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EMS Core Content
-2.0 Medical Oversight of EMS??
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EMS AGENDA 2050

Twenty years ago, pioneers and leaders in the EMS
industry described a vision of data-driven and evidence-
based systems in the EMS Agenda for the Future. Since
then, the profession has worked tirelessly to fulfill the
vision set out in that landmark document.

Throughout 2017 and 2018, the EMS community came
together to develop a new vision for the future of EMS.
EMS Agenda 2050 was a collaborative and inclusive two-
year effort to create a bold plan for the next several
decades. EMS community members, stakeholder
organizations and the public were all involved in writing a
new Agenda for the Future that will set forth a vision for
the next thirty years of EMS system advancement. Soon,
the final EMS Agenda 2050 will be released, marking not
the end, but the beginning of a new era for EMS as we
work together to turn the vision into a reality.




Questions

* |s EMS YOUR practice of medicine?

* Do you believe/trust your data?

* How do you define success in your system?
* Does your system add Value?

* Change Behavior or Response?

i

NAEMSP




he Healthcare System Isn’t Broken

't is Functioning as Designed

i

NAEMSP




The Problem: Medical Costs are Rising

4 N\
Medical Costs Trends!!)
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Current State of U.S. Medical Costs
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. Medical cost trends have outpaced inflation 8.0% . .
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. Financial strain on consumers results in >o%
difficulty affording medical care and drugs 4.0%
3.4%
«  Payors are under pressure to control spend 2.0%
and improve outcomes
0.0%
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(1) Medical cost data sourced from PwC report: “Medical Cost Trend: Behind the Number 2026. Inflation data sourced from Bureau of Labor
Statistics through Investopedia.



Concentration of Spend Across Population

Spend Analysis Share of Total Health Spending by Percentile (2022)

A smalll portion of patients consume the
majority of spend

Top 5% of people account for half of all
healthcare spend

Top 1% of people have average spending of
~$150,000 per year

Top 20%

Source: KEF analysis of 2022 Medical Expenditure Panel Survey


https://www.kff.org/health-costs/health-policy-101-health-care-costs-and-affordability/?entry=table-of-contents-how-does-health-care-spending-vary-across-the-population

The Current State of EMS

EMS Trends ¥’ Only 8% of 911
ambulance

calls are

* 911 Call volume is increasing without

commensurate increase in resources for true time-

sensitive
emergencies *
» High rates of turnover and burnout among

Crews

60% of the non-
emergent calls
could be safely &

* Low proportion of 911 calls are for true
emergencies

T

better served by
* High rate of avoidable transports to ED that aE"Méglfmaﬂvent?
could be treated elsewhere ranspo

Source: Dispatch Categories as Indicators of Out-of-Hospital Time Critical Interventions and Associated Emergency Department Outcomes



Concentration of EMS Use Across Population

Frequent Utilizer Analysis / \

* High-utilizers of ambulance resources Rest
account for an outsized amount of medical Rt Rest
spend

« Top 10% of patients consume 35% of
utilization and spend, average 6+ transports

20%

10%
« Top 20% of patients consume 50% of Cohort % Top 10% Top 20%

utilization and spend, average 4+ transports
ETop10% ®=Top20%  Total

Source: Billing data from select EMS agencies




Payor Experience of EMS

[ Current State: EMS is dispatched to patient, default response is to transport patient to ED ]

Ambulance to ED —>
Ambulance to ED to A
—
Ambulance to ED to A
Inpatient Stay ##@
Average cost of episode initiated at 911 $4,500

Source: Analyzed claims data from RBE




B VIEWPOINT

JAMA@
The Javrma| of §he Gmer cen FMedical Sssoc atios

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

Kevin Munjal, MD, MPH
Brendan Carr, MD, MS

668 JAMA, February 20, 2013—Vol 309, No. 7




We do a lot of things to our patients.....

I've secured the impedance threshold, end-tidal volume,
dead space, vesicular excursion, rate/depth, tic tack
dispenser, ketone, akalotic/acidotic, alveolar elastic, and
blood alcohol automatic analyzer detectors... but now I
can't remember the patent’s chief complaint.
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8% of EMS Responses get Transported

I PATIENT/CREW DISPOSITION

Incident/Patient Disposition Name  Count of Events  Percent of Total

Patient Treated, Transported by EMS 21,065,219
Canceled (Prior to Arrival At Scene] 2,332,290
Patient Treated, Transferred Care to Another EMS Professional 2,329,724
Patient Refused Evaluation/Care (Without Transport] 2,11,613
Patient Treated, Releasad |[AMA] 1,824,722
Canceled on Scene (No Patient Contact) 1,496,872
Canceled on Scene (Mo Patient Found) 1,147,272
Patient Evaluated, No Traatment/ Transport Required 863,636
Patient Treated, Released (per protocal] 779,707
Assist, Unit 693,021 1.9%
Assist, Public 418,21 1.2%
Assist, Agency 407,062 1.1%
Standby-Public Safety, Fire, or EMS Operational Support Provided 294,953 0.8%
Patient Dead at Scene-MNo Resuscitation Attempted (Without Transport] 260,615 0.7%
Standby-Ma Services or Support Provided 16,676 0.3%
Patient Dead at Scene-Resuscitation Attempted (Without Transport] 106,006 0.3%
Patient Treated, Transported by Private Vehicle 46,770 0.1%
Patient Treated, Transported by Law Enforcement 41,522 0.1%
Patient Refused Evaluation/Care (With Transport) 19,101 0.1%
Patient Dead at Scene-MNo Resuscitation Attempted (With Transpor) 6,267 <0.01%
Patient Dead at Scene-Resuscitation Attempted (With Transport] 3,304 <0.01%
Transport Non-Patient, Organs, ete. 2,698 <0.01%

TOTAL 36,367,261

Inclusion eriteria: @11 initiated cnd patient canlect was made. Yalues that were marked Mot Appheable or MNat Recorded are removed.




Is Call Intake Information Useful?

PREHSPITAL EMERGENCY CARE Taylor & Francis
https:/fdoLong10.1080/10903127 2024 2342015 Tafer & Franck Goap

L] W Ctuce tor cpastza
E M D D ete r m I n a n t Dispatch Categorles as Indicators of Out-of-Hospital Time Critical Interventions

and Assoclated Emergency Department Outcomes

Matthew J. Levy®, Remle P. Crowe®, Heidi Abraham®, Anna Balley Matt Blue®, Reinhard EkI®, Eric Garfinkal®,
Joshua B. Holloman', Jeff Hutchensg Ryan Jacobsen”, Colin Johnson', Asa Margolls Ruben Troncoso®,
Jefferson G. \l\l'llllamsvj and J. Brent Myers'

*Johns Hopkins University, Baltimore, Maryland; ®ESO, Austin, Texas; “Austin Travis County EMS, Austin, Iexax"“cmue of the Medical
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Seithfield, North Carolina; 3Guilford County EMS, Greensbaro, Morth Cai mha,v\]ﬁceuflhen\edlcalﬂiecm(lnlmmmymsmm
Olathe, Kansas; 'Lee County EMS, Fort Myers, Floridz; Wake County EMS, Ralelgh, North Carolina

Transport Trends

Time-Critical Intervention

ABSTRACT

Objectives: Emergency medical services [EMS] systems increasingly grapple with rising call vol-
umes and workforce shortages, forcing systems to decide which responses may be

Limited research has linked dispatch codes, on-scene findings, and emergency department {EDZI
outcomes. This sludy evaluated ihe asscu:anun belwaen dispatch categorizations and time-critical
EMs ined by and ED outcomes. Secondal we proposed
a framework fo( identifying dispatch categorizations that are safe or unsafe to hol in queus.

Time-Critical ED Outcome B B D o & i

and ED ispositions were as time-critical using a multi-
rounsd consensus survey. The primary cutcome was the proportion of EMS responses categorized
as time-critical. A non-parametric test for trend was used to assess the proportion of time-critical
responses Determinant levels. Based on group consensus, ProtocolDeterminant level combina-
tions with at least 120 responses (~1 per week) were further categorized as safe to hold in queue
[=1% time-critical intervention by EMS and <5% time-critical ED' outcome} or unsafe to hold in
queue (=10% time-critical intervention by EMS or =-10% time-critical ED outcome).
Results: Of 1715612 EMS incidents, 6% (109.250) involved a time-critical EMS intervention.
Among EMS wmmmhkedmmdmﬁﬁm 12% had time-critical ED outcomes.
The proportion of time-critical EMS interventions increased with Determinant level (OMEGA: 1%,
ECHO: 38%, p-trend < 0.01) as did time-critical ED outcomes (OMEGA: 3%, ECHO: 31%, p-trend =
0.01). OF 162 unique Protocols/Determinants with at least 120 uses, 30 met criteria for safe to hold
in queue, accounting for 8% (142,067) of incidents. 72 Protoc met cri-
mhunnfemmummnghmwﬁﬁﬂoflnudmﬁm of 32 ALPHA level
Pmlmolsmd}'l?DMEﬁAlevelemmlsm proposed criteria for unsafe to hold in queue.
s In general, Dy il lewels aligned with time-critical responses; however, a not-
able minaority of lower acuity Determinant level Protocols met criteria for unsafe to hold. This sug-
gests a more nuanced approach to dispatch prioritization, considering both Protocol and
Determinant level factors.

Safe or Unsafe to Hold in Queue

Introduction EMS systems utilize standardized dispatch response priori-
tization systems designed to match a response’s acuity and
urgency with appropriately resourced response units (5,
7-9). However, most dispatch systems were not designed to

Increasing emergency medical services (EMS) call volumes
and workforce shortages create resource challenges, imped-

ing the ability of agencies to respond immediately to every
call for service (1-4). With multiple simultancous requests
for emergency response, often complicated by limited ambu-
lance availability to meet call demand, dispatchers must
decide which calls are emergent and thus reguire immediate
response versus which may be safely deferred o preserve
readiness until more resources are available (5.6). Many

CONTACT Matthew 1. Levy (&) levyahmlady

identify which calls need an immediate response versus
which can be safely held in a quene.

In times of low unit availability, EMS systems may rely
on the dispatch acuity Determinant level to determine which
requests will receive immediate dispatch and which may be
delayed for dispatch or referred w alternative options such
as telemedicine or secondary nurse triage. However, this

3 supplemental data for this armide can ba accessed online at https://dol.oeg/ 0.1080/10903127 2024 7343015,

2 7024 Mational Aenclation of EMS Physiclans




Can we respond differently to certain

911 calls?
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Can EMS Support Cost of Care Initiatives?

Unique value creation in EMS

n Differentiated Patient Access

EMS Capabilities

a Community Trust

B Patient Data

B3 Ciinical Capability

® Alternate responses

* Treat no transport
* Re-navigate low acuity callers to alternative
destinations

m ngh -Utilizer Management

Proactively outreach and manage high
utilizers who utilize significant public and
health resources

* MIH response teams



Emergency Triage, Treat, and Transport (ET3)

EMERGENCY TRIAGE, TREAT
AND TRANSPORT (ET3) MODEL

l =ve

A MODEL FOR BETTER COMMUNITY HEALTHCARE
HOW ONE THE TRIPLE AIM FROM A FEDERAL

EMS SYSTEM ACHIEVED
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Mobile Integrated Healthcare Practice

Mobile Integrated Healthcare Practice:
A new, innovative healthcare delivery strategy.

Increased Access

MIHP intreduces a novel delivery strateqy *or an
inter-professional practice of medicine, It is

desgnad to serve a range of patients in the out-of-

haspital setting by providing 24/7 noods-based at

Improved Outcomes

The MIHP modal is patient-centerad, with an
emphasis on ease of access o care, developng
new non-tracitional porfals of entry, continuity of

care and transparency. It is through the synergy of

Cost Reduction

The MIHF strategy is designed to suppornt and
augment olher patent-cantered delivery modess
including the Pabent Centered Medical Home, the
Cnronic Care Model and the Accountable Care




Concept

* Interprofessional team

* Practicing at top of scope
* Person Centered

* EMS Inclusive

* Financially Sustainable
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Mobile Health Implementation Plan

* What problem are you trying to solve?
e Disease specific
* Population specific

e Community Needs Assessment

* Community Resources
* Volunteer
e Health System

e Can Do vs Should Do
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Start at the End

 \What are the results

* How do we measure them

e EMS data
e Health data

* Financial Measurements
* Cost vs Savings
* Medical Actuary

m
S
-3
v Y<§

products
product

effectiveness :
mte%wew

¢47
$1'»
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Considerations

* Legal and Legislative

e Political Environment

e Labor Management
e Healthcare Delivery

e Education and Training
* Budgeting and Staffing

 Staff pulled from regular duties

e Staff Selection
* Not always your best paramedic
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Technology

e Health Information

e Electronic Medical Records
e Records vs Reports

e Telemedicine
e Tele-Health

i

NAEMSP




Funding

* Medical Contracting
* Fee for Service
 Capitation/IPAs/ACOs
e Shared Savings
* LPG/DSRP

* Learn Billing/Coding

* Primary Care vs Emergency
¢ 99283 (1.4 RVU) Allowable $68.29
* 99203 (1.6 RVU) Allowable $108.97
e 99213 (1.5 RVU) Allowable $89.01

e CMS ED 80/20 with $S257 deductible




Programs Examples

* Care Navigation
e Low Acuity Complaints
* Loyalty Programs
e Addiction
 Mental Health

* Primary Care

e Health Risk Assessments
e Medicaid Reimbursement for Paramedic

 Readmission Avoidance
e Transitional Care Programs
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Looking into the FUTURE:

* 911 caller triaged

* Time Critical Emergencies Identified

 Ambulance dispatched
* Field referral for Navigation

e Low Acuity Callers

* Linked to Payor data
 Needs identified
e Resources located

* Caller Navigated
‘ e Responsible entity notified

A
tﬁ( * Closed loop confirmation

NAEMSP




Medical Director of Future

 Clinical Expert
Educational Advisor

Consulting Physician
* Liaison
* Advocate
e Office Manager
* (Case Manager

Revenue Cycle Advisor

Patient Advocate
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A Vision
without Resources

is a Delusion....
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Conclusions

* Change response to a Behavior

* Future is more than transportation
e Care Coordination
* Care Navigation
* Definitive Care

* Less EMERGENCY
* More MEDICINE

* Definitely SERVICES
P
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Questions?
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Resources

Emergency Response

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

By Sreenivasan Ranganathan, Fire Protection Research Foundation | 30-Apr-2016

MIH-CP
MIH-CP Program Toolkit
MIH-CP Knowledge Center
MIH-CP Agency Contact Form

The concept of Mobile Integrated Healthcare and Community Paramedicine (MIH & CP) has existed for quite some time internationally, but has been less prevalent in the
United States. The primary purpose of MIH & CP programs is to provide healthcare services directly to patients on location therefore minimizing trips to the hospital. Fire
Departments have typically always responded to medical emergencies, regardless of whether or not a fire has occurred. Many Emergency Medical Services (EMS) rely on
Fire Departments to easily reach out to their communities. The main objectives of this project include identifying where mobile integrated healthcare and community
paramedicine (MIH & CP) is used in the USA, determine what information is available from those communities, and produce a report to help the NFPA Technical Committee
(TC) on Emergency Medical Services (EMS-AAA) develop a document relating to firebased MIH & CP systems.

The project tasks included:

« Conducting a literature review and preparing a report on the information regarding the best practices in MIH & CP programs (with a focus on fire-based MIH & CP
programs in the United States).

« Understanding how existing EMS resources are being used to provide services, through available fire-based case studies.

« Conducting a brief literature review on functioning MIH & CP programs from around the world.

« Identifying resources and reference materials available regarding these functioning programs. 2nd NATIONAL MIH-CP SURVEY

Fire Based Mobile Integrated Healthcare and Community P
(MIH & CP) - Data and Resources

Download the Full Report

AEMSP

Member Portal

NAE MT* Advancing the EMS profession

JOIN EDUCATION ADVOCACY

Select Language R Powered by

INITIATIVES RESOURCES EVENTS ABOUT NAEMT ABOUTEMS

Home / Resources / MIH-CP

Mobile Integrated Healthcare-Community Paramedicine

Mobile Integrated Healthcare-Community Paramedicine (MIH-CP) is the provision of healthcare using patient-centered, mobile
resources in the out-of-hospital environment. MIH is provided by a wide array of healthcare entities and practitioners that are
administratively or clinically integrated with EMS agencies, while CP is one or more services provided by EMS agencies and
practitioners that are administratively or clinically integrated with other healthcare entities. View Vision Statement.

Background
The landmark 1996 EMS Agenda for the Future called for EMS to add service [ines and, therefore, value to the communities it
served through: “C based health

modify illness and injury risks... able to provide acute illness and injury care and follow-up, and, able to contribute to treatment of
chronic conditions and community health monitoring...”

fully integrated with the overall health care system... able to identify and

Beginning in the early years of the new millennium, a handful of innovative EMS agencies began to offer community healthcare
services often called “"community paramedicine” (CP) to their patients. As the cost of healthcare continued to skyrocket while the
overall health of the U.S. population declined, healthcare payers - both private insurance companies and the federal government,
through Medicare and Medicaid - began transitioning from a fee-for-service payment model that links payment to the quantity of
care provided to a payment model linked to the quality of care provided and measurable patient outcomes. As a result. previous
distinct healthcare delivery entities including hospitals, physician groups, nursing homes, and many others, began to coordinate
the care they provide resulting in the creation of large “integrated healthcare delivery systems.”

Today, hundreds of EMS agencies across the nation, of all sizes and types are partnering with hospitals, primary care physicians,
nurses, and mental health and social services providers on innovative programs that navigate patients to the right level of care.
The goal: to lower costs, improve care, and enable EMS practitioners - including EMTs, Paramedics and Community Paramedics -




	Slide 1: Mobile Integrated Healthcare The Future of E(U)MS?   Jeff Beeson DO, FAEMS Fort Worth, TX
	Slide 2: Disclosures:
	Slide 3: EMS Core Content  -2.0 Medical Oversight of EMS??
	Slide 4
	Slide 5: Questions
	Slide 6: The Healthcare System Isn’t Broken  It is Functioning as Designed
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13: We do a lot of things to our patients…..
	Slide 14: 58% of EMS Responses get Transported
	Slide 15: Is Call Intake Information Useful? 
	Slide 16:  Can we respond differently to certain 911 calls?
	Slide 17
	Slide 18: Emergency Triage, Treat, and Transport (ET3)
	Slide 19
	Slide 20: Mobile Integrated Healthcare Practice
	Slide 21: Concept
	Slide 22: Mobile Health Implementation Plan
	Slide 23: Start at the End
	Slide 24: Considerations
	Slide 25: Technology
	Slide 26: Funding
	Slide 27: Programs Examples
	Slide 28: Care Navigation
	Slide 29: EMS Medical Practice
	Slide 30: Looking into the FUTURE:
	Slide 31: Medical Director of Future
	Slide 32: A Vision  without Resources  is a Delusion….
	Slide 33
	Slide 34: Conclusions 
	Slide 35: Questions?
	Slide 36: Resources

