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EMS Office Assessmenttbé Status of
Community Paramedicine/Mobile Integrated Healthcare in the
States and Territories

Executive Summary

Community paramedicine (CP) first emerged as a formal concept in 2001, though EMS personnel
previouslyserving in other than emergency response ratemanyplaces for many yeamsas
documented in theRural and Frontier EMS Agenda for the Fu(dgendg in 2004

TheAgend® dftermath was markedvith an acceleration o€Pstart-ups, particularlyevident in the past

five yearsas the health care system and its priorities haagidlyevolved Increasingly, state and

territorial EMS offices have been involved in leadership and regulatory aspects of CP system and service
development. The purpose tfis report is to assess that progress and its impact.

Forty-nine of 56states and territorie$88%) responded to thigall 2014 to Spring 20Earvey Only five
EMS offices reportedo known CP related activitin their states. Jugen (20%)EMS offtesreported
having no agencieactivelyplanning ormproviding some form of CP servicencther tenEMS offices
reported services in the planning/development stages, and the remaining 29 (60%) had between one
and twentyfive agencies offering CP type sees.

Twentyseven state offices (55%) interpret their laws as enabling or not prohibiting CP practices.
Between a quarter and third have made no interpretatiodnother eightstatesexpect to have
legislation in the next three years to enable CP.

Reimlursement of CP practices remains a challenge. -Rixtyper cent (30 offices) reported that
hospitals or health systems are involved in developing reimbursement for CP, however the same
number and percentage of states reported that there is no statewidategy for reimbursement. Fifty
five per cent (26 states) ported activity in trying to achieveimbursement for Medicaid patients.

The report providesome enlightenmentthough no particular trendsabout state EMS office resources
for CP planningand about needs assessment activity, medical direction and performance measurement
for CP programs.

Data collection and data communication tools for the practice®té&nain a problem. The electronic

EMS patient record tde available today were notedigned for CP practice, and do not integrate well
beyond state EMS data systems. This leaves CP agencies to design their own charting tools which
communicate with their partnering physician and other practices, clinics and services, hospitals, payers,
andhealth information exchanges. This often means that CP providers must complete at least two
records for each patient interaction.



Introduction

Community paramedicin@CP¥irst emerged as a formal concept in 20@hough EMS personnel serving

in otherthan emergency response roles was a-noatommon occurrence particularly in rural

communities. The Red River, New Mexico program had EMS personnel providing primary care out of a
FANBK2dza S , dng’EMS eBsormepspivityaural health centers avaphials between calls

going back many years was documented infhwgal and Frontier EMS Agenda for the Futdigendg

in 2004. These practices simply had no particular identity before 2001.

Subsequent to publication of thiegenda,CPbegan to appeami Canada and then throughout United
States, with an acceleration of staups evident in the past five years. Increasingly, state and territorial
EMS offices have been involved in leadership and regulatory aspects of CP system and service
development. Th purpose of this report is to assess that progress and its impact.

Beginning in the fall of 2014 and through the spring of 2015, state and territorial EMS officials
responded to a survey conducted by the National Association of State EMS OfficBEMSDY. Forty

nine of 56states and territories (88%) responded to the survey. At least two states chose not to respond
because of the political sensitivity of the subject.

a2NB NBOSyiGftes GKS GSNXY aY2o Aforpractiofdistilatml 6§ SR KSIF f (K
community parameitine. This is generally an administrative construct of practice relationships among
independent providers for the purpose of navigating patients to an appropriate type and level of care

The significance of the differencestire nomenclature involved is being discussed on the national level

by leaders in this area. For the purpose of this report, and as specified to respondents to the survey,
GKSaS GSN¥Ya INB dzaSR AyidSNOKLI y36ENMobike begragglR OF f £ SR a
I SIf GKOKMBEE 2NJ / t
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territories. State by state status reports were gathered over a seven month period, while activities in
each state have contirad to evolve. This information will serveafirst installment on the NASEMSO
website of an ongoing status report of such projects which will be regularly updated.



Results

States and Territories That Responded
Of 56 states and territories, thfellowing 49 (88%) responded to the survey:

Alabama Idaho Nebraska South Carolina
Alaska Indiana Nevada South Dakota
American Samoa lowa New Hampshire Tennessee
Arizona Kansas New Jersey Texas
Arkansas Kentucky New Mexico Utah
California Louisiana New York Vermont
Colorado Maine North Carolina Virginia
Connecticut Maryland North Dakota Washington
Delaware Michigan Northern Marianas Island: Wisconsin
Florida Minnesota Ohio Wyoming
Georgia Mississippi Oklahoma

Guam Missouri Pennsylvania

Hawaii Montana Rhode Island

States and Territories Reporting-KIBH Planning and Development Activities

Forty-ei

ght of 49officesresponded to ajuestionasking about the extent of @RAIH planning and

development activities experienced to datgith only five repating no activities in this regardOf those
reportingthat activitiesexist, some characterized them as preliminérik A & O dzathers asyivallé

formed

(Maine,

local programsyhile somereported staterecognized ostate-sponsored pilot programs
Califonia, Arkansas, Ohidvlissouri,and Michigan).

Again, the followingtate by state status reports were gathered over a seven month period, while
activities in each state have continued to evolve. This information will serve as a first installment on the
NASEMSO website of an ongoing status report of such projects which will be regularly uddeged.
individual state esponses included

T

Alaska &We currently have the original model for integrated health care which is our
community health aide program.o@murity Health Aide Programmembers get EMT training

and provide coverage in clinics with physician involvement. This is a very robust program with
funding. The new model of paramedic involvement is being considered but has statutory issues.
Wealsohaveehtaf | ARS& Ay | aAYAf I N Y2RS(t o€

American SamoadA needs assessment and report was provided to AS EMS, hospital, public
health and legislature. In a follewp visit, a strategic plan was developed to guide the
implementation of CP in the territory.

Arizona & 5 S LI Ndf e8itif sponsored Camunity Integrated Paramedicine (CIPOnk

group met over a 9nonth period to characterize existing AZ/CIP programs and to identify
resources. A resource document is being developed as a result of the meeting. Spostaneou
CP/MIH programs initiation continues, chiefly in the-fi@sed organizations.

ArkansasdWe are currently looking at enabling legislation forMIIP. We currentijhaveone

pilot program providing GRIIH Carel
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California éThe California EMS Authorityin the final approval process with the State Office of
Healthcare Planning and Development to conduct a Community Paramedicine Pilot Project in 12
sites throughout California. We expect final approval byé¥aver12> HAamn ®€

Colorado dLocal developmentf CRMIH services. Several EMS agencies are doing some form of
CRMIH activities. A couple of agencies have received a home carsé from the state health
departmentto operate their programs; others are doing activities without any state

involvementg

Connecticut 6Educational initiative (summit) to develop further understanding of theMTiR
concept among stakeholdegs

Georgia ¢The Georgia Association of EMS has received a grant from the Georgia Office of Rural
Health to study CIMIH. Awaiting tle final reporte

Guam dinteragency meetings with Guam Fire Department, Guam Community Calet)ygMS
Commission members to include private ambulance and EMS providers, EMS Medical Director
and Guam EMS Officas well as military partners.

Hawaii 6Research and active discussions are being done, focusing on State contracted EMS
services collaborating witheBerally Qualified Health Centeirsrural and suburban areas. This
includes the concept of a shared eallake center that would identify GMIH services from 911
services

Idaho éCommunity Health EMS subcommittee has been added to our state EMS Advisory
Committee to encourage the development of MIH/CP programs and share best practices.
CP/MIH has been discussed as a viable solution to hemléhahallenges in Idaho during the

State Health Innovation Plan (SHIP) project. The EMS Bureau and the state Office of Rural Health
collaborate on the development of CP programs in rural areas of the &tate.

Indiana &Currently our agency has assemblecbanmittee to review the different components

of establishing GMIH in Indiana. We have reviewed the necessary stakeholders and will be
holding an informational session in [2@cber,2014 to review current programs, curriculum,

and possible legislation ne&R ® £

lowa: dinitial planning meetings.

KansasdCurrently, we have one of our EMS associations pursuing the planning and
development of a statewide GRIH plané

Kentucky We have developed a Community Paramedicine Handio#&lentuckyfor services to

use as a reference.

LouisianadWe have various GKIH programs developing across Louisiana. All of these
programs are still at a certificate level as an addendum to the Paramedic license. We are
developing a Master's prepared Advanceddd Paramedic as a mievel practitioner

dedicated for "EMS".

Maine: & ¢ ¢ Spilo@pfojects have been approved Maineand are seeing patients. Evaluation

of CP pilots will be taking place over thext 6-9 months¢

Maryland: & bs a unique healthcareconomy: the state has signed on for the Affordable Care

Act and recently renegotiated an agreement witle Centers for Medicare and Medicaid

Service (CMShat would change hospital reimbursement from Fee for Services to Pay for
Performance. This is @gng pressure for hospitals to form partnerships with EMS and public
health. There is one pilot program in one jurisdiction and much discussion abai$ gosfund
additional projects

Michigan & pproved one CP program to begin in Ma@14. Several tier agencies have

applied to begin programs which are currently undebe S oA G K | yGAOALI GSR



1 Minnesota & hs specific laws for certification of Community Paramedics and specific provisions
the Community Paramedic must work under. The certiftcatequirements, practice
requirements and certification renewal requirements are cited from Minnesota Statute section
144E.28, subd.and subd.60:

0 Subd. 9. Community paramedics. (a) To be eligible for certification by the board as a
community paramedican individual shall: (1) be currently certified as a paramedic and
have two years of fulime service as a paramedic or its ptinhe equivalent; (2)
successfully complete a community paramedic education program from a college or
university that has beeapproved by the board or accredited by a boagproved
national accreditation organization. The education program must include clinical
experience that is provided under the supervision of an ambulance medical director,
advanced practice registered nuggghysician assistant, or public health nurse operating
under the direct authority of a local unit of government; and (3) complete a board
approved application form. (b) A community paramedic must practice in accordance
with protocols and supervisory staattls established by an ambulance service medical
director in accordance with section 144E.265. A community paramedic may provide
services as directed by a patient care plan if the plan has been developed by the
patient's primary physician or by an advangedctice registered nurse or a physician
assistant, in conjunction with the ambulance service medical director and relevant local
health care providers. The care plan must ensure that the services provided by the
community paramedic are consistent withetiservices offered by the patient's health
care home, if one exists, that the patient receives the necessary services, and that there
is no duplication of services to the patient. (c) A community paramedic is subject to all
certification, disciplinary, copiaint, renewal, and other regulatory requirements that
apply to paramedics under this chapter. In addition to the renewal requirements in
subdivision 7, a community paramedic must complete an additional 12 hours of
continuing education in clinical topiepproved by the ambulance service medical
director. Minnesota has statutory language for payment for services by Community
Paramedics. Minnesota Statutes, section 256B5)62

0 Subd. 60. Community paramedic services. (a) Medical assistance covers services
provided by community paramedics who are certified under section 144E.28,
subdivision 9, when the services are provided in accordance with this subdivision to an
eligible recipient as defined in paragraph (b). (b) For purposes of this subdivision, an
eligble recipient is defined as an individual who has received hospital emergency
department services three or more times in a period of four consecutive months in the
past 12 months or an individual who has been identified by the individual's primary
health @are provider for whom community paramedic services identified in paragraph
(c) would likely prevent admission to or would allow discharge from a nursing facility; or
would likely prevent readmission to a hospital or nursing facility. (c) Payment for
savices provided by a community paramedic under this subdivision must be a part of a
care plan ordered by a primary health care provider in consultation with the medical
director of an ambulance service and must be billed by an eligible provider enirolled
medical assistance that employs or contracts with the community paramedic. The care
plan must ensure that the services provided by a community paramedic are
coordinated with other community health providers and local public health agencies
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and thatcommunity paramedic services do not duplicate services already provided to
the patient, including home healthna waiver services. Communjaramedic services
shall include health assessment, chronic disease monitoring and education, medication
complian@, immunizations and vaccinations, laboratory specimen collection, hospital
discharge followup care, and minor medical procedures approved by the ambulance
medical director. (d) Services provided by a community paramedic to an eligible
recipient who isalso receiving care coordination services must be in consultation with
the providers of the recipient's care coordination services. (€) The commissioner shall
seek the necessary federal approtia? A Y LI SYSy (G GKA A& &dzo RADA&A2

Mississippi BEMS Functiondli Committee developed to explore scope of practice, medical

controland fitincurred 9 a{ &G NHzOGdzNE Ay aAdaiidaaiLILA o¢

MissouriY Legislation has been passed. The Bureau is now promulgating regulations pursuant to

the legislatiorg

Montana: dThe state EM8ffice is engaged with information and educational strategies and

we're moving to development of a state plan for implementation of MIPI programs.

Legislative activity for2015isl2 8 aA 6t S odzi y20G | LILINRPOSR &Sidé

Nebraska dWe have had twotatewide focis groups, and have kefite EMS Board briefed on

developments at the state and national level. We passed legislation two years ago allowing

providers to practice within their scope of practiaegrovide patient care in a neemergency

settingé

Nevada dWe currently have EMS agencies practicingMIR; they are all working under current

scope of practice. We may have legislator placibglaraft requestBDR for expanded scope

and possible alternatéd NI ya L2 NI A GKAY GKS adl dSoé

New Hampshired L Y LI S Y Sy idlepibt project iased & Maine's model. We are

exempting EMS from our homecare rules for a period of three years to study the delivery

modSt & ®¢

New Mexica 6Community EMS CoalitionMonthly meeting of stakeholders, including EMS

agencies, educational entities, legislator, and NM Bement of Health(DOHEMS Bureau

Internal planning and concept discussions at NM BOH.

New York dThe activities range from attempts toward statutory change, demonstmati

programs.andtraining currculag

North Carolina 6Office of EM®ias established a work group (current CP/MIH programs,

medical directors, state medical director, shareholders aaéleholders) to look at the

sustainability of CP/MIH in North Carolina. The North Carolina Offidéd8fHas established an

Education Suicommittee to develop the minimumequirements needed for CP/MIHiacation

in North Carolin&

North Dakota éin 2013, the North Dakothegislature passed legtion authorizing the

Departmentof Health to conduct a mit Community Paramedic pgram. A subcommittee of

the NDEMS Advisory Board was formed to begin initial planning. A half time coordinator was

hired in late 2013 to oversee the program.efé are fourEMS agencies who have submitted

proposals andire currerily training staff. Twadditional agencies have proposals that are

pending approval. We have begun administrative rulemaking to create a licensuréoleve

Community Paramedics

Ohio: éThe Ohio Revised Code currently restricts certificate holdersawaigion of emergency

medical services. The State Board of Emergency Medical, Fire, and Transportation Services has

establshed an Ad Hoc Committee. Then@nittee has drafted a white paper and is working

with a stakeholder group to draft enabling legislatid



Oklahoma dDiscussions.
PennsylvaniadSeveral programs are at work in the state. We get at least monthly inquiries to
our office. Our statewide advisory council has a standing committee that is tasked with the
information flow and recommendations regarding these programs.
1 Rhode IslanddWe have convened a work group with agencies interested itMI? and are
developing draft regulationsto addied L2 0 Sy G AL f NX3IdzZ | G2NE A&dadzSad
1 South CarolinaWe are currently conducting a singgervice CP pilot program which we will be
expanding to a statavide pilot CP program.
1 South DakotadSome however medical board states this is illegal & are against it. Until views
are changed & legislation psed, tlis will not happen in SD¢
1 TennesseedWe have a multdisciplinary committee which is meeting monthly. The committee
is developing and completing surveys. The committee is developing educational competencies
to be adopted statewide. They are also recommieg criteria for state rules for endorsement
on Paramedic license for Community Paramedic. The committee is also working on strategies to
overcome reimbursement issues. Our committee members represent multiple disciplines.
1 Utah: 6At the State EMS Bureawe have been planning and collaborating with agencies in our
stateconcerning the C& L | LINE I NI Yde
1 Vermont dinjury prevention work funded by Federaliiinistration for Community
Living/Administration on Aging GAL/AOAE
1 Virginia dMet with the Office othe Attorney General and the Virginia Department of Health
Office of Licensure and Certification and established that EMS agencies must hold a Home Care
Organization license to offer this service. See memorandum:
http://www.vdh.virginia.gov/OEMS/NewsFeats/GuidanceDocument
a20f ASLYGSANI GSRI SIHf GKOFNBDLIRT d¢
1 Washington ¢A lot of discussion and the WA State Fire Chiefs are sponsoring a summit with
primaryfocus on this in November, 20E4.
Wisconsin dThere are some planning and development activities aromelll patient checks.
Wyoming & bsted a statewide stakeholder meeting. Multiple agencies are considering
implementing programs, but none are currently operational to our knowleddge.

= =

=a =

Provide d.istof Local Services Providing-K2mH

All forty-nine respondents repliegdwith ten (20%) reporting no services known to be providind/TH.
Ten respondents report services planning/pursuing interest MG (20%), and the remainder (60%)
report at least one service providing -®PH with one state reportig approximately 25 services doing
Sso.

Alaska éAnchorage, Valdez, and many others are in planning stages.

American Samoad hly has one EMS service and they are planning to be engatieCR.

ArkansasBaxter Regional Medical Center (Pilot Prograra)

California éSolano, Alameda, Mountain Valley, Los Angeles, San Diego, San Bernardino,

Ventura, Santa Barbara, Butte, Orange Courities.

1 Coloradao ¢Eagle County Paramedic Servj¢eslorado Springs Fire DepartmeRtgosa Springs
Medical Center, Upper Sawman South Metro Fire Rescue Authqrifye Pass Regional EMS
[2y3Y2y(d tdzotAO | SIHtGKdE

1 Florida éSunrise Fire Rescugommercial Diving Academy Technical InstitS®uth Walton Fire

District, Sanford Fire Departmenitlighlands County EMBt Myers BeackD Martin Health

= =4 =4 4
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System, Advanced Medical Transp®&iviera Beach Fire Resc&ockledge Fire & Emergency
ServicesPinellas County EMEentury Ambulance Service, Ifgstero Fire Rescueeon County
EMS Polk County Fire Resglescambia County EM&more Ambulance IncFalck(dba
American Ambulance of };ISarasota County Fire Departme@ity of Satellite Bea¢kkaloosa
County Departmentof Public SafefyiransCare Medical Transportati@n.

Georgia 6Grady Hospital EM$lall County Fire/EM$old Cross EMS, IndetroAtlanta
Ambulance Gwinnett Fire/EMSSpaulding Regional EMS.

Hawaii GAmerican Medical Response (AMKgruai and AM®ahu are actively involved in the
current planning discussions, but no activeMIP planning has been impteented £

Idaho: GAda County ParamedicBeton County EM$1oscow AmbulanceBonner @unty EMS,
Swan Valley Ambulance.

Indianad LY RALF yI LJ12f A4 9a{X CAAKSNB CANB 5SLI NIYSyll

department BatMemorial hdiana UniversityHospitd, Pronpt Medical, WaynerownshipHre
5SLI NIOYSyYy(dé

lowa: éCurrently closely working witlola Department of Public HealtEMS Association,

Training Centers and local agendbes

KansasdOlathe Fire Departmer(bffering), Sedgwick County EM8lanning. Depending on the
definition of CPMIH, we may have more services doing this, just not formally (under the
auspices of community service).

Kentucky éNumerous across our commonwealth(t20 estimated @ €

Louisiana éBaton Rouge EMSlew Orleans EMShreveport EMSAcadian Abulance Pafford
EMSE

Maine: dNorth East Mobile HealtBervicesUnited AmbulanceDelta AmbulancgWinthrop
AmbulanceLincoln County Healthcare (Waldoboro, Central Lincoln County, Boothbay Regional
Ambulance)Mayo Hospital Arbulane, CA Dean HospitaNorthStar EMSCastine Fire,

Searsport EM%;alais FireCrown AmbulanceSt. George Ambulancée.

Maryland: & . N3dsdrl (healthcare system, public health, nursing, EM&)program

approved in Queen Anne's (QA) County. Thasyisarlong pilot program which is approximately
3/4 comgdeted. It is run by the QA Departmeot Health, Shore Health (the hélatare entity)

FYR GKS v! S5SLINIYSYdG 2F 9YSNHSyO& { SNIIAOS
Michigana [ A TS 9a{ I /Asyhe progiayl Rhiciwhas déivRdiSTate of Michigan
approvalé

Minnesota: dNorth Memorial Ambulance Service, Allina Health Medical Transportation, Cuyuna
Regional Medical Center, Meds 1 Emergency Medical Services, Hennepin County EMS, (there
may be morek

Missouri Two services ithe State are actively operating pilot progrags.

Montana: 6A county/tribal EMS service has trained CPsibuabt active yet. A veterans group is
close to implementing a mental health/suicide prevention program for gets.

Nebraska dvalley Ambulance 8dce Medics At Homé hree hospital based ambulance

services are exploring possibly offering services similar #9lIEE

Nevada 6(REMSAHumboldtGeneral HospitaEMS Lander County EM8anner Churchill EMS.
New HampshiredUnknown at this timeSignificant interes¢.

New Mexica 6City of Santa Fe Fire DepartmeAtbuquerque Fire DepartmepAlbuquerque
Ambulance Servi¢dRio Rancho Fire Department.

10
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North CarolinadWake County EMS, New Hanover Regional Medical Center EMS, Cumberland
County EMSGuilford County EMS, McDowell County EMS, Rowan County EMS, Nash County
EMS, Lumberton Rescue and EMS.

North Dakota M Ambulance ServiceFargo, NDRugby EMSRugby, NDBowman
Ambulance ServiceBowman, NDBiIllings County EMSMedora, NBb €

Ohio: 6CP services by EMS certificate holders not currently permitted, although areas of the
state are laying foundation for future implementati@n.

PennsylvaniadlLifeTeam of Harrisbur@uburban EM8rom Pocono arep Center for
Emergency Medicingn Pitsburgh ared.¢

Rhode Island Cumberland EMS (interesteddrovidence Fire Department (interested)
Coastline EMS (interested).

South CarolinaAbbeville County EMS is currently aeli Many servicefver 20) are interested
but have not formerly appdid yet.

South DakotadSome however medical board states this is illegal & are agatnUntil views
are changed antkgislation passed, this will not happen in §&D.

TennesseedNone at this timeWe plan on having pilot programs approved by the EMS
Regulatory Boardre all pieces are complete. Interest exists.

Texas We have about 12 that we are aware of, there is no law in Texas that requires the
provider to inform the state office as long tieeir medical director approves.

Utah: éSalt Lake City Fire Departméng

Vermont dVarious, approximately 26.

Virginia 6Chesterfield Fire/EM®ortsmouth Fire/EMS5alax/Grayson Fire/EMSarillion Clinic
Patient Transport Servicdsynchburg Fire/EM®&bingdon Ambulance Servicklexandria Fire
Department Richmond Ambulance AuthoriBickenson County Ambulance Seryi€airfax
County Fire/EMS.

Washington A lot of preventive, social services type of work is going on. Pioneer Hospital
received an Inavation Grant from CMS. The program is a collaborative effort among the
physicians, EMS, home health and hospital discharge plaaning.

Wisconsin 6Green Bay Fire Departmeét.

Wyoming dMultiple agencies are considering implementing programs, but nonewmently
operational to our knowledgé.

11



EMS Office Resources for-K2mH

Half of the offices report to have access to resources to support staff involvememNiHCP
development, while a third have resources to support pilot projects (Table 1). Gigeaffices report

in a previous question that only 20% of states are withoutMIIR activity or interest in development,
there appears to be significant activity in states that may have no EMS office resources to provide
leadership or regulatory support.

Table 1

Do you have funding, or can you shift
funding, to:

Answered: 49  Skipped: 0

Support state
staff...

Support CP-MIH
pilot projects?

Support other
CP-MIH...

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Yes [ No
Yes No Total

Support state 51.02% 48.98%
staff 25 24 49
involvement in
CP-MIH
development?
Support CP-MIH 36.73% 63.27%
pilot projects? 18 K| 49
Support other 51.02% 48.98%
CP-MIH 25 24 49
development
activities?

12



Strategies for GRIIH Reimbursement

Ways to fund CIMIH services remain a puzzle. The Centers for Medicare and Medicaid Services (CMS),
in an encouraging step, invited community paramedicine programs to apply for its Innovation grant
series.In two rounds of funding, six EWIH programs received funding. Three of those programs expire

in mid-2015 and sustainment is by no means assured. Minnesota has led the way in so far as employing
Medicaid resources for GRIH support, with other statesush as North Dakota pursuing legislation for
similar provisios. A 2013 change in CMS rutesy enable CP services to be reimbursed by Medicaid
programs when a physician recommends them #8&€FR Parts 155 and 186y this may be done
withachangeiii KS aidl 6SQa aSRAOFAR LI I yo wSIljdZANRY 3 [ a{ |
require statutory changes in the stat&ome CMMIH services, such as MedStar in Texas and REMSA in
Nevada have had success in planning with health systems and accleuciad organizations to share in
savings they may help to produce.

Tworthirds of the state offices responding, indicated that there is no overall strategy being developed in
their states for reimbursement (Table 2). There is somewhat more activity bgpar states trying to
utilize Medicaid for this purpose (Table 3) and somewhat less activity by those trying to engage third
party payers to support GMIH (Table 4). The situation is flipped for interest by hospitals and health
systems in finding wayte support CRMIH, with activity reported in 64% of the states (Table 5).

Table 2

Is there strategy being developed in your
state for CP-MIH reimbursement?

Yes

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 36.17% 17
No 63.83% 30

Total 47

13



Table 3

Is there activity to try to use Medicaid to
reimburse CP-MIH services?

Answered: 47 Skipped: 2

- _
" _

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 44.68% 21
No 55.32% 26
Total 47
Table 4
Are third party payers involved in
development of CP-MIH reimbursement
strategies?
Answered: 47 Skipped: 2
Yes -
No _
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Yes 31.91% 15

No 68.09% 32

Total 47

14



Table 5

Are hospitals/health systems involved in
development of CP-MIH reimbursement
strategies?

Answered: 47 Skipped: 2

No

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Yes 63.83% 30
No 36.17% 17
Total 47

15



Statutory Enablement/Prohibition of GRH

Increasingly, state EMS offices have been called upon to interpret state statutderjaret whether

CRMIH is a permissible activity. All 49 respondents answered questions asking whether state law has

been interpreted as allowing or prohibiting CP. Twentg states (51%) have lawvhich allowCP to be

practiced (Table 6) and nineastés (18%) statutorily prohibit it (Table 8). The remainder have laws

which do not specifically allow or prohibit it, or have not made interpretations in these regards.

9AIKG adlrisSazr 6KAOK YyasSNBR ay2é ( edpeKpBditk SNI (1 KS @&
have enabling legislation for this purpose within the next three years (Table 7).

Seven states have had changes in law or regulations to address CP (Table 9). It is believed that most, if
not all, of these were changes to enable CP.

Table6
Have you interpreted your EMS enabling
statute as allowing community
paramedicine (within your scope of EMS
practice for those individuals) to be
provided in the State?
Answered: 49 Skipped: 0
Yes
No -
No
Interpretation
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Answer Choices Responses
Yes 51.02% 25
No 28.57% 14
No Interpretation 20.41% 10
Total 49
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Table 7

If you answered no, do you expect CP-MIH
enabling legislation to be introduced?

Answered: 13  Skipped: 36

In next year

In 2 years

In 3 years

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

In next year 23.08% 3
In 2 years 30.77% 4
In 3 years 7.69% 1
No 38.46% 5
Total 13
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Table 8

Have you interpreted your EMS enabling
statute as prohibiting community
paramedicine (within your scope of practice
for those individuals) to be provided in the
State?

Answered: 49 Skipped: 0

Yes

No_

No
Interpretation

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Yes 18.37% 9
No 55.10% 27
No Interpretation 26.53% 13

Total 49



Table 9

Has your enabling statute or regulations
been amended to enable or prohibit
community paramedicine to be practiced in
the State?

Answered: 48 Skipped: 1

Yes

N0_

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 14.58% 7
No 85.42% 41

Total 48
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Regulatory Aspects of &RH

Ten states said that they have or would soon have regulations governing aspectstfl CPable 10).

While most respondents skipped the question on plankcense/certify CIMIH personnel or agencies
(Table 11), underscoring the early regulatory and developmental stages in whiiHfinds itself, 18
respondents indicated that they plan to license/certify-KH personnel while 10 stated that they plan

to license/certify CRMIH agencies. This is somewhat more activity in this area than leaders expected at
this stage of &MIH evolution.

Only three states have enabled scope expansion beyond the current scope of practice while 46 have not.
By exampleMinnesota allows suturing (Table 12).

Table 10
Do you have, or soon expect have,
regulations governing education, practice,
or other elements specific to CP-MIH?
Answered: 49 Skipped: 0
Yes (If you
answer yes,...
No _
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Answer Choices Responses
Yes (If you answer yes, please share a link to your regulations in the box below.) 20.41% 10
No 79.59% 39
Total 49

Elaboration for Table 10 was requested by way of links to any regulations that may exist. The status of
regulations in development has also been of interest to state EMS offices so is included below.

American SamoadAS has no enabling legislation for any EMS activity. Legislation is being drafted and
CP is a component of that.

Louisianadin development nové
Minnesota: éhttps://www.revia 2 NXPYYy @32 gk a i 1 dzi SEK KARIMnn9 dHy D¢

Missouri 6Regulations being draftl at this time¢
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Nebraskad predict within five years we will have some sort of legislation. There is a debate that there
is no need for special legislation in Nebraska. Changing the wording in the scope of practice law already
gives providers to praitte. There has been no challenge to this§et.

Nevada ¢Still in the edy bill draft requestsBDR) €

New Mexica ¢http://archive.nmems.org Supplemental Prowies (Scope of Practice) 7.27 41.
North Dakota dNot yet published. In administrative rule rew proces€

Northern Marianas dNo link at preseng.

Rhode IslanddDraft status at this timé.

Table 11

Do you, or do you expect to, formally
certify/license? (Please check ALL that

apply.)

Answered: 20 Skipped: 29

CP-MIH
personnel

CP-MIH
provider...

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
CP-MIH personnel 90.00% 18
CP-MIH provider agencies 50.00% 10

Total Respondents: 20
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Table 12

Do you have regulations with a scope
beyond your state’s current EMS scope of
practice definitions?

Answered: 49 Skipped: 0

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 6.12% 3
No 93.88% 46

Total 49
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Medical Direction

Forty-six respondents replied to a question asking whether medical direction is required for agencies
providing CRMIH specifically for that activity (Table 13). Respondents were fairly evenly split.
Respondents that answered affirmatively were asked about the nature of the relationship between the
CRMIH and EMS medical directors (Table 14). Of the adrtplied, nine each said that the GRH

medical director coordinates with the EMS medical director or were the same person. Three said that
the CP medical director reports to the EMS medical director.

Fortytwo and 40 respondents, respectively, answerpliestions about the availability of dime

medical direction or standing orders for-@PH (Tables 15 and 16). Sixtyo per cent said that ofline
medical direction is available, and 48% said that standing orders are available. The former seems to
reflect states in which medical direction availability is required of all services, even though special
provisions may not have been made for CP. The latter, on the other hand, seems to more accurately
reflect standing orders derived for CP programs.

Table 13
Are agencies that provide CP-MIH services
required to have medical directors
specifically for that activity?
Yes
No
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 52.17% 24
No 47.83% 22
Total 48
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Table 14

If yes, what is the relationship with the EMS
medical director?

Reports to

Coordinates
with

Same person

None

NA

Answer Choices
Reports to
Coordinates with
Same person
None

NA

Total

0%

10%

20%

Answered: 24 Skipped: 25

30%

40%

50% 60%

Responses
12.50%
37.50%
37.50%
41A7%

8.33%

70%

80%

90% 100%

24
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Table 15

Is on-line medical direction commonly
available for CP-MIH activities?

Yes (If yes,
explain who...
No
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Answer Choices Responses
Yes (If yes, explain who provides this medical direction in the box below.) 61.90% 26

No

Total

Table 15 asks for elaboration:L ¥ & S&a> SELX Ay 6K2 LENROMRREa 0 KA &

38.10% 16

42

sampling otate EMS office responses.

=A =4 =4 4 -4 -8 -8 -8 -9

=A =4 =4 =4 -4 -8 -8 -9

oRegional meital advisory committees, ED doc and service medicattorsé

GThis would depend on the agency providing community paramedic segvices.

oNot that far along with planning to identify anything other than online with Medical Director
GThe CP medical control physician.

oCan be service director orcare facility physicia#.

oMedical Direction is provided through the provi@eagency medical direct@r.

GThe Service Medicf 5 A.NB O 2 NE

0Agency medical directoss

OEMTs and paramedics are required to have medical direction either through protoafjlioe
medical directiore

oLocal Medical Directors

oBase Station Hospitafs

oSponsoring physician for cliric.

GThe agency providing the service would determine ¢his.

oBoth telephone and EHR communicati@gns

dThrough hospiél or provider medicadirector£

OService EMS medical director

oGeorgia licensed ambulance services are required to have a medical director and those
engaged in GRIIH are getting medical directiondm their local medical directas.
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1 & hathe has physician assistants preseiith a paramedic acting as the medical direction | am
unsure of the medical direction for the othegs.

1 &Current law only allows paramedic practice with availability of medical control.

OAvailable when needed.

1 drmheir normal online medical controlThe receiving hospital is required to provide-time for
any EMS agey that calls themResource Hospital Minimum Requirements. A resource
hospital must meet the following mimum requirements: (1) &licensed in Utah or another
state as a general acut@$pital or be a Veteran's Administrationgpital operating in Utah. (2)
Have the ability to communicate with other EMS praaisl operating in the area. (3yd¥ide on
line medical control for all prehospital EMS providers who request assistance fortpzien
24 hoursa-day, seven days a week. A resource hospital must also: (a) create and abide by
written prehospital emergency patient care protocols for use in providingrenmedical
control for prehospital EMS providers; (b) train new staff on thetquols before the new staff
is permitted to provide odine medical control; and annually review with physician and nursing
staff (¢) annually provide iservice training on the protocols to all physicians and nurses who
provide online medical control; ad (d) make the protocols immediately available to staff for
reference. (4) The aline medical control shall be by direct voice communication with a
physician or a registered nurse or physician's assistant licensed in Utah who is in voice contact
with a physiciang

1 @Agencies medical director or another command physician as nk&€de

=
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Table 16

Are standing orders commonly used for
CP-MIH?

Yes (If you

answered yes...

No

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Yes (If you answered yes, please explain who develops these standing orders in the box 47.50%

below.)

No

Total

Table 16asks forelaboratiord L ¥ & Sa3 SELX I AYy 6K2 RDGIS4aBhiling 6fK S &

19

52.50%
21

40

state EMS office responses.

1

= =4 =4 4 -8 -8 -4 -8 -8 -8 -9

oPilotprotocol developed by state Protocol Review Committee and approved by the oversight
(EMS Board). EMS providers functioning within their scope of prakctice.

oDemonstration project ddors.€

GThis would depend on the agency providing community parameaicese

GThe provider's CP coordinatér

O0EMS Agency developgd

0Agencies and Supervising Hospitals are currently developing ¢hese.

GThe Service Medit®irectoré

G fency medical directcd

0By State and Local Protocéls.

OWritten Protocolsdeveloped and approved by the Local EMS Agéncy

GThe EMS Agency's Medical Director

OEach agency is currently responsible for developing their own protocols that are approved by
the medical director(s§

dService EMS medical director and PCP medieatdr - must be approved by state EMS

medical board €

oGeorgia ambulance services use standing orders/medical protocols developed by their medical
director. Those engaged in ®RH are using standing orders/protocols developed by their
medical directore
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1 Must have approved protocols.
1 @At the agency level and in our case Salt Lake City Fire Deparment.
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Community Health Needs Assessment/Integration with Community Health Team

For 40 respondents, only 30% indicated that a community health needs asseganm be performed

or accessed before @®IH services are started, and 40% require a demonstration of integration with
20KSNJ KSIfidK aSNBAOSa oc¢lkotSa mt FYyR mMyoo C2 NJ NB
integration, Table 19 demonstrates widntegration.

Table 17
Are CP-MIH services required to do (or
access an existing) community health
needs assessment before commencing
services?
Answered: 40 Skipped: 9
Yes
NO _
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Answer Choices Responses
Yes 30.00% 12
No 70.00% 28
Total 40
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Table 18
Are CP-MIH services required to

demonstrate integration with other
community health services?

Answered: 40 Skipped: 9

- _
" _

0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Yes 40.00% 16
No 60.00% 24
Total 40
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Table 19

If yes, which? (Check ALL that apply.)

Answered: 16 Skipped: 33

Local medical
practices

ACOs

Health systems
or hospitals

Home health
agencies

Public health

Other
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses

Local medical practices 62.50% 10
ACOs 43.75% 7
Health systems or hospitals 93.75% 15
Home health agencies 81.26% 13
Public health 75.00% 12
Other 37.50% 6

Total Respondents: 16
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CRMIH Evaluation

Of 48 respondents, 60% said that they have, or plan to have, state level evaluationNbHGRrvice
(Table 21), and 15% have already established $tatel benchmarks (Table 22). For those states not
having benchmarks for @®IH, 17% indicated that they require services to have such benchmarking
(Table 23). Finally, 46 respondents said that 48% of theMIERagencies have QI measures in place
regardless bstate requirements while 5% do not (Table@the rest have inadequate information or
aAlbdzr- A2ya GKIFIG R2y QG FLILX &0 o

Table 21
Have you adopted, or do you soon plan to
adopt, a CP-MIH evaluation plan at the state
level?
Answered: 48 Skipped: 1
Yes
No _
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Answer Choices Responses
Yes 39.58% 19
No 60.42% 29
Total 48
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Table 22

Have you established state-level
benchmarks or indicators against which to
measure the relative success of CP-MIH
services?

Answered: 48 Skipped: 1

Yes

No_

0% 10% 20% 30% 40% 50% 60% 70% 80%

Answer Choices Responses
Yes 14.58%

No 85.42%
Total

90% 100%

41

48
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Table 23

If no, do you require local CP-MIH provider
agencies to have benchmarks in place
appropriate to the services they offer?

- -
" _

0%  10% 20% 30% 40% 50% 60% 70% 80%

Answered: 35 Skipped: 14

Answer Choices Responses
Yes 17.14%
No 82.86%

Total

90% 100%

29

35
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Table 24

35









