specific outcome
measures; what are we trying to accomplish?
Develop a uniform set of measures which leads to the optimum sustainability and utilization of patient centered, mobile resources in the out-of

hospital environment and achieves the Triple Aim® — improve the quality and experience of care; improve the health of populations; and
reduce per capita cost.

Measures Definition:
1. 18 Core Measures {“CORE MEASURE” in the description}

a. Measures that are considered by the measures development team through experience as essential for program integrity, patient
safety and outcome demonstration.

2. CMMI Big Four Measures (RED)

a. Measures that have been identified by the CMS Center for Medicare and Medicaid Improvement (CMMI) as the four primary
outcome measures for healthcare utilization.

3. MIH Big Four Measures (ORANGE)

a. Measures that are considered mandatory to be reported in order to classify the program as a bona-fide MIH or Community
Paramedic program.

4. Top 18 Measures (Highlighted)

a. The 18 measures identified by the numerous operating MIH/CP programs as essential, collectable and highest priority to their
healthcare partners.
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o (C7:Total Cost of Care 19

* Balancing Metrics

o B1: Provider (EMS/MIH) Satisfaction 20
o B2: Partner Satisfaction 20
o B3: Primary Care Provider (PCP) Use 20
o B4: Specialty Care Provider (SCP) Use 20
o BS: Behavioral Care Provider (BCP) Use 20
o B6: Social Service Provider (SSP) Use 20
o B7:System Capacity -- Emergency Department Use 20
o B8: System Capacity — PCP 21
o B9: System Capacity — SCP 21
o B10: System Capacity — BCP 21
o B1ll: System Capacity — SSP 21
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Outcome Measures for Community Paramedic Program Component

Describes how the system impacts the values of patients, their health and well-being

Evidence-base,

Domain Name Description of Goal Value 1 Value 2 Formula
Source of Data
Quality of Q1: Primary Increase the number and | Number of Enrolled Number of enrolled Value 1
Care & Care Utilization | percent of patients Patients with an patients without an Agency records
Patient {CORE utilizing a Primary Care established PCP established PCP Value 1/Value 2
Safety MEASURE} Provider (if none upon relationship upon relationship upon
Metrics enrollment) graduation enrollment
Q2: Medication | Increase the numberand | Number of medication Number of medication Value 1
Inventory percent of medication inventories with issues inventories completed Agency records
inventories conducted identified and Value 1/Value 2
with issues identified and | communicated to PCP
communicated to PCP
Q3.1: Care Plan | Increase the number and | Number of patients with | All enrolled patients Value 1
Developed percent of patients who a plan of care Agency records
{CORE have an identified and communicated by the Value 1/Value 2
MEASURE} documented plan of care | patient’s PCP
with outcome goals
established by a physician
and facilitated by the CP
Q3.2: Care Plan | Increase the number and | Number of patients with | All enrolled patients Value 1
Developed percent of patients who a plan of care Agency records
{CORE have an identified and communicated by the Value 1/Value 2
MEASURE} documented plan of care | patient’s PCP
with outcome goals
established by the
patient’s PCP and
facilitated by the CP
Final 12 Release Date: 11-1-16




MIH Outcome Measures Worksheet - Community Paramedicine Intervention

Agency:  Anycity MIH Program Agency entered information field
Location:  Anycity, USA Hard coded field
Number of enrolled patients: 1600
Input Output _
1D Measure Description Value - |Goal - Result  ~| ~
{Higher VYalues Desirable}
Number of enrolled patients with an identified need 7.500
i ) . Optimize patient satisfaction scores by intervention.
E1 Patient Satisfaction Overall Score [out of max = 5) 4.5 4.8 e
{Higher VYalues Desirable}
Overall Score on Enroliment 2.4
Improve patient self-reported quality of life scores.
E2 Patient Quality of Life 75.0% Q
{Higher Yalues Desirable}
Overall Score on Graduation 4.2
Number of unplanned ambulance transports up to 12 months post-enroliment 1.750
Reduce rate of unplanned ambulance transports to an ED by enrolled patients.
ul Ambulance Transports -52.7% Q
{Higher Reduction Desirable}
MNumber of unplanned ambulance transports up to 12 months pre-enrollment 3,700
ED visits up to 12 months post-graduation 1975
Reduce rate of ED visits by enrolled patients by intervention.
uz2 Hospital ED Visits (90 days) -58.4% Q
{Higher Reduction Desirable}
ED visits up to 12 months pre-enrollment 4,750
Number of hospital admissions up to 12 months post-graduation 460
Reduce rate of all-cause hospital admissions by enrolled patients by intervention
U3 All-cause Hospital Admissions -70.5% Q
{Higher Reduction Desirable}
MNumber of hospital admissions up to 12 months pre-enrollment 1.560
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State Community Paramedicine Laws

ARKANSAS

2015 Hoyse Bill 1133

Act 685, 2015 Laws

Signed by Governor Asa Hutchinson on March 24, 2015.

Becomes effective July 2, 2015.

Creates a program for licensure of community paramedics. Does not appear to specifically address
reimbursement.

BRMC pilot program going statewide

IDAHO

2015 House Bill 153

2015 Session Law Chapter 157

Signed by Governor Butch Otter on March 26, 2015.

Becomes effective July 1, 2015.

Creates a foundation for emergency medical services (EMS) agencies to fill existing gaps in healthcare
access, extend the reach of healthcare providers, and facilitate the integration of care with existing
community based resources. Establishes definitions for Community Health EMS, Community Paramedic
and Community Health Worker to allow for EMS agencies to create a framework to build a Community
Health EMS system, using properly trained personnel operating under physician oversight that can be
locally tailored to fit the specific needs of Idaho’s diverse communities. Does not appear to specifically
address reimbursement.

MAINE

2012 House Paper 1359 (LD 1837)

2012 Public Law Chapter 562

Signed by Governor Paul LePage on March 29, 2012.

Becomes effective August 17, 2012.

Allows the Maine Emergency Medical Services Board to authorize up to 12 pilot projects throughout
the state. Working under the supervision of a primary care provider, community paramedics will work
with chronically ill patients who are at risk for hospital readmission. During downtime, the paramedic
will follow up on healthcare provider referrals and check vital signs, evaluate patients, make sure they
are taking their medications as prescribed and conduct treatments. The law also directs the board to
submit a written report to the legislature that summarizes the work and progress for each authorized
pilot.

Pagelof3 September 10, 2015
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State Community Paramedicine Laws

MASSACHUSETTS

2015 House Bill 3650

Main Operating Budget FY2016 (see Outside Section 93 beginning on bottom of page 277)

Signed by Governor Charlie Baker on July 17, 2015.

Becomes effective December 31, 2015.

Requires Department of Public Health to evaluate and approve mobile integrated healthcare (MIH)
programs and community EMS programs developed and operated by the primary ambulance service
with the approval of the local jurisdiction and the affiliate hospital medical director to provide
community outreach and assistance to residents of the local jurisdiction in order to advance injury and
illness prevention within the community. Establishes statewide MIH advisory council.

MINNESOTA

2011 Senate File 0119

2011 Session Law Chapter 12

Signed by Governor Mark Dayton on April 6, 2011.

Becomes effective July 2, 2011.

Defines Emergency Medical Technician-Community Paramedics (EMT-CP) and establishes a process for
certifying them. Establishes training and clinical requirements for certification, including completion of
a community paramedic training program from an approved college or university, and authorized
community paramedics to provide services as directed by the patient’s primary care physician. Enables
community paramedics to provide specific health services, as well as prevention, emergency care,
evaluation, disease management and referrals.

MINNESOTA

2012 Senate File 1543

2012 Session Law Chapter 169

Signed by Governor Mark Dayton on April 9, 2012.

Becomes effective July 1, 2012, or upon federal approval (whichever is later).

Authorizes medical assistance reimbursement rates, as determined by the Human Services
Commission, to cover community paramedic services to certain high-risk individuals, including frequent
ED users or other patients that have been identified as at-risk for hospital readmission. Also requires
Commission to evaluate the impact on health care cost and quality. Although the law applies only to
public coverage, policymakers and state officials believe that private insurers will follow suit.

Page2of 3 September 10, 2015

State Community Paramedicine Laws

NEVADA

2015 Assembly Bill 205

2015 Chapter 154

Signed by Governor Brian Sandoval on May 25, 2015.

Effective May 25, 2015, for the purpose of adopting any regulations and performing any other
preparatory administrative tasks necessary to carry out the provisions, and January 1, 2016, for all
other purposes.

Allows licensed ambulance, air ambulance or firefighting agencies and certified personnel to qualify for
an endorsement on their permits to provide community paramedicine services. Requires paramedicine
departments 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. Enables
legislators to review how Nevada community paramedicine programs are addressing health care gaps
in rural and urban locations throughout the state. Collected data may result in result in a compelling
argument for a future state reimbursement component for community paramedicine.

OHIO

2015 House ill 64

Main Operating Budget FY2016-FY2017 (see top of page 1751 — Sec. 4765.361)

Signed by Governor John Kasich June 30, 2015.

Becomes effective September 30, 2015.

Allows EMTs and paramedics with fire departments to work on patients in non-emergency situations
either at stations or at residences. Does not appear to specifically address reimbursement.

Effort by Lafayette brings community paramedicine to state

WASHINGTON

2015 Senate Bill 5591

Chapter 93, 2015 Laws

Signed by Governor Jay Inslee on April 24, 2015.

Becomes effective July 24, 2015.

Allows emergency medical services to develop community assistance referral and education services
programs. Does not appear to specifically address reimbursement.

Washington State Signs Community Paramedicine Bill into Law

Page3of3 September 10, 2015
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MedStar Mobile Healthcare

MOBILE
INTEGRATED
HEALTHCARE

“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 Bisognhano
President and CEO
Institute for Healthcare Improvement




AACS

Community
Health
Paramedicine

Candldate
Handbook

-~ * BCCTPC,

The BCCTPC is a subsidiary of

INTERNATIONAL BOARD
OF SPECIALTY CERTIFICATION

52 NAVIGATE® Series Editor: Andrew N. Pollak, MD, FAAOS
ADVANTAGE ACCESS




NFPA 451: Guide for Fire Based Community Healthcare Providers

Alerts: Receive e-mail updates on this document

4 o
About Current & Prior Next Technical Technical
Editions Edition Committee Questions
p
Products &
Training

NFPA 451 is in the early developmental stages prior to beginning full public review and initial revision cycle. The NFPA
Standards Council’s approval is necessary before entering revision cycle. See Next Edition tab for further information on
draft development.

What is NFPA 451?
Official document scope

What does NFPA 451 address?

Articles and Reports
- Fire Based Mobile Integrated Healthcare and Community Paramedicine (MIH & CP) — Data and Resources

Catalog X«

| \ ' NATIONAL FIRE PROTECTION ASSOCIATION
NF~I’A The leading information and knowledge resource on fire, electrical and related hazards




Working for a fire-safe America




The Electronic Medical Record & Billing Systems...
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The Economic Modaels...
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The Service Delivery Models...

* Patient Navigation Model...
o High Utilizer Group (HUG) patients
o0 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
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The 3.0 Transformat




EMS 3.0

The Future of Service Delivery, Reimbursement,
Education, Dispatch, Medical Direction,
Technology and Regulation

lﬁiegraﬁon ‘

Post-discharge
follow up,

NAEMT

Serving our nation’s EMS practitioners

trauma, mass
casualty/disaster

Assessment
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Urgent and Emergent Care Remain Core to EMS

o’

Urgent cardiac,

24/7 stroke, trauma,
emergency medic mass casualty/

dispatch (911) disaster care

Emergency
and critical care
transport

Rapid response,
medical assessment
and treatment




But EMS Must Offer Expanded Roles

[ [

6 | o &0
- Alternative

transportation or
referral to community
health or social
services resources

@ Post-discharge
follow up, Q"

‘I. preventive care

Chronic disease

Nurse advice management
and support




Shared Vision = Industry Alignment!

 National Association of EMTs

« National Association of State EMS Officials NAEM
 National Association of EMS Physicians »
* National EMS Management Association NASENSO A
* National Association of EMS Educators
: . sila MANAGEMENT
 American Ambulance Association . ASSOCTATION

* 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

AMERICAN

AMBULANCE
ASSOCIATION




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.

. 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.

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




Attribute or Lead or Partners
Sub-Attribute Co-Leads
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, NAEMSP

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

Group (EMERG)
Patient/Population TPF/NASEMSO NAEMSP/Association of State and
Information Territorial Health Officers (ASTHO)
Collection and Use
Economic Models AAA NEMSMA/AIMHI/NAEMT

and Finance
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ICMA

Leaders at the Core of Better Communities

Home About Membership Ethics Priorities Partners Career Nety

KCMA Publicaticns / PM Magazine [ June 2015

EMS in the Era of Health Care Reform

Collaborating to Reduce Costs and Improve Care

Community Paramedicine and the Changing Face of Pre-
on Hospital Care

Authar: Fogets Yom e SR neaabon DR

Publshad Dote: S202016 105700 A0
Category: Fulic Heath Prepyrediess, Sesponss & Recovery, Innovsdons, Hosplial Preparedness,

THIRTY YEARS OF
CARING (5 INNOVATION

MOBILE HEALTHCARE

EFFICIENTGOV

HOMFE  LATEATROSTS CATROGOAMS~ TTCH FDITCAS PICES GRANT NEWS

EMS In 2015:
Demonstrating Value in
a Changing Healthcare
System

EMS WILL PLAY AN INTEGRAL
ROLE AS THE COMMUNITY

PARAMEDICINE CONCEPT EVOLVES

BY DAVID K. TAN, MD, FAAEM




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
dOllOlOOl/Ja m320152830 JAMA Ame:ican Medical Association

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://iama.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.qg., emergency medical
services) as a seamless component of health
care delivery rather than merely a transport
mechanism.

/A NATIONAL |
TRAUMA CARE
SYSTEM |

Integrating Military
and Civilian Trauma
Systems to Achieve

LERD

Preventable

DEATHS
k. After Injury
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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
“L30m
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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 | 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.
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https://www.advisory.com/research/care-transformation-center/care-transformation-center-
blog/2015/10/community-paramedicine-webcon-recap
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COST & PAYMENT

Giving EMS Flexibility In
Transporting Low-Acuity Patients
Could Generate Substantial
Medicare Savings

AusTrACT Some Melicare beneficiaries who place 911 calls to request an
ambulance might safely be cared for in settings other than the emergency
department (ED) at lower cost. Using 200509 Medicare claims data and
a validated algorithm, we estimated that 12.9<16.2 percent of Medicare-
covered 911 emergency medical services (EMS) transports involved
conditions that were probably nonemergent or primary care treatable.
Among beneficiaries not admitted to the hospital, about 34.5 percent had
a low-acuity diagnosis that might have been managed outside the ED.
Annual Medicare EMS and ED payments for these patients were
approximately $1 billion per year, If Medicare had the flexibility to
reimburse EMS for managing selected 911 calls in ways other than
transport to an ED, we estimate that the federal government could save
$283-$560 million or more per year, while improving the continuity of
patient care. If private insurance companies followed suit, overall societal
savings could be twice as large.
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Triple threat: Achieve
multiple goals with
community paramedics

9:30 AM on October 2, 2015 by Christina Wild

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.

Here are answers to questions we get frequently asked about developing a community
paramedicine program.




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.”

KNEAWLEDGE CENTER

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.

GOVERNING

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

(USNews | HEALTH

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 % USATODAY
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 THE WALL STREET JOURNAL.

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 H&HN

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. H&HN
Additional Benefits L e

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 | 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.

Modern

Healthcare

The leader in healthcare business news, research & data

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 THE WALL STREET JOURNAL.

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.

Che New York Times

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.”

KHN

KAISER HEALTH NEWS

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 | was 14 years old,” she says. “My anxiety triggers it when | go places so | 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 | 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.
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Paramedicine Programs
Making House Calls

But Scope of Practice Under Serutiny

by CHARLOTTE HUFF
Special Contributor to
Annals News & Pespuctive

orerra  Crittenden  had  been
checking her weight daily w©
warch for any fluid buildup thar
might sigmal worsening congestive
heart failure. Late one week last fall,
the number on the scale began w©
climb upward, romling 6 pounds in
just 2 days.
By then it was Friday afternoon,
and when her family physician's office
was contacted, Cn den was advised

Offering paramedic backup for
patients like Crittenden is one of a
cross section of sewvices thar MedStar,
the ambulance service for Fort Worth,
TX, provides through its community
paramedicine  program.  Through
contracts with vanous health entities,
they amssist frequent users of the
emergency system, patients who have
been recentdy discharged from the
hospital, 2 well & patients in hospice
care. Enthusiasts for the model, which
is pmoliferaring around the country,
say that it can rap the undemsed skills
of lics o reach patients who

to seek help ar a nearby emergency
deparrment (ED). So the family con-
racted 911, and 2 vehicles armived,
an ambulance and another with the
same system, staffed by a community
pammedic.

After Crrtenden’s viml signs were
checked, including some blood work,
the 89-year-okl Fort Worth woman was
given the choice to remain ar home and
determine whetheran i dose

¥

might otherwise not receive medical
care or unduly stmin the emer-
gency system with low-acuity medical
problems.

Historically, ambulances have
served & “a mxi service,” only reim-
bused if they tmnsport a patent, said
Marr  Zavadsky, MS-HSA, EMT,
MedStar's chief strategic integration
officer and thar community medicine

of R ) Amin: { by the
community pammedic—would ease
the fluid buildup. The family jumpedar
thar option, recounted Joy Gilliam,
Critrenden’s daughter, when another
paramedic rerumed to check on Crit-
tenden thar evening. “She felt good
enough not to go to the ER,” Gilliam
said, “but she still needed help.”

program’s founder. “So many of the
people thar we respond 1o don't
necessarily need to be in an emergency
room,” he said, noting thar at least one
thind of MedStar's calls aren’t deemed
urgent enough to acrivate the siren.
MedStar, which piloted its pro-
gram in 2009, is one of the earliest
pioneers for the concept, sometimes
also called mobile integrared health

care. By 2014, there were ar least 103
such programs natonally, accorling
© a survey by the National Asocia-
tion of Emergency Medical Techni-
ciars.' Other early programs include
those launched in rural areas of
Colorado and Mi In 2015,
California stareed a pilot thar is
esting the concepr in a dozen sites
around the state, funded through a
$1 million grant from dle Califomia
Health Care Foundation.”

Bur some observers, including
physicians, advise a dose of cantion. So
far, dara on these programs’ safery and
cost-effectiveness are limited, accond-
ing to one analysis published early last
year in Annals of Emergency Medicine”
In California, thar state's chaprer of
the Amercan College of Emergency
Physicians (ACEP) has criricized
some aspects of the multisite pilot
project there, saying thar it gives
pamedics wo much autonomy to
transport a patient elsewhere, such as
0 AN uIgent care center.

“I think our main concern is the
safety of having a pammedic deter-
mine in the field that a patient who
called 911 doesn't need 1o be seen in
the ER," said Aimee Moulin, MD,
president-elect  of the Califomia
ACEP. “"Determining whether an
emergency condition exists, we feel
like, is the purview of the emergency
medicine physician rather than a
paramedic.”

PRIMARY CARE VERSUS
NAVIGATION
roadly speaking, the programs
Badop: one of 2 focuses, depend-
ing on where they are based.
Rural areas, such as Eagle County ina

Volume 69, %0. 1 : Jamuary 2017
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oretta  Crittenden had been

checking her weight daily to

watch for any fluid buildup that
might signal worsening congestive
heart failure. Late one week last fall,
the number on the scale began to
climb upward, totaling 6 pounds in

just 2 days.

By then it was Friday afternoon,
and when her family physician’s office
was contacted, Crittenden was advised
to seek help at a nearby emergency
department (ED). So the family con-
tacted 911, and 2 vehicles arrived,
an ambulance and another with the
same system, staffed by a community
paramedic.

After Crittenden’s vital signs were
checked, including some blood work,
the 89-year-old Fort Worth woman was
given the choice to remain at home and
determine whether an intravenous dose
of furosemide—administered by the
community paramedic—would ease
the fluid buildup. The family jumped at
that option, recounted Joy Gilliam,
Crittenden’s daughter, when another
paramedic returned to check on Crit-
tenden that evening. “She felt good
enough not to go to the ER,” Gilliam
said, “but she still needed help.”
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Oftering paramedic backup for
patients like Crittenden is one of a
cross section of services that MedStar,
the ambulance service for Fort Worth,
TX, provides through its community
Through

contracts with various health entities,

paramedicine  program.
they assist frequent users of the
emergency system, patients who have
been recently discharged from the
hospital, as well as patients in hospice
care. Enthusiasts for the model, which
is proliferating around the country,
say that it can tap the underused skills
of paramedics to reach patients who
might otherwise not receive medical
care or unduly strain the emer-
gency system with low-acuity medical
problems.

To cover the various low-level and
more urgent crises that might arise,
community  paramedicine  teams
operate around the clock. Any 911
call that’s linked to a patient in the
community paramedicine program, as
Crittenden was, reaps a 2-pronged
response, one from an ambulance
and the second from a community

paramedic.

When Ebbett arrived at Critten-
den’s home Friday evening, she had
already shed 4 pounds over numerous
bathroom trips and was sitting at the
table, eating dinner with gusto. “You
all did a great service for me,” she

said.
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The Future...

Key Metrics: Top 10 Lists

Highest to Lowest Fiscal Year
Market Pension Debt/Household v|2015 ¥
Submit

& o

Rank Market Pension Debt/Household
1 Alaska $110,538
2 California $92,748
3 lllinois $84,353
4 Conneclicut $81,273
5 Hawaii $67,638
6  Massachusetts $65,075
. ‘lll!lj"l._X_ \"Iv’r!/\’)‘(vl‘l‘ :
CARING (5 INNOVATION 7 A r 3\63,297
1986 2046
8 New Mexico $60,821
9 Oregon $57,844
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10 Nevada $56,695



Questions?

THIRTY YEARS OF
CARING (> ATION

1986 30 2016

MOBILE HEALTHCARE



Ask an Expert:
Text (657) 4MIH360
Submit a Question Card
or Visit the Table in the Lobby

Friday, February 3, 2017



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.

Mobile Integrated Healthcare 360 Arizona
Friday, February 3, 2017



VASU REGIONAL
MEDICAL CENTER

Community Paramedic Program
and Partnership
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Presented By:

Lake Havasu City Fire Department
&

Havasu Regional Medical Center

VASU REGIONAL
MEDICAL CENTER
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Lake Havasu City

Island Resort Community
6 Fire Stations ALS Staffing (22-25 per day)
8500-9000 responses per year

1 Hospital Havasu Regional Medical Center
171 Beds 8000 admits annually

2 Urgent Cares
Limited to no Mental Health Services
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Adapted Response Staffing

24/7 365

* Station 1
e 1 ALS Engine 3 personnel (2medics)
* 1 AR1 2 personnel (1Imedic)

* 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)
b)

C)
d)

e)

Seek involvement with their advisory boards, readmission coalition, board
of trustees, etc.

Provide EMS capability education and community healthcare gaps to the
CEO, CNO, and CFO.

|dentify Mutual 911 / Hospital goals community minded
Established connection with community stakeholders

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
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Main Objective
Follow The Triple Aim

The “Triple Aim”
(

M.f

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

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




Additional Objectives
Expectant Outcomes

Reduction in 911 responses for repeat
readmission users

Opportunity for Community Paramedics to
intervene prior to 911 call.

Better connection / understanding between
primary care providers and EMS

Connect patients with available community
resources

Shift from reactive system to preventative
system

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 CEQ’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

From HRMC

Patient is Discharged

Patient Has Follow Up Within 3
Days of Being Discharged

J

Preventative Intervention is
Provided by LHCFD ARV Unit
which Reduces the risk of an
Emergent Situation or Calling 9-1-
1

J

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

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

Patient’s Outcome may have
been Compromised and
Costly
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One - Team

/Hospitals \ One - Focus

\ Pharmacies /

Home
EMS Health
Fire Dept _

: Hospice
Physician %
Groups S5
Urgent Care 5
Facilities o




How the process Works

Patients are Admitted
To The Hospital

CHF, COPD, Pneumonia, <:|
Sepsis, High Rate Users are
Identified Upon Hospital Treats and Cares
Admittance and Their for All Patients for a

Information is Prepared for Successful Recovery
LHCFD Community
Paramedic Program %

Patients are Prepared for
Discharge From Hospital
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. Non Selected Patients are
Enrolled Patients are Discharged with Alternative
Discharged with ARV / CIP Follow Up

Follow Up




Once a Patient is Discharged

Patients Discharged
From the Hospital

LHCFD Readmission
Reduction Screening
by ARV /CIP

<

U

Intervention By FD ARV Unit

. Assess

1
2. Assess + assist with PCP appt.
3. Assess Treat + Refer (future)
4. Assess, Treat, + Transport

Discharging Physician
Screens All Patients for
Home Health Needs

<=

U )|} |}
Primary Care Physician or Urgent Care Emergency Room

Specialty Physician

Facility
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Patient Contacts

290 Patients
Declined

615 Patients
Enrolled in the
ARV Program

905 Patients Qualified To Be Enrolled In The
CIP/ ARV Program — 615 Enrolled
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Quarterly Enrollment

120 W 3rd Qrt 2014
M 4th Qtr 2014
100
W 1st Qrt 2015
80 M 2nd Qtr 2015 S
60 0 3rd Qtr 2015
B 4th Qtr 2015
40 s
@ 1st Qtr 2016 Z
oV
20 l 2nd Qtr 2016 (=
A,
m3rd Qtr 2016 S
0 748
2014 2015 2016 M 4th Qtr 2016 <h
615 Patients Entered the CIP/ARV Program I
2z

(From Program Start Date — July, 2014 to December 31, 2016)




Hospital Outcomes

Discharge Appointments

«Completed rapid cycle test on one
unit for 30 days

«Currently 100% (80% improvement)
of patients appointments are being
made with 85% (70% improvement)
making to the original
appointment.

Patient Education

eeFocusing on CHF education

e eReviewing quality and quantity
of written discharge instructions

Post Acute

ee Develop post acute d/c plan
for all patient with high risk
for readmission

e ePost —acute huddle with
CM, MD, SNU to discuss
patients who failed after
multiple levels of care
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Readmission Percentage

25.0%

20.0%

15.0%

10.0%

5.0%

0.0%

Hospital Outcomes

Acute Myocardial Infarction

A

SO

1Q14 2Q14 3Q14 4Q14 1Q15 2Q15 3Q15 4Q15 1Q16 2Q16

Acute Myocardial Infarction ~ ceeece Trendline
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Readmission Percentage

Hospital Outcomes

Congestive Heart Failure

25.0%

20.0%

15.0%

10.0%

5.0%

0.0%
1Q14 2Q14 3Q14 4Q14 1Q15 2Q15 3Q15 4Q15 1Q16 2Q16

Congestive Heart Failure ~ eeeeee Trendline
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40.0%

35.0%

30.0%

25.0%

20.0%

15.0%

Readmission Percentage

10.0%

5.0%

0.0%

Hospital Outcomes

Chronic Obstructive Pulmonary Disease

1Q14 2Q14 3Q14 4Q14 1Q15 2Q15 3Q15 4Q15 1Q16 2Q16

Chronic Obstructive Pulmonary Disease ~ eeceee Trendline
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Readmission Percentage

Hospital Outcomes

Pneumonia

18.0%

16.0%

14.0%

12.0%

10.0%

8.0%

6.0%

4.0%
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Pneumonia eeeeee Trendline
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Program results / outcomes

27 Patients (high rate / risk
users)

, , Readmitted Within 30 Days
b?/.tps.t'e;;SDReadT:f.t ef 4~ ofFirst Visit by the ARV
ithin ays of Firs B
4 3/1/2016-12/31/2016

Visit by the ARV
7/1/2014 -2/29/2016

W Patients With Positive
Outcome

572 Patients Had
A Positive
Outcome
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Outcomes

615
182 Patients .
with Patients
medication visited

discrepancies

433 Patients
with proper
medications
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29% Patients With Medication Discrepancies
Down From 60% on Program Inception




Outcomes

Home Health Validation / Referral

M Total patients visited
M Patients already on Home Health

M Patients refered to Home health via PCP

67 Patients Referred Via PCP

18.23%

102 Patients already

on Home Health 446 Patients

Did not qualify for
Home Health
based on hospital

73.74%

615 Patients Visited
as of 12/31/16

Results of Program
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9000
8000
7000
6000
5000
4000
3000
2000

1000

Outcomes

Rescue - EMS Incidents

Annual Total Incidents

W 2010
M 2012
2013
02014
02015
W 2016
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Outcomes

200
180 142
160 119 121

140 =

120
100 71

132

95

B Worsened
24
40 O Unchanged

60 35

E Improved

Understanding the Program and Health Care Plans

218 Completed and Returned their Customer Satisfaction Survey’s
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Outcomes

250
200
150
B Not Satisfied
100 -
O Somewhat Satisfied
50 O Not Sure / Average
M Satisfied
0 N o . . . E Very Satisfied
é’b(’ ®<< KA\O &’bé & 6 &’bé\ (b&
(;0 ) ‘—)Q’ oo % ‘O% OQO
N & K S N Q Q¢
','Q’b ‘C\ \\0 \}Q LL© .@ e
\0\ 0\\ $ $ (\QO <</°‘0 k®
oS N NS N S o
Q - (\(J ’5\‘\
Q@Q Q/{\Q/ Q}"\‘
Q\«QI <<;\~Q <<;\‘Q

Satisfaction of the Program

218 Completed and Returned their Customer Satisfaction Survey’s
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Outcomes

250

200

150 -

E Yes
100 - B No =
<
Undecided 7 I
0Oz
50 S
Qo
0 ‘ \

Would You Should The Fire Dept
Recommend This and HRMC Continue
Service To Others The Program
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Where Are We Now

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

Data Merging
* Funding

Treat and Refer program organization
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What other patient types may benefit from service




Questions

298



Contact Information:

AVASU REGIONAL
MEDICAL CENTER

Aphreikah DuHaney-West, CNO

Havasu Regional Medical Center
101 Civic Center Lane
Lake Havasu City, Arizona 86403
e (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
e (928) 855-1141
e stelloj@lhcaz.gov
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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




The Buzz on MIH: Keys to
Sustainability

e 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

Mobile Integrated Healthcare 360 Arizona
Friday, February 3, 2017



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

Mobile Integrated Healthcare 360 Arizona

Friday, February 3, 2017

Questions:
Text
(657) 4MIH360

Or Submit a
Question Card



Arizonans
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Goals

efforts to help
be healthier and live well

between groups and

— health is more
N care.

oolicies and systems for change

VI ta IY:OUNDATION

HEALTH

A CATALYST FOR COMMUNITY HEALTH
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Learn more at:
www.LiveWellAZ.org
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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.

Friday, February 3, 2017



