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The Emergency Medical Services Authority (EMSA) submitted an application to pilot a
Community Paramedicine Pilot Project (HWPP#173) to OSHPD on February 6, 2014
and which subsequently was released to the Healing Arts Boards and other interested
Stakeholders for a 45 day public comment period on February 14, 2014. In addition, a
Public Comment meeting was convened by OSHPD on April 9, 2014 for the purpose of

receiving comments from the public.

It is important to note that the use of the HWPP process provides the most controlled
environment to evaluate the concepts proposed in the EMSA Application and determine
whether they are effective. There are multiple and even redundant levels of safety built
into the design and stakeholders have been provided with direct influence over the

project.

Issues where brought forward by a number of organizations that warrant the submission
of this Addendum to clarify or provide additional detail to EMSA's Application in the
following areas, including operational procedures and protocols, and additional

information about the management and oversight of the projects:

Need for Project

As addressed in EMSA's application, Community paramedicine (CP) is a new and
evolving model of community-based health care in which paramedics function outside
their customary emergency response and transport roles in ways that facilitate more
appropriate use of emergency care resources and/or enhance access to primary care
for medically underserved populations. CP programs typically are designed to address
specific local problems and to take advantage of locally developed linkages and
collaborations between and among emergency medical services (EMS) and other
health care and social service providers; thus, they are varied and determined by local
needs. Interest in community paramedicine has substantially grown in recent

years based on the belief that it may improve access to and quality of care while also

reducing costs.



A report entitled Community Paramedicine: "A Promising Model for Integrated
Emergency and Primary Care," funded by The California HealthCare Foundation and
prepared by the UC Dauvis Institute for Population Health Improvement (IPHI), outlines
the opportunities and barriers that exist for CP in California and discusses the policy
options that are available to further explore the development of the Community
Paramedicine in California. Additional organizations that have reported on this subject
are listed in Appendix A of EMSA's application.

While the reports contained within Appendix A show a global need, EMSA requested
and received additional information in reference to the "Local Need for the Project” from

all of the proposed Pilot Sites, which is contained within Appendix S of this Addendum.

Patient Safety and Quality Assurance/Improvement

Increased medical control and oversight will be necessary to ensure patient safety and
for quality improvement. The LEMSA Medical Director or their designee (with the same
or higher credentials or experience), will act as the principal investigator and has
primary responsibility for medical control for any project in her/his jurisdiction. A Local
CP Project Advisory Committee has been established for each pilot site and includes
the LEMSA Medical Director or their designee, the LEMSA administrator or designee,
as well as a medical director and administrator from any participating Healthcare

systems and EMS provider agency.

Patient Safety and Quality Assurance/Improvement will be monitored using approved
Quiality Assurance programs within each LEMSA. (CCR Title 22, Div 9, Chapter 12,
EMS System Quality Improvement) Prospective and retrospective quality review
processes will include administrative and medical treatment of protocols, which are
found within each of the Pilot Site proposals contained within Appendix S, In addition,
for the purposes of this project, a 100% retrospective review of all patients treated by a

Community Paramedic will be conducted.

The specific medical protocols and operational protocols for each project are overseen
by emergency physicians who have additional expertise in Emergency Medical
Services and the statutory authority for oversight of EMS practice. The operational
protocols, conduct of the project, and quality assurance/improvement are overseen by

emergency physicians, nurse educators with experience in emergency medicine and



Public Health, and multiple other healthcare and EMS personnel from the local
jurisdiction through their Local Oversight Committee.

Informed Consent

Informed Consent

Patient Consent Forms for each individual concept have been included within this

addendum, and will be required to be used by all Pilot Sites. Appendix R. This Appendix

replaces Appendix J which was included in EMSA's original application. All of the

Consent forms contain the following:

1. Explanation that treatment by the Community Paramedic is part of a demonstration
project conducted under the authority of the California Office of Statewide Health

Planning and Development,

2. Statement that a supervising health care professional is available for consultation at

all times of treatment by the Community Paramedic,

3. Assurance that the patient can refuse care from a trainee without penalty, and

4. |dentification that consenting to treatment by a trainee does not constitute assumption

of risk by the patient.

Patients who cannot consent due to inebriation, mental incapacity, or no responsiveness
will be treated in accordance with current regulations and local protocols governing
EMT-Paramedics.

Community Paramedince "Core" Education Plan (Appendix P)

The UCLA Center for Prehospital Care will be responsible for the coordination and
delivery of the core curriculum using affiliated faculty made up of Nurses and
Physician educators who are considered well versed in educating allied health
professionals, who have been screened and approved by Dr. Baxter Larmon.
(Names and Credentials to be provided to OSHPD prior to commencement of

training)



The UCLA Center for Prehospital Care is a division of the UCLA Emergency Medicine
Center at the David Geffen School of Medicine. For 27 years, UCLA has offered both
primary and continuing education programs for Emergency Medical Technicians,
Paramedics, Medical Students, Registered Nurses, Physicians as well as the lay public.
UCLA is also actively engaged in research and quality improvement to contribute to the
fund of knowledge that examines prehospital medicine.

UCLA faculty assisted in the creation the paramedic national curriculum used by all
training programs. UCLA was one of eleven high performing education programs in
the nation that created 12 strategies to maximize student success, including national
accreditation, valid examinations and innovative curriculum delivery (Prehospital
Emergency Care, 2009; 13: 505-511).

The curriculum outlines were included in Appendix C of our February 6, 2014
application. The curriculum was developed by the Community Healthcare and
Education Cooperative (CHEC), a unit of the North Central EMS Institute which is
made up of the University of Nebraska Medical Center, Creighton University,
Dalhousie University, Mayo Clinic Medical Transport, Health Education - Industry
Partnership of Minnesota, the Rural Centre of Nova Scotia, Offutt Air Force Base

EMS Education, the state rural health offices of Nebraska and Minnesota, and the



Centre for Prehospital Research in Queensland. It was reviewed and approved by an

EMSA Curriculum Advisory Review Committee.

A copy of the full Curriculum and Lesson Plans, which are currently being used by 35
colleges throughout the United States to teach Community Paramedics has been

submitted to OSHPD under separate cover for viewing by interested parties.

Site-specific Curricula

The site-specific approved curricula will be taught locally by physicians, nurse
educators with experience in emergency medicine and Public Health, who have been
screened and approved by Dr. Baxter Larmon, in classrooms that are currently used
for the provision of didactic and clinical training for health care providers and offer
access to reference materials, medical simulations, and laboratory materials required
for instruction. (Names and Credentials of Instructors to be provided to OSHPD prior to
commencement of training) The details related to each of the individual site specific

Curricula can be found in Appendix S.
UCLA Teaching Staff

For the purpose of providing the Community Paramedicine Curriculum, UCLA will use
the following principal instructors, augmented by collaboration with two key external
organizations on the CP Education Program. The North Central EMS Institute
(NCEMSI) in Minnesota developed Community Paramedicine curriculum that will be
used as the foundation for this course in California. UCLA is also partnering with key
members of the Paramedic Foundation, also in Minnesota, which has expertise in
delivering the CP Education Program to rural providers in Colorado. Additional

Names and Credentials to be provided to OSHPD prior to commencement of training

Baxter Larmon, PhD, MICP will serve as the principle investigator and principle faculty
for the CP Education Program. Dr. Larmon will serve as the key curricula, lesson and
examination architect or the program. Dr. Larmon is a professor of medicine in the
David Geffen School of Medicine at UCLA, is the founder of the UCLA Center for
Prehospital Care, and founder of the Prehospital Care Research Forum. Dr. Larmon is
a nationally renowned EMS expert, presents at many national and international
conferences, and serves on the editorial board of several nationally recognized EMS

publications.



Steven J. Rottman, MD, FACEP, will serve as co-principle investigator, medical
director and instructor for the CP Education Program. Dr. Rottman will serve as the key
public health and clinical expert in the development of the program. Dr. Rottman has
been actively involved in Emergency Medical Services education, research and practice
for over 20 years and has served as the medical director of the UCLA Center for
Prehospital Care since its inception. He is a senior attending physician in the UCLA
Emergency Medicine Center and a professor of Emergency Medicine and Community
Health Sciences at the David Geffen School of Medicine and the School of Public
Health at UCLA. Dr. Rottman is a principal investigator on several research and training
grants, and has authored numerous scientific papers in the fields of EMS and

emergency public health.

Todd F. LeGassick, MPH, is the co-founder and Executive Director for the UCLA
Center for Prehospital Care. Mr. LeGassick will serve as a public health instructor and
key management expert in directing the logistics for the delivery of the CP Education
Program. He earned his master’s degree in health services policy and management
and has led the development of innovative educational and operational systems in EMS

for over 30 years.
Training Evaluation Measurement

The success of CP Education Program will be assessed through the use of both
guantitative and qualitative measures. These measures will be created with EMSA and

the UCSF project evaluation team targeted to evaluate the following:

1. The approved CP education program is developed and delivered according to
the approved work plan, enabling pilot projects to implement their approved
projects.

2. The number of students starting each program and completing it (completion
rate)

3. The performance on examinations and assessments (competency evaluation)

4. The satisfaction of students at the completion of the CP education program

(student evaluations)



5. The evaluation of faculty during and at the completion of the CP
education program (faculty evaluations)

6. The satisfaction of these same students after they have been practicing as
a CP for 3-6 months (graduate evaluation)

7. The evaluation of the pilot project site managers after paramedics have

been practicing as a CP for 3-6 months (employer evaluation)

This information will be discussed in a quality improvement meeting and
presented in a report to EMSA. Dr. Larmon, the Principle Investigator and co-
investigators, Dr.Rottman and Mr. Todd LeGassick will be responsible for the
tracking and reporting the results of the CP Education Program.

In addition, the California HealthCare Foundation (CHCF) has engaged the
University of California San Francisco, Phillip R. Lee Institute for Health Policy
Studies and the Center for the Health Professions to fulfill the role of Independent
Evaluator for this project. The evaluation of the Community Paramedicine Pilot
Project will be a three phase process. Phase | will be focused on the collection of
baseline data required by the California Code of Regulations to describe the way in
which care is provided under current law. Phase Il will be focused on the training of
the Community Paramedic (CP). Phase Il will be focused on the clinical CP
Intervention period.

Evaluation of the training will consist of documentation that each EMT-P selected to
participate in a pilot has completed the required number of hours in didactic training
in each of the required curricula, and the required number of hours in clinical training
during the site specific module. In addition, performance on written examinations,
(with a passing grade of 80% or better), based on didactic training and the
instructors' evaluations of EMT-P's performance in clinical practicum's will be used to
evaluate CP training.

The training/testing period will end when trainees have successfully completed both
the Core Training and Specific Site training, inclusive of Clinical Experience with a
passing grade of 80% or higher. The employment/utilization phase will begin using
only those trainees that have successfully passed the course, and is anticipated to

begin in January 2015.



Supervisor to CP Ratio

The sites will utilize seasoned Supervisor or Management personnel who have completed

the approved CP training program or who hold licensure as registered nurses or MD’s.

Each site Project Manager will ensure that each site supervisor posses a knowledge
depth of the current operating EMS system, as well as the Community Paramedicine
concepts being piloted. This will be accomplished through interaction and collaboration
with all healthcare provider agency participants.

Project Site Ratio Project Site Ratio
CP 001 LA 1/6 CP 002 LA 1/6
CP 003 Orange 1/6 CP 004 Butte 1/3
CP 005 Ventura (TB) 1/3 CP 006 SB/Ventura 1/1
(Hospice)
CP 007 Alameda 1/6 CP 008 San Bernardino 1/4
CP 009 Carlsbad 1/6 CP 010 San Diego 1/5
CP 012 Stanislaus 1/1 CP 013 Solano 1/3

Description of Baseline Data Project Activity information to be Collected

As required under the California Code of Regulations, the evaluator will collect and
provide baseline data to HWPP within six months of project approval. Baseline data
will describe the provision of health care prior to utilization of the CP and cover
patient demographics cost of care, EMS utilization, and utilization of other health
care services. Baseline data will be provided for the 3 months prior to beginning of
the CP training period. Similar baseline data measures of utilization and cost will be
used across all pilot sites to the greatest extent feasible. There will be some
variation in measures across pilot sites because the sites are demonstrating
different concepts in scope of practice expansion. Sites demonstrating the same
concept will collect data on standardized measures pertinent to that concept.
Baseline data measures are identified and described in Appendix H of our original
application. In addition we have included in Appendix Q to this Addendum the
Data Collection Tool for each of the Concepts being tested. This information will be

forwarded to the Independent Evaluator by the individual project sites.



Modifications

The EMSA Project Manager will be responsible for submitting any modification or
additions to an approved project in writing to program staff for approval prior to
implementation. Modification will include, but are not limited to the following:

(a) Changes in the scope or nature of the project,

(b) Changes in selection criteria for trainees, supervisors, or employment/utilization sites

(c) Changes in project staff or instructors



Appendix P
Community Paramedicine "Core" Education Plan

Developed and delivered by the UCLA Center for Prehospital Care in partnership with
the California EMS Authority, California Health Care Foundation, North Central EMS
Institute, Paramedic Foundation and the California Community College Chancellor’s
Office.

Who should attend:

All Community Paramedicine Pilot Programs must successfully complete this program
(no exceptions). Alternate Transportation Destination Pilots are required to send at
least one, but no more than two paramedics to this course.

Course description:

This 6-week, 100+ hour course meets the Community Paramedicine “Core” Education
requirements for the approved pilot programs for the State of California EMS Authority.
Paramedics completing this 100 + hour course will be competent in the objectives set
forth by the State Community Paramedicine Educational Advisory Committee. This
course does not address the site specific training required for each pilot.

Delivery Plan:
This course will be delivered in the Los Angeles area twice and broadcast to remote
sites with an onsite public heath coordinator/educator.

Course Dates:

Course #1 _Aug 19th - Sept 25"

Students will be expected to be present to all class sessions on Tuesdays and
Thursdays from 8am to 5pm. In addition students will be required to do outside class
work that is estimated to be approximately 8 hours per week. The proposed
broadcasting locations for the first course are the counties of Alameda and either San
Diego or San Bernardino.

Course #2 Qct 14th - Nov 20"

Students will be expected to be present to all class sessions on Tuesdays and
Thursdays from 8am to 5pm. In addition Students will be required to do outside class
work that is estimated to be approximately 8 hours per week. The proposed
broadcasting locations are counties of Butte, Alameda and San Diego or San
Bernardino.

Minimum Student Requirements

A minimum of 4 years of working experience as a Paramedic
Recommended by the Local EMS Agency medical director

Able to attend all sessions

Computer with Internet access to complete out of class assignments



How to Enroll:

In order to facilitate planning Pilot Sites should provide the anticipated number of
Students and their preferred Training Location to tlegassick@mednet.ucla.edu and
lou.meyer@emsa.ca.gov no later than June 1, 2014. Class size will be limited to 25
Students per training location.

To comply with the OSHPD requirements, the medical director of the LEMSA shall
approve all potential community paramedic applicants. Enrollments may only be sent
from the Local EMS Agency to the UCLA Center for Prehospital Care. LEMSA’s should
provide paramedic’s name, license #, fire department or ambulance company, email
and telephone number and email to tlegassick@mednet.ucla.edu and
lou.meyer@emsa.ca.gov no later than July 15, 2014.
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mailto:lou.meyer@emsa.ca.gov
mailto:lou.meyer@emsa.ca.gov
mailto:tlegassick@mednet.ucla.edu
mailto:lou.meyer@emsa.ca.gov
mailto:lou.meyer@emsa.ca.gov

Appendix Q

Data Collection Tool

CP Baseline Data Reporting



Hospice
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1.1 Please identify your site:
UCLA Alternate Destination

UCLA Post-hospital

Orange County Alternate Destination
Butte County Post-hospital
Ventura Tuberculosis
Ventura/SB Hospice

Alameda Post-hospital

Alameda Frequent 911

San Bernardino Post-hospital
Carlsbad Alternate Destination
San Diego Frequent 911

Medic Ambulance Post-hospital
Stanislaus Alternate Destination
Other
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Q1.2 For all of the following questions where you are asked to provide a number, please type in
only numbers and decimals, if relevant. E.G., type 5 instead of typing "five". Where you are asked
to fill in data relevant to a specific type of patient, please leave the write-in space BLANK for any
patients not included in your pilot, but type O if your site includes the patient type, but none
were treated. During baseline data collection, "eligible" patients include those who would be
eligible for your project based on the protocols at your site if the pilot were currently operational.

Demographics

Q2.1 The following questions largely define eligible patients as those "transported to an ED in the
last month." For your pilot site, we understand that very few if any patients will be transported to
an ED. Please answer the following questions for all eligible patients, even though they have not
been transported to an ED.

Q2.5 Please provide the average number of household members who received grief/crisis among
all eligible patients in the last month. (All household members - children and adults - should be

included)

Q2.6 Please provide the average patient age among all eligible patients transported to a partner
ED in the last month. (No patients under age 18 are eligible for the pilot)

Q2.8 Please provide the average age of household members receiving grief/crisis counseling
among all eligible patients in the last month. (Household members may be under 18)

Q2.12 In the last month, how many eligible patients were male?

Q2.14 In the last month, how many eligible patients' family members receiving grief/crisis
counseling were male?

Q2.18 In the last month, how many eligible patients were female?



Q2.20 In the last month, how many eligible patients' family members receiving grief/crisis
counseling were female?

Q2.24 Please identify how many eligible patients of each ethnicity shown below were transported
in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic
O Unknown

Q2.26 Please identify how many eligible patients' family members receiving grief/crisis counseling
were of each ethnicity shown below in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic
d  Unknown

Q2.36 Please identify how many eligible patients of each race/ethnicity shown below were
transported in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut
Asian / Pacific Islander
Other

Unknown

ooo0oo

Q2.38 Please identify how many eligible patients' family members receiving grief/crisis counseling
were of each race/ethnicity shown below in the last month?1 = White2 = Black3 = Native
American / Eskimo / Aleut4 = Asian / Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut
Asian / Pacific Islander

Other

Unknown
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Q2.57 Please identify how many patients speaking the languages shown below were treated in
the last month?

English (ENG)
Amharic (AMH)
Arabic (ARA)
Armenian (AMR)
Cantonese - Yue Chinese (YUE)
Chinese (CHI)
Croatian (HRV)
Farsi (PES)
French (FRE)
French Creole (CPF)
German (GER)
Greek (GRE)
Guijarati (GU)J)
Hebrew (HEB)
Hindi (HIN)
Hmong (HMN)
Hungarian (HUN)
llocano - lloko (ILO)
Indonesian (IND)
Italian (ITA)
Japanese (JPN)
Korean (KOR)
Lao (LAO)
Mandarin (CMN)
Mien - lu Mien (IlUM)
Mon-Khmer (MKH)
Navajo (NAV)
Panjabi - Punjabi (PAN)
Persian (PER)
Polish (POL)
Portuguese (POR)
Russian (RUS)
Sign Language (SGN)
Samoan (SMO)
Serbian (SRP)
Spanish (SPA)
Swahili (SWA)
Tagalog (TGL)
Telugu (TGL)
Thai (THA)
Tonga (TON)
Ukrainian (UKR)
Urdu (URD)
Vietnamese (VIE)
Yiddish (YID)
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Yoruba (YOR)
Unknown (999)
Other (Please write in language and number of patients)

o000

Mexteca

Q2.58 Please type in all of the zip codes, separated by commas, in which your provider agencies
answered 911 calls by eligible patients in the last month. (For the test period, please type in all of
the most common zip codes or most expected zip codes for your pilot site).

Q2.59 Please identify how many patients with each of following types of insurance coverage were
treated in the last month?
Private

Medicare
Medicaid
Self-pay

M iy Wy

EMS Utilization

Q3.1 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call:
O ALS Transport Vehicles

U BLS Transport Vehicles
U Fire Engines

Q3.2 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call for your ELIGIBLE population:
O ALS Transport Vehicles

U BLS Transport Vehicles
U Fire Engines

Q3.3 How many patients did your partner provider agencies transport to all EDs in the last month?

Q3.4 How many patients did your partner provider agencies transport to partner EDs in the last
month?

Q3.5 How many UNIQUE patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.6 How many eligible patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.10 How many UNIQUE eligible patients did your partner provider agencies transport to partner
EDs in the last month?

Q3.14 What was the AVERAGE length of time in minutes from arrival on scene to arrival at the ED
for transports of eligible patients to partner EDs in the last month?

Q3.18 What was the AVERAGE length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?



Q3.22 What was the SHORTEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.26 What was the LONGEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.30 What was the total number of your transports that spent more than 45 minutes at the
hospital from arrival at partner ED until return to service?

Q3.31 What was the total number of your transports of ELIGIBLE patients that spent more than 45
minutes at the hospital from arrival at partner ED until return to service?

Q3.35 What was the AVERAGE number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.36 What was the SHORTEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.37 What was the LONGEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.38 Please enter the number of transports of eligible patients to partner EDs that occurred in
the last month in each of the following time frames? (Use the arrival time at ED to classify
transports)

Morning 9:01am-12:00pm
Afternoon 12:01pm-5:00pm
Evening 5:01pm-12:00am
Night 12:01am-4:00am
Early morning 4:01am-9:00am

COoo0o0do

Hospital Data

Q4.1 In the spaces below please enter the name of each of your partner EDs. After you enter the
ED's name, you'll be asked to provide the number of minutes that each was closed to general
traffic and were on diversion in the last month.

Partner ED 1

Partner ED 2
Partner ED 3
Partner ED 4
Partner ED 5
Partner ED 6
Partner ED 7
Partner ED 8
Partner ED 9
Partner ED 10
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Q4.2 Please enter the number of minutes that ED 1 was closed to general traffic and was on
diversion in the last month.



Q4.3 Please enter the number of minutes that ED 2 was closed to general traffic and was on
diversion in the last month.

Q4.4 Please enter the number of minutes that ED 3 was closed to general traffic and was on
diversion in the last month.

Q4.5 Please enter the number of minutes that ED 4 was closed to general traffic and was on
diversion in the last month.

Q4.6 Please enter the number of minutes that ED 5 was closed to general traffic and was on
diversion in the last month.

Q4.7 Please enter the number of minutes that ED 6 was closed to general traffic and was on
diversion in the last month.

Q4.8 Please enter the number of minutes that ED 7 was closed to general traffic and was on
diversion in the last month.

Q4.9 Please enter the number of minutes that ED 8 was closed to general traffic and was on
diversion in the last month.

Q4.10 Please enter the number of minutes that ED 9 was closed to general traffic and was on
diversion in the last month.

Q4.11 Please enter the number of minutes that ED 10 was closed to general traffic and was on
diversion in the last month.

Q4.12 What was the average length of time in minutes from arrival at partner ED to disposition
for all transported patients in the last month? Categories of disposition include: eAdmitted to
hospital eTransferred eDischarged eExpired eFailed to complete care

Q4.13 What was the average length of time in minutes from arrival at partner ED to disposition
for all ELIGIBLE transported patients? Categories of disposition include: ¢Admitted to hospital
eTransferred eDischarged eExpired eFailed to complete care

Q4.33 Among transported eligible patients who were admitted, what was the average length of
stay (in days) in the hospital in the last month?

Finance Data

Q5.1 If applicable to your EMS provider agencies, please provide the average cost of fire response
readiness across your partner public provider agencies in the last month: fire response readiness
= (salaries & benefits + maintenance + operations + vehicle & facility amortization) / number of
EMS responses

QO Average readiness cost

O Not applicable

Q5.2 Please provide the average cost of each transport across your partner public and private
provider agencies to an ED in the last month: Cost of transport = (Crew wages & benefits + fleet
amortization & maintenance) / number of EMS responses

Q5.3 Please provide the average charges for each transport to an ED in the last month.



Q5.4 Please provide the average charges for care for eligible patients transported to your partner
EDs in the last month.

Q5.8 Please provide the average charges for inpatient care for eligible patients transported to
your partner hospitals.

Q5.12 Please provide the average claims paid by health insurance plans/networks for ED visits by
eligible patients transported to your partner EDs.

Q5.16 Please provide the average claims paid by health insurance plans/networks for inpatient
stays by eligible patients transported to your partner EDs in the last month.

Q5.20 Please provide the average cost of salary & benefits for an EMT-P who would be a
candidate for CP training.

Q6.1 Cost of the administration DOT treatment per patient when administered in home.
Q6.2 Charges for the administration DOT treatment per patient when administered in home.

Q7.1 Please provide the average cost of the administration of comfort care medication per home
hospice patient.

Q7.2 Please provide the average charges for the administration of comfort care medication per
home hospice patient.

Q7.3 Please provide the average cost of grief/crisis counseling per home hospice patient.

Q7.4 Please provide the average charges for grief/crisis counseling per home hospice patient.



CP Baseline Data Reporting
Tuberculosis

Q1.1 Please identify your site:
UCLA Alternate Destination

UCLA Post-hospital

Orange County Alternate Destination
Butte County Post-hospital
Ventura Tuberculosis
Ventura/SB Hospice

Alameda Post-hospital

Alameda Frequent 911

San Bernardino Post-hospital
Carlsbad Alternate Destination
San Diego Frequent 911

Medic Ambulance Post-hospital
Stanislaus Alternate Destination
Other
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Q1.2 For all of the following questions where you are asked to provide a number, please type in
only numbers and decimals, if relevant. E.G., type 5 instead of typing "five". Where you are asked
to fill in data relevant to a specific type of patient, please leave the write-in space BLANK for any
patients not included in your pilot, but type O if your site includes the patient type, but none
were treated. During baseline data collection, "eligible" patients include those who would be
eligible for your project based on the protocols at your site if the pilot were currently operational.

Demographics

Q2.1 The following questions largely define eligible patients as those "transported to an ED in the
last month." For your pilot site, we understand that very few if any patients will be transported to
an ED. Please answer the following questions for all eligible patients, even though they have not
been transported to an ED.

Q2.2 Please provide the number of identified cases of TB in your geographic area in the last
month. (Patients under age 18 should be included in this number.)
O All cases

O Drug-resistant

Q2.3 Please provide the number of identified cases TB in your geographic area in the last month
who are receiving DOT. (Patients under age 18 should be included in this number.)
O All cases

O Drug-resistant

Q2.4 Please provide the average number of household members among all eligible patients in the
last month. (All household members - children and adults - should be included)

Q2.6 Please provide the average patient age among all eligible patients transported to a partner
ED in the last month. (No patients under age 18 are eligible for the pilot)

Q2.7 Please provide the average age of household members among all eligible patients in the last



month. (Household members may be under 18)

Q2.12 In the last month, how many eligible patients were male?

Q2.13 In the last month, how many of the eligible patients' household members were male?
Q2.18 In the last month, how many eligible patients were female?

Q2.19 In the last month, how many of the eligible patients' household members were female?
Q2.24 Please identify how many eligible patients of each ethnicity shown below were transported

in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic
O Unknown

Q2.25 Please identify how many eligible patients' household members were of each ethnicity
shown below in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic

O Unknown

Q2.36 Please identify how many eligible patients of each race/ethnicity shown below were
transported in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut

Asian / Pacific Islander
Other
Unknown
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Q2.37 Please identify how many eligible patients' household members were of each race/ethnicity
shown below in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut

Asian / Pacific Islander
Other
Unknown
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Q2.57 Please identify how many patients speaking the languages shown below were treated in
the last month?

English (ENG)
Amharic (AMH)
Arabic (ARA)
Armenian (AMR)
Cantonese - Yue Chinese (YUE)
Chinese (CHI)
Croatian (HRV)
Farsi (PES)
French (FRE)
French Creole (CPF)
German (GER)
Greek (GRE)
Guijarati (GU)J)
Hebrew (HEB)
Hindi (HIN)
Hmong (HMN)
Hungarian (HUN)
llocano - lloko (ILO)
Indonesian (IND)
Italian (ITA)
Japanese (JPN)
Korean (KOR)
Lao (LAO)
Mandarin (CMN)
Mien - lu Mien (IlUM)
Mon-Khmer (MKH)
Navajo (NAV)
Panjabi - Punjabi (PAN)
Persian (PER)
Polish (POL)
Portuguese (POR)
Russian (RUS)
Sign Language (SGN)
Samoan (SMO)
Serbian (SRP)
Spanish (SPA)
Swahili (SWA)
Tagalog (TGL)
Telugu (TGL)
Thai (THA)
Tonga (TON)
Ukrainian (UKR)
Urdu (URD)
Vietnamese (VIE)
Yiddish (YID)
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Yoruba (YOR)
Unknown (999)
Other (Please write in language and number of patients)
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Mexteca

Q2.58 Please type in all of the zip codes, separated by commas, in which your provider agencies
answered 911 calls by eligible patients in the last month. (For the test period, please type in all of
the most common zip codes or most expected zip codes for your pilot site).

Q2.59 Please identify how many patients with each of following types of insurance coverage were
treated in the last month?
Private

Medicare
Medicaid
Self-pay

o000

EMS Utilization

Q3.1 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call:
O ALS Transport Vehicles

U BLS Transport Vehicles
U Fire Engines

Q3.2 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call for your ELIGIBLE population:
O ALS Transport Vehicles

O BLS Transport Vehicles
U Fire Engines

Q3.3 How many patients did your partner provider agencies transport to all EDs in the last month?

Q3.4 How many patients did your partner provider agencies transport to partner EDs in the last
month?

Q3.5 How many UNIQUE patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.6 How many eligible patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.10 How many UNIQUE eligible patients did your partner provider agencies transport to partner
EDs in the last month?

Q3.18 What was the AVERAGE length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.22 What was the SHORTEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?



Q3.26 What was the LONGEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.30 What was the total number of your transports that spent more than 45 minutes at the
hospital from arrival at partner ED until return to service?

Q3.31 What was the total number of your transports of ELIGIBLE patients that spent more than 45
minutes at the hospital from arrival at partner ED until return to service?

Q3.35 What was the AVERAGE number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.36 What was the SHORTEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.37 What was the LONGEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.38 Please enter the number of transports of eligible patients to partner EDs that occurred in
the last month in each of the following time frames? (Use the arrival time at ED to classify
transports)

O Morning 9:01am-12:00pm
O Afternoon 12:01pm-5:00pm
O Evening 5:01pm-12:00am
a
a

Night 12:01am-4:00am
Early morning 4:01am-9:00am

Q3.39 How many DOT treatments were administered in the last month?
O All facility-based cases

O Facility-based drug-resistant cases

O All non-facility-based cases

O Non-facility-based drug-resistant cases

Q3.40 How many patients completed their DOT treatments in the last month?
O All facility-based cases

O Facility-based drug-resistant cases

O All non-facility-based cases

U Non-facility-based drug-resistant cases

Q3.41 How many daily symptom surveys were completed by patients receiving DOT treatments in
the last month?
All facility-based cases

Facility-based drug-resistant cases

All non-facility-based cases
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Non-facility-based drug-resistant cases




Q3.42 How many mal-absorption issues were identified by patients receiving DOT treatments in
the last month?
All facility-based cases

Facility-based drug-resistant cases

All non-facility-based cases

U000

Non-facility-based drug-resistant cases

Q3.43 What was the average time from onset to identification of mal-absorption issues among
patients receiving DOT treatments in the last month?
All facility-based cases

00

Facility-based drug-resistant cases

All non-facility-based cases

a
O Non-facility-based drug-resistant cases

Q3.44 What was the average number of treatment side-effects per patient (excluding mal-
absorption issues) among patients receiving DOT treatments in the last month?
O All facility-based cases

O Facility-based drug-resistant cases

O All non-facility-based cases

O Non-facility-based drug-resistant cases

Q3.45 What was the number of new cases of TB identified among household members of patients
receiving DOT treatments in the last month?
O All facility-based cases

O Facility-based drug-resistant cases

O All non-facility-based cases

U Non-facility-based drug-resistant cases

Q3.46 What was the number of TB cases per household among TB patients receiving DOT
treatments in the last month?
O All facility-based cases

U Facility-based drug-resistant cases

O All non-facility-based cases

O Non-facility-based drug-resistant cases




Hospital Data

Q4.1 In the spaces below please enter the name of each of your partner EDs. After you enter the
ED's name, you'll be asked to provide the number of minutes that each was closed to general
traffic and were on diversion in the last month.

Partner ED 1

Partner ED 2
Partner ED 3
Partner ED 4
Partner ED 5
Partner ED 6
Partner ED 7
Partner ED 8
Partner ED 9
Partner ED 10
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Q4.2 Please enter the number of minutes that ED 1 was closed to general traffic and was on
diversion in the last month.

Q4.3 Please enter the number of minutes that ED 2 was closed to general traffic and was on
diversion in the last month.

Q4.4 Please enter the number of minutes that ED 3 was closed to general traffic and was on
diversion in the last month.

Q4.5 Please enter the number of minutes that ED 4 was closed to general traffic and was on
diversion in the last month.

Q4.6 Please enter the number of minutes that ED 5 was closed to general traffic and was on
diversion in the last month.

Q4.7 Please enter the number of minutes that ED 6 was closed to general traffic and was on
diversion in the last month.

Q4.8 Please enter the number of minutes that ED 7 was closed to general traffic and was on
diversion in the last month.

Q4.9 Please enter the number of minutes that ED 8 was closed to general traffic and was on
diversion in the last month.

Q4.10 Please enter the number of minutes that ED 9 was closed to general traffic and was on
diversion in the last month.

Q4.11 Please enter the number of minutes that ED 10 was closed to general traffic and was on
diversion in the last month.

Q4.12 What was the average length of time in minutes from arrival at partner ED to disposition
for all transported patients in the last month? Categories of disposition include: eAdmitted to
hospital eTransferred eDischarged eExpired eFailed to complete care



Q4.13 What was the average length of time in minutes from arrival at partner ED to disposition
for all ELIGIBLE transported patients? Categories of disposition include: *Admitted to hospital
eTransferred eDischarged eExpired eFailed to complete care

Q4.17 Among all eligible patients, please provide the numbers of each category of disposition.
Admitted to hospital

Transferred

Discharged

Expired
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Failure to complete care

Q4.33 Among transported eligible patients who were admitted, what was the average length of
stay (in days) in the hospital in the last month?

Finance Data

Q5.1 If applicable to your EMS provider agencies, please provide the average cost of fire response
readiness across your partner public provider agencies in the last month: fire response readiness
= (salaries & benefits + maintenance + operations + vehicle & facility amortization) / number of
EMS responses

QO Average readiness cost

QO Not applicable

Q5.2 Please provide the average cost of each transport across your partner public and private
provider agencies to an ED in the last month: Cost of transport = (Crew wages & benefits + fleet
amortization & maintenance) / number of EMS responses

Q5.3 Please provide the average charges for each transport to an ED in the last month.

Q5.4 Please provide the average charges for care for eligible patients transported to your partner
EDs in the last month.

Q5.8 Please provide the average charges for inpatient care for eligible patients transported to
your partner hospitals.

Q5.12 Please provide the average claims paid by health insurance plans/networks for ED visits by
eligible patients transported to your partner EDs.

Q5.16 Please provide the average claims paid by health insurance plans/networks for inpatient
stays by eligible patients transported to your partner EDs in the last month.

Q5.20 Please provide the average cost of salary & benefits for an EMT-P who would be a
candidate for CP training.

Q6.1 Cost of the administration DOT treatment per patient when administered in home.

Q6.2 Charges for the administration DOT treatment per patient when administered in home.



CP Baseline Data Reporting
Frequent 911 User

Q1.1 Please identify your site:
UCLA Alternate Destination

UCLA Post-hospital

Orange County Alternate Destination
Butte County Post-hospital
Ventura Tuberculosis
Ventura/SB Hospice

Alameda Post-hospital

Alameda Frequent 911

San Bernardino Post-hospital
Carlsbad Alternate Destination
San Diego Frequent 911

Medic Ambulance Post-hospital
Stanislaus Alternate Destination
Other
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Q1.2 For all of the following questions where you are asked to provide a number, please type in
only numbers and decimals, if relevant. E.G., type 5 instead of typing "five". Where you are asked
to fill in data relevant to a specific type of patient, please leave the write-in space BLANK for any
patients not included in your pilot, but type O if your site includes the patient type, but none
were treated. During baseline data collection, "eligible" patients include those who would be
eligible for your project based on the protocols at your site if the pilot were currently operational.

Demographics

Q2.6 Please provide the average patient age among all eligible patients transported to a partner
ED in the last month. (No patients under age 18 are eligible for the pilot)

Q2.11 For each of the following types of eligible patients, please provide the average patient age
among all eligible transports to a partner ED in the last month. (No patients under age 18 are
eligible for the pilot)

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.12 In the last month, how many eligible patients were male?

Q2.17 For each of the following types of eligible patients transported in the last month, please
provide the number of eligible patients who were male.
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.18 In the last month, how many eligible patients were female?

Q2.23 For each of the following types of eligible patients, please provide the number of eligible



patients who were female.
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q2.24 Please identify how many eligible patients of each ethnicity shown below were transported
in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic
O Unknown

Q2.29 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Unknown" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q2.33 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Hispanic" in the last month?
U Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.34 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Non-Hispanic" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.35 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Unknown" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q2.36 Please identify how many eligible patients of each race/ethnicity shown below were
transported in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut

Asian / Pacific Islander
Other
Unknown
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Q2.51 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "White" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q2.52 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Black" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.53 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Native American / Eskimo / Aleut" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.54 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Asian / Pacific Islander" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.55 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Other" in the last month?
U Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.56 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Unknown" in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year




Q2.57 Please identify how many patients speaking the languages shown below were treated in
the last month?

English (ENG)
Amharic (AMH)
Arabic (ARA)
Armenian (AMR)
Cantonese - Yue Chinese (YUE)
Chinese (CHI)
Croatian (HRV)
Farsi (PES)
French (FRE)
French Creole (CPF)
German (GER)
Greek (GRE)
Guijarati (GU)J)
Hebrew (HEB)
Hindi (HIN)
Hmong (HMN)
Hungarian (HUN)
llocano - lloko (ILO)
Indonesian (IND)
Italian (ITA)
Japanese (JPN)
Korean (KOR)
Lao (LAO)
Mandarin (CMN)
Mien - lu Mien (IlUM)
Mon-Khmer (MKH)
Navajo (NAV)
Panjabi - Punjabi (PAN)
Persian (PER)
Polish (POL)
Portuguese (POR)
Russian (RUS)
Sign Language (SGN)
Samoan (SMO)
Serbian (SRP)
Spanish (SPA)
Swahili (SWA)
Tagalog (TGL)
Telugu (TGL)
Thai (THA)
Tonga (TON)
Ukrainian (UKR)
Urdu (URD)
Vietnamese (VIE)
Yiddish (YID)
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Yoruba (YOR)
Unknown (999)
Other (Please write in language and number of patients)
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Mexteca

Q2.58 Please type in all of the zip codes, separated by commas, in which your provider agencies
answered 911 calls by eligible patients in the last month. (For the test period, please type in all of
the most common zip codes or most expected zip codes for your pilot site).

Q2.59 Please identify how many patients with each of following types of insurance coverage were
treated in the last month?
Private

Medicare
Medicaid
Self-pay
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Q2.68 For each type of patient below, please identify how many transported eligible patients'
were covered by private insurance in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q2.69 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicare in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q2.70 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicaid in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q2.71 For each type of patient below, please identify how many transported eligible patients'
were self-pay in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year
U Mega user = call 911 50+ times per year

Q2.72 Please provide the number of eligible patients enrolled in social service programs in the last
month. (This is expected to be an estimate during the baseline period.)

Q2.73 Please provide the number of eligible patients in the last month who have a usual source of
primary care. (This is expected to be an estimate during the baseline period.)

Q2.74 Please provide the number of eligible patients in the last month who have a usual source of
mental health care. (This is expected to be an estimate during the baseline period.)



Q2.75 Please provide the number of eligible patients in the last month who have a care planin
place. (This is expected to be an estimate during the baseline period.)

Q2.76 Please provide the number of eligible patients in the last month who are in compliance with
their individual care plan/post-discharge care plan. (This is expected to be an estimate during the
baseline period.)

EMS Utilization

Q3.1 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call:
O ALS Transport Vehicles

O BLS Transport Vehicles
O Fire Engines

Q3.2 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call for your ELIGIBLE population:
U ALS Transport Vehicles

O BLS Transport Vehicles
O Fire Engines

Q3.3 How many patients did your partner provider agencies transport to all EDs in the last month?

Q3.4 How many patients did your partner provider agencies transport to partner EDs in the last
month?

Q3.5 How many UNIQUE patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.6 How many eligible patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.10 How many UNIQUE eligible patients did your partner provider agencies transport to partner
EDs in the last month?

Q3.13 For each type of patient below, how many UNIQUE eligible patients did your partner
provider agencies transport to partner EDs in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q3.14 What was the AVERAGE length of time in minutes from arrival on scene to arrival at the ED
for transports of eligible patients to partner EDs in the last month?

Q3.17 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to arrival at the ED for transports of eligible patients to partner EDs in the last
month?

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q3.18 What was the AVERAGE length of time in minutes from arrival on scene to return to the



field for transports of eligible patients to partner EDs in the last month?

Q3.21 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q3.22 What was the SHORTEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.25 For each type of patient below, what was the SHORTEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q3.26 What was the LONGEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.29 For each type of patient below, what was the LONGEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q3.30 What was the total number of your transports that spent more than 45 minutes at the
hospital from arrival at partner ED until return to service?

Q3.31 What was the total number of your transports of ELIGIBLE patients that spent more than 45
minutes at the hospital from arrival at partner ED until return to service?

Q3.34 For each type of eligible patient below, please provide the total number of your transports
in the last month that spent more than 45 minutes at the hospital from arrival at ED until return
to service?

O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q3.35 What was the AVERAGE number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.36 What was the SHORTEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.37 What was the LONGEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.38 Please enter the number of transports of eligible patients to partner EDs that occurred in



the last month in each of the following time frames? (Use the arrival time at ED to classify
transports)

Morning 9:01am-12:00pm
Afternoon 12:01pm-5:00pm
Evening 5:01pm-12:00am
Night 12:01am-4:00am
Early morning 4:01am-9:00am
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Hospital Data

Q4.1 In the spaces below please enter the name of each of your partner EDs. After you enter the
ED's name, you'll be asked to provide the number of minutes that each was closed to general
traffic and were on diversion in the last month.

Partner ED 1

Partner ED 2
Partner ED 3
Partner ED 4
Partner ED 5
Partner ED 6
Partner ED 7
Partner ED 8
Partner ED 9
Partner ED 10
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Q4.2 Please enter the number of minutes that ED 1 was closed to general traffic and was on
diversion in the last month.

Q4.3 Please enter the number of minutes that ED 2 was closed to general traffic and was on
diversion in the last month.

Q4.4 Please enter the number of minutes that ED 3 was closed to general traffic and was on
diversion in the last month.

Q4.5 Please enter the number of minutes that ED 4 was closed to general traffic and was on
diversion in the last month.

Q4.6 Please enter the number of minutes that ED 5 was closed to general traffic and was on
diversion in the last month.

Q4.7 Please enter the number of minutes that ED 6 was closed to general traffic and was on
diversion in the last month.

Q4.8 Please enter the number of minutes that ED 7 was closed to general traffic and was on
diversion in the last month.

Q4.9 Please enter the number of minutes that ED 8 was closed to general traffic and was on
diversion in the last month.



Q4.10 Please enter the number of minutes that ED 9 was closed to general traffic and was on
diversion in the last month.

Q4.11 Please enter the number of minutes that ED 10 was closed to general traffic and was on
diversion in the last month.

Q4.12 What was the average length of time in minutes from arrival at partner ED to disposition
for all transported patients in the last month? Categories of disposition include: eAdmitted to
hospital eTransferred eDischarged eExpired eFailed to complete care

Q4.13 What was the average length of time in minutes from arrival at partner ED to disposition
for all ELIGIBLE transported patients? Categories of disposition include: e¢Admitted to hospital
eTransferred eDischarged eExpired eFailed to complete care

Q4.16 For each type of eligible patient below, please provide the average length of time in
minutes from arrival at hospital to disposition in the last month? Categories of disposition include:
eAdmitted to hospital eTransferred eDischarged eExpired eFailed to complete care

U Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q4.17 Among all eligible patients, please provide the numbers of each category of disposition.
Admitted to hospital

d

O Transferred
O Discharged
d
a

Expired

Failure to complete care

Q4.28 For each type of eligible patient below, please provide the number of patients who were
admitted to the hospital subsequent to transport in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q4.29 For each type of eligible patient below, please provide the number of patients who were
transferred to another hospital subsequent to transport in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q4.30 For each type of eligible patient below, please provide the number of patients who were
discharged subsequent to transport in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year




Q4.31 For each type of eligible patient below, please provide the number of patients who expired
subsequent to transport in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q4.32 For each type of eligible patient below, please provide the number of patients who failed to
complete care subsequent to transport in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q4.33 Among transported eligible patients who were admitted, what was the average length of
stay (in days) in the hospital in the last month?

Q4.36 For each type of transported eligible patient below, what was the average length of stay in
the hospital among patients who were admitted in the last month?
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Finance Data

Q5.1 If applicable to your EMS provider agencies, please provide the average cost of fire response
readiness across your partner public provider agencies in the last month: fire response readiness
= (salaries & benefits + maintenance + operations + vehicle & facility amortization) / number of
EMS responses

QO Average readiness cost

O Not applicable

Q5.2 Please provide the average cost of each transport across your partner public and private
provider agencies to an ED in the last month: Cost of transport = (Crew wages & benefits + fleet
amortization & maintenance) / number of EMS responses

Q5.3 Please provide the average charges for each transport to an ED in the last month.

Q5.4 Please provide the average charges for care for eligible patients transported to your partner
EDs in the last month.

Q5.7 For each type of transported eligible patient below, please provide the average charges for
care in your partner EDs in the last month (exclude patients who were admitted to the hospital).
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q5.8 Please provide the average charges for inpatient care for eligible patients transported to
your partner hospitals.



Q5.11 For each type of transported eligible patient below, please provide the average charges for
inpatient care in partner hospitals in the last month.
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

O Mega user = call 911 50+ times per year

Q5.12 Please provide the average claims paid by health insurance plans/networks for ED visits by
eligible patients transported to your partner EDs.

Q5.15 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for visits to your partner EDs in the last month.
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q5.16 Please provide the average claims paid by health insurance plans/networks for inpatient
stays by eligible patients transported to your partner EDs in the last month.

Q5.19 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for inpatient stays in your partner hospitals in the last month.
O Frequent user = calls 911 < 20 times per year

O Super user = calls 911 20-49 times per year

U Mega user = call 911 50+ times per year

Q5.20 Please provide the average cost of salary & benefits for an EMT-P who would be a
candidate for CP training.



CP Baseline Data Reporting
Alternate Destination

Q1.1 Please identify your site:
UCLA Alternate Destination

UCLA Post-hospital

Orange County Alternate Destination
Butte County Post-hospital
Ventura Tuberculosis
Ventura/SB Hospice

Alameda Post-hospital

Alameda Frequent 911

San Bernardino Post-hospital
Carlsbad Alternate Destination
San Diego Frequent 911

Medic Ambulance Post-hospital
Stanislaus Alternate Destination
Other

(OO ONCNONCNONCNONCONONONONC,

Q1.2 For all of the following questions where you are asked to provide a number, please type in
only numbers and decimals, if relevant. E.G., type 5 instead of typing "five". Where you are asked
to fill in data relevant to a specific type of patient, please leave the write-in space BLANK for any
patients not included in your pilot, but type O if your site includes the patient type, but none
were treated. During baseline data collection, "eligible" patients include those who would be
eligible for your project based on the protocols at your site if the pilot were currently operational.

Demographics

Q2.6 Please provide the average patient age among all eligible patients transported to a partner
ED in the last month. (No patients under age 18 are eligible for the pilot)

Q2.9 For each of the following types of eligible patients, please provide the average patient age
among all eligible transports to a partner ED in the last month. (No patients under age 18 are
eligible for the pilot)

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q2.12 In the last month, how many eligible patients were male?



Q2.15 For each of the following types of eligible patients transported in the last month, please
provide the number of eligible patients who were male.
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oo0oo0o0o

Behavioral health emergencies

Q2.18 In the last month, how many eligible patients were female?

Q2.21 For each of the following types of eligible patients transported in the last month, please
provide the number of eligible patients who were female.
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocooo0doo

Behavioral health emergencies

Q2.24 Please identify how many eligible patients of each ethnicity shown below were transported
in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
U Hispanic

O Non-Hispanic
O Unknown

Q2.27 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Hispanic" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oooO0oo

Behavioral health emergencies

Q2.36 Please identify how many eligible patients of each race/ethnicity shown below were
transported in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut

Asian / Pacific Islander
Other
Unknown

oooo0ooo




Q2.39 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "White" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q2.40 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Black" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocoo0dood

Behavioral health emergencies

Q2.41 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Native American / Eskimo / Aleut" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocooO0doo

Behavioral health emergencies

Q2.42 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Asian / Pacific Islander" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ooo0doo

Behavioral health emergencies

Q2.43 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Other" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oooo0oo

Behavioral health emergencies




Q2.44 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Unknown" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oo0oo0o0o

Behavioral health emergencies

Q2.57 Please identify how many patients speaking the languages shown below were treated in
the last month?

English (ENG)
Ambharic (AMH)
Arabic (ARA)
Armenian (AMR)
Cantonese - Yue Chinese (YUE)
Chinese (CHI)
Croatian (HRV)
Farsi (PES)
French (FRE)
French Creole (CPF)
German (GER)
Greek (GRE)
Guijarati (GU)J)
Hebrew (HEB)
Hindi (HIN)
Hmong (HMN)
Hungarian (HUN)
llocano - lloko (ILO)
Indonesian (IND)
Italian (ITA)
Japanese (JPN)
Korean (KOR)
Lao (LAO)
Mandarin (CMN)
Mien - lu Mien (IUM)
Mon-Khmer (MKH)
Navajo (NAV)
Panjabi - Punjabi (PAN)
Persian (PER)
Polish (POL)
Portuguese (POR)
Russian (RUS)
Sign Language (SGN)
Samoan (SMO)
Serbian (SRP)
Spanish (SPA)
Swahili (SWA)
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Tagalog (TGL)
Telugu (TGL)
Thai (THA)
Tonga (TON)
Ukrainian (UKR)
Urdu (URD)
Vietnamese (VIE)
Yiddish (YID)
Yoruba (YOR)
Unknown (999)
Other (Please write in language and number of patients)

Mexteca

Q2.58 Please type in all of the zip codes, separated by commas, in which your provider agencies
answered 911 calls by eligible patients in the last month. (For the test period, please type in all of
the most common zip codes or most expected zip codes for your pilot site).

Q2.59 Please identify how many patients with each of following types of insurance coverage were
treated in the last month?

oCoo0oo

Private

Medicare
Medicaid
Self-pay

Q2.60 For each type of patient below, please identify how many transported eligible patients'
were covered by private insurance in the last month?

ocooo0oo

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

Behavioral health emergencies

Q2.61 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicare in the last month?

ocooo0doo

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

Behavioral health emergencies




Q2.62 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicaid in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oo0oo0o0o

Behavioral health emergencies

Q2.63 For each type of patient below, please identify how many transported eligible patients'
were self-pay in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocoo0doo

Behavioral health emergencies

EMS Utilization

Q3.1 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call:
U ALS Transport Vehicles

O BLS Transport Vehicles
O Fire Engines

Q3.2 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call for your ELIGIBLE population:
O ALS Transport Vehicles

O BLS Transport Vehicles
O Fire Engines

Q3.3 How many patients did your partner provider agencies transport to all EDs in the last month?

Q3.4 How many patients did your partner provider agencies transport to partner EDs in the last
month?

Q3.5 How many UNIQUE patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.6 How many eligible patients did your partner provider agencies transport to partner EDs in
the last month?



Q3.7 For each type of patient below, how many eligible patients did your partner provider
agencies transport to partner EDs in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oo0oo0o0o

Behavioral health emergencies

Q3.10 How many UNIQUE eligible patients did your partner provider agencies transport to partner
EDs in the last month?

Q3.11 For each type of patient below, how many UNIQUE eligible patients did your partner
provider agencies transport to partner EDs in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocooo0doo

Behavioral health emergencies

Q3.14 What was the AVERAGE length of time in minutes from arrival on scene to arrival at the ED
for transports of eligible patients to partner EDs in the last month?

Q3.15 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to arrival at the ED for transports of eligible patients to partner EDs in the last
month?

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q3.18 What was the AVERAGE length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.19 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocooo0dood

Behavioral health emergencies

Q3.22 What was the SHORTEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?



Q3.23 For each type of patient below, what was the SHORTEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

(I I Iy Wy Wy W

Behavioral health emergencies

Q3.26 What was the LONGEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.27 For each type of patient below, what was the LONGEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ooo0doo

Behavioral health emergencies

Q3.30 What was the total number of your transports that spent more than 45 minutes at the
hospital from arrival at partner ED until return to service?

Q3.31 What was the total number of your transports of ELIGIBLE patients that spent more than 45
minutes at the hospital from arrival at partner ED until return to service?

Q3.32 For each type of eligible patient below, please provide the total number of your transports
in the last month that spent more than 45 minutes at the hospital from arrival at ED until return
to service?

Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocoo0doo

Behavioral health emergencies

Q3.35 What was the AVERAGE number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.36 What was the SHORTEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.37 What was the LONGEST number of miles driven in transport of eligible patients to partner
EDs in the last month?



Q3.38 Please enter the number of transports of eligible patients to partner EDs that occurred in
the last month in each of the following time frames? (Use the arrival time at ED to classify
transports)

Morning 9:01am-12:00pm
Afternoon 12:01pm-5:00pm
Evening 5:01pm-12:00am
Night 12:01am-4:00am
Early morning 4:01am-9:00am

ocoo0o

Hospital Data

Q4.1 In the spaces below please enter the name of each of your partner EDs. After you enter the
ED's name, you'll be asked to provide the number of minutes that each was closed to general
traffic and were on diversion in the last month.

Partner ED 1

Partner ED 2
Partner ED 3
Partner ED 4
Partner ED 5
Partner ED 6
Partner ED 7
Partner ED 8
Partner ED 9
Partner ED 10
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Q4.2 Please enter the number of minutes that ED 1 was closed to general traffic and was on
diversion in the last month.

Q4.3 Please enter the number of minutes that ED 2 was closed to general traffic and was on
diversion in the last month.

Q4.4 Please enter the number of minutes that ED 3 was closed to general traffic and was on
diversion in the last month.

Q4.5 Please enter the number of minutes that ED 4 was closed to general traffic and was on
diversion in the last month.

Q4.6 Please enter the number of minutes that ED 5 was closed to general traffic and was on
diversion in the last month.

Q4.7 Please enter the number of minutes that ED 6 was closed to general traffic and was on
diversion in the last month.

Q4.8 Please enter the number of minutes that ED 7 was closed to general traffic and was on
diversion in the last month.

Q4.9 Please enter the number of minutes that ED 8 was closed to general traffic and was on
diversion in the last month.

Q4.10 Please enter the number of minutes that ED 9 was closed to general traffic and was on



diversion in the last month.

Q4.11 Please enter the number of minutes that ED 10 was closed to general traffic and was on
diversion in the last month.

Q4.12 What was the average length of time in minutes from arrival at partner ED to disposition
for all transported patients in the last month? Categories of disposition include: eAdmitted to
hospital eTransferred eDischarged eExpired eFailed to complete care

Q4.13 What was the average length of time in minutes from arrival at partner ED to disposition
for all ELIGIBLE transported patients? Categories of disposition include: e¢Admitted to hospital
eTransferred eDischarged eExpired eFailed to complete care

Q4.14 For each type of eligible patient below, please provide the average length of time in
minutes from arrival at hospital to disposition in the last month? Categories of disposition include:
eAdmitted to hospital eTransferred eDischarged eExpired eFailed to complete care

Isolated closed extremity injuries

Laceration with controlled bleeding

d

d

O Soft tissue injuries

O Minor traffic accidents
d

d

Isolated fever or cough

Behavioral health emergencies

Q4.17 Among all eligible patients, please provide the numbers of each category of disposition.
Admitted to hospital

d

O Transferred
O Discharged
d
(

Expired

Failure to complete care

Q4.18 For each type of eligible patient below, please provide the number of patients who were
admitted to the hospital subsequent to transport in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocooo0doo

Behavioral health emergencies

Q4.19 For each type of eligible patient below, please provide the number of patients who were
transferred to another hospital subsequent to transport in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oooo0doo

Behavioral health emergencies




Q4.20 For each type of eligible patient below, please provide the number of patients who were
discharged subsequent to transport in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q4.21 For each type of eligible patient below, please provide the number of patients who expired
subsequent to transport in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

ocoo0doo

Behavioral health emergencies

Q4.22 For each type of eligible patient below, please provide the number of patients who failed to
complete care subsequent to transport in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q4.33 Among transported eligible patients who were admitted, what was the average length of
stay (in days) in the hospital in the last month?

Q4.34 For each type of transported eligible patient below, what was the average length of stay in
the hospital among patients who were admitted in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Finance Data

Q5.1 If applicable to your EMS provider agencies, please provide the average cost of fire response
readiness across your partner public provider agencies in the last month: fire response readiness
= (salaries & benefits + maintenance + operations + vehicle & facility amortization) / number of
EMS responses

Q Average readiness cost

Q Not applicable

Q5.2 Please provide the average cost of each transport across your partner public and private
provider agencies to an ED in the last month: Cost of transport = (Crew wages & benefits + fleet



amortization & maintenance) / number of EMS responses
Q5.3 Please provide the average charges for each transport to an ED in the last month.

Q5.4 Please provide the average charges for care for eligible patients transported to your partner
EDs in the last month.

Q5.5 For each type of transported eligible patient below, please provide the average charges for
care in your partner EDs in the last month (exclude patients who were admitted to the hospital).
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q5.8 Please provide the average charges for inpatient care for eligible patients transported to
your partner hospitals.

Q5.9 For each type of transported eligible patient below, please provide the average charges for
inpatient care in partner hospitals in the last month.
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oo0o0oo

Behavioral health emergencies

Q5.12 Please provide the average claims paid by health insurance plans/networks for ED visits by
eligible patients transported to your partner EDs.

Q5.13 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for visits to your partner EDs in the last month.
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oooo0oo

Behavioral health emergencies

Q5.16 Please provide the average claims paid by health insurance plans/networks for inpatient
stays by eligible patients transported to your partner EDs in the last month.



Q5.17 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for inpatient stays in your partner hospitals in the last month.
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough
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Behavioral health emergencies

Q5.20 Please provide the average cost of salary & benefits for an EMT-P who would be a
candidate for CP training.



CP Baseline Data Reporting
Post Discharge

Q1.1 Please identify your site:
UCLA Alternate Destination

UCLA Post-hospital

Orange County Alternate Destination
Butte County Post-hospital
Ventura Tuberculosis
Ventura/SB Hospice

Alameda Post-hospital

Alameda Frequent 911

San Bernardino Post-hospital
Carlsbad Alternate Destination
San Diego Frequent 911

Medic Ambulance Post-hospital
Stanislaus Alternate Destination
Other
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Q1.2 For all of the following questions where you are asked to provide a number, please type in
only numbers and decimals, if relevant. E.G., type 5 instead of typing "five". Where you are asked
to fill in data relevant to a specific type of patient, please leave the write-in space BLANK for any
patients not included in your pilot, but type O if your site includes the patient type, but none
were treated. During baseline data collection, "eligible" patients include those who would be
eligible for your project based on the protocols at your site if the pilot were currently operational.

Demographics

Q2.6 Please provide the average patient age among all eligible patients transported to a partner
ED in the last month. (No patients under age 18 are eligible for the pilot)

Q2.10 For each of the following types of eligible patients, please provide the average patient age
among all eligible transports to a partner ED in the last month. (No patients under age 18 are
eligible for the pilot). For any patient types not included in your pilot site, please leave the number
of patients BLANK. Please write a 0 if your includes the patient, but none were treated.

CHF

AMI

COPD

Pneumonia

Sepsis
Diabetes Melitus
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Q2.12 In the last month, how many eligible patients were male?



Q2.16 For each of the following types of eligible patients transported in the last month, please
provide the number of eligible patients who were male.
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Iy Wy Oy

Q2.18 In the last month, how many eligible patients were female?

Q2.22 For each of the following types of eligible patients, please provide the number of eligible
patients who were female.
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

ocooo0doo

Q2.24 Please identify how many eligible patients of each ethnicity shown below were transported
in the last month?1 = Hispanic2 = Non-Hispanic3 = Unknown
O Hispanic

O Non-Hispanic
4 Unknown

Q2.28 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Non-Hispanic" in the last month?
Isolated closed extremity injuries

Laceration with controlled bleeding

Soft tissue injuries

Minor traffic accidents

Isolated fever or cough

oooo0oo

Behavioral health emergencies

Q2.30 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Hispanic" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.31 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Non-Hispanic" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.32 For each type of patient below, please identify how many transported eligible patients'
ethnicity was marked "Unknown" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

cooo0oo

Q2.36 Please identify how many eligible patients of each race/ethnicity shown below were
transported in the last month?1 = White2 = Black3 = Native American / Eskimo / Aleut4 = Asian /
Pacific Islander5 = Other6 = Unknown

White

Black

Native American / Eskimo / Aleut

Asian / Pacific Islander
Other
Unknown

ocooooo

Q2.45 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "White" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.46 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Black" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.47 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Native American / Eskimo / Aleut" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.48 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Asian / Pacific Islander" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

cooo0doo

Q2.49 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Other" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

cooo0oo

Q2.50 For each type of patient below, please identify how many transported eligible patients'
race/ethnicity was marked "Unknown" in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus
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Q2.57 Please identify how many patients speaking the languages shown below were treated in
the last month?

English (ENG)
Amharic (AMH)
Arabic (ARA)
Armenian (AMR)
Cantonese - Yue Chinese (YUE)
Chinese (CHI)
Croatian (HRV)
Farsi (PES)
French (FRE)
French Creole (CPF)
German (GER)
Greek (GRE)
Guijarati (GU)J)
Hebrew (HEB)
Hindi (HIN)
Hmong (HMN)
Hungarian (HUN)
llocano - lloko (ILO)
Indonesian (IND)
Italian (ITA)
Japanese (JPN)
Korean (KOR)
Lao (LAO)
Mandarin (CMN)
Mien - lu Mien (IlUM)
Mon-Khmer (MKH)
Navajo (NAV)
Panjabi - Punjabi (PAN)
Persian (PER)
Polish (POL)
Portuguese (POR)
Russian (RUS)
Sign Language (SGN)
Samoan (SMO)
Serbian (SRP)
Spanish (SPA)
Swahili (SWA)
Tagalog (TGL)
Telugu (TGL)
Thai (THA)
Tonga (TON)
Ukrainian (UKR)
Urdu (URD)
Vietnamese (VIE)
Yiddish (YID)

[y Iy Iy Iy Iy Ay Iy Dy Iy Ny Iy Iy Dy Ny By My




o000

Yoruba (YOR)
Unknown (999)
Other (Please write in language and number of patients)

Mexteca

Q2.58 Please type in all of the zip codes, separated by commas, in which your provider agencies
answered 911 calls by eligible patients in the last month. (For the test period, please type in all of
the most common zip codes or most expected zip codes for your pilot site).

Q2.59 Please identify how many patients with each of following types of insurance coverage were
treated in the last month?

M iy Wy

Private

Medicare
Medicaid
Self-pay

Q2.64 For each type of patient below, please identify how many transported eligible patients'
were covered by private insurance in the last month?

(I I Iy Ry Iy

CHF

AMI

COPD
Pneumonia

Sepsis
Diabetes Melitus

Q2.65 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicare in the last month?

(I Ny Iy Ry Iy

CHF

AMI

COPD
Pneumonia
Sepsis
Diabetes Melitus

Q2.66 For each type of patient below, please identify how many transported eligible patients'
were covered by Medicaid in the last month?

ocooooo

CHF

AMI

COPD
Pneumonia
Sepsis
Diabetes Melitus




Q2.67 For each type of patient below, please identify how many transported eligible patients'
were self-pay in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

o000 o

Q2.72 Please provide the number of eligible patients enrolled in social service programs in the last
month. (This is expected to be an estimate during the baseline period.)

Q2.73 Please provide the number of eligible patients in the last month who have a usual source of
primary care. (This is expected to be an estimate during the baseline period.)

Q2.74 Please provide the number of eligible patients in the last month who have a usual source of
mental health care. (This is expected to be an estimate during the baseline period.)

Q2.76 Please provide the number of eligible patients in the last month who are in compliance with
their individual care plan/post-discharge care plan. (This is expected to be an estimate during the
baseline period.)

EMS Utilization

Q3.1 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call:
O ALS Transport Vehicles

O BLS Transport Vehicles
U Fire Engines

Q3.2 Please identify how many of each type of vehicle your provider agency sends in response to
a typical 911 call for your ELIGIBLE population:
O ALS Transport Vehicles

O BLS Transport Vehicles
U Fire Engines

Q3.3 How many patients did your partner provider agencies transport to all EDs in the last month?

Q3.4 How many patients did your partner provider agencies transport to partner EDs in the last
month?

Q3.5 How many UNIQUE patients did your partner provider agencies transport to partner EDs in
the last month?

Q3.6 How many eligible patients did your partner provider agencies transport to partner EDs in
the last month?



Q3.8 For each type of patient below, how many eligible patients did your partner provider
agencies transport to partner EDs in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Iy Wy Oy

Q3.10 How many UNIQUE eligible patients did your partner provider agencies transport to partner
EDs in the last month?

Q3.12 For each type of patient below, how many UNIQUE eligible patients did your partner
provider agencies transport to partner EDs in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

ocooo0doo

Q3.14 What was the AVERAGE length of time in minutes from arrival on scene to arrival at the ED
for transports of eligible patients to partner EDs in the last month?

Q3.16 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to arrival at the ED for transports of eligible patients to partner EDs in the last
month?

CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

I Iy Iy Dy Iy

Q3.18 What was the AVERAGE length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.20 For each type of patient below, what was the AVERAGE length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

CHF

AMI

COPD
Pneumonia
Sepsis
Diabetes Melitus

ocooo0oo

Q3.22 What was the SHORTEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?



Q3.24 For each type of patient below, what was the SHORTEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Iy Wy Ry

Q3.26 What was the LONGEST length of time in minutes from arrival on scene to return to the
field for transports of eligible patients to partner EDs in the last month?

Q3.28 For each type of patient below, what was the LONGEST length of time in minutes from
arrival on scene to return to the field for transports of eligible patients to partner EDs in the last
month?

CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I W Ry Ry

Q3.30 What was the total number of your transports that spent more than 45 minutes at the
hospital from arrival at partner ED until return to service?

Q3.31 What was the total number of your transports of ELIGIBLE patients that spent more than 45
minutes at the hospital from arrival at partner ED until return to service?

Q3.33 For each type of eligible patient below, please provide the total number of your transports
in the last month that spent more than 45 minutes at the hospital from arrival at ED until return
to service?

CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

o000

Q3.35 What was the AVERAGE number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.36 What was the SHORTEST number of miles driven in transport of eligible patients to partner
EDs in the last month?

Q3.37 What was the LONGEST number of miles driven in transport of eligible patients to partner
EDs in the last month?



Q3.38 Please enter the number of transports of eligible patients to partner EDs that occurred in
the last month in each of the following time frames? (Use the arrival time at ED to classify
transports)

Morning 9:01am-12:00pm
Afternoon 12:01pm-5:00pm
Evening 5:01pm-12:00am
Night 12:01am-4:00am
Early morning 4:01am-9:00am

ocoo0o

Hospital Data

Q4.1 In the spaces below please enter the name of each of your partner EDs. After you enter the
ED's name, you'll be asked to provide the number of minutes that each was closed to general
traffic and were on diversion in the last month.

Partner ED 1

Partner ED 2
Partner ED 3
Partner ED 4
Partner ED 5
Partner ED 6
Partner ED 7
Partner ED 8
Partner ED 9
Partner ED 10

(WO I Iy Ny Iy Ny Ay Ay

Q4.2 Please enter the number of minutes that ED 1 was closed to general traffic and was on
diversion in the last month.

Q4.3 Please enter the number of minutes that ED 2 was closed to general traffic and was on
diversion in the last month.

Q4.4 Please enter the number of minutes that ED 3 was closed to general traffic and was on
diversion in the last month.

Q4.5 Please enter the number of minutes that ED 4 was closed to general traffic and was on
diversion in the last month.

Q4.6 Please enter the number of minutes that ED 5 was closed to general traffic and was on
diversion in the last month.

Q4.7 Please enter the number of minutes that ED 6 was closed to general traffic and was on
diversion in the last month.

Q4.8 Please enter the number of minutes that ED 7 was closed to general traffic and was on
diversion in the last month.

Q4.9 Please enter the number of minutes that ED 8 was closed to general traffic and was on
diversion in the last month.

Q4.10 Please enter the number of minutes that ED 9 was closed to general traffic and was on



diversion in the last month.

Q4.11 Please enter the number of minutes that ED 10 was closed to general traffic and was on
diversion in the last month.

Q4.12 What was the average length of time in minutes from arrival at partner ED to disposition
for all transported patients in the last month? Categories of disposition include: eAdmitted to
hospital eTransferred eDischarged eExpired eFailed to complete care

Q4.13 What was the average length of time in minutes from arrival at partner ED to disposition
for all ELIGIBLE transported patients? Categories of disposition include: e¢Admitted to hospital
eTransferred eDischarged eExpired eFailed to complete care

Q4.15 For each type of eligible patient below, please provide the average length of time in
minutes from arrival at hospital to disposition in the last month? Categories of disposition include:
eAdmitted to hospital eTransferred eDischarged eExpired eFailed to complete care

CHF

d

a AMI

Q copD

U Pneumonia
d

d

Sepsis
Diabetes Melitus

Q4.17 Among all eligible patients, please provide the numbers of each category of disposition.
Admitted to hospital

a

O Transferred
O Discharged
a
a

Expired

Failure to complete care

Q4.23 For each type of eligible patient below, please provide the number of patients who were
admitted to the hospital subsequent to transport in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

ocooo0doo

Q4.24 For each type of eligible patient below, please provide the number of patients who were
transferred to another hospital subsequent to transport in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I By Iy Iy




Q4.25 For each type of eligible patient below, please provide the number of patients who were
discharged subsequent to transport in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Iy Wy Oy

Q4.26 For each type of eligible patient below, please provide the number of patients who expired
subsequent to transport in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

cooo0oo

Q4.27 For each type of eligible patient below, please provide the number of patients who failed to
complete care subsequent to transport in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

ocooooo

Q4.33 Among transported eligible patients who were admitted, what was the average length of
stay (in days) in the hospital in the last month?

Q4.35 For each type of transported eligible patient below, what was the average length of stay in
the hospital among patients who were admitted in the last month?
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Ny Iy Iy B

Finance Data

Q5.1 If applicable to your EMS provider agencies, please provide the average cost of fire response
readiness across your partner public provider agencies in the last month: fire response readiness
= (salaries & benefits + maintenance + operations + vehicle & facility amortization) / number of
EMS responses

Q Average readiness cost

QO Not applicable

Q5.2 Please provide the average cost of each transport across your partner public and private
provider agencies to an ED in the last month: Cost of transport = (Crew wages & benefits + fleet



amortization & maintenance) / number of EMS responses
Q5.3 Please provide the average charges for each transport to an ED in the last month.

Q5.4 Please provide the average charges for care for eligible patients transported to your partner
EDs in the last month.

Q5.6 For each type of transported eligible patient below, please provide the average charges for
care in your partner EDs in the last month (exclude patients who were admitted to the hospital).
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

ooo0poo

Q5.8 Please provide the average charges for inpatient care for eligible patients transported to
your partner hospitals.

Q5.10 For each type of transported eligible patient below, please provide the average charges for
inpatient care in partner hospitals in the last month.
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

(I I Iy WDy Ry

Q5.12 Please provide the average claims paid by health insurance plans/networks for ED visits by
eligible patients transported to your partner EDs.

Q5.14 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for visits to your partner EDs in the last month.
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

[ I Iy Ny Wy Iy

Q5.16 Please provide the average claims paid by health insurance plans/networks for inpatient
stays by eligible patients transported to your partner EDs in the last month.



Q5.18 For each type of transported eligible patient below, please provide the average claims paid
by health insurance plans/networks for inpatient stays in your partner hospitals in the last month.
CHF

AMI
COPD
Pneumonia

Sepsis
Diabetes Melitus

oo0oo0o0o

Q5.20 Please provide the average cost of salary & benefits for an EMT-P who would be a
candidate for CP training.



Appendix R
Concept Specific

Informed Consent Forms



Your Project Site Community Paramedicine

Appendix R
Patient Consent Form

lunderstand that this visit is part of a demonstration project intended to establish
whether EMT-ParamedicsinYour Region canincrease access tothe mostappropriate
level of health care for patients who do not need care in an emergency department. |
understand that only specially trained Alternate Destination Paramedics will be able to
participate in this study and the study is authorized by the California Office of
Statewide Health Planning and Development.

As a participant in this demonstration project, lunderstand the following:

1. The specially trained Alternate Destination Paramedic can only provide services
authorized under the demonstration project in addition to those services already
authorized for EMT- Paramedics.

2. The specially trained Alternate Destination Paramedic can only provide services in.
locations authorized under the demonstration project in addition to those already
authorized for EMT- Paramedics.

3. The specially trained Alternate Destination Paramedic can only provide
transportation to locations authorized under the demonstration project in addition to
those already authorized for EMT-Paramedics

4. A supervising health care professional is available for consultation at all times that
the EMT- Paramedic is treating me or the person for whom | am consenting.

5. No warranty or guarantee has been made to me regarding any treatment or any
procedure received.

6. Participation in this demonstration project does not constitute my assumption of risk.

| have the right to refuse to participate or decide to withdraw from this demonstration
at any time without penalty.

8. If I refuse to participate or decide to withdraw from this demonstration, transportation
to the closest emergency department that is able to provide care at this time will be
immediately provided in accordance with existing regulation of EMT-Paramedic
practice.

9. My identity will not be disclosed without my separate consent, except as specifically
required by law.

| have been given full opportunity to ask questions about this project, about the types of
care that may be provided, about the location at which care will be provided, and about any
risks involved. | voluntarily consent to and authorize treatment by the Community
Paramedic(s). | certify that | have read this form and that | understand its contents.

Signature: Witness Signature:
Date Date




Your Project Site Community Paramedicine

Informed Consent

We are asking you to participate in a research study. Please take your time to read the information
below and feel free to ask any questions before signing this document.

Title: Insert Title on Post Discharge Follow-up

Purpose:

California residents continue to struggle with an increasing demand for healthcare services and a
decreasing supply of healthcare workers. This program will utilize Community Paramedics to help
increase patient access to healthcare after they have been discharged from the hospital.

Research indicates that recently discharged patients may benefit from assistance, prior to regularly
scheduled follow-up care. This study is being conducted to determine if follow-up care, provided by
a Community Paramedic will foster a positive outcome for the patients included in the study.

Inclusion Criteria:
You are eligible for this study if you are an adult patient, recently discharged from Insert facility
name(s) with the diagnosis of Insert treatment diagnosis(es) included in your project.

Procedures:

With your consent, a referral will be generated to the Community Paramedicine Program. A
Community Paramedic from Insert your agency name will contact you to schedule an appointment
to perform an in-home assessment as part of your follow-up treatment plan. During this visit, the
Community Paramed ic will provide education on your medical diagnosis, review your discharge
instructions, medications and the importance of attending follow-up doctor appointments. In
addition, the Community Paramedic will perform a home safety assessment to ensure a safe home
environment for you to recover in. The Community Paramedic will provide feedback to your
healthcare providers, which will improve the overall quality of your care, resulting in decreased
need for visits to the emergency department and hospital readmissions.

Risks to Participation:
There are no foreseeable risks to you as a result of taking part in this pilot study. There are also no
risks if you prefer not to participate.

Compensation:

There will be no compensation for participation. However, we anticipate an improvement in the
quality of care that you receive, as well as your overall well-being as a result of your participation in
the pilot project.

Benefits to Participants:

You may not directly benefit from participating in this study. This study might help you by
improving your ability to manage your medical condition long term, decrease the frequency of
hospitalization, improve your overall well-being, and improve the safety of your home. What we
learn from this pilot study may help others with your same or similar medical condition. The
information learned from this study will be shared with the project team, the state Emergency
Medical Services Authority, and your health care provider. This sharing will assist the project team
in developing programs to utilize Community Paramedics in other ways that may be beneficial to
your community and you.



Alternatives to Participation:
Participation in this pilot study is voluntary, and you have the right to refuse to participate or decide
to withdraw from this demonstration at any time without penalty.

Questions/Concerns:
Should you have any questions or concerns regarding this study, you may contact the principle
investigator, Insert name at the following phone number: Insert phone or via email at Insert email.

Confidentiality:

A screening tool will be completed for each participant and stored electronically in a database for
two years, at which time it will be deleted. Your information will remain confidential and will only be
reviewed by the members of the project team. All data is reported in aggregate and no identifying
personal information will be released.

Patient initial _

Patient Consent:

The pilot project and the procedures have been explained to me. | agree to participate in this
project. My participation is voluntary and | do not have to sign this form if | do not want to be part
of this project. | have received a copy of the California Experimental Subject Rights, and | will
receive a copy of this consent form for my records.

Signature of Participant:

Date:

Signature of Person Obtaining Consent:

Date:



AMR Ventura & Santa Barbara Hospice Support Community
Paramedicine Pilot Project

Patient Consent Form

lunderstand that this visit is part of a demonstration project intended to establish
whether EMT-Paramedics in Ventura & Santa Barbara can increase accesstothe most
appropriate level of health care for patients who do not need care in an emergency
department. | understand that only specially trained Hospice Paramedics will be able
to participate in this study and the study is authorized by the California Office of
Statewide Health Planning and Development.

As a participant in this demonstration project, lunderstand the following:

1. The specially trained Hospice Paramedic can only provide services authorized
under the demonstration project in addition to those services already authorized for
EMT- Paramedics.

2. The specially trained Hospice Paramedic can only provide services in locations
authorized under the demonstration project in addition to those already authorized
for EMT- Paramedics.

3. The specially trained Hospice Paramedic can only provide transportation to those
locations authorized for EMT-Paramedics

4. A supervising health care professional is available for consultation at all times that
the EMT- Paramedic is treating me or the person for whom | am consenting.

5. No warranty or guarantee has been made to me regarding any treatment or any
procedure received.

6. Participation in this demonstration project does not constitute my assumption of risk.

7. | have the right to refuse to participate or decide to withdraw from this demonstration
at any time without penalty.

8. If I refuse to participate or decide to withdraw from this demonstration, transportation
to the closest emergency department that is able to provide care at this time will be
immediately provided in accordance with existing regulation of EMT-Paramedic
practice.

9. My identity will not be disclosed without my separate consent, except as specifically
required by law.

| have been given full opportunity to ask questions about this project, about the types of
care that may be provided, about the location at which care will be provided, and about any
risks involved. | voluntarily consent to and authorize treatment by the Community
Paramedic(s). | certify that | have read this form and that | understand its contents.

Signature: Date:

Witness Signature: Date:




Insert your Site name Frequent 911 Caller Management
Community Paramedicine Pilot Project

Patient Consent Form

lunderstand that this visit is part of a demonstration project intended to establish
whether EMT-Paramedics in Your Region can increase accesstothe mostappropriate
level of health care for patients who do not need care in an emergency department. |
understand that only specially trained Frequent 911 Caller Management Community
Paramedics will be able to participate in this study and the study is authorized by the
California Office of Statewide Health Planning and Development.

As a participant in this demonstration project, lunderstand the following:

1. The specially trained Frequent 911 Caller Management Paramedic can only provide
services authorized under the demonstration project in addition to those services
already authorized for EMT- Paramedics.

2. The specially trained Frequent 911 Caller Management Paramedic can only provide
services in locations authorized under the demonstration project in addition to those
already authorized for EMT- Paramedics.

3. The specially trained Frequent 911 Caller Management Paramedic can only provide
transportation to those locations authorized for EMT-Paramedics

4. A supervising health care professional is available for consultation at all times that
the EMT- Paramedic is treating me or the person for whom | am consenting.

5. No warranty or guarantee has been made to me regarding any treatment or any
procedure received.

6. Participation in this demonstration project does not constitute my assumption of risk.

7. | have the right to refuse to participate or decide to withdraw from this demonstration
at any time without penalty.

8. If I refuse to participate or decide to withdraw from this demonstration, transportation
to the closest emergency department that is able to provide care at this time will be
immediately provided in accordance with existing regulation of EMT-Paramedic
practice.

9. My identity will not be disclosed without my separate consent, except as specifically
required by law.

| have been given full opportunity to ask questions about this project, about the types of
care that may be provided, about the location at which care will be provided, and about any
risks involved. | voluntarily consent to and authorize treatment by the Community
Paramedic(s). | certify that | have read this form and that | understand its contents.

Signature: Date:

Witness Signature: Date:




AMR Ventura Tuberculosis Community Paramedicine Pilot Project

Patient Consent Form

| understand that this visit is part of a demonstration project intended to establish whether
EMT-Paramedics functioning as Community Paramedics can increase access to the most
appropriate level of health care for patients who do not need care in an emergency
department. The study is authorized by the California Office of Statewide Health Planning
and Development.

As a participant in this demonstration project, | understand the following:

1. The Community Paramedic can only provide services authorized under the
demonstration project in addition to those already authorized for EMT-Paramedics.

2. The Community Paramedic can only provide services in locations authorized under
the demonstration project in addition to those already authorized for EMT-Paramedics.

3. The Community Paramedic can only provide transportation to locations authorized
under the demonstration project in addition to those already authorized for EMT-
Paramedics

4, A supervising health care professional is available for consultation at all times that the

Community Paramedic is treating me or the person for whom | am consenting.

5. No warranty or guarantee has been made to me regarding any treatment or any
procedure received.

Participation in this demonstration project does not constitute my assumption of risk.

7. | have the right to refuse to participate or decide to withdraw from this demonstration
at any time without penalty.

8. If I to refuse to participate or decide to withdraw from this demonstration, | will not
receive care from a Community Paramedic.

9. My identity will not be disclosed without my separate consent, except as specifically
required by law.

| have been given full opportunity to ask questions about this project, about the types of care
that may be provided, about the location at which care will be provided, and about any risks
involved. | voluntarily consent to and authorize treatment by the Community Paramedic(s) during
the duration of my Daily Observed Treatment for tuberculosis. | certify that | have read this form
and that | understand its contents.

Signature Witness Signature

Date Date
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California EMS Authority

Proposal for Altcrnate Transport Destinations for Communities in Los Angeles County

Updated and Revised Mav 9, 2014

A. Title of Proposed Project Concept — Alternate Transport Destinations (“ALTrans™) in Los
Angeles County

B. Identify the category{s) that best describe the project you propose to pilot: Transport
patients with specified conditions not necding emergency care to alternate, non-emergency
depariment locations

C. Brief description of proposed concept, project management and partners (include
geographic area to be served)

1.

Description of Proposed Concept

ALTyans is a partnership between the fire departments of three communities in Los
Angeles County — Glendale, Pasadena and Santa Monica, their hospital and clinic
systems — Glendale Memorial Hospital, Glendale Adventist Medical Center, [Huntington
Memorial Hospital, Huntington Memorial Foundation and its Pasadena Community
Urgent Care Center, Kaiser Permanente, Santa Monica-UCLA Medical Center and
Orthopaedic Hospital, and UCLA Health System, a major academic institution — the
UCLA Centcr for Prehospital Care at the David Geffen School of Medicine and the Los
Angeles County EMS Agency. ~

ALTrans will use the normal response plans of these fire departments with speceially
trained paramedics to assess patients at the scene of a 9-1-1 request using a triage
protocol approved by the Los Angeles County EMS Agency medical director.
Paramedics will use this protocol to identify patients greater than 18 years of age who
have minor injuries and illnesses including isolated closed exiremity injuries, lacerations
with controlled bleeding, soft tissue injuries, minor traffic accidents and isolated fever or
cough. Patients who do not require medical care in a hospital emergency department
(ED) will be offered transportation to an urgent care center approved by the Los Angeles
County EMS Agency as an appropriate staffed and equipped medical facility for the
patients presenting medical condition. The Los Angeles County EMS Agency has
established a policy to govern urgent care center participation (see attachment A} which
inchudes the approved protocol paramedics will use in the field.

Project Management

ALTrans is submitted by the UCLA Center for Prehospital Care on behalf of all the
partners. The Center for Prehospital Care is a division of the UCLA Emergency
Medicine Center at the David Geffen School of Medicine at UCLA. For the past 27
years, UCLA has been dedicated to making a local, national and international impact on
the prehospital care system and the patients this system serves. UCLA opcrates one of
the top performing Paramedic Programs in the nation and delivers primary and
continuing education programs to Emergency Medical Technicians (EMTs), paramedics,

1




registcred nurses, medical students, physicians as well as the Iay public.I UCLA is
actively cngaged in rescarch and quality improvement that contributes to the prehospital
medicine knowledge base and is contracted to provide these vital services to one-third of
the fire departments in Los Angeles County.

As one of the leading academic medical centers in the nation, UCLA will provide the
project oversight, medical direction, data analysis and reporting, chair the Community
Paramedicine Steering Committee and serve as the liaison with the Los Angcles County
EMS Agency, fire departments, hospitals and community clinics. UCLA will collaborate
with all stakeholders to ensure transparency, patient safety and continual awareness of all
project activitics and outcomes.

As part of the broader management structure for the project, each fire department will
utilize its department’s nurse educator, medical director and command structure to ensure
the paramedics are properly irained, data are collected and that the protocol for ALY rans
is followed. Urgent care centers will provide patient care data that will be used to
determine patient outcomies and identify any patient who ts subsequently {ransferred from
the clinic or urgent care to a local ED. Hospitals wiil collaborate by identifying patients
that may have met the protocol, but were transported to the ED and by providing
comparative financial and patient care data enabling an analysis of cost savings generated
by this project.

Should this proiect be approved and subsequently funded, UCLA will work with the
UCLA Office of Contracts and Grants management to ensure sound accounting and
financial management of funds and disbursements, and timely completion of required
reporiing.

. Partners

The partners for this pilot program are the fire departments and health systems and clinics
in Glendale, Pasadena and Santa Momica and the Los Angeles Counly EMS Agency. The
following Memoranda of Understanding with the Glendale, Pasadena and Santa Monica
fire departments are included in Attachment B. Lctters of Support from the following
hospitais, health systeins and clinics are included in Attacbment C:

AmeriCare Ambulance Service
(Glendale Adventist Medical Center
Glendale Firec Dcpartment

Glendale Fire Fighters® Association
Glendale Memnorial Hospital
Huntington Medical Foundation/Community Urgent Care Center
Huntington Memorial Hospital
Kaiser Permancntc

Pasadena Public Health Department
UCLA Health System

USC Verdugo Hills Hospital




Other partners in support of the project and interested in expansion opportunities shouid
they be beeome available and be approved by the Los Angeles County EMS Agency
include, hut are not limited to, the Alhambra Fire Department, Los Angeles City Fire
Department, the Los Angeles County Fire Department and McCormick Ambulance
Service,

The Community Paramedic Steering Committee for this project will be compriscd of:

A citizen from one of the

three eommunitics

AmeriCare Ambulance
Service Operations Manager

California Emergency Nurses

Kaiser Permanente Urgent
Care Director

Kaiser Permanente
Ambulance Transportation
Director

Santa Monica Fire Dept. Fire
Chief

Santa Moniea Fire Dept.
Medical Director

Santa Monica-UCLA

Medicat Center ED Director
UCLA CPC Project Manager

UCLA CPC Projcct Medical
Director

Association Los Angeles Ambulance

Association

Los Angeles County EMS
Agency Medical Director

California Community
College System

Giendale Adventist Med:ical

Center ED) Director Los Angelcs County EMS .
A C . Other intercstcd members of
Glendale Fire Dept. Fire geney Lommunity the community
Chief Pt Paramcdic Task Force
1 Member
gendale Fire Dept Medical Los Angeles County EMS
srector Commission .

E}gﬂgl'ale Memorial Hospital Los Angeles County EMS

Irector Agency Medical Advisory

Hospital Association of Councif Commitiee Member

Southern California Pasadena Fire Dept. Fire

Huntington Memorial Chief

Hospitai ED Director Pasadena Fire Dept, Medical

Director

Pasadena Health Officer

Huntington Medical
Foundation/Community
Urgent Care Center Medical
Director

See attachment D for the list of names and titles. This committee wiil report data and
findings to the Los Angeles County EMS Agency Medical Advisory Council, Los
Angeles County EMS Agency and the California EMS Authority.

D. Purpose and objectives

The ALTrans project will measure the impact of (i} training community paramedics, (ii) a
patient on-scene assessment protocol, and (iii) implementing alternative transportation
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destinations on (i) health outcomes, (ii) deployment of scarce/overtaxed 9-1-1 and
emergency department resources, and (iit) healthcare costs. Objectives include:

1. Develop and implement a protocol 10 safely and accurately identify patients with
minor injuries and illnesses for transport to destination other than an ED.

2. Ensure all participating paramedics complete the core training approved by the EMS
Authority and the site-specific training approved by the Los Angcles County EMS
Apgency.

3. Develop and impiement a comprchensive quality improvement program that
includes a 100% audit of all patients meeting criteria regardless of their
transportation destination,

4, Develop a data management plan that identifies all patients in the project, their chief
complaint, transportation destination, disposition, satisfaction and estimated cost
savings.

5. Report findings to the California EMS Authority and Los Angeles County EMS
Agency,

E. Estimated Project Length (24 Months)

ALTrany will operate approximately 24 months as approved the California EMS
Authority. Using 2012 fire department transport figures and studies reporting that 13.4%
of all ED paticnts could be cared for in an urgent carc center, ALTrans anticipates that
approximately 3,600 patients will be identified for transport to a community clinic or
urgent care center each year.?'

Additionally, baseline data will be coliected prior to the approval and implementation of
the project starting Aprii 1, 2014,

F. Background Information
1. Need for Project

Fire departments in Los Angeles County respond to over 540,000 9-1-1 calis each year,
transporting over 400,000 of these patienis to EDs who serve nearly 3 million patients
annually.® Studies report that as many as a third of these ED visits may be in appropriate
or non-emergent and many of these patients could be cared for at an urgent care center.>
However, California Health and Safety Code (sections 1797.52 and 1797.218) require
that patients under the care of a paramedic be transported to a hospital that has an
emergency departinent.

Patients who could receive their care in an alternate localion such as a connnunity clinic
or urgent care system are currently transported to hospital EDs and arc part of the nearly
3 million paticnts served by the overburdened EDs in 1os Angeles County.” The
transport of non-emergent patients to EDs results in overcrowding and contributes to the
saturation of Los Angeles County EDs 10.6% of the {ime, preventing them {rom
accepting new patients [rom the emergency medical services system who depend upon
specialized emergency department medical care.” Non-emergent visits also place a
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strain on ED staff and resources, diverting them from the more critical paticnts as well as
increasing work load leading to decreased staff and paticnt satisfaction.”

The cost of this ED care is significantly higher than medical care delivered at an urgent
care center or comnunity clinic and contributes to rising healthcare expenditurcs.®” 1t is
estimated that 4.4 billion dollars could be saved each year if non-emergency paticnts
were cared for in urgent care or retail elinics.”

The CDC estimates that 79.7% of adults visit EDs are due to the lack of access to other
providers,® By using available urgent carc and clinic capacity and capabilities in the
communily, patients with minor injuries or ilincsses could receive medical care equal to
the quality of an ED, without burdening the ED and contributing to rising healthcare
cxpenditures.” The American College of Emergency Physicians and The National
Association of EMS Physicians support the concept of transporting patients to atternate
destinations that do not nced advanced life support care or evaluation at an emergency
department.” ALTrans seeks to implement an alternate transportation project in
communities in Los Angeles County.

. Types and Number of Patients Likely to be Seen

In 2012, Glendale, Pasadena and Santa Monica Fire Departments collectively transported
27,002 patients to the EDs in their respective communities. A recent report by Weinick
states that 13.4% of all ED patients could be cared for in an urgent care center.” By
using a figure of 10-15% and applying it to tbe total patients transported by the partnering
fire departments, it is estimated that 2,700-4,050 patients will be identified as having a
minor injury or illness and eligible for transport to an urgent care center each year. Thus,
using the protoco! (scc Attachment A), ALTrans expects that a total of 5,400-8,100
patients over the 24 month period will be cligible for transport to an urgent care center or
community clinic.

Anticipated Number of Community Paramedics to be Trained

The Glendale, Pasadena and Santa Monica Fire Departments employs 71, 65, and 48
paramedics, respectively, who are licensed in the State of California, Each department
meinber will receive the Alternate Transportation Destination training program (see
attachment E). Additionally, EMTs working with the fire departments in a transportation
capacity will also receive training. This includes AmeriCare Ambulance Service with
Santa Monica Fire and civilian ambulance operators with Glendale and Pasadena Fire
Departments. Onc to two paramedics from each department will participate in the
Community Paramedic Core Training Program approved by the California EMS
Authority and the site-specific training approved by the Los Anpeles County EMS
Apency. Ongoing quarterly quality improvement meetings will also be conducted with
retraining conducted annually or inore often if needed. All EMTs and Paramedics are
currently employed and their future employment status will be maintained with their
respective fire departments and ambulance companies.

It is difficult to project the number of CPs likely to be trained in the future until this
project is complete, However, if the outcomes of ALTrans are successful, the expansion




of this type of propram throughout Los Angeles County and the country would require
many other paramedics to receive this specialized training.

4, Other Programs Serving as Models for this Project

In 2004, the Los Angeles City Fire Department in collaboration with the Centinela
Hospital Medical Center and the Los Angeles County EMS Agency conducted a pilot
program to transport patients with minor injuries and illnesses to the Centinela Hospital
Airport Medical Clinic. This pilot was eventually was discontinued at the request of the
California EMS Authority. Despite this, the program still provides useful data including
a protocol to inform the design of the ALTrans project.

UCLA CPC has also met with corporate personnel at American Medical Response
(AMR) about their community paramedicine operations. UCLA CPC has met with Dr,
Beason, the medical director of their MedStar affiliate in Texas and Dr. Racht, medical
director of AMR who have provided useful insight and information on their alternate
transportation project. They have stated their willingness to both collaborate and share
best practices if ALTrans if approved.

G. Program Management
1. Operational Methodology

Utilizing the lessons lcarned from the Centinela Hospital Airport Clinic pilot project and
information provided by MedStar in Texas, a protocol was developed to identify patients
with minor illnesses and injuries who could be treated at an appropriately staffed clinic
rather than an ED. s

The protocol was reviewed by the medical directors of the partner fire departments,
hospitals, urgent carc centers and shared with the Los Angeles County EMS Agency
medical director.

Fire depariments will use their normal response patterns to identify patients who meet
the protocol at the scene of 9-1-1 requests for services. Enrolled patients will be
transported to designated urgent care centers for minor medical care.

A 100% audit will be conducted on each patient transported to an urgent care center.
Any negative significant patient outcomes will be reported to the Patient Safety
Monitoring Board, the Los Angeles County EMS Agency and the California EMS
Authority Project Director within 48 hours. .

Listed below are the major milestones in the operations plan for (his pilot project.

Project Milestone Target Date
Policy, protocol and training program Complete
development
Data collection plan Complete
Qualily improvement plan Complete




Baseline data collection Apr 1, 2014 —
Dec 31, 2014

Approval of the Institutional Review May 31, 2014
Board (implementation phasc)

Training delivery : Aug 15, 2014 —

Dec 31, 2014
Implementiation of approved pilot Jan 1, 2015
propram

Monthly data reports submitted to Patient | Feb 15, 2015
Safety Monitoring Board, Los Angeles

County EMS Agency and the California
State EMS Authority for discussion and

review.

Continuous Quality Improvement and Jan 1, 2015 -
Training Jan, 1 2017
Final reports and evaluation Apr 1, 2017

2. Local Governance and Medical Control

[
:

This project has been reviewed and approved by the Los Angeles County ' EMS Agency
medical director and the following stakeholders including the (i} each fire department’s
fire chief, (if) cach fire department’s medical director, (iii) the UCLA Centcr for
Prchospital Care medical director and project manager, (iv) the medical officer for the
Glendale Adventist Medical Center, (v) the medical officer for the Glendale Memorial
Hospital, (vi), (vii} the medical officer for Kaiser Permanente urgent care center, (viii) the
medical officer for City of Pasadena urgent care center, (ix) the medical officer for the
Huntington Mcemorial Hospital, (x)} the medical officer for UCLA Health System, (x1)
Pasadena Public Health Officer, (xii) Los Angeles County EMS Agency Community
Paramedicine Taskforee, (xiii) the Community Paramedicine Stecring Commiittee for this
project and (xiv) the Patient Safety Monitoring Board.

Provisions for Protecting Patients’ Safety

A member from each department will complete the core community paramedicine
curriculum approved by the California EMS Authority. All department memhers will
attend the site-specific training program approved by the Los Angeles County EMS

~ Agency. Both training programs include modules on patient safety and privacy.

Urgent care centers have been approved by the Los Angeles County EMS Agency to
accept patients meeting the protocol.

Fire departments will triage patients using the approved Los Angeles County EMS
Agency Aliernate Transport Destination protocol.
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Departments will follow the quality improvement guidelines. Any significant negative
patient outcomes will be reported to the Paticnt Safety Monitoring Committee, the Los
Angeles County EMS Agency and the California EMS Authority within 48 hours.

UCLA has received Institutional Review Board (IRB) approval for the first baseline data
collection phase of this project to ensure the safety and welfare of participants and their
data (see attachment F). A second IRB application will be filed for the data collected
during the implementation of the project.

Paticnt data will only be transmitted via secure electronic communications and all records
maintained in a secure jocation and only available for data review by authorized
investigators or data abstraction rescarch associates.

The protection of patients will further be met through the testing of the protocol prior to
implementation, use of elecirome patient care records for quick identification of probiems
and generation of reports, regular quality improvement meetings, hands-on physician
oversight and an active Community Paramedicine Steering Cominittee,

. Anticipated Sources of Funding

UCLA has met with the UCLA Development Office who is very supportive of this
important imtiative and will facilitate the development of funds for ALTrans. Funding to
supportt the ALTrans project will be sought from multiple sources including: (i) any
funding streams and opportunities identified through California EMS Authority’s upper
level coordination activitics, (ii) re-direction, using conservative estimates, of funds that
insurance providers will save by reducing the number of patients transported to and
treated at EDs, and (iii} by approaching local, regional, and national foundations that
have an interest in supporting access to appropriate health carc for at-risk populations,
improving the edueation of medical personnel, health system and health policy reform,
and improved hcalth outcomes.

UCLA Health has provided funding in the amount of nearly $200,000 to support this
project. Additional funding continues o be sought. '

. Paramedic Eligibility

Paramedics with 4 years experience and in good standing with their department wili be
identified for the Community Paramedic Core training program. Other members of the
departmen! who have attended and successfully completed the site specific traimng
program approved by the Los Angeles County EMS Agency (see attachment E).

. Local CP Training

UCLA operates onc of the top performing paramedic education programs in the nation
and has sent an email to the California EMS Authority requesting the opportunity to
participate in the design and development of the core Community Paramedicine
curriculunt.!  UCLA has been seiected to deliver the core paramedic curriculum for ali
the pilots in the state.




UCLA will develop a site-specific curriculum fo ensure each paramedic fully understands .
the new alternate transportation protocol, purpose of the study, reporting requirements,
quality improvement indicators and tracking, and patient safely and privacy issues.
Paramedics will also participate in regular quality improvement meetings and annual
retraining.

UCLA has extensive experience partnering with fire departments and EMS agencics to
deliver primary and continuing education as well as quality improvement. With over 20
formal engagements with fire departments, UCLA looks forward to putting this
understanding to use in 4L Trans.

H. Evaluation, Data Collection and Disscmination of Results
1. Process Evaluation/Quality Improvement
All paramedics in each department have been trained and demonstrate competency.

b. Continuous and ongoing review of 100% of patients transported fo an alternate
destination will bc conducted. This will include confirming that the protocol was
appropriately followed, including those patients meeting the protocol and transported
to the ED.

1. The providers® correct identification of the patient using the protocol.
This shall also include patients that met the protocol parameters but
were transported to an ED.

ii. Patient satisfaction determined by a satisfaction survey.

iti. The cost of medical care provided at the alternate destination
compared to charges for the same condition when treated at the
hospital ED.

iv. Patients requiring secondary transport from a clinic to an ED.

v. The length of time to receive care at the clinic and the urgency care
center discharge diagnosis.

¢. Any incident that result in a significant negative patient outcome shail be reported to
the Patient Safety Monitoring Board, the Los Angeles County EMS Agency Medical
Director and the California EMS Authority Project Director within 48 hours.

d. Quarterly quality improvement meetings involving CPs, EMTs and supervisory staff
will be conducted to review quality indicators and patient outcomes.

e. The Community Paramedicine Steering Committee will mect quarterly to review the
quality indicators and pilot outcomes.

f. Data will be presented and discussed at the Los Angeles County EMS Agency
Community Paramedic Task Force and Los Angeles County EMS Agency Medical
Advisory Council.




g. ALTrans will also observe all IRB mandated processes to ensure the welfare of the
patients in this project.

. Qualitative Evaluation

The qualitative evaluation will mclude patients, providers and stakeholders. Patients will
be invited {o compiete a survey regarding the experience of their medical care. This
information will be summarized and reviewed as part of the quality improvement process
and shared with all stakeholders. Community Paramedics will participate in regular
quality improvement mectings where data are reviewed and discussed. Stakeholders will
meet regularly, review data and discuss the overall success of the program. Insights and
experiences will guide the review of data and inform changes to the protocol and
supporting proccsses.

. Impact Evaluation & Utilization

The ALTrans project will measure the impact of (i} training community paramedics, (i1)
utilizing an on-scene assessment protocol 1o (iii) implementing alternative transportation
destinations on (i} health outcomes, (ii} deployment of scarce/ovesrtaxed 9-1-1 and
emergency depariment resources, and (iii) overall healthcare expenditures.

. Estimate of Healthcare Cost Savings

ALTrans will compare the cost of medical care delivered by the urgent care/community
clinics with the cost of care that would have been delivered had the patient been
transported to an ED. The literature reports the cost of care in clinics is up to 80% less
than EDs for common patient complaints.” AL 7rans will report its experience based on
data from this project for Los Angeles County.

. Data Collection

Paramedics and EMT's will capture patient data utilizing the department’s electronic
paticnt carc record systems. The State of California has developed a data {racking tool
that wiil be utilized to report data each month. UCLA has developed a tool and data
tracking plan to guide each partner’s data collection (see attachment (). Each fire
department, hospital and urgent care center has identified a single person responsible for
data reporting. UCLA will provide a reporting template for partners to complete and
send to UCLA for compilation and reporting into the State of California EMS Authroity’s
web-based data management system,

Quality indicators have been developed for monthly tracking and a 100% audit of
performance will be conducted and reported. Urgent care centers will provide monthly
reports on the patient wait time to be evaluated and the discharge diagnosis for patients
transported under this project. Additionally, they will report on any patient transported to
their clinic requiring subsequent transfer to an ED. DBoth urgent carc centers and
hospitals will provide data on the cost of care for the purposcs of determining the cost
savings generated by ALTrans. Patients will be invited to complete an online
satisfaction survey developed by the California EMS Authority to report on their
cxperience of carc. All data will be reported and discussed in the quarierly quality
improvement meetings to inform all partners and stakcholders.
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6. Dissemination of Results

The results of 4LTrans will be made in reports to the California EMS Authority and may
be submitted as a study to a peer-reviewed journal for publication. After publication the
results may also be submitted for presentation at a national EMS meeting (ie. EMS
Today, National Association of EMS Educators, EMS World, National Association of
EMS Physicians, or EMS Administrators). Results and best practices will be shared to
help others adopt similar programs.

Confact Information

Baxter Larmon, PhD

Director, UCLA Center for Prehospital Care
Professor, David Geffen Schoo! of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

(310) 312.9305

blarmon{@mednet.ucia.edu
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ATTACHMENT A

L.os Angeles County Department of Heakih Services
Alternate Transportation Policy & Protecol
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Department of Health Services County of Los Angeles

Subjectt - TRANSPORT OF 9-1-1 PATIENTS TO URGENT CARE CENTERS
PARTICIPATING IN ALTERNATE RECENING FACILITY PHLOT

PURPOSE: To outiine the criteria and provide guidance for transport of 9-1-1 hasic fife
support patients fo Urgent Care Centers (UCC) participating in the
community paramadic alternate receiving faciiity pilot program (ALTrans)

AUTHORITY: Health and Safety Code, Division 5, Sections 1797.220 and 1798.101
Title 22, California Code of Regulations, Sections 100175
Office of Statewide Health Pianning and Development (OSHPD)
PRINCIPLES:

1. Only patients meeting the triage cnte ortransport to cl:mcs shalt be

_ _"68, Base Hospital
Contact and Transport Criteria, shaii not be riaged to the urgent care

centers

with.a minimum of 30(‘%_ 5 W He

program without 30 days ¢

the EMS Agency and UCH
5. - Participation will be by the app al of OSHPD, Emergency Medical Service
Authority and the EMS Agency ‘

POLICY:

1. Hours of Operation must be approved by the EMS Agency. Any change to hours
of operation will be preapproved by the EMS Agency

2. Triage Criteria: transport of 9-1-1 BLS patients to UCG shall only include those
who are greater than or equal to 18 years of age with minor non-iife-threatening
injuries or ifiness, normal mental staius and normat vital signs. Refer to
Attachment | for examples of patients appropriate and inappropriate for urgent
care center destinations
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URGENT CARE CENTER RESPONSIBILITIES:

1.

1.

12.

Minimum per shift clinic staffing will include one physician currently licensed to
practice medicine in the state of California and one licensed health care provider.
The physician and/ar licensed heatth care provider must be cusrent in either
American Heart or American Red Cross cardiopulmonary resuscitation

Designate a physician for pilot project oversight

and/or physician assistanfs). a
~honsultation

If utilizing mid-level providers (nurse practitio
physician must be on-site and readily avai

Will accept all patients that are riaged by Q—M provi
determined to meet the criteria of fransport to a urgent
their ability fo pay

tagencies and
are: center regardless of

Will provide emergency medical care to all patients within the cllmc Patients
determined to require a higher-level of care will be transported to he most
accessible receiving hospi pgbi of providing definitive care

Provide the EMS agency with \e urgi’-:i"ri:' are’s capability (i.e. radiology

ge, approved by the EMS Agency,
2 }rwmg by ambu!ance

MS Agency will be notified and will approve any
peratzon Upon approval, the clinic wz!! be responsible

Wil havé a dedicated telephane number for the paramedics to call in order to
provide a brief report of the patient(s} being transported to the UCC

Maintain a community referral list of services and facilities availabie to patients
such as poison confrol, abuse referral, sexual assault victim referral, social

‘services, etc.
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13.

14.

'15.

16,

17.

18.

18.

20.

21,

22,

23,

identify a representative of the facility to act as a fiaison between the EMS
Agency and the authorized 9-1-1 provider agencies

Agree to provide the EMS Agency with coples of records pertaining fo the
patients treated by prehospital care provider at the request of the EMS Agency.
These reports may be used for audit, investigation, or statistical analysis ‘

Agree to provide the EMS Agency with copies of ali EMS Report Forms in
addition to patient discharge diagnosis

Meet the daté reporting requirements established by the State

Provide the EMS Agency with the urge' gﬁares capability (i.e. radiology
services, laboratory capabilities, efc.

in the event that a patient requirest"
admission, the ¢linic will agree to arraiige 1
appropriate acute care facility to care fo
inciudes facilitating ambulance transporia
agency unless the patient's medical conditio

Not;fy the EMS Agency of pataent transfers requirifg L -1 emergency _
ambulance tra js”t:_n as soon as possible, but nolb exceed 72 hours after

Attend Los Angeles County Department of Health Services, EMS Agency
Alternate Transport Community Advisory Committee Meetings

Ensure that a licensed health care provider is available to recewe transfer of care
report -

PROVIDER AGENCY RESPONSIBILITIES:

1.

2.

Compiete all state and [ocal required fraining for participation in this program -

Be familiar with the triage criteria for patients that are appropriate for urgent care
destination
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10.

Telephone a brief report o the recewang urgent care center for those patients
appropriate for urgent care destination -

Provide the UCC with specific dispatch center contact information

Be cognizant of the UCC hours of operalion and ensure that patients are not
transported to the UCC on or after the agreed upon “last patient arrival time”

Do not transport patients to the urgent care center if they have notified the
provider agency dispatch center that they are unable to accept patients

Obtain informed consent from each patient to be transported to the urgent care
center

" Shall ass;gn a coordinator as liaisop; gg, e UCCs and for program oversight

Program coordinator shafl attend the AR
meetings

Ensure that transfer of care roport is given fo']
the UCC
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ATTACHMENT |

Alternate Paramedic Transport Centers

Patients Suitable for Transportation to Approved Clinics

Patients greater than 18 years of age
Patient that have normal vital signs, without any signs of
circulatory collapse {systolic BP > 90 mmHg)

Suspected or obvious isolated closed ex
good distal PMS (pulse, motor and: s

m:ty fractures with

Lacerations with controlied bfeedmg, withotigloss of neuromotor

function or s;gnzf;cant blood loss.

fortable that the patient is stable and would
would be above the abtlfttes of the local
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ATFACHMENT

Page 2

Patients that are NOT Suitable for Transportation to Approved
Clinics

e Lessthan 18 years of age
s Any patieht in custody

s Cardiac Arrest

» Chest pain or shortness of b
s Any arrhythmias '
e Suspected signs of strolce

s Abdominal or pelvic pain

® ye.immunosuppressed
B &b - » -

e Anytrauma tha Id 5151:9!’ trauma center criteria or
: S

aar

guidelines O =
* Suspected hip, pelvis ¢ femur fracture
o S.everely angulated or opgn fractures
. Suspected dislocations
e Pregnancy or suspected pregnant patient
° Suspected drug or alcohol intoxication
» Any signs of circulatory coilapse including a systolic BP < 90m'mHg
e Paramedic feels uncomfortable that the patient is stable enough
or that tra nsport to a clinic could possibly cause a probiem
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ATTACHMENT [i

INSURANCE COVERAGE REQUIREMENTS:

A. Generai Liabiiity Insurance

Limits of not less than the foliowing:

General aggregate: . $2 million
Products/compieted operations aggregate: &1 million
Personal and advértising injury: _ $1 miilion

Each occutrence: £1 million

B. Workers Compensation and Employer

Limits of not less than the following:

Each accident: $1 million

1l

$1 million

Disease-policy fimit; ' . $1mlllion

$1 million

$3 mitlion

Updated 4/28/14



ATTACHMENT B (Memeranda of Understanding)

Glendale Fire Department
Pasadena Fire Department
Santa Monica FFire Department
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MEMORANDUM OF UNDERSTANDING

kis Meniorandmn of Understanding {the “MOU™} is entered into effective as of

4/¢9 , 2013, (“Effective Date”} by and between the Regenis of the University of

California, a California Constitutional corporation, on behalf of ity Loy Angeles Campus, UCLA
Conter for Prehospital Care ("UCLA”) and the City of Glendale (“Fire Department”} and sets
forth the understanding between the parties regarding the development and implementation of a
proposal relating to a Community Patamedicine Pilot Program (“Pilot Progiany™}.

RECITALS

A, The goal of the Pilot Program is to determine whether paramedics working in an

expanded role in their community can help Improve health system integration, efficiency, andfor

fill identified health care needs,

B,  The patties desire to participate in the submission of a proposal for the Pilot

Program for approval by the California EMS Authority ("EMSA”} and the California Office of
~ Statewide Health Planning and Development (“OSHPD™), refersed to as OSHPD’s Health
Warkforee Pitat Projects ("HWPP”). ' '

'C.  The HWPP Application and each approved Pilot Program will be sponsored at the

State evel by the EMSA and implemented at the local level through coliaboration and
~ partnership with the Local EMS Agencies (“LEMSA™), EMS provider agencies, and appropriate
health care parlners. C A

D.  UCLA and Fire Depastment desire to cooperate and caliaborate in the submission

of a proposat for a Pilot Program and with the implementatlon if approved, in which case the
parties shal document their respective obligations in mose detail in Pilot Progran Agreement,

The parties agree as follows:

RESPONSIBILITIES. OF UCLA

UCLA shall petform the following responyibilities upon approval of the Pilot Program:

1.1 Obtain appraval for the Pilot Program by the Los Aupeles County EMS Ageney,

12 Develop. a protocol to identify patients for transport io alternate transpartation

destinations for the Pilot Program, o .
13 . Develop a protoco} to identify patients recently discharged fromn a hospital to
prevent readimission, ' .
14 Provide medical oversight and collaborate with the participating health systems in
" the fire departments area, the Los - Angeles County Medical Dirvectos.and the Fire
Depattment Medical Director for the Filot Program. Co




15 . Deve!op a primary and continuing education program for Paramedics participating
in the Pilot Pyogram.

1,6°  Develop a dais management and quality improvement plan and data 'malysm and

obtain agresment by the Fire Depattient.
1.7 Provide repoits to the Los Angeles County EMS Agency, EMSA and OSHPD as
. tequested or directed for the Pilot Program.
1.8 Coflaborate as needed to develop 2 budget and seels funding for the Pifot Piogram.

2 RESPONS‘If%!EITIES OF FIRE DEPARTMENT - 2

__ Fire Departiment shall per ['011}1 the following responsibilities llpon approval of ‘{he Pilot
Plog,ram : .

2.1 Participate in the Steering Committee for the Pilot Program and particxpatc in the
- Pilot Program as agreed upoh.
22 Ensure that pacticipating Fire Department members recefve training, patticipate in
the quality improvement process, and receive retralning as requived.
2.3 Provide irained paramedics for the approved Pilot Program,
2.4 Utllize ts quality improvement resources to izack and report indicators as agreed
upon in the data navagement plan,
2.5  Collaborate ag needed to develop a- hudget and scek funding for the Pilot Prograta.

3, TERM.

The term of this MOU .shatl be for flwee years from the Effective Date, or until a Pilot

Program Agreement is agmed'u'p_on that supersedes this MOU. Either party may tcrminate
participation int this MOU for good cause by giving the other party sixty days’ written notice,

4 GENERAL

41  Rolptionship of the Pariies, The relationship of the partiés shall be that of

independent contractors collaborating fur purposes of the Pilot Program, snd this MOU shal not
“make eifher party the agent or pastner of the other or create any form of partne;sth o ;cmi
venture between the parties.

42  Defiuitive Agreomenf. If the Pilot Program is ‘approved, the partics shall

cooperate fo entetr into a Pilot -Program Agreement, which shall set forth thelr respective
obligations under the Pilot Program in more detml S .

43 Assi ghaent aund Amendment. Any chﬂnges to this MDU must be agreed to In
writing hy authorized representatives of each party. _




44  Natice. Any written notification required for this MOU skall be made to the following:

Ifio UCLA: Todd LeGassick, MPH
Executive Director
UCLA Center for Prehospital Care 10990 Wlishitc Blvd,,
. Suite 1450
Los Angeies, CA 90024

if to Pire Dcpmtment
Harold D. Scoggins
Five Chief

(lendale Fite Depariment
421 Oak St.
" Glendale, CA 91204

45 Cauntermrté This MOU may be execrted in any mumber or counterpa:ﬁ ench
of which shaii be deenzed an or. 1gmal bui att such comztelparts together shall constitute but one
and the same mstroment,

| 4.6 Aunthority.\Each party represeits and watrands that it is free (o enter into this
MOU and to perform each of the térms and condiilons of the MOU, '

The parties have executed this MOU o be effective as of the Effective Date sct
forth above,

THE REGENTS OF THE UNIVERSTTY ~ FIRE DEPARTMENT
OF CALIFORNIA (UCLA) -

o’

.By: mm | gfs;mtth. {.&ﬁém\-)’ﬁ//ﬁm/

J. Thomnas Rosenthal, MID . - ity Mannger

its: Chiof Medical Officor _ Lts: A %1Lm/1 (, Ca A{ w jy’.

‘Daf_&: ‘ . Df;ta: S ?I/lf&!'_%. N

AWGVED A5 TQFORM
W im

nm,_,@é,{mbg—-—-




MEMORANDUM OF UNDERSTANDING

This Memorandum of Understanding (the “MOU™} is entered into effective as of
September 9, 2013, (“Effective Date™) by and between the Regents of the University of -
‘California, a California Constitutional corporation, on behalf of its Los Angeles Campus, UCLA.
. Center for Prehospital Care (*UCLA”) and the Pasadéna Fire Department and scts forth the
understanding between the parties regarding the development and implementation of a pluposal
reiatlng to a Community Paramedicine Pilot Pro gram (“Pziot Program™).

RECITALS

A The goal of the Pilot Program is to determine whether paramedics working in an
expanded role in their community can belp i lmpmve health system infegration, efﬁmency, and/ot
fill identified health care needs. :

B. The parties desire to participate in the submission of a proposal for the Pilot
Program for approval by the California EMS Authority (EMSA”) and the California Office of
Statewide Health Plunning wnd Development (“OSHPD”), mfeucd to as OSHPDYs Health
Workforce leot Projects (“HWP . : .

C. The HWPP Appiication and each approved Pilot Program will be sponsored at the
State level by the EMSA and implemented at the local level through coflaboration and
pattoership with the Local EMS Agenmes LEMSA™), EMS provider agencies, and appropriate -
health care partners.

n. UCLA. and Fire Depariment desire to cooperate and collaborate in the submission
of a proposal for a Pilot Program and with the implementation it approved, in which case the

parties shall decument their respective obligations in more detail in a Pilot Program Agreementl.

The parties agree as follows:

1. RESPONSIBILITIES OF UCLA

UCLA shall peffbi m the following 1espon51b1i1tles upon approval Df the Pilot Program:

l.i * Obtain 3ppr0val for the Pilot Program by the Los Angeles COtm{y EMS Agency
1.2 Develop a protocol to identify patients for transpott to alternate {ransportation
destinations for the Pilot Programi.
1.3 Provide medical oversight and collaborate with the Los Angeles County Medical
Directot and the Fire Department Medieal Director for the Pilot Progran.
- 1.4 Deveiop a primary and continuing education programi for Paramedics partlcxpat;ng
in the Pilot Program.




1.5  Develop a data management and quality improvement pian and data ana[ys1s and
obtain agreement by the Fire Department, '

1.6 Provide reports to the Los Angeles County EMS Agency, EMSA and OSHPD as
requested or directed for the Pilot Program,

1.7 Collaborate as needed to develop a budget and scek funding for the Pilot Program.

2. RESPONSIBILITIES OF FIRE DEPARTMENT

Fire Department shaIl perfunn the foliomng respondibilities upon approval of the Pilot
- Program;

2.1 Participate in the Steering Committee for the Pilot Program and participate in the
- Pilot Program as agreed upon. )
2.2 Ensure that patticipating Fire Depar!mcnt membels receive raining, participate in
the quality improvement process, and receive retraining as required,
2.3 Provide trained paramedics for the approved Pilot Program.
24 Utilize ifs. quality improvement resources to track and teport indicators as agleed
upen in the data management plan.
2.5  Collaborate as needed to develop a budget and seck ﬁmchng for the leot Program.

3. TERM

The term of this MOU shall be for three years from the Effective Date, or until a Pilot -
Program Apreement is agreed upon that sopersedes this MOU. Either party may {erminate
participation in this MOU for good cause by giving the other party sixty days” written notice,

4, GENERAL

- 41  Relationship of the Parties. The relationship of the parties shall be that of -
independent contractors coliaborating for purposes of the Pilot Program, and this MOU shall not
make either party the agent or partner of the other or create any form of partnership or joint
venture between the parties.

42  Definitive Agreement. If the Pilot Program is approved, the partiée shall
cooperate to enter into a Pilot Program Agreement, wiich shall set forth their respective
obligations unde1 the Pifot Program in more detail,

4.3  Assignment and Amendment. Any changes to this MOU must be ag!eed to in
writing by anthorized I‘epl esentatives uf each party. :

4.4  Notice, Ay written notification required for this MOU shall be made o the following;




Ifto UCLA:- Todd LeGassick, MPH
Executive Director '
UCLA Center for Prehospital Cate 10990 Wﬂshzrc Blvd,,
Suite 1450
Los Angeles, CA 90024 -

Ii to Fire Department:
. Calvin E. Wells, Fire Chief
Pasadena Fire Department
199 8. Los Robles, Suite 550
Pasadena, CA 91101

4.5 -Counterparts. This MOU may be executed in any number ot counterpatts, each
of which shall be deemed an griginal, but all such counterparts together shall constitute but one
and the same instrament.

4.6  Authority. Each parfy represents and warrants that it is free to enter into this
MOU and to perform ¢ach of the terms and conditions of the MOU,

. "'The parties have executed this MOU o be effective as of the Effective Date set
forth above.

THE REGENTS OF THE UNIVERSITY FIRE DEPARTMENT
or CALIF()RNIA (UCLA)
By: \Q.,@,b _ , @QAM € L\)ﬁw
J. Thomas Rosenthal M]) N
- Its: Chief Medical Officer ‘ ' : Its: : G e C"H EF
Date: Date: ‘T . C[ A 3




MEMORANDUM OF UNDERSTANDING

This Memorandum of Understanding (the “MOU™ is antcmi into cffective as of
‘?/ , 2013, {“Effective Date™} by and between ihe Regents of the University of |
(_.a]x}é'rma, a Califomi& Couslitutiongl corporation, on behall of its T.os Angefes Campus, UCLA
Center for Prehospital Care {(“UCLA") and the City of Santa Moufea (¥the City™) and sets forlh
the understanding between the parties regarding the development and Implementailon of o
propaosai relating fo a Co:mnumty Paramedicine Pilot Program (“Filot Program™),

HCITALS

1]

Al The gon! of the Pilot I’fogl'tlm i to determine whether paramedics erking in an
expanded tole in their cammunity.can help improve health system integration, efficlency, and/or
i1} identified heaith care neets,

B, The patties deshe © pattlcipate in the submission of a proposal for the Pilot
Program for approval by the California EMS Authovity ("EMSA™) and the Califomia Office of
Statewide Henlth Plonning and Developnient (‘OSIIPD“), meferred to as OSHPD's Haalth
Workfree Pilol Proj euie (“HWPE").

. C. The HWPP Application nad each approved Pilot Program will be sponsored at the '
State level by the BMSA and implemented at the local jevel flough collaboraton and
parinersiip with the Local EMS Agencios (“LEMSA™), EMS provider ngencies, and appropiiate
health cnre partners.

. D, UCLAand the City desire to cooperate and collnborate in the subnsiesion of a
proposal for a Pilot Program mid, if approved, with the implementation, in which case the parties
‘shall cooperate to document thelr sespective oblipations in more detail In a-Pilat Program
Apresment,

The parties agree as follows:

1, RESPON SIB}LIT!P S OF ¥ CLA

UCLA shafl per[‘urm the following responsibilities ?:ipOil approval of the Pilot Program:

1.1 QObtain approval for the Pilot Program by the Los Angeles County EMS Ageney.

1.2 . Develop a profocol to identify patients for transpoert to aliernate fronaporiation
destinations for the Pilot Program,

13 Provide medical aversight and collaborate with the Los Angeles County Mﬁdlcﬂ]
Director and the Fire Department Medical Direcior fo: the Pilof Program. -




td Deveiop a'primary and confinning education progran: for Pammedic‘b participating
tn the Pilot Program.
1.5 Daevelop a datn management and quality :mprovcmenz plan and thta anaiysm sing
abtain sgreement by the Fire Depnrtment.
1.6 Provide reponts fo the Los Avgeles County EM$ Apency, EMSA and OSHPD as
 requested or dirgoted for the Pifor Propram.
L7 Collabomie as needed to develop a budget and seek fonding for the Pilot Pragram.

3.  RESPONSIBILITIES OF THE CITY

 The City shall perform the following msponsibiiiiias upon approvat of the Pilot Program:

21 Puticipate.dn the Steering Committee Tor the Pilot Program and particlpate in the

Pilot Propram as agreed uponw.

“2.2  Ensure thal participating memberz of the City’s Fire Department mentbers teceive
fraining, participate in the qoality improvement process, and receive retraining as
required,

23 Provide frained puramedics for the approved Pilot Program.
24 Usilize its quality improvenent resources fo track and report indicators as agreed

upon ia the data management pian,
25  Collaborate as needed o develop 2 budget and seek ﬁmdmg Tor the Pilat. ngmm

3. TERM

The term of this MOU shall be lor three yéms [rom the Effective Date, or untii a Pilot
Program Agreement is apreed upon that supersedos this MOUL Either party miay tcumnatt.
participation in this MOU by giving the other party sixty days® written nut;ce

d, ENE

4.1  Rolationship of tfm Parties. The relutionship of the parties shall be that of
independent contruetors collaboratli for purposes of the Pilot Program, and this MOU shall not
make either party the agent or parlner of the other or ¢reate any form of purtnership or joint
veniure bebween the parties.

42  Definifive Apreement.  If the Pilot Program is approved, the pusties shall
cooperate to ehter into o Pilot Progrant Agreemnent, whick shall set forth their respeciive
obligations nnder the Pilot Program in more detail. The City shall ¥ np way be obligated to
pasticipate in the Pilot Program unless aad until the porties have entered into 8 Pilot Program
Agreement.

4.3 Agjxgnmont and Amamlmant Any changes 1o this MOU must be agreed to in
writing by authorized represeniatives of auch pacty.

W




dd4  Notlee. Any written nolification required for this MOU shall be made 1o the
following;

If1o UCLA: Todd Le(hassick, MPH
Execyiive Director
UCLA Center for Prelms;:nstai Care 10990 Wilshire Bivd,,
Suite 14350 .
Los Angeles, CA 90024

if to the City: -

City of Santa Monies

16835 Main Straet

Santa Maoniea, California 93401
Attention: Rod Gould, City Manager

_ 45  Counferparts. This MOU may be excouied in any number or counter parts, ol
of which shail be deemed an original, but alf such counterparts together shali constifute IJut one
and the sume instrument.

4,6  Authority. Bach party represents and warrangs that it is fice fo enter Info this
MOU and o perfonn each of the terms and conditians of the MOU,

The parties have executed this MOU to bu effective as of the Effective Date set

Torth above,
THE REGENTS OF THE UNIVERSITY CITY O SANTA MONICA
OF CALIFORNIA (UCLA) :
; mmﬁ By P?A)-\ hcm,\ }\
J. Thomas Rosenthal, MD Rod Gould
lts: Chief Meadieal Qfficer Its: Cily Manager
" Date: Date; © "Lﬂ i i
ATTEST: APPROVED AS TO FORM:
7 A @/QQ&M &O %«Qﬁﬁﬁ-
SARAHP. GORMAN MARSHA JONES MOUTRIE
City Clerk City Attorney




Attachment D

Los Arigeles County EMS Agency
Community Paramedicine Steering Committee Directory

Name/Title

Email

Telephone

Burbank Community:

Daniel Eisenberg, M.D., F.A.C.C

Foothill Cardiology Medical Group

cardfish@earthlink.net

818.848.6404

Tom Lenahan

Fire Chief, Burbank Fire Department

tlenahan@burbankca.gov

818-238-3480

Kevin Tralber, R.N., B.S.N.
Director, Emergency & Cardiovascular Services

Providence Saint Joseph Medical Center

Kevin.Traber@providence.org

818-847-4001

Glendale Community:

Karen Brandt A
VP Ancillary Services, Glendale Adventist Medical
Ctr _

Karen.Brandt@ah.org

818-409-8290

Debra DuRoff, MPA FACHE
Senior Director Business Developmént

Dignity Health, Glendale Memorial Hospital &
Health Center

debra.duroff@dignityvhealth.or

g

818.507 4643 (o)

Angelica Loza-Gomez, M.D.
Medical Director Verdugo Hills, USC Hospital Pre-
Hospital Care Director

lozagome@usc.edu

Arby Nahapetian, M.D.

Chief Medical Officer

Arby.Nahapetian@ah.org

818-409-8026
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Glendale Adventist Medical Center

Ramella Markarian M.S., MHA .
Associate Vice President Business Development
Glendale Adventist Medical Center for Rapid Care
Glendale, Rapid Care Burbank, Verdugo Hills
Urgent Care, and Glen Oaks Urgent Care

Ramella.markarian@ah.org

(818) 281-4594

Dr. Manual Momijian
Medical Director _
Urgent 9 Urgent Care Center

mpmomjian@msn.com

Edward Naoll, M.D.

Medical Director, Glendale Fire Department

EdNoll@aol.com

(818) 762-6553

Antonio Reyes, R.N., M.5.N., C.E.N.
Manager, Emergency Services

Glendale Memorial Hospital

Antonio.reyes@dignityhealth.

org

818.502.2308

Vince Rifino

Battalion Chief, Glendale Fire Department

vrifino@ci.glendale.ca.us

Dr. Richard Foullon

Adventist Health Physician Services
Regional Medical Director
Southern California Region

544 North Glendale Avenue

Glendale, California 91206

Richard.Foullon@ah.org

1.818.241.4331
(Ext. 408}

Harold Scoggins

Fire Chief, Glendale Fire Department

HScoggins@ci.glendale.ca.us

818-548-4829

Pasadena Community:

Kevin Costa

kcosta@cityofpasadena.net

626-744-4745
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Deputy Fire Chief, Pasadena Fire Department

Calvin Dong
SCAL Ambulance Operations Manager

Kaiser Foundation Health Plan, inc.

calvin.c.dong@kp.org

562-658-3942

Denise Houck, R.N.

Nurse Manager, Pasadena Community Urgent
Care

dhouck@huntingtonmedical.c
om

626-270-2425

Cary Manoogian, M.D.

Physician Manager, Pasadena Community Urgent
Care

cmanoogian@huntingtonmedi
cal.com

626-270-2424

Manisha Rea, R.N.
Chief Clinical Operations Officer

Huntington Medical Foundation

mrea@huntingtonmedical.co
m

626-397-8333

Lisa R. Rodriguez

Unit Manager (including maintaining building
operations, security, EVS, parking structure,
regional courier)

| Kaiser Permanente Pasadena Medical Offices

Lisa.R.Rodriguez@kp.org

(626) 583 -2250

Kim Rozanski, M.P.H.
Director of Ambulatory Care Services
Kaiser Permanente - Pasadena Medicai Offices

Kim.M.Rozanski@nsmtp.kp.or
E

(626) 583-2262

Kathleen Sarreal, R.N., B.S.N.

Ambulatory Care Assistant Dept Manager/Urgent
Care
Kaiser Permanente: Pasadena Medical Offices

Kathleen.A.Sarreal@kp.org

(626) 583 -2356

Benjamin Squire, M.D.

Medical Director, Pasadena Fire Department

benjaminsquire@cep.com

909-865-9611

Jenny Van Slyke, R.N.

ienny.vanslyke@huntingtonho
spital.com

(626) 397-8482

Prehospital Care Coordinator, Huntington
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Memarial Hospital

Pasadena Fire Department Nurse Educator

Eric Walsh, M.D., M.P.H
Director of Public Heaith/Health Officer

City of Pasadena

ewalsh @cityofpasadena.net

626-744-6166

Santa Monica Community:

Scott Ferguson

Fire Chief, Santa Monica Fire Department

Scott.Ferguson@SMGOV.NET

310.458.8661

Wally Ghurabi, M.D.

Medical Director, UCLA Santa Monica Emergency
Department

Medical Director, Santa Monica Fire Department

wghurabi@mednet.ucla.edu

424-259-8241

Bernard J. Katz, M.D., M.B.A.

Medicai Director UCLA-Santa Monica Bay
Physicians and UCLA Specialty Care Network

bikatz@mednet.ucla.edu

310-417-5945

Viadimir Manuel

UCLA Health System

vmanuel@mednet.ucla.edu

Michael Scott Summers

Owner, AmeriCare Ambulance Service

msummers@@americare.org

(714) 448 -1045

UCLA:

Baxter Larmon, Ph.D., MICP
Director, UCLA Center for Prehaspital Care

Professor, David Geffen School of Medicine at
UCLA

blarmon@mednet.ucla.edu

310.312.9305
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Todd LeGassick, M.P.H.

Executive Director, UCLA Center for Prehospital
Care .

tlegassick@mednet.ucla.edu

310.312.9303

Steven J. Rottman, M.D.

Medical Director, UCLA Center for Prehospital
Care

Associate Professor of Emergency Medicine at
the David Geffen School of Medicine at UCLA and
the UCLA School of Public Health

Medical Director, Burbank Fire Department

Rottman®@ucla.edu

310-794-0595

Los Angeles County EMS Agency:

Cathy Chidester, Director

Los Angeles County EMS Agency

cchidester@dhs.lacounty.gov

562-347-1604

William Koenig, M.D.

Medical Director, Los Angeles County EMS
Agency

wkoenig@dhs.lacounty.gov

562-347-1600

| Susan Mori, R.N., B.S.N.

Quality Iimprovement, Los Angeles County EMS
Agency ‘

sumori@dhs.lacounty.gov

562-347-1609

Richard Tadeo

Assistant Director, Los Angeles County EMS
Agency

rtadeo@dhs.lacounty.sov

562-347-1610

John Telmos

Los Angeles County EMS Agency

itelmos@dhs.lacounty.gov

562-347-1677

Gary Watson

Los Angeles County EMS Agency

gwatson@dhs.lacounty.gov
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Others Communities of Interest:

Sharifa Beria
Senior Network Manager | Provider Contracting

Blue Shield of California

sharifa.beria@blueshieldca.co
m

 818-228-2528

John Cordova, Deputy Sector Navigator/Health
care '

California Community Colleges

John.cordova@canyons.edu

James Featherstone

Fire Chief, Los Angeles Fire Department

lafdfirechief@lactity.org

Jaime Garcia, Vice President

Hospital Association of Southern California

igarcia@hasc.org

Troy Hagen

CEO, Care Ambulance

troyh@careambulance.net

Jill Harmatz

Director of Contracting Blue Shield of California

jillLharmatz@biueshieldca.com

(818) 228-2502

Todd Hee, M.D.
Regional Medical Director for San Gabriel Valiey

Healthcare Partners Medical GroUp

thee@healthcarepartners.com

626-799-4194

Cathy Hoens, Vice President Provider Network
Mgmt. and Strategy, HealthNet

Cathy.hoens@healthnet.com

Pete Jankowski

Fire Chief, La Verne Fire Department

piankowski@lvpd.org

Russ Kino, MD, Director of Emergency Services

Providence Saint John’s Health Center

Russ.kino@stio_hns.org

(310) 829-5511
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Robert Metzger

Fire Chi'ef, Redondo Beach Fire:

Robert.metzger@redondo.org

Ricky Olivarez

CEO, Digital EMS

ricky@digitalemsinc.com

626-643-7706

Greg Reynar

Assistant Chief, Los Angeles Fire Department

Gregorv.revnar@iacitv.org

Sean Stokes

Nurse Educator, Beverly Hills Fire Department

sstokes@beverlyhills.org
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Attachment E

Los Angeles County Community Paramedic
Heart Failure Re-admission Curriculum

All paramedic participants in COMPARE (Community Paramedic Effectiveness Strategies for
Heart Failure}, the Los Angeles County Community Paramedic Heart Failure pilot program,
MUST have attended and successfully completed the State of California Community Paramedic
Core Curriculum as a prerequisite. '

At the conclusion of the COMPARE education program, the Community Paramedic shall be able
to demonstrate competencies in: '

1. Epidemiology
Competency:

The Community Paramedic will be able to articulate the epidemiologic factors associate
with heart failure
1.1 Heart failure fact sheet United States
1.1.1 CDC
http://www.cdc.gov/dhdsp/data statistics/fact sheets/fs heart failure.
htm
1.2 Heart Failure mortality and morbidity
1.2.1 Quality of life impacts
1.2.2 Local and national medical and economic impacts

2. Demographics for Heart Failure
Competency:
The Community Paramedic will be able to articulate the demographics associate with
heart failure
2.1 Risk factors
2.2 Co- contributors

3. Anatomy and Physiology related to Heart faiiure

Competency:
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The Community Paramedic will be able to integrate a complex depth and
comprehensive breadth of knowledge of the anatomy and physiology of the cardiology,
respiratory and other organ systems associated with heart failure.
3.1 Cardiovascular system '

3.1.1 Stroke volume

3.1.2 Cardiac Output

3.1.3 Frank Starlings law _

3.1.4 Heart rate and cardiac output

3.1.5 Vasomotor system

3.1.6 Chemoreceptor sites

3.1.7 Perfusion and blood pressure

3.1.8 Right and left side heart blood flow
3.2 Respiratory system

3.2.1 Respiration

3.2.2 Respiration

3.2.3 Hypoxia

3.2.4 Carbonic Acid

3.2.5 Ventilation Considerations
3.3 Celis tissues and membranes

3.3.1 Osmosis

3.3.2 Diffusion

3.3.3 Effects on membranes

Pathophysiology of heart failure
Competency:

The Community Paramedic will be able to integrate a complex depth and
comprehensive breadth of knowledge of the pathophysiology of the heart failure
patient. '

4.1 Atherosclerosis

4.2 Systemic Hypertension

4.2 Pulmonary Hypertension

4.3 Hepatic Hypertension

4.4 Right sided heart failure

4.5 Left sided Failure

4.6 MI /Angina /Post-cardiac arrest

4.7 Lung disease

4.8 Thyroid disease

4.9 Arrythmias

4.10 Cardiogenic shock

4.11 Valvular disease
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4,12 Cardiomyopathy
4.13 Pregnancy

4.15 Infection

4.16 Drug induced

4.17 Renal failure

4.18 Pericardial disease

5. Paramedic level history and physical Assessment of the heart failure
Competency:

The Community Paramedic will be able to demonstrate the ability to obtain a heart
failure patient’s history and physical exam to the level of a certified paramedic
1.1 History
1.1.1 General heaith
1.1.2 Acute history
1.1.3 Chronic history
1.1.4 Medication history
1.1.5 Orthopnea/PND
1.1.6° Weight gain or loss
1.1.7 Eating .
1.2 Physical Exam
1.2.1 Signs of dyspnea’
1.2.2 Blood pressure
1.2.3 Pulse
1.2.4 Respiratory rate
- 1.2.5 Skin signs
1.2.6 Temperature
1.2.7 Breath sounds
1.2.8 Distal pulses
1.2.9 Edema signs
1.2.10 Pulse oximetry
1.2.11 ECG monitoring
1.2.12 12 fead ECG

6. Advanced history and physical assessment of the heart failure patient

Competency:
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The Community Paramedic will be able to demonstrated a history and physical exam
using advanced assessment knowledge and skills

1.1 History
1.1.1 Outpatient prescriptions
1.1.2 Pillcount
1.1.3 Fluid intake and output
1.2 Physical exam
1.2.1 Pulmonary auscultation
1.2.2 Lung percussion
1.2.3 Chest expansion
1.2.4 Tactile fremitus _
1.2.5 Descent of diaphragm
1.2.6 Hepatomegaly
1.2.7 Jugular venous pressure/hepatojugular reflux
1.2.8 Pitting edema
1.2.9 Cardiac palpation: PMI and thrills
1.2.10 Heart sounds

In hospital Diagnostic assessments
Competency:

The Community Paramedic will be able to articulate what inpatient diagnostic
procedures may be performed on HF patients and their rationale

7.1 Chest x-ray
7.2 Laboratory testing
7.2.1 Chemistries
7.2.2 Troponin
7.2.3 B-type brain naturietic peptide (BNP)
7.2.4 Thyroid hormone levels '
7.3 Bedside Ultrasound
7.4 Echocardiography
7.5 Stress testing
7.6 Myocardial perfusion scanning
7.7 Holter monitoring
7.8 Cardiac MR! and CT scanning
7.9 Cardiac catheterization/coronary angiography

Inpatient treatments for HF patients (acute care)

Competency:
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The community Paramedic will be able to demonstrate knowledge of the treatment of
heart failure patients in the inpatient setting

8.1 Treat life-threatening conditions
8.2 Medications for management of recurrent HF
8.3 Medications for management of acute pulmonary edema
8.4 BiPAP
8.5 Management of concurrent medical conditions
8.5.1 Hypertension
8.5.2 Diabetes
8.5.3 Thyroid disease
8.6 Pacemakers
8.7 Implantable cardioverter-defibriliators
8.8 Left ventricular assist device (LVAD)
8.9 Cardiac transplantation

. Outpatient care for heart failure (chronic)
Competency:

The community Paramedic wili be able to demonstrate knowledge of the treatment of
heart failure patients in an outpatient setting including discharge instructions and
recommended treatments

9.1 Medications
9.1.1 Diruetics
9.2.2 Angiotensin Converting Enzyme (ACE) inhibitors
9.2.3 Aldosterone inhibitors
9.2.4 Angiotensin receptor blockers (ARB)
9.2.5 Beta blockers
9.2.6 Isosorbide dinitrate
9.2.7 Digoxin '
9.2 Monitor fluid intake
9.3 Monitor Sodium intake
9.4 Monitor daily weight
9.5 Control hypertension
9.6 Control of comorbidities
9.6.1 Diabetes
9.6.2 Thyroid disease
9.6.3 Smoking
9.6.4 Weight reduction
9.7 Preventive health
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10.

11.

12.

13.

9.7.1 Immunizations

9.7.2 Exercise

9.7.3 Close medical follow up
9.8 When to seek immediate help

Reading a medical record
Competency:

The Community Paramedic will demonstrate the ability to extrapolate information from
a patient’s hospital, clinic and physician office medical record.

10.1 Hospital medical Records
10.2 Clinic Records

10.3 Physician Office

10.4 SOAP Notes

10.5 Discharge instructions

Patient consent, piiot project subjects

Competency:

The Community Paramedic will demonstrate how to obtain a consent from patient
designated as a potential subject in the COMPARE Pilot

11.1 Informed consent process
11.2 Criteria for entry into pilot

Medical assessment protocol for HF patients

Competency:

The Community Paramedic will demonstrate the knowledge and the skiils necessary to
perform the medical_ assessment protocol for HF patients in the COMPARE pilot

12.1 Protocol

12.2 Review any periodic updates

Referral triage guidelines {tipping points)

Competency:
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14.

15.

16.

The Community Paramedic will demonstrate the ability using the medical assessment
protocol to refer patients as guided by the Pilot Referral guidelines.
13.1 Referrals
13.1.1 Call 911
* 13.1.2 Contact Cardiologist on call via the Nurse Navigator
13.1.3 Arrange transport to PMD
13.1.4 Arrange for re-visit or phone calil

Documentation
Competency:

The Community Paramedic will demonstrate the ability document all appropriate
medical information, as weil as administrate logistics.

14.1 Completing the pilot electronic record

14.2 Transmitting the electronic prehospital care record (EPCR)

Logistics of the COMPARE Pilot and LA County Policies
Competency:

The Community Paramedic will be able to articulate the Fire Department, UCLA and Los
Angeles County Health Care Agency policies and procedures regarding the HF Pilot.
15.1 Department Policies

15.2 UCLA Pilot Policies and procedures

15.3 LA County DHS policies '

15.4 Q] Meetings

15.5 Data and outcomes measurements

15.6 Major incident reporting

Review patient safety concerns

Competency:

The Community Paramedic will be able to articulate patient safety initiatives discussed
regarding the patients assigned in the HF pilot.

16.1 HIPAA compliance

16.2 Patient follow-up
16.3 Major incident reporting
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17.

18.

Discuss Medical Oversight/Quaiity Improvement
Competency:

The Community Paramedic will be able to articulate the importance of medical oversight
and quality improvement as well as their roles in the Ql initiatives.
17.1 Department Medical Director roles

17.2 Department Nurse Educator roles

17.3 UCLA Pl roles

17.4 County of LA DHS roles

17.5 LA County CP advisory committee roles

17.6 LA County Medical Advisory roles

17.7 Monthly QI meetings

17.8 Major incident notifications

17.9 Policy Updates B

17.10 Outcome measurements

Internship:
Competency:

The Community Paramedic will be able to demonstrate the ability to participate as a
member of the inpatient, outpatient clinic, and physician office medical teams caring for
acute and chronic HF patients.
18.1 Hospital
18.1.2 Respiratory ICU
18.1.2 inpatient medicine
18.1.3 Cardio Diagnostics lab
18.2 Pulmonary Clinic
18.3 Cardiologist Office
18.4 Patient seminars of Cardiac rehab

34




Attachment F

UCLA Data Collection Tool and Guide

35




‘ Cn_.> | Center for Prehospital Care

Community Paramedic: CHF
Baseline Data Collection Guide

Overview :

As part of the Community Paramedic project, the UCLA Center for Prehospital Care is collecting data monthly from each of our partner emergency
departments and EMS response agencies. When all data for a month has been received from all partner EDs and EMS agencies, UCLA will aggregate it
and report it to the California EMS Authority.

Data flow summary | H
The data for the CHF arm of the Community Paramedic project originates with partner emergency departments. After the end of each month, the following
process QCcurs.

1. Emergency department queries its records for eligible patient visits that month.
2. ED prepares two data extracts, described in more detail below:
a. A summary of several overall ED statistics for the month.
b. For eligible patients, an extract consisting of one row per patient, with the ED data elements noted below.
ED sends both items to UCLA by the 5% day of the following month (ie. April data is sent to UCLA by May 5™).
ED sends the patient data extract to fire department.
5. Fire department prepares two data extracts:
a. A summary of several overall FD statistics for the month
b. An extract containing one row per patient from the ED file, with the FD data elements noted below.
Fire department sends both items to UCLA by the 10" day of the following month (ie. April data is sent to UCLA by May ‘_oj
UCLA merges the ED & FD data, and then aggregates it with the data from the other participating EDs and FDs locally.
8. UCLA reports the aggregated data fo the California EMS Authority by the 15™ of the following month. UCLA does not send individual patient data;
all reporting is aggregate monthly totals across all the ED and EMS partners in our area. _

o

~No
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Data flow diagram

Emergency Department UCLA CPC CA EMS Authority

Merges ED and EMS
data from all local

Produces menthly

summary report e partner EDs and fire
. “_mnmnamim Merges reports
Selects eligible Produces ED patient statewide
- ——» . honsaaad
patient records detail extract
A
Produces
aggregated data for
CA EMS Authority

A

Identifies specified Produces EMS
patients patient detail extract

Produces EMS
monthly summary

Fire Department

Patient eligibility
The ED will provide the per-patient detaii data for patients meeting the following eligibility criteria:
1. Transported to the ED by one of the participating partner fire departments.

2. Age 18 or greater.
3. Primary diagnosis of CHF.

Community Paramedic: CHF . Data Collection Guide (4/24/2014) Page 2 of 9
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Open questions

Shared identifier: Ideally, the partners would agree on a shared patient or visit identifier to enable cross-referencing the patient's record at the ED with
the EMS responder's ePCR. This might be the ePCR sequence number, a medical record number, a patient financial account number, etc. (Social
Security Number should not be used.) Without a shared identifier, the partners would need to investigate each ED patient record by hand to locate the
matching EMS ePCR. A shared identifier could also eliminate any need to include patient names in the data, which would be preferred.

Finance data: It may be impractical to determine the individual costs, charges, and insurance reimbursements associated with each individual patient due
to distributed billing by external practice groups etc. Thus the patient financial data reported (questions numbered 5.x) may need to be determined by
estimating the costs, charges, and reimbursements for a standardized patient with the listed diagnosis.

Some individual fields have additional questions, as noted below.

Emergency department data extracts

Monthly summary: The state requests the following summary data each month of the study:

For

Field Q#ts Description/contents Notes/questions
Time ED closed or on diversion 4.1 The amount of time, in minutes, the ED

EDClosedOrDiversion was closed to general traffic or on

diversion in the month.

Average time to disposition 4.12 | Average length of time, in minutes, from This is for all patients transported to the ED, not just

EDAverageTimeToDispositionAll arrival at ED to disposition for all those meeting study criteria.

fransported patients in the month?

Charges & payments 5.x As noted, the charges and insurance payments may be unavailable per-patient. If so, those would

be reported as part of the monthly summary rather than computed from the patient detail records.

Community Paramedic: CHF

Data Collection Guide (4/24/2014)
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Emergency nmum:q:.m:ﬂ patient detail data: An Excel or similar delimited text file (e.g. CSV, tab-separated) with one row per patient, containing the

following columns:

EDPrimarvlanguage

For
Field Qs Description/contents Notes/questions
Patient ldentifier Unigue identifier for this patient, or this Exact ID is TBD. May be a FIN number, Medical
EDPatientIdentifier ED visit by this patient. Record Number, EMS sequence number, etc.
Either this or another identifier should be used to
match this patient record to Fire Department/EMS
_ - responder's ePCR. _
Transporting Agency FD transporting patient to ED.
EDTransportAgency
Patient First Name First name For matching ED patient to FD records. Unnecessary
EDPatientFirstName if a reliable shared patient identifier is available.
Patient Last Name Last name For matching ED patient to FD records. Unnecessary
EDPatientLastName , if a reliable shared patient identifier is available.
Patient Age 286 Patient age, in years
EDPatientAge 2.10
Patient Gender 212 | Patient gender:
EDPatientGender 216 MorF
2.18
2.22
Hispanic Ethnicity 2.24 | Is the patient of Hispanic ethnicity?
EDEthnicityHispanic 230 1 = Hispanic
2.31 | 2 = Non-Hispanic
2.32 | 3 = Unknown
Patient Ethnicity 2.36 | What is the patient’s race/ethnicity?
EDPatientEthnicity 2 45 1 = White
2.46 | 2=Black
2.47 | 3 = Native American / Eskimo / Aleut
2.48 | 4 = Asian/Pacific Islander
2.49 | 5= Other
2.560 | 6 = Unknown
Primary Langauge Spoken 2.57 | What language does the patient primarily

speak? See appendix for list of languages
and codes.

Community Paramedic. CHF

Data Collection Guide (4/24/2014)
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For _
Field Qits Description/contents Notes/questions
Insurance Type 2.59 | What type of insurance coverage does .
EDInsuranceType 2.64 | the patient have?

265 | PR = Private
266 | MC = Medicare
267 | MA = Medicaid

. SP = Self-pay
Post-Discharge Compiliance Status 2.76 | Is the patient in compliance with their
EDPostDischargsCompliance post-discharge plan? Y or N
ED Arrival date/time 4.13 | Dateftime the patient arrived at the ED.
EDArrivalDateTime
ED Disposition date/Time 4.13 | Dateftime of disposition from the ED. Will necessarily be an estimate for patients leaving
FDDispositionDateTime : without being seen. ,
ED Disposition 4.13 | Disposition of the patient from the ED:
EDDisposition 415 | AD = Admitted

417 | TR = Transferred to ancther hospital
4.23 | DI = Discharged

424 | EX = Expired

425 | FA = Failed to complete care

426 | (AMA or left without being seen)
4.27

Additionally, the state requests the following financial information with regard to the specific eligible patient visits in each month. In the event this is not
feasible, these items might instead be reported as estimates based on standardized patients.

ED Charges for Care 586 Dollar amount of charges for patient’s
EDEmergencyCharges care in the ED if patient was not admitted.

Inpatient Charges for Care 5.8 Dollar amount of charges for patient's
EDInpatientCharges '5.10 | inpatient care.

ED Claims Paid 5.12 | Dollar amount of claims paid for patient's
EDEmergencylnsPaid 5.14 | treatment in the ED if patient was not

_ admitted.

Inpatient Ciaims Paid 5.16 | Dollar amount of claims paid for patient's

EDInpatientInsPaid 5.18 | inpatient treatment.

Community Paramedic: CHF Data Coflection Guide (4/24/2014) , Page 5of 9
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Fire department data extracts

Monthly summary: The state requests the ﬁo_“os_:m summary data each month of the study:

FDTotalReadinessCost

operations + vehicle & facility amortization

For
Field Qifs Description/contents Notes/questions
Total EMS Responses 51 Total EMS responses for the month, of all
FDTotalEMSResponses 52 types.
“Total ED Transports 3.3 Number of patients your agency Counts all complaints, not just suspected CHF.
FDTotalEDTransports 5.3 transported to all EDs in the month.
Typical 911 ALS Transport Vehicles 3.1 Number of ALS transport vehicles your
FDTypicaldllALSVehicles agency sends in response to a typical 911
call. _
Typical 911 BLS Transport Vehicles 3.1 Number of BLS transport vehicles your
FDTypical9llBLSVehicles agency sends in response to a typical 911
call.
Typical 911 Fire Engines 31 Number of fire engines your agency
FDTypical 911FireEngines sends in response to a typical 911 call.
Eligible 911 ALS Transport Vehicles 32 Nurnber of ALS transport vehicles your
FDEligibleS11ALSVehicles agency sends in response to a 811 call
for a suspected CHF/cardiac patient.
Eligible 911 BLS Transport Vehicles 3.2 Number of BLS transport vehicles your
FDEligiblel11BLSVehicles agency sends in response to a 911 call
for a suspected CHF/cardiac patient.
Eligible 911 Fire Engines ‘3.2 Number of fire engines your agency
FDEligibleSllFireEngines sends in response to a 911 call fora
suspected CHF/cardiac patient.
Total Transports to Partner EDs - 3.4 Number of patients your agency Count each transport, even if a repeat transport of a
FDPartnerEDTransports transported to all participating EDs in the | single individual. |.e. if Joe Bruin was transported
month. _ " twice, he counts for 2 transports in this measure,
Counts all complaints.
Unique Transports to Partner EDs 3.5 Number of unique patients your agency If Joe Bruin was transported to a partner ED twice in
FDPartnerEDUniqueTransports transported to participating EDs. the month, he is only counted as 1 in this measure.
Counts all complaints.
Transports Waiting Over 45 Minutes 3.30 | Number of transports (of all patients) Counts all patients/complaints, not just eligible
FbhTransportsWaitingGverds spending more than 45 minutes at the patients:
hospital before returning to service.
Total Readiness Cost 5.1 Total salaries & benefits + maintenance + | Used to calculate average readiness cost

(total cost / number of EMS responses)

Community Paramedic: CHF

Data Collection Guide (4/24/2014)
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For

Field Qits Description/contents Notes/questions
Transport cost 5.2 Cost of transports; crew wages & benefits | Used to calculate average transport cost

FDTotalTransportCost + fleet amortization & maintenance) {total transport cost / number of EMS responses)
TransportCharges 5.3 Total charges for transports to all EDs by | Used to calculate average transport charges

FDTotalTransportCharges ‘ your agency in the month. (total charges / number of transports)
Charges for Care 54 Charges for care for eligible patients

FDChargesForCare transported to partner EDs in the month.
Candidate Paramedic Salary 5.20 | Average cost of salary & benefits for an

FDCandidatePMSalary EMT-P who would be a candidate for CP

fraining.

' Fire department patient detail data: An Excel or similar delimited text file (e.g. CSV, tab-separated) with one row per patient, containing the following

columns:
: For
Field _ Q#ts Description/contents Notes/questions
Patient ldentifier Unigque identifier for this patient, or this Exact ID is TBD. May be a FIN number, Medical
FDPatientIdentifier ED visit by this patient. Record Number, EMS sequence number, etc.
Either this or another identifier should be used to
match this patient record to Fire Department/EMS
responder's ePCR.
Transporting Agency ED to which patient was transported. .
FDReceivingED
Patient First Name 3.10 | First name For matching ED patient to FD records, and
FDPatientFirstName 3.12 identifying unique patients (Qs 3.10 & 3.12).

. Unnecessary if a reliable shared patient identifier is
availabie and the identifier is constant across multiple
visits.

Patient Last Name 3.10 | Last name For matching ED patient to FD records, and
FDPatientLastName 3.12 identifying unique patients (Qs 3.10 & 3.12).
Unnecessary if a reliable shared patient identifier is
available and the identifter is constant across multiple
visits.
Patient Age 286 Patient age, in years
FDPatientAge 2.10
3.10
3.12

Community Paramedic: CHF

Data Collection Guide (4/24/2014)
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For
Field . Qs Description/contents , Netes/questions
Patient Gender 2.12 | Patient gender:
FDPatientGender 2.16 MorF
2.18
2.22
310
3.12
Patient ZIP Code 258 | ZIP code forthe patient. ZIP code of location to which EMS responded.
FDPatientZIP .
On-Scene Time 3.14 | Date/time arrived on scene.
FDSceneArrivalTime 3.16 -
Arrival Time at ED 3.14 | Dateftime patient arrived at ED.
FDArrivalEDTime 2.16
3.38
Return to Field 3.18 | Dateftime EMS returned to the field {i.e. Note: The EMS Authority questionnaire asks “What
FDReturnToField 3.20 | available) after transporting patient to ED. | was the average length of time in minutes from arrival
322 on scene to return to the field for transports of eligible
3.24 patients to partner EDs in the last month?”; and also
3.26 asks for the shortest and longest times, and the
3.28 number of transports spending more than 45 minutes
3.30 at the ED. Ideally we would identify a field from the
3.31 ePCR fo provide this information, but we may need to
3.33 . look elsewhere.
Distance to ED ‘ 3.35 | Miles driven transporting the patient to the
FDDistanceToED 3.36 ED.
3.37

Community Paramedic: CHF Data Collection Guide (4/24/2014) Page 8 of 9
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Appendix: Languages Spoken

English — ENG Telugu —~ TGL
Amharic - AMH Thai — THA
Arabic — ARA Tonga - TON
Armenian — AMR Ukrainian — UKR
Cantonese; Yue Chinese — YUE Urdu — URD
Chinese — CHI Vietnamese - VIE
Croatian — HRV Yiddish = YID
Farsi — PES Yoruba ~ YOR
French - FRE Unknown — 999
French Creole — CPF Other - OTH
German — GER

Greek - GRE

Gujarati - GUJ

Hebrew — HEB

Hindi — HIN

Hmong — HMN

Hungarian - HUN
llocano; lloko —~ ILC
Indonesian - IND
ltalian - ITA
Japanese ~ JPN
Korean — KOR
Lac - LAO
‘Mandarin — CMN
Mexteca — MEX
Mien; lu Mien - [UM
Mon-Khmer — MKH
Navajo — NAV
Panjabi; Punjabi - PAN
Persian - PER
Polish — POL
Portuguese - POR
Russian -~ RUS
Sign Language — SGN
Samoan — SMO
Serbian — SRP
Spanish — SPA
Swahili — SWA
Tagalog — TGL

Community Paramedic: CHF
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Community Paramedic
Baseline data collection sample files

Notes:
Two data files are anticipated monthly from each partner emergency department and fire department.
For simplicity they are shown as four tabs in this document.
EDSummary: Monthly summary statistics from emergency department; one row each month,
EDPatientDetail: One row per eligible patient visit in the month.
FDSummary: Monthly summary statistics from fire department; cne row each month.
FDPatientDetail: One row per eligible patient transport in the month. "Eligible patient” for the FD means a patient listed in the ED's data file.




California EMS Authority
Proposal to Reduce Heart Failure Readmissions

Updated and Revised 5-8-14

A. Title of Proposed Project Concept: Community Paramedic Effectiveness Strategies for Heart
Failure {COMPARE)

B. Category the best describes the proposed pilot project: Post hospital follow up - care for
chronic conditions

C. Brief description of proposed concept, project management and partners (include
geographic area to be served)

1. Description of Proposed Concept

This project involves participating hospitals, cardiologist and paramedics form the two
adjacent cities of Burbank and Glendale. In Burbank, specially trained paramedics from the
Burbank Fire Department (BFD) will conduct home visits to assess heart failure {HF) patients
two to three days post discharge from Providence St. Joseph’s Medical Center (PSIMC).
Assessments will include patient-specific parameters determined by attending cardiologists
{see attachment A), and serve as a bridge evaluation between hospital discharge and a
scheduled follow up physician visit at approximately one week post discharge. Home visit
findings will be electronically reported back to the cardiology group HF coordinator
(“navigator”). Paramedics will determine whether patients are 1) within individualized
clinical benchmarks and can await their follow up office visit, 2) demonstrating signs and
symptoms suggesting the need for same-day physician consultation/intervention, or 3)
showing signs of imminent decompensation requiring urgent transportation for medical
intervention. Clinical assessment parameters will be developed collaboratively with UCLA
Center for Prehospital Care faculty and cardiologists from the Foothill Cardiology Group of
PSIMC.

In the City of Glendale, specially trained paramedics from the Glendale Fire Department
(GFD}) will conduct similar home assessment visits for HF patients in their community 2-3
days post discharge from Glendale Adventist hospital (AH), Glendale Memorial hospital
(GMH) and USC Verdugo Hills (UVH).

2. Project Management

The UCLA Center for Prehospital Care (UCLA} is a division of the UCLA Emergency Medicine
Center at the David Geffen School of Medicine at on the prehospital care system and the
patients this system serves. For 27 years, UCLA has offered both primary and continuing
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education programs for Emergency Medical Technicians, Paramedics, Medical Students,
Registered Nurses, Physicians as well as the lay public. UCLA is also actively engaged in
research and quality improvement to contribute to the fund of knowledge that examines
prehospital medicine. As one of the leading academic medical centers in the nation, UCLA
will provide the project oversight, medical direction, data analysis and reporting, chair the
Community Paramedicine Steering Committee for this project, and serve as the liaison with
the Los Angeles County EMS Agency, participating partners from Burbank (BFD, PSIMC, the
Foothill Cardiology Group), and Glendale (GFD, GMH, AH, UVH and their respective
cardiologists).

Should this project be approved and subsequently funded, UCLA will work with the UCLA
Office of Contracts and Grants management to ensure sound accounting and financial
management of funds and disbursements, and timely completion of required reporting.

3. Partners

The Community Paramedic Steering Committee will be comprised of the UCLA Project
Manager, UCLA Project Medical Director, UCLA Project Data Analysis/Reporting personnel,
Foothill Cardiology Project Medical Director, PSJMC Heart Failure Navigator, PSIMC Home
Health Nursing Coordinator, BFD Paramedic Nurse Educator, BFD Fire Chief, GFD Fire Chief,
GFD Paramedic Nurse Educator, heart failure coordinators for AH, GMH and UVH, and the
Los Angeles County EMS Agency Medical Director.

Memoranda of Understanding with Burbank and Glendale fire departments are included in
attachment B. Letters of Support from hospitals, health systems and fire departments can
be found in attachment C. The County of Los Angeles EMS Agency has assembled a
Community Paramedicine Steering Committee to guide the development and
implementation of this project {see attachment D).

D. Purpose and Objectives

The purpose of this pilot project is to reduce the 30 day readmission rate of patients treated in
a community hospital for HF by utilizing home assessments conducted by specially trained
Community Paramedics.

Objectives will include:

1. Joint identification of specific training content by Foothill Cardiologists, GMH, AH and
UVH cardiologists, and UCLA Emergency Medicine faculty, and the delivery of that
training to selected, veteran BFD and GFD paramedics.

2. ldentification of every HF patient prior to discharge from the participating hospitals, and
formulation of clinical parameters and treatment guidelines to be assessed by
paramedics at the time of the home visit, two to three days post-discharge.
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3. Development of an electronic home assessment tool, customized for each patient, to be
compieted by paramedics at the home visit and transmitted to the respective HF
Navigator at the respective participating hospitals conclusion of the visit.

4. Development of three categories of patient stability for assignment by paramedics at
the home visit: a) stable to continue home regimen until scheduled follow up office visit;
b) developing signs of worsening HF such as increasing weight, mild pulmonary rales,
mildly increasing edema, decreasing pulse oximetry, or a change in cardiac rhythm from
that at hospital discharge; c) findings suggesting instability such as orthopnea, dyspnea
on exertion, diffuse pulmonary rales, profound edema, increasing jugular venous
distension, compromised oxygenation on pulse oximetry, inability to maintain
nutritional requirements or take medications.

5. Establish immediate communication capability between paramedics and an on-call
cardiologist for patients in category 2 to provide physician consultation regarding
modification of patient medications or to arrange for a same-day office/clinic visit.

6. Establish criteria for paramedics to activate 9-1-1 responses for patients in category 3,
for transport to the closest appropriate receiving hospital.

7. Compare the number of HF patients who received community paramedic home visits
who are readmitted to a hospital for any cause within 30 days of discharge, with the
number of those readmitted who received standard post discharge foliow-up
procedures.

8. Compare the cost of readmissions (based on 2013 hospital charges/average length of
stay plus CMS penalties per readmission) between the community paramedic home visit
and standard post-discharge follow-up group.

E. Estimated project length

The estimated length of this project will be 24 months. Based on a review of 2012 data, we
estimate that during the two-year study period there will be approximately 950 HF patients
discharged from PSIMC, and 1800 from participating Glendale hospitals. Based on these
estimates, haif (1375} of these patients will be eligible for inclusion into the community
paramedic home visit group, and the remaining 1375 will comprise the standard post-discharge
follow-up group.

F. Background information
1. Need for project

Although there have been a number of efforts to ensure the stability of recently discharged
congestive heart failure (HF) patients, their compliance with treatment recommendations
and follow up office visits with continuity physicians remains challenging. Nationally, all-
cause readmissions of HF continue to approximate 25% within 30 days of hospital discharge,
with 64% of readmissions for recurrent heart failure occurring within the first week and
nearly % of those within the first three days. :
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Prior literature has failed to document conclusively that home visits conclusively reduced 30
day readmissions. In a 2011 review of the literature, Hansen, et. al. identified 43 studies
that addressed strategies to reduce hospital readmissions in Medicare patients within 30
days post discharge. Eight studies were included in which nurses conducted home visits
which focused on medication adherence, appropriate ambulatory follow-up, and symptom
monitoring. Only four studies involved more than 400 patients. The authors concluded that,
“we did not identify a discrete intervention or bundle of interventions that appears to
reliably reduce re-hospitalization.” *

A more recent report by Bradley, et. al. found that if hospitals implemented six strategies,
the readmission rate for patients specifically with HF could be reduced by 2%. Yet none of
these strategies included a home visit of any kind, let alone a visit by a community
paramedic.?

In Burbank, Providence St. Joseph’s Medical Center (PSIJMC) is a major regional medical
center in the San Fernando Valley in Los Angeles County with 484 annual HF discharges
annually (2012 data). The hospital is based in the city of Burbank, and over 2/3 of discharged
HF patients reside within approximately 6 miles of the facility. It’s affiliated Foothill
Cardiology Group coordinates the hospital’s HF discharges through the HF Nurse Navigator
program and, upon discharge, each HF patient goes home with a scheduled foliow-up office
visit at one week post discharge. In addition, the PSIMC Home Health Nursing program
makes home visits for approximately 1/3 of the HF patients.

Of the 484 annual HF discharges, 77 (16%) were readmitted within 30 days to PSIMC for an
exacerbation of HF for an average 6 day length of stay. The estimated cost to the hospital
for these readmissions was $738,400, or just under $9600 per patient. When combined with
the projected 2013 CMS readmission penalties of approximately $166,000, the annual
financial burden to PSIMC of these readmissions will approximate $904,400.

Additionally, some of the 484 patients discharged from PSJMC undoubtedly were readmitted
to other regional hospitals, and some were admitted for causes other than exacerbations of .
HF. in keeping closer to national averages for all-cause readmissions for HF patients, the
estimated annual readmission rate for this patient populiation is likely to be considerably
higher. Thus we expect the combined fiscal implications for all-cause HF readmissions in
terms of total direct hospitalization costs and CMS penalties to PSIMC to be substantially
greater than the estimates provided above. From a fiscal perspective, then, we postulate
that the intervention by CPs as proposed here will have significant cost reductions in the care
of post-discharge HF patients.

in Glendale, in 2012, 441 patients were admitted to Glendale Memorial hospital, including all
insurance and payers; 77 were readmitted within 30 days. For the same period, 423
patients, including all payers, were admitted to Glendale Adventist hospital and 103 were
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readmitted within 30 days. These combined figures total 864 HF patients with 180
readmissions, for a readmission rate of 21%. At present, HF readmission data are not
available for the third participating hospital, USC Verdugo Hills hospital, but these would be
included as this proposal moves forward. The inclusion of the City of Glendale into the
COMPARE two-year pilot project has the possibility of adding approximately 1600 additional
patients to the total 950 estimated HF patients from PSIMC, which would more than double
the potential impact of this study.

Paramedics are trained and experienced in the assessment and stabilization of acutely ifl
patients. Their training curriculum includes intensive training on cardiovascular
pathophysiology, with assessment skills that address critical signs and symptoms that reflect
respiratory distress, circulatory compromise, and associated autonomic nervous system
manifestations of hypoxemia and fiuid overioad. They are accustomed to making these
assessments in the prehospital setting, and recognize when to initiate interventions and
transportation for patients whao are either decompensating or at risk for doing so. The
paramedic’s capacity to perform focused clinical assessments, coupled with the ability to
perform EKG analysis, pulse oximetry, and initiation of urgent EMS response and
transportation, add a unique asset to the care of recently discharged HF patients.

Thus, a community paramedic home visit as structured here has the theoretical potential to
evaluate a new intervention that may have a positive impact not only on the quality of life of
HF patients, but also on the overall health care expenditures for their care.

2. Types and numbers of patients likely to be seen

We project an estimate of approximately 950 HF patients will be discharged from PSIMC
during the two-year study period. One half (475} will receive standard post-discharge foilow-
up calls either to the patient or caregiver/family member as currently practiced by the HF
Navigator program. This program inciudes discharge planning and weekly follow-up calls
that include questions about signs and symptoms, medication management, adherence to
diet, fluid intake, daily activities, weight, a scheduled office visit at 1 week post-discharge,
and involvement of home health. The program offered by the PSJMC Home Health Heart
Failure Program consists of a series of eight nurse visits that include clinical assessments as
well as intensive patient education about heart failure, medications, diet, fluid balance,
activities, compliance, and prevention. Based on 2012 estimates, approximately 1/3 of
patients received home health visits from the PSIMC Home Health program,; it is unclear how
many others received visits from other home health nursing agencies, or the content of
those visits.

The remaining 475 patients will also receive this standard follow-up, but in addition wiil
receive a CP home visit at two days post discharge, aimed at determining whether or not
each patient is within clinical benchmarks established by the hospital discharge team. The
focused evaluation by CPs provides clinically skilled ALS personnel endowed with specific
supplemental training, who can assess whether or not a given HF patient is maintaining
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physiological and EKG rhythm parameters, and who can establish a real-time
communications pathway with a cardiologist in those situations where immediate
intervention strategies are indicated.

Similarly, an estimated 1,800 HF patients will be discharged from the Glendale hospitals. Half
of these patients would receive standard after care while the other half would receive a
paramedic home visit.

3. Anticipated number of community paramedics to be trained:

In order to have a specially trained cadre of paramedics to conduct home visits, we will train
approximately 12 certified, practicing paramedics with at least 4 years of experience who
currently provide 9-1-1 responses as members of the Burbank and Glendale Fire
Departments. While these select paramedics will have the additional training and wili be
practicing as CPs in this pilot program, their ongoing and future employment status will be
maintained as 9-1-1 response firefighter-paramedics.

It is difficult to project the number of CPs likely to be trained in the future until this project is
complete. However, if the outcomes of COMPARE are successful, the expansion of this type
of program throughout Los Angeles County and the country would require many other
paramedics to receive this specialized training. Qur partners from the Providence and
Adventist hospitals have expressed interest in expanding this CP program throughout their
hospital networks in the region, with the aim to include CP home assessments for other high
risk conditions such as chronic obstructive pulmonary disease.

4. Other programs in Caiifornia or other states serving as models for this project

UCLA CPC has also met with corporate personnel at American Medical Response {AMR)
about their community paramedicine operations. UCLA CPC has met with Dr. Beason, the
medical director of their MedStar affiliate in Texas and Dr. Racht, medical director of AMR
who have provided useful insight and information on their heart failure readmission project.
They have stated their willingness to both collaborate and share best practices if COMPARE
is approved.

. Program Management
1. Operational Methodology

Using all PSIMC HF discharges as the target for efforts to reduce readmissions, this pilot
project is based on 950 HF discharges over the 24 month study period. The power
calculations for this study gave an 80% chance of detecting a 3% reduction in readmissions
for ali HF discharges at the .05 level of significance. '




We propose to send specially trained CPs to the homes of HF patients two to three days
post-discharge from PSIMC, GMA, AH and UVH hospitals, to conduct assessments based on
both general and patient-specific clinical parameters established by their attending
physicians. Specific assessment parameters will include but not be limited to: vital signs
including pulse oximetry; weight, ECG, assessment of clinical signs of worsening HF {elevated
neck veins, pulmonary rales, peripheral edema), compliance with prescribed medications
{verifying that medications are available and have been taken in the prescribed doses and
amounts}, review of dietary recommendations and compliance (e.g. sodium intake,
guantification of fluid intake), and general parameters that indicate safety at home and
performance of activities of daily living {adequate food, condition of foods in refrigerator,
safety conditions in high risk settings such as bathing facilities, unsafe ambulatory pathways,
functioning telecommunications capabhility, access to transportation for medical follow-up,
etc.).

Potential CPs wili be identified, interviewed, selected and trained by UCLA CPC facuity, in
accordance with the clinical parameters defined by the Foothiil Cardiology, GMH and AH
cardiologists. Once trained and duly certificated as CPs for this program, they will form a
platoon of individuals who will be scheduled to make home visits in the morning hours on
day 2 following hospital discharge. The benchmark clinical and treatment plan parameters
for each scheduled home visit patient will be uploaded via secure website onto a designated
tablet computer specifically for the use of this pilot project. CPs will collect the tablet
computer from their respective hospitals and proceed to make their scheduled rounds. The
findings of their assessments will be recorded on the tablet computer and sent to the HF
Navigator at the respective participating hospitals.

We have identified three potential contingencies based on these assessments. 1) If the CPs
find that the patient is meeting clinical and treatment benchmarks and can reaffirm their
plans to attend their scheduled office visit, no further action is necessary aside from the
electronic data submission to the HF Navigator. 2) if the CPs find that the patient is either
unable to adhere to recommended treatments or is experiencing a deterioration in clinical
condition, the electronic data will be submitted but an additional telephone call will be
immediately placed to the HF Navigator for consuitation with the on-call cardiologist who
will either modify the treatment plan before the previously scheduled post-discharge
outpatient clinic visit, or advise and arrange for a same-day office visit. 3} If the CPs find the
patient to be outside of benchmarks such that the clinical parameters indicate the need for
acute intervention {hypoxemia, unstable vital signs, abnormal cardiac rhythm or EKG), the
recorded electronic data will be submitted to the HF Navigator, but a 9-1-1 call will be
activated to initiate EMS ambulance response and transport to the closest appropriate
receiving emergency department, while the CPs on-site administer supplemental oxygen and
continue to monitor the patient’s vital signs and EKG. Once stabilized, the HF Navigator will
be notified of the transport.




Under this pilot project, when patients with HF are discharged from any participating
hospital, they will be offered the opportunity to enroll in the COMPARE home visit program.
As this intervention is additional to current, standard HF discharge practices, potential
patients for the program will be presented with an Institutional Review Board (IRB)} approved
informed consent to enroll, as part of their discharge planning and instructions. Standard
post-discharge aftercare will be the norm for patients being discharged on even calendared
days, and the opportunity to voluntarily participate in the COMPARE pilot will be offered to
those discharged on odd calendared days. Those who decline will continue to receive
standard post-discharge aftercare.

The HF Navigator will attempt follow up with all patients at 30 days using primary and
secondary telephone contacts provided at the time of hospital discharge, to assess if they
were readmitted and if so, to which hospital and for what diagnosis.

Should the results of this pilot show that the CP intervention is successful, we anticipate
training additional CPs in order to expand this program to other medical centers within the
Providence and Adventist Health Systems in the region. The large numbers of enrolled
patient from the combined Burbank and Glendale systems and Fire Departments has the
potential to demonstrate significantly greater impact on patient outcomes and health care
costs.

Project Milestone Target Date

Protocol and training program Complete
development

Data coliection plan Complete
Quality improvement plan Complete
Baseline data collection Apr 11,2014 -

: Dec 31, 2014
Approval of the Institutional Review May 31, 2014
Board
Training delivery Aug 15, 2014 -

Dec 31, 2014

Implementation of approved pilot Jan 1, 2015
program

Monthly data reports submitted to Feb 15, 2015
Patient Safety Monitoring Board, Los :
Angeles County EMS Agency and the
California State EMS Authority for
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discussion and review.

Continuous Quality Improvement and Jan 1, 2015 -
Training Jan, 12017
Final reports and evaluation Apr1, 2017

2. Local Governance and Medical Control

This pilot project will be approved and governed by the Los Angeles County EMS Agency
medical director. The process to ensure the appropriateness of this project will be shared
among participants including PSIMC, Foothill Cardiclogy Group, the lead site-cardiologist
from GMH, AH and UVH, the UCLA Center for Prehospital Care, the Burbank and Glendale
Fire Departments, and a Patient Safety Monitoring Board. This Board will be comprised of
the Pl and Co P! from UCLA, the LEMSA Medical Director, and the HF Nurse Navigator from
each participating hospital.

3. Provisions for protecting patient’s safety

Each participating CP will be trained by faculty from the UCLA Center for Prehospital Care in
partnership with a designated cardiologist from the Foothiil Cardiology Group for BFD CPs,
and from GMH and AH for GFD CPs. Each patient receiving a home visit will have clinical
assessment data entered on an electronic prehospital care medical record, which wiil be
transmitted to the appropriate HF Navigator nurse (PSJMC, GMH, AH, UVH) for review.
Community paramedics will immediately make telephone contact with the HF Navigator for
every patient exhibiting signs or symptoms that fall outside of individually established
parameters. In addition, they will access, in real-time, the cardiologist on-call for this project
for immediate recommendations regarding interventions {e.g. modification of medication,
same day office visit, or 9-1-1 activation for hospital transport). CPs will dial 9-1-1 for any
patient that appears to be in extremis at the time of a home visit.

We will obtain IRB approval for this pilot project from both UCLA and each participating
hospital. Patients from both groups will be asked to provide their approval to participate in a
patient satisfaction call-back survey at the end of week one following discharge. The IRB
approval form for patients who enroll in the CP home visit program will also include
permission to participate in that component of the project.

Departments will follow the quality improvement guidelines. Any significant negative
patient outcomes will be reported to the Patient Safety Monitoring Committee, the Los
Angeles County EMS Agency and the California EMS Authority within 48 hours.
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Patient data will only be transmitted via secure electronic communications. All records will
be maintained in a secure location by the HF Navigator at their respective participating
hospitals, and will only be available for data review by authorized investigators/co-
investigators or authorized data abstraction research associates. '

4, Anticipated sources of funding

While it is both conceivable and preferable to have the entire COMPARE pilot project funded
by a single entity, we recognize that there may be unique foundational support possibilities
for Burbank and Glendale, each with its own municipal fire department and major private
participating medical institutions. ...

The PSJ Foundation staff is engaged in the planning stages of this pilot project and have
initiated preliminary contact with appropriate philanthropic agencies with which they have
existing relationships. Providence has ongoing relationships with funders including:

Kresge Foundation

Raiph M. Parsons Foundation
UniHealth Foundation
Ahmanson Foundation

The Hannon Foundation
Entertainment Industries Foundation
Annenberg Foundation
Burbank Healthcare Foundation
Weingart Foundation
HealthNet

Doheny Foundation

Verizon Foundation

These foundations and others, as well as private funding sources would be the types of
resources the PSJ Foundation would approach should this project be approved. In addition,

contact also has been initiated with UCLA Foundation Relations.

Ongoing project information and updates are being provided to both organizations as this
proposal continues preparation and during the submission and review process.

A similar funding strategy is being undertaken to support the participation of the Glendale
health system in this pilot project. '

5. Paramedic eligibility
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Paramedics with 4 years experience and in good standing with their department will be
identified for the Community Paramedic Core training program. All CPs must successfully
complete the core training program and the HF site specific training program approved by
the Los Angeles County EMS Agency (see attachment E).

6. Local CP Training:

UCLA operates one of the top performing paramedic education programs in the nation and
has contacted the California EMS Authority stating our desire to participate in the design and
development of the core Community Paramedicine curriculum. UCLA has been selected to
deliver the core paramedic curriculum for all the pilots in the state.

UCLA will also develop a site-specific curriculum to ensure each paramedic fully understands
the COMPARE protocol, purpose of the study, reporting requirements, and quality
improvement indicators. Paramedics will also participate in periodic quality improvement
meetings and annual retraining during the course of this pilot project.

H. Evaluation and Data Coliection and Dissemination of results
1. Process Evaluation/Quality Improvement

a. All CPs will have completed required core and site specific training and demonstrate
competence.
b. The quality improvement program will include the following data elements.
i. Number of CP home visits conducted
ii. Protocol compliance (ie. tipping points, see attached protocol)
fii. Visit outcome {ie. cardiology consult, physician visit, 9-1-1 activation)
iv. Re-admission
v. Patient satisfaction
vi. Cardiologist satisfaction
¢. Reviews of data from all patients receiving a CP home visit, as well as their foliow-up
office care or need for readmission would be conducted weekly via password-
controlled access to a conference call, conducted by the HF Navigator for each
participating hospital. These calls would provide clinical feedback to CPs on their
assessments, provide ongoing evaluation of the program’s effectiveness, provide a
forum to identify operational challenges and solutions, and inform ali participants of
any needed modifications that might emerge during program implementation.
d. Any incident resulting in a significant negative patient outcome shali be reported to
the Patient Safety Monitoring Board, the Los Angeles County EMS Agency Medical
Director and the California EMS Authority Project Director within 48 hours.

e. Quarterly quality improvement meetings will include all partners and CPs reviewing
all data.
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2. Qualitative Evaluation.

a. Stakeholders will meet regularly, review data and discuss the overali success of
COMPARE. Insights and experiences will guide the review of data and inform
changes to the assessment protocol, training program and supporting processes.

b. The HF Navigators will obtain patient satisfaction scores for all patients in both the
standard aftercare and CP home visit groups using a standardized inventory scale,
during the routine follow up call at the end of the first week post-discharge.

3. Impact Evaluation & Utilization.

COMPARE will measure the impact of (i} training CPs, (ii) utilizing an assessment
protocol, (iii} patient satisfaction, {iv) reduction in the number and causes for all HF
readmissions, (v) overali healthcare expenditures and savings.

4. Estimate of health care cost savings.

Costs will be compared between the two groups to determine potential savings
attributable to CP home visits in terms of direct charges for readmissions prevented,
and any associated offsets of CMS-imposed penalties.

5. Data Collection

CPs will capture patient data utilizing the patient care record system. The State of
California has developed a data tracking tool that will be utilized to report data each
month. UCLA has developed a tool and data tracking pian to guide each partner’s data
collection (see attachment F).

Quality indicators have been developed for monthly tracking and a 100% audit of
performance will be conducted and reported. Patients will be invited to complete an
online satisfaction survey developed by the California EMS Authority to report on their
experience of care. All data will be reported and discussed in the quarterly quality
improvement meetings to inform all partners and stakeholders.

6. Dissemination.

Results of this pilot project will be shared with the Los Angeles County EMS Agency, the
State of California EMS Authority and OSHPD. In addition, significant findings will be
submitted for presentation at national conferences in the fields of EMS, Emergency
Medicine (e.g. Society of Teachers of Emergency Medicine and American College of
Emergency Medicine) and relevant primary and cardiology conferences. Finally, we will
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prepare and submit manuscripts for consideration in the appropriate scientific
literature.

|. Contact Information

Steven J. Rottman, MDD}, FACEP .

Professor, Emergency Medicine and Community Health Sciences

David Geffen School of Medicine and UCLA Fielding School of Public Health
Medical Director, UCLA Center for Prehospital Care

924 Westwood Blvd.

Suite 300

Los Angeles CA 90024

310-794-0595 (phone)

310-794-0599 (Fax)

E-mail rottman@ucla.edu
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Goal:

Community Paramedic visit to CHF Patient within 24 hours maximum of 48 post hospital
discharge

Attachment A
Los Angeles County EMS Agency

COMPARE/HF Protocol

Community Paramedic Visit

History:

1.

Patient General Health
a. Pre and Post Discharge

Present understanding of their medical condition and all associate signs and

symptoms to be cautious of
Understand why Medications are to be taken
a. Include
i. Dose, each medication
ii. How often, each medication
ili. When did they start taking medications
1. Include each medication
iv. Compare above to discharge note
Understands the importance of their diet
a. Importance of salt intake
b. Importance of fluid intake
c. Askthem to describe their diet since discharge
d. Estimate their daily fluid intake by matching how many of which size
sample container they drink/day
Ask them about weight gain or weigh ioss
a. Ask about urination
b. Ask about bowel movements
c. Ask about swelling in the feet or ankles
Any signs of orthopnea
a. Any Paroxysmal nocturnal dyspnea
b. Any increase in number of pillows patient uses for sleep
Ask about next physician appointment
a. Do they have a scheduled appointment ?
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i. Should be less than 7 days from discharge
b. Confirm physician name
¢. Confirm contact information of physician
i. Office number
ii. Office address
d. Ask them how they will get to physician appointment
i. Confirm transport

Physical Exam:

1. Medication
a. Do they have ALL prescribed medications
b. Pill Count backwards from discharge
2. Weight
a. Weight without shoes
b. Compare to discharge
3. Vital Signs
a. Blood Pressure
i. Check widen pulse pressure
ii. Compare to discharge
b. Pulse
i. Rate and regularity
ii. Compare to discharge
c. Respirations
i. Rate
ii. Volume
iii. Signs of accessory muscle use or dyspnea on movement
iv. Compare to discharge

d. Skin signs
i. Color
ii. Temperature
iti. Moisture
iv. Turgor

e. Lungsounds

All lung fields
Including volume
Compare to discharge

f. Signsofedema
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i. Pitting
ii. Unilateral, Bilateral
ili. Note the extent of swelling
iv. Compare to discharge
g. Temperature
h. Oxygen saturation/ pulse oximetry
i. Compare to discharge
ii. ETCOZ if requested
i. Basic ECG, lead Il
i. Compare to discharge
ii. 12 lead if requested

History tipping points

1. General
a. Complaint of
i. Chest pain
ii. Shortness of breath
iii. Orthopnea
iv. Dyspnea on exertion
v. Dizziness
vi. Headache
vii. Significant reduction in activity
b. Medications
i. Doesunderstand dosing
ii. Seeming to be non-compliant
c. Diet
i. Doesn’t understand importance
ii. Poor regulation of salt or fluid intake
iii. Not compliant
d. Weight gain
i. Swelling to feet or ankles
e. Physician appoint
i. None scheduled
ii. More than 7 days post discharge
iii. Needs physician information
iv. No plan on transport to appointment
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Physical Exam tipping points

1. Medications
a. Does not physically have all medications
b. Pill count is off
2. Weight
a. Gainof3lbs
3. Vitalsigns
a. Hypertension
Hypotension
Widened pulse pressure
Tachycardia
Bradycardia
Abnormal skin signs

®m "o a0 o

Temperature > 100 degrees

Any signs of shortness of breath or chest pain
Abnormal lung sounds or volume

Increase signs of edema

Pulse oximetry 3 points below discharge

o N & e

New arrhythmia

COMPARE Protocol

NO TIPING POINT

e See PMD as scheduled
e Consider follow-up visit

TIPING POINT

s [f significant call 911
e Contact

o COMPARE on —call physician for advise
e Consider follow-up visit
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ATTACHMENT C (Letters of Support)

Alhambra Fire Department

AmeriCare Ambulance Service

(Glendale Adventist Medical Center
Glendale Fire Department

Glendale Fire Fighters® Association
Glendale Memorial Hospital

Huntington Medical Foundation/Community Urgent Care Center
Huntington Memorial Hospital

Kaiser Permanente

Los Angeles Area Fire Chiefs Association
Los Angeles City Fire Department

Los Angeles County Fire Department
McCormick Ambulance Service
Pasadena Public Health Department

Santa Monica Fire Department

UCLA Health System

USC Verdugo Hills Hospital
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| City of Alhambra

Fire Department

Protdly Serving the
Community Since

Gy
ta
" S Gabrief Failey

Bill Walker

Fire Chief

R{tl)
North First Strest

1808

September 20, 2013

Dr. Baxter Larmon :
Director, UCLA Center for Prehospital Care

Pr ofessor, David Geffen School of Medicine at UCLA.
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon:

I am- writing to express my full support of the Alhambra Fire Department to

Jiﬁ;f“f’“”f“ develop and implement a proposal for the Community Paramedicine Pilot
gég’;“;’z’;’j Program., We understand that the goal of the Pilot Program is to determine
_ whether paramedics working in an expanded role in their community can help
i’f; improve health system integration, efficiency, and/or fill identified health care
157-8961 needs.

Admirdstration
620
J70-519%

Five Preveation

. The Alternate Transport Destination in Los Angeles County is a project in great

need in our commumity. We look forward to the Pilot Program helping to
alleviate overcrowding in émergency departments, decreasing wait times for
ambulances transpotting patients to emergency departments, decreasing overall

5 '/‘g:i'ipj healthcare expenditures and improving the patients experience of care.
f{;‘*’;’“’:’?s We look forward to the approval of the Pilot Program by the Los Angeles County.
i EMS Ageney, the California Statc EMS Authotity and the California Office of
3703234 Statewide Health Planning and Development. Once approved, we look forward to
potential opportunities to support the Pilot Programs further,
If you have any questions, please feel free to contact me at (626)570 5191 or by
email at bwallu.eruz)ﬂl‘uunbmﬁie org.
Sincerely,
L
‘Bill Walker
Fire Chief
Alhambra Fire Department
7
b2
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1059 East Bedmar Street

MERI ° ARE " Carson, California 90746
S T , Office: (310) 835-9390
—— ¥, [BULANCE Fax: (310} 835-3926

Internet: americare.org

. September 9, 2013

Dr. Baxter Larmon .

Director, UCLA Center for Prehospital Care
Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Bivd., Suite 1450 '

Los Angeles, CA 90024

RE: Letter of Suppoﬂ for the Proposed Santa Monlca Fire Department Alternate Transport Desttnatlon Pilot
Program

Dear Dr. Larmon:

I am writing to express our full support of the Santa Monica Fire Department to develop and implement a
proposai for the Community Paramedicine Pilot Program. We understand that the goal of the Pilot Program is
to determine whether paramedics working in an expanded role in their community can help improve health
system integration, efficiency, and/or fili identified heaith care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our community. We look
forward fo the Pilot Program helping to alleviate overcrowding in emergency departments, decreasing wait times
for ambulances fransporting patients to emergency departments, decreasing overall healthcare expenditures
and improving the patients experience of care.

AmeriCare Ambuiance Service supports this project and understands that certain patients that meet the criteria

for the Alternate Transport Destination Pilot Program, as approved by the Los Angeles County EMS Agency,
will be transported to a participating clinic or urgent ‘care center. AmeriCare Ambulance Service is the

ambulance company contracted with Santa Monica Fire Department for patient fransportation. We understand

and support transport[ng these patients who have agreed to pamclpate in the Pilot Prograrn and have been

determined not to require emergency medical care.

We look forward o the approval of the Pilot Program by the Los Angeiee County EMS Agency, the California
State EMS Authority and the California Office of Statewide Health Planning and Development. Once approved
we look forward to potential opportunities to support the Pilot Program further,

if you have any questions, please feel free to contact me at (310) 835-9390 x135 or by email at
msummers@americare.org.

Sincerely,

%/éoyl"ﬂgs— 9/9/13l

Mike Summers
President and Chief Executive Oﬁ' icer

Caring . . . Compassion . .. Courtesy - AmeriCare Ambulance Service — Dedicated fo it's employees




‘Cﬂiﬂﬁ{fﬂfﬁ Advenrig;@ 1509 Wilinn Termacs
Medical Center : : Glendale, C& G126

: , T, SIE-EE00H
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September 12, 2013

Dr. Baxter Larmon’

Director, UCLA Center for Prehospital Care.
Prafessor, David Geffen School of Medicine at UCLA
10990 Wilshire Bivd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon:

I am writing to express my full support of the Glendale Adventist Medical Center to develop and implement
praposals for the Community Paramedicine Pilot Program. We understand that the goal of the Pilot
Programs are to determine whether paramedics working in an eéxpanded role in their communlty can help
improve heaith system integration, efficiency, and/or fill identified health care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our community. We
look forward to the Pilot Pragram helping to alleviate overcrowding in emergency departments, decreasing
wait times for ambulances transporting patients to emergency departments, reducing preventable
readmissions to hospitals, decreasing overall healthcare expenchtures and improving the patients expenence
of care.

Glendale Adventist Medical Center is a leader in heaith care delivery in the greater Glendale community and
operates 4 clinics and urgent care centers in the local area.

Glendale Adventist Medical Center supports this project and understands that certain patients that meet the .
* critetfa for the Alternate Transport Destination Pilot Program, as approved by the Los Angeles County EMS
Agency, wilf be transported to a participating diinic or urgent care center. We understand that these
patients will be those patients transperted by Glendale Fire Department who have agreed to participate in -
the Pilot Program and have been determined not to require emergency medical care,

Glendale Adventist Medical Center is also in full support of the project to reduce heart failure readmissions
to our hospital. We support the use of specially trained paramedics to conduct home visits to assess these
patients after hospital discharge with specific parameters determined by attending cardiologists and
approved by the Los Angeles County EMS Agency.

We look forward to the approval of the Pilot Programs by fhe Los Angéles County EMS Agency, the
California State EMS Authority and the California Office of Statewide Health Planning and Development.
Once approved, we look forward to potential.opportunities to support the Pilot Program further.,

If you have any questions,. please feel free to contact me at (818) 409-8301 or by email at
kevin.roberts@ah.org.

Sincerely,

fo

Kevin A. Roberts, RN, FACHE

CARE at a Higher Level




CITY o GLENDALE, CALIFORNIA ' 421 Ouk Stecer
7 Glendale Fire Deparlimént Glendale, California 91204-1298
(BE8) 5484814 Fax (818) s«47-1031

wwny.chelendale,cius

Dr. Baxter Larmon : September {3,2013
. Director, UCLA Center for Prehospital (,zue '
Professor, David Geffen Schoof of Medicine at UCLA

10990 Wilshire Bivd.,, Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon-:

T am writing to express my full suppoit of the Glendale Fire Department to develop and implement pxoposals
for the Community Paramedicine Pilot Program. We understand that the goat of the Pilot Programs are to
determine whether paramedics working in an expanded role in their wnmmmty can help improve health
system integration, efficiency, and/or fill identified hac}lth care needs,

The Alternate Transport Destination in Los Angeles County is a projeet in great need in our commumity. We
fook forwatd to the Pilot Pragram helping to alleviate overcrowding in emergency departments, decreasing
wait times for ambulances transporting patients fo emefgency depaztments, reducing pleven'tabi
readmissions to hospitals, decreasing overall healtheare expenditmes ancl improving the patients experience
of care.

The Glendale .Fi'r'e ﬁepartmen_t is a leader in' EMS delivery in the greater Glendale community.

The Glendale Fire Department supports this project and undetstands that certain patients that meet the
criteria for the Alternate Transport Destination Pilot Program, as approved by the Los Angeles County EMS

Agency, will be transported to a participating clinic or urgent care center. We understand that these patients
will be those patients transported by the Glendale Fire Department who have agreed to participate in the Pilat
Program and have been determined not to reguire emer gaucy niedical care, ,.

-The Glendale Fire Departinent is also in full» support of 'the project to' reduce heart failure readmissions to our
hospital. We support the use of specially trained paraimedics or EMT”s to conduct home visits to assess these
patients after hospital discharge with specific parameters c[e[eunmed by attending cardiologists cﬂld approved
by the Los Angeles County EMS Agency. - :

Wé look forward to the approval of the Pilot Programs by the Los Angeles County EMS Agency, the
California State EMS Authority and the California Office of Statewide Health Planning and Development.
Once approved, we look forward to potential opportunities to support the Pilot Program further.

If you have any questions, pIease feel free to contact me. at (818) 548- 4814 or by emcnl at
hscoggins@ci.glendale.ca.us.

Sincerely,

Fire Chief, Gfeﬁ alc Fire Depamnent

We fiecwLe




. ! ) : a 7 a j . f [ [
Vv Glendale Fire Fighters' Association
Ao Tty “;% 221 OAK STREET ® GLENDALE, CALIFORNIA 912041208 © (516) 244-6918 FAX (810) 244-5323
%’»{Sﬁ@m@?? :
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D Baxter Lamon ‘

Dircclor, YOLA Center Tor Prehospitat Care
Professor, David Geften School of Medicine i UCLA
10990 Wilshire Blvd., Suite 1430 '

Las Angelos, CA 90024

Dear Dr, Larmon:

1 am writing to express™m:
implement proposals” Tor the ¢ ummum(v P'lidmt‘diuit(.‘ P;lni Pmm g Werunderstand that the
soal of the Pilol P;m,t anis afe to determine whether paramedics wml\mg? in an expanded role in
their community can‘tmpiove health system lmvyzau{m and/or Hlt identiffed health care needs.

astment to develop and : !

The CGlendale Fircﬁgh{bm Aqsucimion; ;:_c"['a resenting  all swor Firefighioss, Paramedics,

Cagineers and Caplajns, stpports:this rojest and understands, tlmt i‘t‘ll&lll patients thal meet the
criteria for {he Alte Trting me"l Du.hmudn'r’lint Prograim; by the Los Angeles

County EMS Agency, Avill hrg- § ' iulmfuu‘_ el %'cem, conter, We
understand thai these p Yaliehts wuil hc, ioss jnmm[s transported Isy lhc, 1¢ Tire Departnient
who have ngreed Lo, i p,._gt_c:‘ T the Pliof i’mn:‘lm [m(i huve. Lu.L,n deteiniined not to require
cmerpency mcdm;! car ©o0 S

=

The Glendule 1-"‘irclji:gl"ﬂ<:1"-f\:,sm,m[wn is-alsrin uli wppoal of ha} o U]L(l to reduce hearl Mailure
readmissions to the b Versupport (he use of specially frdiricd e sonmi {o conduct home
visits (0 assesy %hu.c’._pa[mnt\ aller hospital digcharge. Wwilh sp saci lic parametors determined by
atlcn(liiiu_ﬁ cardiologists and appreved by the Los Angeles C um;i_\g EMS Agency.

We ook lm\va: it fo the, appmwl <; Mthe Programs !7y the LA County EMS Ageney, the California
Slate EMS ;\ltihmiiy and. thie Calitornia Office of bm[f‘\’slw Hw] h E’l(mmug and Development,
Qnee approved, we I(m!s !mwm d ln polu}tml oppo fuities Lo support the Pilot Program Euuim

1 you have any guestions, please feel fres to contacl me by mmni ol estavrosoel.g vm%dhﬁ RIS

Si ﬂcel’ely

( _ a.wru gg% }‘. e

N
Chris Slaveos ¢

President

CGlendale Fivelighiers Association

Affiliated with !nterﬁat'ioxml Assoctation of Fire Fighters ¢ California Professiopal Firelighters & AFL-CIO + California Labor Federation



Qg Glendale Memorial Hospital

Administration

?@ aﬂd Hea{th Center . . 1420 South Ceniral Ave
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direct B18.502.2201

September 12, 2013 ' | fox | BiB409.76R8

glendatememarialthospital.arg

Dr. Baxter Larmon

Director, UCLA Center for Prehospital Care.
"Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd., Suite 1430

Los Angeles, CA 90024

Dear Dr. Larmon:

I am writing to express my full support of the Glendale Memorial Hospital & Health Center to develop and
implement proposals for the Community Paramedicine Pilot Program. We understand that the goal of the Pilot
Programs are to determine whether paramedics working in an expanded role in their commumty can help improve
health system integration, efficiency, and/or fill |dentlﬁed health care needs,

The Alternate Transport Destination in Los Angeles County is a project in great need in our community, We look
forward to the Pilot Program helping to alleviate overcrowding in emergency departments, decreasing wait times
for ambulances transporting patients to emergency departments, reducing preventable readmissions to hospitals,
decreasing overall healthcare expenditures and improving the patients experience of care. '

Glendale Memorza] Hosplta! & Health Center is a leader in health care delivery in the greater Glendale
community and recognizes the need to collabordte with the commurity clinics and urgent care centers in the local
area. S

Glendale Memorial Hospital & Health Center supports this project and understands that certain patients that meet
the criteria for the Alternate Transport Destination Pilot Program, as approved by the Los Angeles County EMS
Agency, will be transported to a participating clinic or urgent care center. We understand that these patients will
be those patients transpotted by Glendale Fire Department who have agreed to participate in the Pilot Program
and have been determined not to require emergency medical care,

Glendale Memorial Hospital & Health Ceater is also in fuIE suppott of the project to reduce heart failure
readmissions to our hospital. We support the use of specially trained paramedics to conduct home visits o assess
these patients after hospital discharge with specific parameters determined by attending ca:d1ologtsts and
approved by the Los Angeiles County EMS Agency.

We look forward to the approval of the Pilot Programs by the Los Angeles County EMS Agency, the California
State EMS Authority and the California Office of Statewide Health Planning and Development. Once approved
we look forward to potential opportunities to support the Pilot Program further.

If you have any questions, please feel free to contact me at (818) 502-2201 or by email at

Jack.ivie@dignityhealth.org.
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Dy, Baxter Larmon: :

Director, UCLA Center for Prehospital Care
Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon:

T am wriling 1.{} mpu,qs my full suppost of the Iiummgwn Medical Foundation {HMFY and its Pasadena

Community Urgent Care Center to develop and implement a pr nposa} for the Community Paramedicine
Pilot Program. We understand that the goal of the Pilot Program is to determine whether paramedics
working in an expanded role in their community can help ;mprove health system integration, efl ﬁcxmcy,

and/or fill identified health care needs. ‘

The Altemate Tr-ams.po:rt Destination in Los Angeles County is 4 project in great need in our community.
We ook forward to the Pilot Program helping to alleviate overcrowding in emergency departments,
decreasing wail times by ambulances dropping patients off at them, decteasing overall healthears
expenditures and improving the patients” experience of care. -

HME desires to receive and treat certain patients transported by the Pasadena Fire Department thal are
caiegorized and ap provcd by the Los Angeles County EMS Agency as requiring basic life support care in
order to satisfy the need in the community. Our Urgent Care Center is fully equipped to manage patients
at the BLS care leve! and already and routinely treats them when they report on their own to the center.

We look forward to the approval of the Piot Program by the Los Angeles County EMS Agency, the

California State EMS  Authority and the California Office of Statewide- Health, Planming and
Development. Once approved, we ook forward to iormalmng our collective obligations in detail in a

wriiten agreement.

~1If you have any questions, please feel free to Lonhtci me at (626) 3‘)7 8333 or by email at
e whum:nﬂmmmdzm? com.

Sincerely,

-

I ‘e\
A M‘"‘“Js ) w,,w._.?f'\.m.,..m "

Manishs Rea, RN,

Chief Clinical Operations Officer
Huntington Medical Foundation
133 N. Altadena Drive, 2 Floor
Pasacdena, CA 91107

R R T U L P T e




] Huntington Hospital

Huntington Memotial Hospital : o Jane Hadeclein
100 W. California Boulevard ' Senior Viee President

* PQ. Box 7013 : ' Development and Public Affar
Pasadena, California 91109-7013 el and Pl Agem

(626} 397-3241

Aupust 27, 2013

Dr, Baxter Larmon .
Director, UCLA Center for Prehospital Care
Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Déar Dr. Larmon:

I am writing to express my fuli support of the Huntington Memorial Hospital and Medical Center to
" “develop and implement a proposal for the Community Paramedicine Pilot Program. We understand that
the goal of the Pilot Program is to determine whether paramedics working in an expanded role in their
community can help improve health system integration, efficiency, and/or fill identified health care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our community.
We look forward to the Pilot Program helping to alleviate overcrowding.in emergency departments,
decreasing wait times for ambulances transporting patients to emergency departments, decreasing overall
healthcare expenditures and improving the patients experience of care. ‘

Huntington Memorial Hospital and Medical Center supports this project and understands that certain
paticnts that meet the criteria for the Alternate Transport Destination Pilot Program, as approved by the
L.os Angeles County EMS Agency, will be transported to a participating clinic or urgent care center. We
understand that these patients will be those patients transported by Pasadena Fire Department who have
agreed to participate in the Pilot Program. and have been determined not to require emergency medxcal
care,

We look forward to the approval of the Pilot Program by the Los Angeles County EMS Agency, the
California State EMS Authority and the California Office of Statewide Health Planning and
Development, Once apptoved, we look forward to potential opportumtles to support the Pilot Program
further.. .

If you have any questions, please feel free to contact me at (626) 397-3241 or by email at
Jane.haderlein@huntingtonhospital.com

Sincerely,

ypelledoke

Jane Haderlein
Senior Vice President, External Affairs and Philanthropy
Huntington Hospitai




Kasger foundhanion Heshih Plas e

September 13, 2013

k. Baxter Larmon - '

Inrector, UCLA Center for Prehospital Care
Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmaon:

Fam writing to express Kaiser Permanente’s suppeort in principle of the UCLA Center for
Prehospital Care proposal to develop a community paramedicing pilot program. We understand
that the goal of this pifot program is to establish whether paramedics working in an expanded
role in their community can help improve health system integration, eflficiency, and/or fill
identified health care needs

The Alternate Transport Destination in Los Angeles County projeet is greatly needed in our
community.  We look forward to this pilot program helping to alleviate overcrowding in
emergency departments, decrease wait times for ambulances fransporting patients to emergency
departments, decrease’ overall healthears expenditwes and improve the patients’ peneral care
experience,

Kaiser participation in the pilot program within identified dveal communities (currently,
Pasadena, and, Santa Monica, with the possible later addition of the Sants Clarita and
Lancaster/Palmdale areas) would be limited to Kaiser members, and conditioned on the
paramedics being properly trained fo follow uppropriate patient selection criterin for the
Adternate Transport Destination program, as approved the Los Angeles County EMS Agency.
We understand that the target patient population will be those patients transported by the firg
department who have been appropriately determined not to requirs stabilizing emergency
medical care and whe have agreed 10 participate in the pilot prograr,

We shure your optimism that the Pilot Program wifl be approved by the Los Angeles County
EMS Agency, the California State EMS Authority and the Califomia Office of Statewide Health
Flanning and Development.  QOnce approved, Kaiser looks forward to memorializing our
respective obligations in detail in a written agreement.

It you have any questions, please feel fres to contact Calvin Dong at [562) 638-3942, or by ernail
at calvin.c.dongiikp.org.

Sincerely, -
Name«-?ai{@.m

- Walree: Centar

Fasadena, Cabiforniz 91163

MRS 13072




Los Ang eé&s Area
T ire Cﬁzefs ﬂssocmmn

Septembel 24 2013

Dr. Baxter Larmon

Director, UCLA Center for Prehospital Care -
Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd,, Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon:

As President of the Los Angeles Area Fire Chiefs (LAAFCA), T am writing to express
" our Association’s full support of the region’s efforts to develop and implement a proposal
- for the Commum‘cy Paramedicine Pilot Program. We understand that the goal of the Pilot
Program is to determine whether paramedics working in an expanded role m their
community can help improve health system integration, efficiency, and/or fifl identified
health care needs.

The Alternate Transport Destination in Los Angeles County and Reducing Heart Failure
“Readmissions with Paramedic Home Visits are projects in great need in our community.
We look forward to the Pilot Programs helping to alleviate overcrowding in emergency
departments, decreasing wait times for ambulances transporting patients to emergency
departments, reducing preventable readmissions, decreasing ove1all healthcare
expenditures and i 1mp10v1ng the patlents experience of care,

The members of LAAFCA look forward to the approval of the Pilot Programs by the Los
Angeles County EMS Agency, the California State EMS Authority and the California
Office of Statewide Health Planning and Development. Once approved, we look f01wa1d
to potential opportunities to support the Pilot P10g1 ams furthex

If you have any questions, please feel free to contact me at (310) 458-8661 or by email at
scott.ferguson@smgov.net. :

' S{ott Ferguson
President, Los Angeles Area Fire ChlefS Association




.~ BOARD OF FIRE CITY OF LOS ,ANGELES FIRE DEPARTMENT
COMMISSIONERS CALIFORNIA . —

e . HRIAMN L. CUMMINGS
‘ ) T FIRE CHIEF

é’l'EVEN R. FAZIO *

200 NORTH MAIN STREET, RM 1800
LOS ANGELES, CA 90012

{213) 978-3800
FAX: {213} 978-3815

LETICIA GOMEZ
EXECUTIVE ASSISTANT i

HTTPL/ / WWW.LAFD.CRG

ERIC GARCETTI
MAYOR

September 16, 2013

Dr. Baxter Larmon

Director, UCLA Center for Prehospital Care
Professor, David Geffen Scheol of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024 '

Dear Dr. Larmon:

We are writing to express the full support of the Los Angeles Fire Department (LAFD) to
develop and implement a proposal for the Community Paramedicine Pilot Program. We
understand that the goal of the Pilot Program is to determine whether paramedics
working in an expanded role in their community can heip improve heaith system
integration, efficiency, and/or fill identified health care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in
our community. We look forward to participating in the Pilot Program to help alleviate
overcrowding in emergency departments, decrease wait times for ambulances
iransporting patients to emergency departments, decrease overall healthcare
expenditures, and improve the patients’ experience of their prehospital care.

We look forward to the approval of the Pitot Program by the Los Angeles County EMS
Agency, the California State EMS Authority and the California Office of Statewide
Health Planning and Development. Once approved, we look forward to potential
oppartunities to support the Pilot Programs further.

Very truly yours,

BRIAN CUMMINGS
Fire Chief

MARC ECKSTEIN, M.D., MPH, FACEP
Medical Director

AN EQUAL EMPLOYMENT OPPORTUNITY - AFFIRMATIVE ACTION EMPLOYER




COUNTY OF LOS ANGELES
" FIRE DEPARTMENT

1320 NORTH EASTERN AVENUE
LOS ANGELES, CALIFORNIA 90063-3204
(323) 881-2401

DARYL L. OSBY
FIRE CHIEF
FORESTER & FIRE WARDEN

September 20, 2013

Dr. Baxter Larmon

Director, UCLA Center for Prehosprtal Care
Professor, David Geffen Schoot of Medrcme at UCLA
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024 '

Dear Dr. Larmon:

'} am writing to express my full support of the Los Angeles County Fire Department to develop

and implement a proposal for the Comimunity Pararmedicine Pilot Program. We understand that
the goal of the Pilot Program is to determine whether paramedics warking in an expanded role .
in their community can help improve health system integration, efﬁcrency, and/or fill ldenttfled
health care needs. .

The Alternate Transport Destination in Los Angeles County is a project in great néed inour
community. We look forward to the Pilot Program helping to alleviate overcrowding in

- emergency departments, decreasing wait times for ambulances transporting patienis to

emergency departments, decreasing overall healthcare expenditures and improving the patsents
experience of care.

We look forward to the approval of the Pilot Program by the Los Angeles County EMS Agency,

- the Catifornia State EMS Authorrty and the California Office of Statewide Health Planning and

Development. Once approved, we look forward to potential opportunitles to support the Pilot
Programs further. . |

i

If you have any questions, please feel free to contact me at {323) 881-6180, or by emaif at
Daryl.Osby@fire lacounty.gov.

-

FIRE cHIEF DARYL L{OSBY

Very truly yours,

DLO:mr
SERVING THE UNINCORPORATED AREAS OF LOS ANGELES COUNTY AND THE CITIES OF:
AGOURA HILLS CALABASAS ‘ DIAMOND BAR HIDDEN HILLS LA MIRADA MALIBL POMONA SIGNAL HILL
ARTESIA CARSON CUARTE HUNTINGTON PARK L& PUENTE MAYWQOD RANCHO PALOS VERCES SOUTH.EL MONTE
AZUSA CERRITOS EL MONTE INDUSTRY LAKEWOOD NORWALK ROLLING HILLS SOUTH GATE
BALDWIN PARK CLAREMONT GARDENA INGLEWOOD LANCASTER PALMDALE ROLLING HILLS ESTATES TEMPLE CITY
BELL COMMERCE GLENDORA IRWINDALE LAWNDALE PALOS VERDES ESTATES ROSEMEAD WALNUT
BELL GARDENS COVINA HAWAIAN GARDENS LA GANADA FLINTRIDGE LOMITA ‘PARAMOUNT SAN DIMAS WEST HOLLYWOO!
BELLFLOWER CUDAHY - HAWTHORNE LA HABRA LYNWOOD PICO RIVERA SANTA CLARITA WESTLAKE VILLAG
WHITTIER

BRADBURY




MocCORRMICHK

AMBULANCE SERVICE
A Wastmed Dompany

- September 5, 2013

Dir. Baxter Larmon

Director, UCLA Center for Frehospital Care
Professor, David Geffen School of Medicine at UCLA,
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Deat Dr. Larmon:

I am writing to express my full support of the McComick Ambulance Service to develop and
implement a proposal for the Community Paramedicine Pilot Program. We understand that the
goal of the Pilot Program is to determine whether paramedics working in an expanded rele in
their community can help improve health system integration, efficiency, and/or fill identified
health care needs. '

The Alternate Transport Destination in Los Angeles County and Reducing Heart Failure
Readmissions with Paramedic Home Visits are projects in great need in owr community. We
look forward 1o the Pilot Programs helping to alleviate overcrowding in emergency departments,
decreasing wait times for ambulances transporting patients io emergency departments reducing
prevcntabk readmissions, dec r&asmg overal]l healthcare expenditures emd improving the patients
experience of care.

- We look forward to the approval of the Pilot Program by the Los Angeles Leuniy EMS Agency,
the California State EMS Authority and the California Office of Statewide Health Planning and
Development. Once approved, we look forward to potc,m.aai opportunities o support the Pilot

- Programs turther.

If you have any questions, please feel free to contact me at {760} 525-2688 or by email at
rickipmecoruickanbulance com.

Sincerely,

oy

Richard F. Rcresch
President




Pusiic HEALTH DEPARTMENT

September 17, 2013

Dr., Baxter Lartnon .

Dirgctor, UCLA Center for Prehospital Care
Professor, David Geffen School of Medicine at UCLA
109%0 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Larmon:

I am writing to express my full support of the Cify of Pasadena Public Health office to develop and implement a
proposat for the Community Paramedieine Pilot Program. We understand that the goal of the Pilot Program is to
determine whether paramedics working in an expanded role in their community can help improve health system
integration, efficiency, and/or fill identified health care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our community. We look
forward to the Pilot Program helping to alleviate overcrowding in emergency departments, decreasing wait times by
ambulances dropping patients off at them, decreasing overall healtheare expenditures and :mprovmg the patients
experience of care, '

The City of Pasadena s in full suppost and assist the Pasadena Fire Departrnent, UCLA and al} partners in the
effective design and implementation of an alternate transportation system for the cmzens of our cornmumty

We look forward to the apptoval of the Pilot Program by the Los Angetes County EMS Agency, the California State
EMS Authority and the California Office of Statewide Health Planning and Development. Once approved, we look _
forward to formalizing our collective obligations in detail in a written agreement,

i you have any questions, please feel free to contact me at (626) 744-6166 or by emall at
gwalsh(@eityofpasadena.net '

Sincerely, ' o ‘ | .
M |
Eric Walsh, MD, Dr.PH - .

Pasadena Public Health Department
Director of Public Health, Health Officer

Administration . 1845 N, Fair Oaks Averue - Pasadeng, CA 971 103-
(626 744-6003 -« Fax (624) 744-6117




Scmta Monica Fire De rKchr’cmenl:
333 Qlympic Drive 2™ Floor
Santa Monica, CA 90401

$cott Ferguson
Fire Chief

City of
Santa Mouica

September 24,2013

Dr., Baxter Larmon

Director, UCLA Center for Prehosp:tal Care

Professor, David Geffen School of Medicine at UCLA
10990 Wilshire Blvd., Suite 1450 :
Los Ange_!es, CA 90024

Dear Or. Larmon:

Please accept this notice as an indication of my full support of the Santa Monica Fire Department to
develop and implement a proposal for the Community Paramedicine Pilot Program, We understand
that the goal of the Pilot Program is to determine whether paramedics working in an expanded role in
their community can help im prove health system integration, efflcyency, and/or fill identified heaith care
needs.

The Ajternate Transport Destination in Los Angeles County and Reducing Heart Failure Readmissions
with Paramedic Home Visits are projects in great need in our community. We look forward to the Pilot
Programs helping to alleviate overcrowding in emergency departments, decreasing wait times for
ambulances transporting patients to emergency departments, reducing preventahle readmrsslons, .
decreasing overall healthcare expenditures and Improving the patients experience of care.

Our members look forward to the approval of the Pilot Programs by the Los Angeles County EMS
Agency, the California State EMS Authority and the California Office of Statewide Health Planning and
Development. Once endorsed, we look forward to potent:a{ opportumtles to support the Pilot Programs
further.

if you have any questlons please feel free to contact”me at {310) 458-8661 or hy emarl at
scott.ferguson@smgov.net. -

Fire Chief, Santa Monica.




‘ : o - * Hospital Adndaistration -
Health SYSt@ITl 757 Westwood Plaza, Suite 1’120
) o . . Los Angeles, CA 90095
Fax: (310) 267-3516

September 5t 2013

Dr, Baxter Larmon

Director, UCLA Center for Prehospital Care
Professor; David Geffen School of Medicine at UCLA,
10990 Wilshire Blvd., Suite 1450

Los Angeles, CA goo24

Dear Dr, Larmon:

Lam writing to express my full support. of UCLA Health to develop and implement a proposal for
the Community Paramedicine Pilot Programn. We understand that the goal of the Pilot Program

_is to determine whether paramedlcs working in an expanded role in their community can help
improve health system integration, efficiency, and/or fill identified healih care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our
community, We look forward to the Pilot Program helping to alleviate overcrowding in
emergency departments, decreasing wait times by ambulances dropping patients off at them,
decreasing overall liealthcare expenditures and improving the patients experience of care.

UCLA Health desires to reeeive and treat certain patients transported by Santa Monica Fire
Department that are categonzed and approved by the Los Angeles County EMS Agehcy as
requiring basic life support care in order to satisfy the need i in the community.

We lock forward fo the approval of the Pilot Program by the Los Angeles County EMS Agency,
the California State EMS Authority and the. Callforma Office of Statewide Health Planuing and
Development, Once approved, we look forward to formalizing our collective obligations in detail
jn a written agreement. i '

If you have any questions, please feel free to contact me at (310) 267-8642 or by email at
pkapur@mednet.undla.edu. :

Sincerely,

q .
a>, ‘*-L\x. L&_"\ C\utfﬂ\juﬂ §”?

Patricia A. Kapur, MD 7
Executive Vice President, UCL.A Health




USCVerdugo g DO
Hills Hosprtal

Part of Keck \/Iedn:me of USC
September 11, 2013

Dr. Baxter Larmon

Director, UCLA Center-for Prehospital Care

Professor, David Geffen School of Medicine at UCLA
- 10990 Wilshire Blvd., Suite 1450

Los Angeles, CA 90024

Dear Dr. Lafmon:

] am writing to express my full support of the USC Verdugo Hills Hospital to develop and
implement proposals for the Community Paramedicine Pilot Program. We understand that
the goal of the Pilot Programs are to determine whether paramedics working in an expanded
role in their community can help improve health system integration, efficiency, and/or fill
identified health care needs.

The Alternate Transport Destination in Los Angeles County is a project in great need in our
community. We look forward to the Pilot Program helping to alleviate overcrowding in
emergency departments, decreasing wait times for ambulances transporting patients to
emergency departments, reducing preventable readmissions to hospitals, decreasing overall
healthcare expenditures and fmproving the patlean expenenc_e of care.

USC Verdugo Hills Hospital is a leadér in health care dehvery in the greater Glendale
community and operates X clinics and urgent care centers in the local area.

USC Verdugo Hills H0'5pitai stpports this project and understands =that certain patients that
meet the criteria for the Alternate Transpart Destination Pilot Program, as approved by the
Los Angeles County EMS Agency, will be transported to a participating clinic or urgent care
center. We understand that these patients will be those patients transported by [either
Santa Monica, Glendale or Pasadena] Fire Department who have agreed to participate in the
Pilot Program and have been determined not to require emergency medicai care.

USC Verdugo Hills Hospital is also in full suppert of the project to reduce heart failure
réadmissions to our hospital. We support the use.of specially trained paramedics to conduct
home visits to assess these patients after hospital discharge with specific parameters
determined by attending cardiologists and approved by the Los Angeles County EMS Agency.

) University of Soutbern Californiy )
1812 Verdugo Boulevard, California 91208 « Tel: 18 9522208 » Fax: 818 9524649 « Debbie. Wolsh@vbh.usc.edu




September 11,2013 |
Page Twp '

We look forward to the approval of the Pilot Programs hy the Los Angeles County EMS
Agency, the California State EMS Authority and the (alifornia Office of Statewide Health
Planning and Development. Once approved, we logk forward tao potential opportunities to
support the Pilet Program further.. )

If you have any questions, please feel free to contact meat 818-952-2208

Debbie Walsh
Chief Exzcutive Officer

Sincewsly

Umver51 l'f,f of Southern Cafifornia
1812 Verdugo Boulevard, California 91208 + * Tek: 818 9522208 - Fax: 818 932 4649 Deb"bm Walsh@vhh.usc.edw




Attachment D

Los Angeles County EMS Agency
Community Paramedicine Steering Committee Directory

Name/Title

Email

Telephone

Burbank Community:

Daniel Eisenberg, M.D., F.A.C.C

Foothill Cardiclogy Medical Group

cardfish@earthlink.net

818.848.6404

Tom Lenahan

Fire Chief, Burbank Fire Department

tlenahan@burbankca.gov

818-238-3480

Kevin Traber, R.N., B.S.N.
Director, Emergency & Cardiovascular Services

Providence Saint Joseph Medical Center

Kevin.Traber@providence.org

818-847-4001

Glendale Community:

Karen Brandt
VP Ancillary Services, Glendale Adventist Medicai Ctr

Karen.Brandt@ah.org

818-409-8290

Debra DuRoff, MPA FACHE
Senior Director Business Development

Dignity Hea fth, Glendale Memorial Hospital & Health
Center

debra.duroff@dignityhealth.org

818.507 4643 (o)

Angelica Loza-Gomez, M.D.
Medical Director Verdugo Hills, USC Hospital Pre-
Hospital Care Director

| lozagome@usc.edu

Arby Nahapetian, M.D.

Chief Medical Officer

Arby.Nahapetian@ah.org

818-409-8026
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Glendale Adventist Medical Center

Ramella Markarian M.S., MHA

Associate Vice President Business Development
Glendale Adventist Medical Center for Rapid Care
Glendale, Rapid Care Burbank, Verdugo Hills Urgent
Care, and Glen Oaks Urgent Care

Rameila.markarian@ah.org

(818) 281-4594

Dr. Manual Momjian
Medical Director
Urgent 9 Urgent Care Center

mpmomjian@msn.com

Edward Noll, M.D.

Medical Director, Glendale Fire Department

EdNoll@aol.com

(818) 762-6553

Antonio Reyes, R.N., M.S.N., C.E.N.
Manager, Emergency Services

Glendale Memorial Hospital

Antonio.reyes@dignityhealth.org

818.502.2308

Vince Rifino

Battalion Chief, Glendale Fire Department

vrifino@ci.glendale.ca.us

Dr. Richard Foullon

Adventist Health Physician Services
Regional Medical Director
Southern California Region

544 North Glendale Avenue

Glendale, California 91206

Richard.Foullon@ah.org

1.818.241.4331
(Ext. 408}

Harold Scoggins

Fire Chief, Glendale Fire Department

HScoggins@ci.glendale.ca.us

818-548-4829

Pasadena Community:

Kevin Costa

kcosta@cityofpasadena.net

626-744-4745

17




Deputy Fire Chief, Pasadena Fire Department

Calvin Dong
SCAL Ambulance Operations Manager

Kaiser Foundation Health Pian, Inc.

calvin.c.dong@kp.org

562-658-3942

_Denise Houck, R.N.

Nurse Manager, Pasadena Community Urgent Care

dhouck@huntingtonmedical.com

626-270-2425

Cary Manoogian, M.D.

Physician Manager, Pasadena Community Urgent
Care '

cmanoogian@huntingtonmedical
.com

626-270-2424

Manisha Rea, R.N.
Chief Clinical Operations Officer

Huntington Medical Foundation

mrea@huntingtonmedical.com

626-397-8333

Lisa R. Rodriguez

Unit Manager (including maintaining building
operations, security, EVS, parking structure, regional
courier) '

Kaiser Permanente Pasadena Medical Offices

Lisa.R.Rodriguez@kp.org

(626) 583 -2250

Kim Rozanski, M.P.H.
Director of Ambulatory Care Services _
Kaiser Permanente - Pasadena Medical Offices

Kim.M.Rozanski@nsmtp.kp.org

(626) 583-2262

Kathleen Sarreal, R.N., B.S.N.

Ambulatory Care Assistant Dept Manager/Urgent Care

Kaiser Permanente: Pasadena Medical Offices

Kathleen.A.Sarreal@kp.org

(626) 583 2356

Benjamin Squire, M.D.

Medical Director, Pasadena Fire Department

benjaminsquire@cep.com

909-865.-9611

Jenny Van Slyke, R.N.

Prehospital Care Coordinator, Huntington Memorial
Hospital '

jenny.vanslyke@huntingtonhospi
tal.com

(626) 397-8482

18




Pasadena Fire Department Nurse Educator

Eric Walsh, M.D., M.P.H .
Director of Public Health/Health Officer

City of Pasadena

ewalsh@citycfpasadena.net

626-744-6166

Santa Monica Community:

Scott Ferguson

_Fire Chief, Santa Monica Fire Department

Scott.Ferguson@SMGOV.NET

310.458.8661

Wally Ghurabi, M.D.

Medical Director, UCLA Santa Monica Emergency
Department

Medical Director, Santa Monica Fire Department

wehurabi@mednet.ucla.edu

424-259-8241

Bernard J. Katz, M.D., M.B.A.

Medical Director UCLA-Santa Monica Bay Physicians
and UCLA Specialty Care Network

bikatz@mednet.ucla.edu

310-417-5945

Vladimir Manuel

‘UCLA Health System

vmanuel@mednet.ucla.edu

Michael Scott Summers

Owner, AmeriCare Ambulance Service

msummers@americare.org

(714) 448 -1045

UCLA:

Baxter Larmon, Ph.D., MICP
Di'rector, UCLA Center for Prehospital Care

Professor, David Geffen School of Medicine at UCLA

blarmon@mednet.ucla.edu

310.312.9305

‘Todd LeGassick, M.P.H.

tlegassick@mednet.ucla.edu

310.312.9303
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Executive Director, UCLA Center for Prehospital Care

Steven J. Rottman, M.D,
Medical Director, UCLA Center for Prehospital Care

Associate Professor of Emergency Medicine at the
David Geffen School of Medicine at UCLA and the
UCLA School of Public Health

Medical Director, Burbank Fire Department

Rottman@ucla.edu

310-794-0585

Los Angeles County EMS Agency:

Cathy Chidester, Director

Los Angeles County EMS Agency

cchidester@dhs.iacounty.goﬁ

562-347-1604

William Koenig, M.D.

Medical Director, Los Angeles County EMS Agency

wkoenig@dhs.iécounty.gov‘

562-347-1600

Susan Mori, R.N., B.S.N.

Quality improvement, Los Angeles County EMS
Agency

‘sumori@dhs.lacounty.gov

562-347-160%

Richard Tadeo

Assistant Director, Los Angeles County EMS Agency

rtadeoc@dhs.lacounty.gov

562-347-1610

John Telmos

Los Angeles County EMS Agency .

jtelmos@dhs.lacounty.gov

562-347-1677

Gary Watson

Los Angeles County EMS Agency

gwatson@dhs.lacounty.gov

Others Communities of Interest:

Sharifa Beria :
Senior Network Manager | Provider Contracting

sharifa.beria@biueshiefdca.com

818-228-2528
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Blue Shield of California

John Cordova, Deputy Sector Navigator/Health care

California Community Colleges

John.cordova@canyons}edu

James Featherstone

Fire Chief, Los Angeles Fire Department

lafdfirechief@lactity.org

Jaime Garcia, Vice President

Hospital Association of Southern California

jgarcia@hasc.org

Tfoy Hagen

CEO, Care Ambulance

troyh@careambulance.net

Jill Harmatz

Director of Contracting Blue Shield of California

jilLharmatz@blueshieldca.com

(818) 228-2502

Todd Hee, M.D.
Regional Medical Director for San Gabriel Valley

Healthcare Parthers Medical Group

thee@healthcarepartners.com

626-799-4194

Cathy Hoens, Vice President Provider Network Mgmt.
and Strategy, HealthNet

Cathy.hoens@healthnet.com

Pete Jankowski

Fire Chief, La Verne Fire Department

piankowski@Ivpd.org

Russ Kino, MD, Director of Emergency Services

Providence Saint John’s Health Center

Russ.kino@stjohns.org

(310} 829-5511

Robert Metzger

Fire Chief, Redondo Beach Fire

Robert.metzger@redondo.org - -

Ricky Olivarez

ricky@digitalemsinc.com

626-643-7706
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CEO, Digital EMS

Greg Reynar

Assistant Chief, Los Angeles Fire Department

Gregory.reynar@lacity.org

Sean Stokes

Nurse Educator, Beverly Hills Fire Department

sstokes@beveriyhills.org
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Attachment E

Los Angeles County
Alternate Destination Training Curriculum

1.Community Paramedic Pilot -

Competency
The Alternative Transport Paramedic will be able to articulate the role of the community
paramedic in the Health Care System and Los Angeles County.

Ob]ectlves
At the completion of the program the participant will be able to:

1.1: Define Community Paramedic.
o Definition of a Community Paramedic
s 1.1.2. Members of a distinct community
s 1.1.3. Navigates and establishes systems to better serve commumtles and clients
e 1.1.4. Trained as direct service providers
o 1.1.5. Mentors and empowers
1.2. Discuss the history and future of their role.
@ 1.2.1. Rural and remote dilemma in the United States
= 1.2.2. 2004 Rural and Frontier EMS Agenda of the Future
s 1.2.3. Community Healthcare and Emergency Cooperative (CHEC)
= 1.2.4. International Roundtable on Community Paramedics (IRCP)
= 1.2.5 National Consensus Conference on Community Paramedicine Report (2012)
1.3. Identify the operational parameters of California Community Paramedic Pilot Project.
= 1.3.1. California Community Paramedic Pilot Project Handbook
= 1.3.2. Project Statutory and Regulatory Authority
» 1.3.3. Scope and Settings of Practice ' :
* 1.3.3. Medical Direction
* 1.3.4. Standard Pilot Project Procedures
1.4 Discuss the roles and responsibilities of the commumty Partners in the Los Angeles County
Community Paramedic Program
1.4.1. UCLA / CPC
1.4.2. State of California EMS Authorlty
1.4.3. Los Angeles EMS Agency
-1.4.4. Santa Monica/ Glendale/ Pasadena Fire Departments
1.4.4 Local Emergency Departments
= 1.4.5 Local Clinics
1.5 Discuss why this program will be better for Patients and the health care community
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2. Alternate Destination Facility

Competency _

~ The Alternative Transport Paramedic will be able to articulate the location and requirements of
local climics in their area.

 Objectives

At the completion of the program the participant will be able to:

2.1 Identify local designated clinics
2.2 Discuss hours of operation for each clinic
2.3 Identify designated parking for clinic
2.4 Discuss capabilities and limitations for clinics
2.5 Discuss Requirements
» 2.5.1 LA County EMS Agency Policy for Alternate Transport Facilities
2.6 Discuss communications with designated clinics

3. Policy and Procedure

Competency
The Alternative Transport Paramedic will be able to determine if patients meet or are eliminated
from the Alternative Transport Program.

Objectives '
At the completion of the program the participant will be able to;

3.1 Discuss Los Angeles County DHS Alternative Transport Triage Criteria
= 3.1.1 inclusion criteria
»  3.1.2 exclusion criteria

3.2 Discuss Department Alternative Transport Procedures

3.3 Define Informed consent

3.4. Discuss patients rights not to consent

4. Focused Assessment and Documentation

Competency
The Alternative Transport Paramedic will be able to demonstrate the ability to assess, treat and
triage using the Los Angeles County Alternative Transport Triage Policy appropriately.

Objectives
At the completion of the program the participant will be able to:

3.1 Review history taking skills
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3.2. Review primary and secondary assessment

3.3 Review treatment for minor medical complaints

3.4 Review treatment for minor trauma complaints

3.5 Using simulated patients or case studies determine if patient can be transported to a clinic
using the LA County Alternative Transport Policy

3.6. Discuss the required documentation on the EPCR for patients that ineet triage criteria and
are transported to an alternative clinic

5. Patient Safety

Competency
The Alternative Transport Paramedic will be able to determine if it is safe to transport a patient
to an alternative transport clinic.

Objectives _
At the completion of the program the participant will be able to:

5.1 Understand the ramifications for patients transport to the wrong facility
5.2 Discuss the possible outcomes of the Alternative Transport Program

6. Quality Improvement and Medical Oversight

Competency
The Alternative Transport Paramedic will be able to articulate the continuous quality
improvement and medical oversight responsibilities of the Alternative Transport Program

Objectives
At the completion of the program the participant will be able to:

6.1 Discuss roles and responsibilities of
s 6.1.1 State of California
= 6.1.2 Los Angeles EMS Agency
= 6.1.3 UCLA /CPC
= 6.1.3 Department
o Administration
o Medical Director
o Nurse educator
6.2 Discuss the data reporting to the State and local EMS Agency
6.3 Discuss bad outcomes |
6.4 Discuss continuing education for the Alt Trans Program
6.5 Discuss how outcome information will be relayed to providers
6.6 A comprehensive written exam will be required by all providers.

Attachment F
UCLA TInstitutional Review Board Application (Baseline)
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Attachment F

Institutional Review Board Approval for Baseline Data Collection Phase

26



Page 1 of 2

University of California Los Angeles
11000 Kinross Avenue, Suite 211
Los Angeles, CA 90095-1684 -

http://ohrpp research.ucia.edu
GC-RB: {(310) 825-7122
M-IRB: {310) 825-5344

APPROVAL NOTICE
New Study
|DATE: 4/24/2014

TO: BAXTER LARMON
EMERGENCY MEDICINE

FROM: |ALISON MOORE, MPH, MD
Chair, SGIRB :

RE: IRB#14-000440 A
Data collection of patients that meet a criteria for transportation to a health care clinic,
rather than to an Emergecy Department

Version: Protocol version date 3-18-14 draft #8

The UCLA Institutional Review Board (UCLA IRB) has approved the above-referenced study. UCLA's
Federalwide Assurance (FWA) with Department of Health and Human Services is FWAQ0004642 (IRB00004474).

Submission and Review Information

‘ Type of Review Expedited Review
Approval Date 4/24/2014
|[Expiration Date of the Study [4/23/2017

: 1) KAISER FOUNDATION HOSPITAL
Funding Source(s) Grant Pl BAXTER LARMON
» Grant Tifle: Alternate Transport

Specific Conditions for Approval

- The IRB has determined that this study meets the criteria for a 3 year extended
approval. {For reference, please see the OHRPP guidance document "Extended
Approval for Minimal Risk Research Not Subject to Federal Oversight” at
hito:/lora.research, ucla. eduW/OHRPP/Documenis/Policy/4/Extended Approval pdf)

Regulatory Determinations

-- HIPAA General Waiver - The UCLA IRB waived the requirement for HIPAA
Research Authorization for the use of UCLA associated medical records for research.

hitps://webirb.reseatch.ucla. eduw/WebIRB/Doc/ 0/6AQ493VEHPUKSAEDCBS764 TFAB ... 4/28/2014 -
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|- Waiver of Informed Consent - The UCLA IRB waived the requirement for informed
consent under 45 CFR 46.116(d) for the entire study.

.- Expedited Review Category(ies) - The UCLA IRB determined that the research
meets the requirements for expedited review per 45 CFR 46.110 category 5.

Important Note: Approval by the Insfitutiona! Review Board does not, in and of itself, constitute approval for the
impiementation of this research. Other UCLA clearances and approvals or other externai agency or collaborating
institutional approvals may be required hefore study activities are initiated. Research undertaken in conjunction

" with outside entities, such as drug or device companies, are typically contractual in nature and requare an
agreement between the University and the entity. .

General Conditions of Approva!

As indicated in the Pl Assurances as part of the IRB requirements for approval, the Pl has ultimate responsibility
for the conduct of the study, the ethical performance of the project, the protection of the rights and welfare of
human subjects, and strict adherence to any stipulations imposed by the IRB.

The Pl and study team will comply with all UCLA policies and procedures, as weli as with all applicable Federal,
State, and local Jaws regarding the protection of human subjects in research, including, but not Iimited to, the
following:

° Ensuring that the personne! performing the project are qualified, appropriately trained, and will adhere to
the provisicns of the approved protocol,

e Implementing no changes in the approved protocol or consent process or documents without prior IRB
approval {except in an emergency, if necessary to safeguard the well-being of human subjects and then
notifying the IRB as soon as possible afterwards),

s Obtaining the legally effective informed consent from human subjects of their iegally respons:bte
representative, and using only the currently approved consent process and stamped consent documents
as appropriate, with human subjects,

» Reporting serious or unexpected adverse events as well as protocol violations or other incidents related to
the protocol to the IRB according to the OHRPP reporting requirements. :

o Assuring that adequate resources to protect research participants (i.e., personnel, funding, time, equipment

and space) are-in place before implementing the research project, and that the research will stop if
adequate resources become unavailable. :

s Arranging for a co-investigator to assume direct responsibility of the study if the P wili be unavailable to
direct this research personally, for example, when on sabbatical leave or vacation or other absences.
Either this person is named as co-investigator in this application, or advising {RB via weblRB in advance of
such arrangements.

htips://webirb.research.ucla.edu/WebIRB/Doc/0/6AQ493 VEHPUKSAEDCRB 8764TFABffr... 4/28/2014
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UCLA Data Collection Tool and Guide
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{V/o V. Center for Prehospital Care

Community Paramedic: Alternate Transportation
Baseline Data Collection Guide

Overview

As part of the Community Paramedic project, the UCLA Center for Prehospital Care is collecting data monthly from each of our partner emergency
departments and fire departments. When all data for a month has been received from all partner EDs and fire departments, UCLA will aggregate it and
report it to the California EMS.Authority.

Data flow summary
The data for the Alternate Transport arm of the 0033:35 Paramedic project originates with partner fire departments. After the end of each month, the
following process occurs;

1. Fire department queries its records for eligible patient visits that month.
2. Fire department prepares two data extracts, described in more detail below:
~a. Asummary of several overall statistics for the month.
b. For eligible patients, an extract consisting of one row per patient, with the data elements noted below.
Fire department sends both items to UCLA by the 5™ day of the following month (ie. April data is sent to UCLA by May 5.
Fire department sends the patient data extract to emergency department.
5. Emergency department prepares two data extracts:
a. A summary of several overall statistics for the month
b. An extract containing one row per patient from the fire department file, with the data elements noted below. -
6. Emergency department sends both items to UCLA by the 10" day of the following month (ie. April data is sent to UCLA by May 10™)
UCLA merges the FD & ED data, and then aggregates it with the data from the other participating EDs and FDs locally.
8. UCLA reports the aggregated data to the California EMS Authority by the 15" of the following month. UCLA does not send individual patient data;
all reporting is aggregate monthly totals across all the ED and EMS partners in our area.

W

=
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Data flow diagram

Fire Department UCLA CPC CA EMS Authority

Merges ED and EMS
data from all local
partner EDs and fire

y

Produces monthly
summary report ]

departments
o Merges reports
Selects eligible - Produces FD patient . statewide
patient records detail extract
Y Y
i Produces
aggregated data for
CA EMS Authority

h

Produces emergency

F> dept patient detail
extract

|

Produces emergency
dept monthly
summary

Identifies specified
patients

Emergency Department

Patient eligibility
The Fire Department will provide the per-patient detail data for patients meeting the following eligibility criteria:

1. One of the following chief complaints or mechanisms of injury:
a. Complaints: o
i. Isolated closed extremity injuries: Blunt extremity (BE)
ii. Laceration with controlled bleeding: Minor laceration (BL) or penetrating laceration (PL)
iil. Softtissue injuries: Blunt head (BH) or blunt facial/mouth (BF) or blunt neck (BN) or blunt back (BB) or blunt chest (BC)
iv. Isolated fever or cough: Cough and congestion (CC) or fever (FE)

Community Paramedic: Alternate Transport Data Collection Guide (4/25/2014) ‘ Page 2 cf 10
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b.

Mechanisms of Injury:
i Minor traffic accidents: Enclosed vehicle (EV) or motorcycle/moped (MM)

2. Transported to one of the participating partner emergency departments.
3. Age 18 or greater.
4. Not excluded by reason of:’

a.
b.
c.
d

e.

f.

a.

Age <18 years

GCS <15

SBP <90 :

Any of these complaints listed in addition to those above: AP, AR, TE, AL, AE, OS, EH, CA, DO, CH, DY, FB, GI, LN, ND, OB, OD/PQ,
PS, RA, SE, SB, VA _ _ . _
Transport by or to any of these H, N, TC, PMC, SRC, EDAP _

Any of these therapies administered: BB, BM, NA, RE, SI, TS, SU, AP, FB, 10, TH, VM, TC

Any special circumstances: BA, PC, AS, ET, DS

Open questions

Shared identifier: Ideally, the partners would agree on a shared patient or visit identifier to enable cross-referencing the patient’s record at the ED with
the fire department’s ePCR. This might be the ePCR sequence number, a medical record number, a patient financial account number, etc. (Social Security
Number should not be used.) Without a shared identifier, the partners would need to investigate each fire department patient record by hand to locate the
matching emergency department record. A shared identifier could also eliminate any need to include patient names in the data, which would be preferred.

Finance data: It may be impractical to determine the individual costs, charges, and insurance reimbursements associated with each individual patient due
to distributed billing by external practice groups etc. Thus the patient financial data reported (questions numbered 5.x) may need to be determined by
estimating the costs, charges, and reimbursements for a standardized patient with the listed diagnosis.

Some individual fields have additional questions, as noted helow.

Community Paramedic: Aliernate Transport Data Collection Guide (4/25/2014) Page 3 of 10
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Fire department data extracts

Monthly summary: The state requests the following summary data each month of the study:;

FDTransportsWaitingOverd5s

spending more than 45 minutes at the
hospital before returning to service.

For
Field Qs Descriptionfcontents Notes/questions
Total EMS Responses 5.1 Total EMS responses for the month, of all
FDTotalEMSResponses 52 types.
Total ED Transports 3.3 Number of patients your agency Counts all complaints, not just suspected CHF.
FDTotalEDTransports 5.3 transported to all EDs in the month.
Typical 911 ALS Transport Vehicles 3.1 Number of ALS transport vehicles your
FDTypical$llALSVehicles agency sends in response to a typical 911
call.
Typical 911 BL.S Transport Vehicles 31 Number of BLS transport vehicles your
FOTypical811BLSVehicles agency sends in response to a typical 911
call.
Typicai 911 Fire Engines 3.1 Number of fire engines your agency
FDTypical9llrireEngines sends in response to a typical 811 call.
Eligible 911 ALS Transport Vehicles 3.2 Number of ALS transport vehicles your in other words, how many ALS vehicles you send for
FDEligibleSl1ALsSVehicles agency sends in response to a2 911 call a patient expected to have one of the chief complaints
eligible for this study. or mechanisms of injury noted under “Patient
eligibility” above.
Eligible 911 BLS Transport Vehicles 3.2 Number of BLS transport vehicles your in other words, how many BLS vehicies you send for
FDEligibleS11BLsVehicles agency sends in response to a 911 call a patient expected to have one of the chief complaints
eligible for this study. or mechanisms of injury noted under “Patient
eligibility” above.
Eligible 911 Fire Engines 3.2 Number of fire engines your agency In other words, how many fire engines you send for a
FDEligible9l1lFireEngines sends in response to a 911 cali eligible patient expected to have one of the chief complaints
for this study, or mechanisms of injury noted under “Patient
eligibility” above.
Total Transports to Partner EDs 3.4 Number of patients your agency Count each transport, even if a repeat transport of a
FDFartnerEDTransports transported to all participating EDs in the | single individual. |.e. if Joe Bruin was transported
month. twice, he counts for 2 transports in this measure.
Counts all complaints.
Unique Transports to Partner EDs 3.5 Number of unique patients your agency if Joe Bruin was transported o a partner ED twice in
FDPartnerEDUnigueTransports transported to participating EDs. the month, he is only counted as 1 in this measure.
_ : Counts all complaints.
Transports Waiting Over 45 Minutes 3.30 | Number of transports (cf all patients) Counts all patients/complaints, not just eligible

patients.

Community Paramedic: Alternate Transport

" Data Collection Guide (4/25/2014)
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training.

For
Field Qits Description/contents Notes/questions
Total Readiness Cost 5.1 "Total salaries & benefits + maintenance + | Used to calculate average readiness cost
FDTotalReadinessCost operations + vehicle & facility amortization | (fotal cost / number of EMS responses)
Transport cost 52 Cost of transports: crew wages & benefits | Used to calculate average transport cost
FDTotalTransportCost + fleet amortization & maintenance) (total transport cost / number of EMS responses)
TransportCharges 53 Total charges for transports to all EDs by | Used to calculate average transport charges
FDTotalTransportCharges your agency in the month. (total charges / number of transports)
Charges for Care 54 Charges for care for eligible patients
FDChargesForCare transported to partner EDs in the month.
Candidate Paramedic Salary 5.20 | Average cost of salary & benefits for an
FDCandidatePM3alary EMT-P who would be a candidate for CP

Fire department patient detail data: An Excel or similar delimited text file (e.q. CSV, tab-separated) with one row per patient, containing the following

columns:
For
Field Qffs Description/contents Notes/questions
Patient identifier 3.6 Unique identifier for this patient, or this Exact ID is TBD. May be a FIN number, Medical
FDFatientIdentifier 3.7 ED visit by this patient. Record Number, EMS sequence number, etc.
3.10 . Either this or another identifier should be used to
3.1 match this patient record to Fire Department/EMS
responders ePCR.
Receiving Emergency Department ED to which patient was transported,
FDReceivingED
Patient First Name 3.10 First name For matching ED patient to FD records, and
FDPatientFirstName 311 identifying unique patients (Qs 3.10 & 3.12).
Unnecessary if a reliable shared patient identifier is
available and the identifier is constant across muitiple
visits.
Patient Last Name 3.10 | Lastname For matching ED patient to FD records, and
FDPatientLastName 3.11 identifying unique patients (Qs 3.10 & 3.12).

Unnecessary if a reliable shared patient identifier is
available and the identifier is constant across multiple
visits.

Community Paramedic: Alternate Transport

Data Collection Guide (4/25/2014)
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For
Field _ Q#ts Description/contents Notes/guestions
Patient Age 26 Patient age, in years
FDPatientAge 2.0
3.10
3.11
Patient Gender 2.12 | Patient gender:
FDPatientGender 215 MorF
2.18
2.21
3.10
3.11
Chief Complaint 2.9+ | All complaints listed on ePCR, separated
FDChiefComplaint many | by commas. '
Mechanism of Injury 29+
FDMechanismOfInjury many
Patient ZIP Code 2.58 | ZIP code for the patient. ZiP code of location to which EMS responded.
FDFatientZIP
On-Scene Time 3.14 | Date/time arrived on scene.
FDSceneArrivalTime 3.15
3.18
3.19
3.22
3.23
3.26
3.27
3.30
a3
, 3.32
Arrival Time at ED 3.14 | Date/time patient arrived at ED.
FDArrivalEDTime 3.15
3.38

Community Paramedic: Alternate Transport

Data Collection Guide (4/25/2014)
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For

Field Qs

Description/contents

Notes/questions

Return to Field
FDReturnToField

3.18
3.18
3.22
3.23
3.26
3.27
3.30
3.31
3.32

Date/time EMS returned to the field (i.e.
available) after transporting patient to ED.

Note: The EMS Authcrity questionnaire asks “What
was the average length of time in minutes from arrival
on scene to return fo the field for transports of eligible
patients to partner EDs in the last month?”; and also
asks for the shortest and longest times, and the
number of transports spending more than 45 minutes
at the ED. Ideally we would identify a field from the
ePCR to provide this information, but we may need to
look elsewhere.

Distance to ED
FDDistanceToED

3.35
3.36
3.37

Miles driven transporting the patient to the
ED.

Emergency department data extracts

Monthly summary: The state requests the following summary data each month of the study:

For
Field _ Q#s Description/contents Notes/questions
Time ED closed or on diversion 4.1 The amount of time, in minutes, the ED
EDClosedOrDiversion was closed fo general traffic or on
diversion in the month.
Average time to disposition 4.12 | Average length of time, in minutes, from This is for all patients transported to the ED, not just
EDAverageTimeToDispositionAll arrival at ED to disposition for all those meeting study criteria.
transported patients in the month?
Charges & payments 5.x As noted, the charges and insurance payments may be unavailable per-patient. If so, those would
be reported as part of the monthly summary rather than computed from the patient detail records.

Emergency department patient detail data: An Exce! or similar delimited text file (e.g. CSV, tab-separated) with one row per patient, containing the

following columns:

For
Qifs

Field

Description/contents

Notes/questions

Community Paramedic: Alternate Transport

Data Collection Guide (4/25/2014)
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For
Field Qifs Description/contents Notes/questions
Patient Identifier 3.10 | Unique identifier for this patient, or this Exact ID is TBD. May be a FIN number, Medical
EDPatientlIdentifier 3.11 | ED visit by this patient. Record Number, EMS sequence number, etc.

_ Either this or another identifier should be used to
match this patient record to Fire Department/EMS
responder's ePCR.

Transporting Agency FD transporting patient to ED.
EDTransportAgency
Patient First Name First name For matching ED patient to FD records. Unnecessary
EDPatientFirstName if a reliable shared patient identifier is available.
Patient Last Name Last name For matching ED patient {0 FD records. Unnecessary
EDPatientLastName if a reliable shared patient identifier is available.
Patient Age 26 Patient age, in years
EDPatientlge 2.9 o
. 3.10
3.1
Patient Gender 212 | Patient gender:
EDPatientGender 215 MorF
2.18
2.21
3.10
3.11
Hispanic Ethnicity 2.24 | |s the patient of Hispanic ethnicity?
EDEthnicityHispanic 227 1 = Hispanic
2.28 | 2 = Non-Hispanic
: 2.29 | 3 =Unknown
Patient Ethnicity 2.36 | Whatis the patient's race/ethnicity?
EDPatientEthnicity 2.39 1 = White
240 | 2=Black
2.41 3 = Native American / Eskimo / Aleut
2.42 | 4 = Asian/Pacific Islander
243 | 5= 0ther
244 | 6 = Unknown
Primary Langauge Spoken 2.57 | What language does the patient primarily

EDPrimarylLanguage

speak? See appendix for list of languages
and codes:

Community Paramedic: Aliernate Transport

Data Collection Guide (4/25/2014)
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For
Field , Qifs Description/contents Notes/questions
Insurance Type 2.59 | What type of insurance coverage does
EDTnsuranceType 2.60 | the patient have?

261 | PR = Private
2.62 MC = Medicare
2.63 MA = Medicaid

SP = Self-pay
ED Arrival dateftime 4.13 | Dateftime the patient arrived at the ED.
EDArrivalDateTime ) : :
ED Disposition date/Time 413 | Dateftime of disposition from the ED. Will necessarily be an estimate for patients leaving
EDDispositionDateTime without being seen.
ED Disposition 4.13 | Disposition of the patient from the ED: -
ECDisposition 414 | AD = Admitted .

4,17 | TR = Transferred to another hospital
418 | Dl = Discharged

4.19 | EX = Expired

420 | FA = Failed to complete care

4.21 | (AMA or [eff without being seen)
4.22

Additionally, the state requests the following financial information with regard to the specific eligible patient visits in each month. In the event this is not
feasible, these items might instead be reported as estimates based on standardized patients.

ED Charges for Care 55 Dollar amount of charges for patient’s
EDEmergencyCharges : care in the ED if pafient was not admiited.
Inpatient Charges for Care 5.8 Dollar amount of charges for patient's
EDInpatientCharges 59 inpatient care.
ED Claims Paid 512 | Dollar amount of claims paid for patient's
513

EDEmergencylnsPaid treatment in the ED if patient was not
admifted.
Inpatient Claims Paid 516 | Dollar amount of claims paid for patient’s
EDInpatientInsPaid 5.17 | inpatient treatment.
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Appendix: Languages Spoken

English — ENG Telugu - TGL
Ambharic - AMH Thai - THA
Arabic — ARA Tonga — TON
Armenian - AMR " Ukrainian — UKR
Cantonese; Yue Chinese — YUE Urdu - URD

- Chinese — CHI Vietnamese — VIE
Croatian — HRV Yiddish - YID
Farsi— PES Yoruba - YOR
French — FRE , Unknown - 999
French Creocle — CPF Other- OTH
German - GER

" Greek - GRE
Gujarati - GUJ
Hebrew - HEB
Hindi — HIN
Hmong — HMN

Hungarian - HUN
ltocano; lloko —~ ILO
indonesian - IND
ltalian - ITA
Japanese — JPN
Korean - KOR

Lao - LAO
Mandarin - CMN
Mexteca - MEX
Mien: Iu Mien - iUM
Mon-Khmer - MKH
Navajo — NAV
Panjabi; Punjabi — PAN
Persian - PER
Polish — POL
Portuguese — POR.
Russian - RUS
Sign Language — SGN
Samoan - SMO
Serbian - SRP
Spanish — SPA
Swahili — SWA
Tagalog — TGL

Community Paramedic: Alternate Transport

Data Collection Guide (4/25/2014)

Page 10 of 10



Community Paramedic:

Alternate Transport
Baseline data collection sample files

Notes: .
Two data files are anticipated monthly from each partner emergency department and fire department.

For simplicity they are shown as four tabs in this document.
FDSummary: Monthly summary statistics from fire department; one row each month.
FDPatientDetail: One row per eligible patient transport in the month.
EDSummary: Monthly summary statistics from emergency department; one row each month.
EDPatientDetail: One row per eligible patient visit in the month.
"Eligible patient" for the emergency department means a patient listed in the fire department's data file.




Orange County EMS System Partners

ORANGE COUNTY FIRE CHIEF'S ASSOCIATION

Community Paramedic
OSHPD Pilot Study

Transporting Orange County 911 Non-
Emergency Patients to Alternative Destinations
Through Public-Private Partnerships

Authored by: Catherine Ord
Revised and Resubmitted May 12, 2014

Abstract

Transporting all 911 patients to emergency departments contributes to the overcrowding
problem of emergency departments. Therefore, the Orange County Fire Chief's Association
submits on behalf of all Orange County EMS system partners a pilot study that utilizes
community paramedics to triage and transport patients to alternative destinations. Orange
County 911 system paramedics will undergo community paramedic training to perform an
advanced level assessment, which guides the community paramedic to determine the patient's
acuity status and potential for transportation to an alternative location. A patient of low acuity
status that meets pre-determined criteria would be transported to an alternative destination such
as urgent care clinics or mental health clinics.

In order for a patient to qualify for transportation to an alternative location, two methods of
patient triage are utilized. The first method of triage is through the Emergency Dispatch Center
(EDC). The EDC receives the 911 call and determines the acuity level of the call through either
Medical Priority Dispatch or Criteria Based Dispatch and responds the appropriate resource.
The responding community paramedic is the second level of screening patients to determine if
the patient fits the established criteria for transportation to an alternative destination.

The goals and objectives of this pilot study test the feasibility to relieve overcrowding of
emergency departments and improving patient care and efficiency by transporting patients to
appropriate destinations. Adapting to the changing needs of the community is the primary goal
of this project, which is right for the patient and the Orange County EMS system partners.

May 12,2014
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LETTER OF INTENT PROPOSAL

A. TITLE OF PROPOSED PROJECT CONCEPT
Orange County Alternate Destinations Pilot Project (OCADPP)

B. IDENTIFY THE CATEGORY(S) THAT BEST DESCRIBE THE PROJECT YOU PROPOSE
TO PILOT

Transport patients with specified conditions not needing emergency care to alternate, non-
emergency departmentlocations.

C. BRIEF DESCRIPTION OF PROPOSED CONCEPT, PROJECT MANAGEMENT, AND
PARTNERS (INCLUDE GEOPGRAPHIC AREA TO BE SERVED)

1 L f Proj

The Orange County Fire Chiefs Association (OCFCA) is submitting this proposal on
behalf of the EMS system partners in Orange County. OCFCA proposes a regional
approach to the Community Paramedic (CP) pilot project, which will involve the cities of
Fountain Valley, Huntington Beach, and Newport Beach. The project concept focuses on
the disposition and transport decision of 9-1-1 patients with specified low acuity
conditions by paramedics working in an expanded role of Alternate Destination
Paramedic (AD Paramedic) to urgent care clinics (UCCs) rather than hospital
emergency departments (EDs). The field management of eligible study patients will be
based on the pilot project protocols, which outline the inclusion and exclusion criteria for
transport to UCCs. All participating UCCs must be approved by the local EMS agency,
Orange County EMS Agency (OCEMS), and must adhere to the UCC guidelines
established for the pilot study. Concurrent to this project, OCFCA and OCEMS has
asked the UGI Center for Disaster Medical Sciences (CDMS) to conduct an independent
evaluation of this pilot project.

2. Prolect Partners and Stakeholders

Partnerships are essential to the success of this project and must be established with
key healthcare system stakeholders, both private and public. Itis recognized that system

coordination and collaboration will be required across the full spectrum of prehospital
care.

Figure 2 lists the partners and stakeholders that have made a commitment to participate
in the project. Letters of support are attached (Appendix A), with the exception of the
Orange Coast Chapter of Emergency Nurses Association (OCENA). Although OCENA
has not provided a letter of support at this time, an OCENA representative actively
participates on the Steering Committee.

Other key stakeholders not appearing on the list, such as the Hospital Association of
Southern California (HASC), labor associations, and the Paramedic educational
institution in the area were involved in discussions during the early planning phase of the
pilot project. While these groups are not actively participating in the pilot project, they

OCADPP Revised and Re-submitted: 2014-5-12
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have been invited to attend Steering Committee meetings and will otherwise be given
project updates during the regularly scheduled county meetings where their
organizations are represented.

EIGURE 2 -PRQIECT PARTNERS AND STAKEHOLDERS

ORGANIZATION

PARTICIPATING MEMBERS

SYSTEM ROLE

Local EMS Agency: Health Care
Agency - Orange County EMS
Agency (OCEMS)

Medical Director, or designee
EMS Administrator, or designee
EMS Data System (OC-MEDS)
Program Manager

Local EMS agency
Provides medical and quality
assuranceoversight
Approves field protocols and
policies/procedures

University of California, Irvine
Center for Disaster Medical
Sciences (CDMS)

Director of CDMS
Director of Research
Director of Operational Medicine

Research Center
Primary Investigator & Co-
Investigators

Orange County Fire Chiefs
Association (OCFCA)

Fountain Valley Fire Department
Huntington Beach Fire Department'
Newport Beach Fire Department'

Provides 911 ALS & BLS
responses services for their
jurisdiction and neighboring
cities with automatic aid
agreements

Departments with an (') also

provide emergency ambulance
transoort services

Ambulance Association of
Orange County

Care Ambulance Service

Contracted by Fountain Valley to
provide emergency ambulance
transport services

Covenant Hsaith Network

Hoag Hospital Newport Emergency
Department

Hoag Hospital Irvine Emergency
Department

Hospital Network

Owns hospitals with EDs
designated by OCEMS as
Emergency Receiving Centers

Owns or affiliates with UCCs

Kaiser Permanente

Kaiser Permanente Irvine
Emergency Department
Kaiser Permanente Urgent Care

Hospital Network

Owns hospitals with EDs
designated by OCEMS as
Emergency Receiving Centers

Owns UCCs

MemorialCare Health System

Orange Coast Memorial Emergency
Department

Prompt Care Urgent Care

Hospital Network

Owns hospitals with EDs
designated by OCEMS as
Emergency Receiving Centers
Owns UCCs

Coastal Family Medicine

Hoag Urgent Care Newport Beach
Family Care Center Fountain Valley

Emergency Nurses Association

Orange Coast Chapter

Independently owned UCCs

Affiliated with Hoag and
MemorialCare Hospital
Networks

Advocacv Group

3. Project Management

Project management is vital to meeting project goals and objectives. A Project
Workgroup, Project Manager, and Steering Committee manage the efforts of this project

through its lifecycle.

OCADPP Revised and Re-submitted: 2014-5-12
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The Project Workgroup is responsible for planning, executing the project, and producing
deliverables outlined by the project plan. Workgroup members shall consist of a core
group of representatives from the participating system partners/stakeholders.

The Project Manager will be responsible for ensuring that the Project Workgroup
completes the project by the time frame imposed. The Project Manager will develop the
project plan in collaboration with the Project Workgroup and under the direction of the
Steering Committee.

The Steering Committee is responsible for project overs'lght and control, and should
consist of management representatives from the participating system partners/
stakeholders. They shall approve project deliverables, scope changes, and policy
decisions; and provide direction, guidance and conflict resolution as needed.

4. Geographic Area to be Served

The study population will be derived from the 9-1-1 EMS catchment areas of three cities
in Orange County: Fountain Valley, Huntington Beach and Newport Beach. It will include
individuals that call 9-1-1 because they are requesting emergency medical aid. These
cities were selected because they are in close proximity to each other, have the
capability of transporting to the same partner hospital EDs and UCCs without significant
impact to their cities' standards of coverage, contract with the same 9-1-1
communication center, Metro Cities Fire Authority (MetroNet), and have the
infrastructure to support the project objectives. All three fire departments provide 9-1-1
Advanced Life Support (ALS) and Basic Life Support (BLS) response services. In
addition, Huntington Beach and Newport Beach Fire Departments provide emergency
ambulance transportation services, whereas Fountain Valley Fire Department contracts
the service to a private ambulance company, Care Ambulance Service. The Orange
County Emergency Medical Services agency (OCEMS) is the local emergency medical
services agency for the county.

D. PURPOSE AND OBJECTIVES

The purpose of this pilot project is to determine the safety and effectiveness of enabling
approved AD Paramedics to make disposition and transport decisions of 9-1-1 patients with
specified low acuity conditions to UCCs rather than hospital EDs.

The objectives of the OCADPP include:

1. Ensure approved AD Paramedics achieve competency in the role and responsibilities of
an AD Paramedic prior to the project implementation date and maintain competency
during the course of the evaluation period.

2. Ensure that patients considered for study enroliment receive the following:
e Appropriate field management, including triage and transport to the most appropriate
facility.
e Opportunity to consent or decline consent for enrollment in the study.
e Opportunity to accept or decline transport to an UCC.
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3. Ensurethat all UCCs are capable of meeting the guidelines established for the purposes
of the pilot project and are approved by OCEMS.

4. Evaluate patient and healthcare system satisfaction with extended assessment by AD
Paramedics and alternate destination transport and treatment.

5. Determine effect on public safety readiness resulting from extended assessment and
alternate destination transport.

6. Determine differences in healthcare costs for alternate (UCC) vs. traditional (ED)
transport for 9-1-1 patients with specified low acuity conditions.
ESTIMATED PROJECT LENGTH

The anticipated implementation date for the OCADPP is January 1, 2015. The pilot project
will be complete when either of the following two criteria is met:

1) Twenty-four months from the initiation of the pilot project on January 1, 2015, or

2) Enrollment of greater than 200 total patients, including greater than 100 patients
transported to UCCs.

BACKGROUND INFORMATION

Need for Project

Introduction to the Problem

Problem Statement: Existing EMS legislation in California explicitly limits the paramedic
scope of practice in regards to the set of skills and activities performed and the locations in
which those skills and activities may be performed. These limitations require the paramedic
to transport all 911 patients, including those with non-emergency conditions, to the ED of
an acute care hospital, which contributes to the issues of ED crowding and decreased
access to the appropriate level of care. Patients with behavioral health disorders and no
other obvious medical conditions are included in the subset of 911 patients with non-
emergency conditions.

There are many factors contributing to the crowding of EDs. According to the Centers for
Disease Control and Prevention, hospital ED visits in the United States increased more than
32% from 1999 through 2009. In California, wait times averaged 4 hours and 34 minutes in
2009, which was 27 minutes longer than the national average. Longer ED wait times are
associated with urban areas, when compared to nonurban areas, and also in EDs that go on
ambulance diversion or board patients waiting for admission to the hospital."?

Also adding to the problem of crowding and boarding of patients, is the dependence of
patients with behavioral health disorders on hospital EDs with no corresponding resources
to manage their health care needs. Currently, 30 of California’s 58 counties lack inpatient
psychiatric beds. In a survey conducted, 123 ED directors responded from 42 of the 58
California counties resulting in the following report: average time for a psychiatric
evaluation to be completed in the ED, from time of referral to completed evaluation, was
just under 6 hours; and average time for appropriate placement, from time the decision
was made to admit to placement into an inpatient psychiatric bed or transfer to the
appropriate level of care, was 10 hours. The lack of inpatient psychiatric beds was the
most common reason reported for prolonged ED stays.?




Over the past several years, studies have demonstrated that crowding in the ED
compromises the quality of patient care; leads to patient dissatisfaction due to the long
waits, often resulting in patients walking out before being evaluated; and decreases the
community trust in the ED’s capability of managing emergency and non-emergency
patients in a safe and timely manner.* The latter issue extends beyond the public’s
perspective to include those of EMS provider agencies. For more than a decade, ED
crowding has significantly impacted the availability of EMS first responders to provide
timely response in their operational areas.>® Prolonged “wall times”, the time spent waiting
to off-load the patient and transfer care to ED staff, result in the shifting of liability and
costs of caring for 911 patients in hospital EDs to EMS provider agencies.

In 2008, a report on California ED utilization published the following findings: 1) higher rates
of ED visits resulted in hospital admissions when compared to national rates; 2) ED visits
were highest for Medi-Cal and Medicare patients, 47 per 100 population and 41 per 100
population respectively, followed by uninsured patients at 31 per 100 population and insured
patients at 17 per 100 population; 3) more Medi-Cal patients, particularly children, appear to
visit EDs for treatment of non-urgent or avoidable conditions than do the uninsured or
privately insured patients; 4) only 3 in 10 Medicare patients (over age 65) were considered
to have potentially avoidable visits; and 5) in ages 18-64, the highest percentage of ED visits
were for non-urgent or avoidable conditions, which included 48% of Medi-Cal patients, 46%
of uninsured, and 42% of insured.’

In light of the problem statement and the background information provided, the following
conclusions can be drawn:

The impact of ED crowding on the quality of care, patient satisfaction, and the availability of
EMS resources to respond to 911 calls creates a gap in the healthcare needs of the
community.

Improving the flow of patients in the EDs by re-directing the 911, non-urgent patients to
UCCs or MHCs should help to decompress the EDs allowing them to focus on the more
critical patients requiring hospital admission.

Paramedics, an existing healthcare resource, can be trained in the expanded role of a
Community Paramedic to bridge the gap between the demand for services and the
workforce availability.

The transport of 911 patients to urgent care clinics by Community Paramedics would require
changes in licensing laws or the undertaking of pilot projects pursuant to the Office of
Statewide Planning and Development’s Health Workforce Pilot Projects Program.

A high percentage of 911 patients likely to meet the criteria for transport to UCCs or MHCs
will have Medi-Cal, Medicare, or be uninsured. The existing EMS payment structure for
patients with health care coverage revolves around transports to hospital EDs, making
reimbursement during this project nearly impossible through the usual channels.

Types and Number of Patients to be Seen

Historical data collected from the three study cities over a six-month period (October 2014 -
March 2014) estimated a total of 829 adult (18 years or older) patients meeting the four low
acuity, primary impression criteria for the pilot project. Of those total patients, various filters
were applied to refine the likely number of study candidates to be transported to UCCs
rather hospital EDs to 118, or approximately 14% of the total. Based on this estimation,
meeting the goals for number of patients enrolled in the study and transported to the UCC
should be attainable within the pilot period.

The four categories of lower acuity, primary impressions used as inclusion criteria include:



isolated closed extremity injury, laceration with controlled bleeding, soft tissue
injury/infection, and isolated fever or cough.

Total Number of Community Paramedics to be Trained

Each of the fire departments will train eligible paramedics in the expanded role of AD
Paramedic. More specifically, a total of up to twenty-seven (27) paramedics will complete
the site specific curriculum for the Alternate Destination Pilot: up to six (6) for Fountain
Valley, twelve (12) for Huntington Beach, and nine (9) from Newport Beach.

Employment Opportunities

If the State EMS Authority's (EMSA's) Community Paramedicine (CP) Pilot Project is
successful in affecting the change in legislation that allows for this expanded role of the
current licensed paramedic, there will be a higher step for paramedics to aspire to achieve.
In the event that the laws do not change to support this new provider level, all trained AD

Paramedics participating in this pilot project will remain employed as paramedics by their
respective fire departments.

All paramedics selected to participate in the Alternate Destinations Pilot training will be
required to sign trainee agreements which specifies their understanding that there 1s no
assurance of employment or utilization of Community Paramedics/Alternate Destination
Paramedics beyond the scope of the pilot.

Other Programs in California Serving as Models for this Project

There are currently no other programs operating in Orange County, or California that serve
as a model for this project other than those involved inthe EMSA CP Pilot Project.

. PROGRAM MANAGEMENT

Operational Methodology

The evaluation of the OCADPP will be inthree phases:

e Phase | - Focuses onthe collection of baseline data and reporting: Starts April 2014
e Phasell-Focusesonthetraining of AD Paramedics: Augustto November2014
e Phase llI- Focuses on AD Paramedic intervention period: Starts January 2015

Phase|-Baseline Data Collection

The three city fire departments participating in the pilot project started collecting baseline
data in April 2014. Prior to the start date, fire department EMTs and Paramedics were
provided on-line training on the procedure for collecting the baseline data. The electronic
prehospital care report (ePCR) software was configured such that the entry of any patient
with one of the four specified primary impressions triggered validation rules for the
customized AD Pilot section on the OC-MEDS ePCR run form. In addition to the standard
documentation required on ePCRs, the EMTs and Paramedics were instructed to complete
the AD Pilot section of the ePCR run form that contains the pilot-specific questions.

OC-MEDS refers to the Orange County Medical Emergency Data system, a web-based,
electronic data management system capable of tracking near-real time prehospital care
events from the time 9-1-1 is called through to the discharge of the patient from the ERC.
This system has interoperable capabilities that allow authorized access to ePCR data by
participating EMS provider agencies, ERCs, base hospitals, and OCEMS once the field user
posts it to the cloud-based database. OC-MEDS is owned, operated, and maintained by
OCEMS. The data entered by participating EMS provider agencies is proprietary to that
agency.



The workflow during Phase lis outlined below:

PROTOCOLWORKFLOW DURING BASELINE PHASE OF PILOT

A. Dispatch receives 9-1-1 call from calling party and dispatches responding unit per
established jurisdictional protocols.

B. Responding unit arrives on scene, contacts patient, and determines the chief complaint.
If patient complaint is one of the 4 specified primary impressions, the responding unit will
complete the OC-MEDS ePCR including the patient-specific and pilot-specific data in the
AD Pilot section on the ePCR runform.

C. Proceed with field management and transport according to existing policies and standing
orders.

Phase Il - AD Paramedic Training

During Phase 11, AD Paramedics will be trained using the site-specific local curriculum for
the OCADPP. The standardized curriculum, Alternate Destination Support Paramedic
Curriculum Framework, Version 1.1 1211712013,°> was augmented to include objectives that
meet the local needs of the pilot project. The site-specific local curriculum was developed by
a core panel of Local Steering Committee members and then approved by the larger
committee. Methods of instruction include assigned pre-requisite reading and pre-test,
lecture, scenario-based simulation, and role-playing. The curriculum will be delivered in
approximately 10 ;!;, hours over 2 days. Performance on written examinations and

-—— 6
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instructors' observation of performance on skills practicum will be used to evaluate
competency of AD Paramedic trainees and the quality of training. Instruction will be
conducted at local training centers inthe cities of Huntington Beach and Newport Beach.

Appendix D - Orange County Alternate Destination Support Paramedic Curriculum

Phase lll-AD Paramedic Intervention

Phase Il of the pilot project will be implemented in January 2015. During the AD Paramedic
intervention phase, trained AD Paramedics will begin making disposition and transport
decision for 9-1-1 patients with specified low acuity conditions. The workflow during Phase
lllis outlined below:

PROTOCOLWORKFLOW DURINGINTERVENTION PHASEOFPILOT

A. Dispatch receives 9-1-1 call from calling party and dispatches responding units per
established jurisdictional protocols.

B. Responding unit arrives on scene, contacts patient, and determines the chief complaint.
If patient complaint is one of the 4 specified primary impressions, the responding unit will
complete the OC-MEDS ePCR including the patient-specific and pilot-specific data on
the AD Pilot section of the run form.

C. If AD Paramedic is present on the responding unit, and patient complaint is among the
specified 4 primary impressions, AD Paramedic assesses patient and determines
whether patient is eligible for potential transfer to an alternate destination UCC (ADUC)
approved by OCEMS rather than to an Emergency Receiving Center (ERC). If patient is
eligible for ADUC transport, the AD Paramedic offers patient enrollment in study of
alternate destination transport utilizing a standardized script.

a. If patient consents to enroliment and signs electronic consent, contact information is
obtained from patient. Patient is offered transport to ADUC rather than an ERC.

i. If patient agrees to be transported to ADUC and completes consent forms, the
appropriate ADUC is determined based on location and patient preference (if
applicable). Operating hours of the ADUC are verified. If confirmed as open for
business, the patientistransported to the ADUC.

1) 9-1-1first responder escorts the patientto ADUC and delivers transfer of care
reportto designated staffat ADUC.

2) ePCRiscompleted and posted to the OC-MEDS cloud-based database to be
made accessible to the ADUC.

ii. If patient declines transport to ADUC, transport to ERC according to existing
standing orders.

iii. If patient refuses transport by ambulance, have patient sign an electronic patient
refusal/against medical advice (AMA) form. Follow paflent refusal procedures
according to existing OCEMS policy.
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The OCADPP Protocol Guidance document (Appendix B) approved by OCEMS provides
more details for Phases | and lll including the patient inclusion and exclusion criteria for
transporting 9-1-1 patients with specified low acuity conditions to an ADUC rather than an
ERC, the levels of documentation/data collection expected by all system partners, quality
assurance and performance improvement measures to be used when evaluating field
performance of AD Paramedics, and the workflow for the management of issues, concerns,
and unusual occurrences.

All participating ADUCs must be approved by OCEMS, and must adhere to the UCC
guidelines established for the pilot study (Appendix C).

Paramedic Eligibility

Eligibility requirements to be trained as an AD Paramedic include a minimum of 2 years'
experience as a paramedic practicing within the Orange County EMS system is required; 4
years' experience and an A.A. degree or higher are desirable. Candidates will be selected
through an interview process with final approval by the OCEMS Medical Director. Qualified
paramedics must be in good standing. All paramedics selected to participate in the Alternate
Destinations Pilot training will be required to sign a trainee agreement.

Local Governance _and Medical Control

Dr. Samuel Stratton, OCEMS Medical Director has designated Dr. Shira Schlesinger,
University of California-Irvine (UCI) Center for Disaster Medical Sciences (CDMS), as the
principal investigator for the OCADPP. Dr. Stratton will hold primary responsibility for local
medical control related to the project.

Provisions for Protecting Patient's Safety

The following safety metrics have been proposed as thresholds to trigger temporary or
permanent suspension of the pilot program. As these metrics are proposed on IRB
applications for UC Irvine and the OC Healthcare Agency, they may be altered by feedback
from IRB or by consensus of OCEMS Designees/Local Pilot Evaluators:

e Total Ql issues: 15%

 Protocol Deviations: 10%

* Patient satisfaction complaints: 15%

e Inappropriate triage disposition decisions: 8% (per report from UCC)

< Need for secondary transfer to ED: 4%

- Patient safety concerns of any nature: 2%

 Adverse event which results in delayed diagnosis of time critical condition (for example,

transporting a "fever" patient who is actually septic to an UCC, resulting in significant
delay to initiation of care and poor outcome for patient): <1%

Any excess of these thresholds will result in temporary suspension of the study/program
while the issue is addressed, and may result in cancellation of the program.

The following quality metrics will be used to evaluate the field performance of AD
Paramedics during the evaluation period:

OCADPP Revised and Re-submitted: 2014-5-12



Orange County EMS System Partners

Number of 9-1-1 ambulance transports during study period

Number of patients meeting presentation/complaint criteria during study period

c. Number of hours during which AD Paramedics were available for dispatch during the
study period

d. Number of 9-1-1 contacts made by AD Paramedic-staffed response units during AD
Paramedic shifts over the study period

e. Number of 9-1-1 contacts made by AD Paramedic-staffed response units to patients

meeting presentation/complaint criteria during study period

op

A Patient Safety/QA Committee will perform patient safety reviews of 100% of the cases in
which an AD Paramedic provides care. This committee is responsible for reviewing the
evaluation reports provided by the OCEMS Designee/Local Pilot Evaluators and the QA/QI
issues report provided by the AD Paramedic Supervisor. Based on these reports and the
pilot objectives, the committee in collaboration with the OCEMS Medical Director, shall
analyze the data, identify trends, assess for root causes, and determine the most
appropriate plan for improvement or course of action, which may include but is not limited to:

a. Evaluate and adjust protocols and objectives as appropriate.

b. Develop individual and/or general education plans.

c. Recommend suspension and/or termination of pilot project if deemed to be endangering
patient/community safety.

The committee shall report their findings to the Local Steering Committee on a regular basis
for the duration of the pilot period.

Anticipated Sources of Funding

Sources of funding to offset the costs of the pilot project include in-kind contributions, grants,
identified cost savings, or partnerships with other local agencies. At this time, grant funding
has been offered by one of the partner hospital networks.

H. EVALUATION AND DATA COLLECTION

OCEMS Designee/Local Pilot Evaluators are responsible for the evaluation of the OCADPP
based on the pilot objectives and the data collected. During the baseline and AD Paramedic
intervention phases, the OCEMS Designee/ Local Pilot Evaluators will design and schedule
monthly reports to be sent to the State Pilot Evaluation team, the Patient Safety/QA
Committee and OCEMS Medical Director. Findings will be reported to the Local Steering
Committee on a regular basis for the duration of the evaluation period. The reports will
include data elements accumulated from the following:

a. Queried prehospital care data for patients entered with the specified primary impressions
from the OC-MEDS cloud database

b. Queried patient outcome data from OC-MEDS ImageTrend Patient Registry data
entered by ADUCs and partner ERCs for the pilot.

c. Aggregate transport costs, charges, and claims data from the EMS provider billing
companies.
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d. Aggregated charges/claims paid data from ADUCs and/or ERCs.

e. For the Pilot Period, patient satisfaction and outcomes surveys conducted 1 week after
study enrollment.

Furthermore, after IRB approval is granted, de-identified records with increased detail will be
transferred to UCI for further in-depth evaluation.

OCEMS Designee/Local Pilot Evaluators will deliver a list of incident numbers and service
dates belonging to eligible or enrolled patients to designated staff at the ADUCs and partner
ERCs on a monthly basis as a request for patient QA follow-up data.

OCEMS Designee/Local Pilot Evaluators will be responsible for obtaining data use
agreements with 9-1-1 first responding agencies, ADUCs, partner ERCs, OCEMS, and UCI
CDMS for more comprehensive evaluation of the pilot program study data.

All pilot records of patient contacts will be maintained by OCEMS for 2 years.

. CONTACT INFORMATION

CONTACT PERSON NAME OF AGENCY
Catherine Ord Newport Beach Fire Department
ADDRESS TELEPHONE

100 Civic Center Drive
Newport Beach, CA 92660

(949) 644-3384

EMAIL
cord@nbfd.net

FAXNUMBER
(949) 723-3584
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Sherlene Stepp, RN

Director of Emergency Response
Clinical Nurse Supervisor 111
Department of Emergency Medicine

Samuel J, Stratton, MD MPH FACEP

Medica | Director Health Disaster Management-
Emergency Medical Services, Orange County
Adjunct Professor, Community Health Sciences, UCLA
Clinical Professor of Medicine at Harbor-UCLA

SENIOR POLICY ADVISORS

Maj. Gen. (Ret.) Donna F Barbisch

Director, Institute for Global and Regional Readiness
Distinguished Fellow, George Mason University,

Center for Infrastructure Protection and Homeland Security

Frederick M Burkle, Jr, MD, MPH, DTM, FAAP, FACEP
Senior Fellow, Harvard Humanltar'ian | nitiative,
Harvard School of Public Health

Senior International Public Policy Scholar,

Woodrow Wilson International Center for Scholars

SANTABARBARA ¢ SANTA CRUZ

Department of Emergency Medicine
UC Irvine School of Medicine

101 The City Drive, Route 128-01
Orange, CA 92868-3298

Tel: 714-456-6789

April 22, 2014

Mr. Lou Meyer

Project Manager

Community Paramedicine

California Emergency Medical Services Authority
10901 Gold Center Drive Suite 400

Rancho Cordova, California 95670

Dear Mr. Meyer:

The UCI Center for Disaster Medical Sciences (CDMS) herein expresses their
relationship with the Orange County Fire Chiefs Association (OCFCA), the Orange
County EMS Agency (OCEMS) and the cities and hospital partners of Newport
Beach, Huntington Beach, and Fountain Valley inthe design and evaluation of the
Orange County Alternative Destinations Pilot Project.

Dr. Shira A. Schlesinger, MD, MPH, will be the CDMS official liaison and
representative to the project. As we have agreed with Dr. Stratton, OCEMS
Medical Director, and the project directors, Dr. Schlesinger is serving as part of
the project's Core Committee in the role of study Principal Investigator. In this
role, Dr. Schlesinger has accepted lead responsibility for study design with the
context of the project, advisement of the project committee on the investigative
elements of the project, and data analysis for both the baseline and
implementaflon periods of the study. Drs. Carl Schultz, Kristi L. Koenig, and
Kenneth Miller are additional members of the CDMS who are also Co-
Investigators in the study.

The UCI CDMS feel that our participation in this study in the roles of advising on
data collection, and performing analysis of this data, will be integral to providing
an independent evaluation of the safety and feasibility of training experienced
Paramedics in making Alternate Destinatlon disposition decisions and will further
the heretofore meager body of research regarding Community Paramedicine and
Mobile Integrated Health in California and the United States.

Sincerely,
1. | |
A 14Y(L
Kristi L. Koenig, MD, FACEP, FIFEM
Director, Center for Disaster Medical Sciences
Professor of Emergency Medicine
Director of Public Health Preparedness

Director, International Disaster Medical Sciences Fellowship
University of California, Irvine
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COUNTY OF ORANGE SAMJ.STRATTON, MD, MPH

MEDICAL DIRECTOR

HEALTH CARE AGENCY 405W FIFTHSTREET, ST301A
SANTA ANA, CALIFORNIA 92701
HEALTH DISASTER MANAGEMENT TELEPHONE: 714- 834-2824
EMERGENCY MEDICAL SERVICES FAX: 714-834-3125

sstratton@ochca.com

May 2, 2014

Kristi L.Koenig, MD, FACEP, FIFEM
Director, Center for Disaster Medical Sciences
University of California, Irvine

101 The City Drive, Route 128-01

Orange, California

SUBJECT: DELEGATION OF PRINCIPAL INVESTIGATOR ROLE FOR THE

2014-2015 ORANGE COUNTY FIRE CHIEFS ASSOCIATION
COMMUNITY PARAMEDIC PROJECT

Dear Dr. Koenig:

This letter is to follow-up to yout letter dated April 22, 2014, regarding the agreement of the UCI
Center for Disaster Medical Sciences and the Orange County Fire Chiefs Association for Dr.
Shira Schlesinger to serve as Principal Investigator (PI) for the Orange County Community

Paramedic Pilot Project.

Be advised that it is agreed that the role of P is delegated to Dr. Schlesinger with the following
responsibilities for the Conununity Paramedic Pilot Project:

1. Coordination of study methodology with the local investigative group and that of the
CaliforniaEMS Authority.

2. Validity of study data submitted to the California EMS Authority and local study data
analysis and interpretation.

3. Preparation of study manuscripts and scientific reports.

4.Advisement of the local and applicable state committee(s) on the scientific investigative
aspects of the project.

5. Institutional Review Board approval for any manuscripts based on local project
research subjects that are submitted for considerntioll of publication.
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Orange County Corrununity Paramedic Project PI Page 2
May 2,2014

I appreciate having the UC!Center for Disaster Medical Sciences participate in this projectin
this meaningful way. For any questions or comments, lamavailable at 7.14 834 2824 or

sstratton@ochca.com.

SamJ. Stratton, MD, MPH
Orange County EMS Medical Director

CC: OCEMS Program Administrator
California EMS Authority Community Paramedicine Project Manager

SJIS/#2027
|

APPENDIX A



mailto:sstratton@ochca.com
mailto:sstratton@ochca.com

CITY OF FOUNTAIN VALLEY
FIRE DEPARTMENT

(714) 593 4436 Offic
£7142 5934508 Fax;

10200 Slater Avenue, Fountain Valley, CA 92708

October21,2013

Mr. Lou Meyer, Project Manager

Community Paramedicine - Mabile Integrated Health
Emergency Medical Services Authority
Lou.meyer@em3gd.ca.gov

Dear Mr. Meyer:

Asanintegral member of the Orange County EMS System and the Orange County Fire Chiefs'
Association (OCFCA), the Fountain Valley Fire Departtnent (FVVFD) supportsthe community
Paramedic conceptand proposal submitted by the OCFCA. Fountain Valley Fire Department is
very interested inthe potential opportunity to participate inthisimportant pilot prqgram.

IFFVFD isincluded it1the pilot program, our intentisthatsix of .our paramedics participate in
the Community Paramedic OSHPD training once our Letter ofintentisapproved.

I understand that the scope of the pilot study isrefined to using specific urgent care centers for
Mn-emergentpatientsandalimitof 100 patients (+-). Thislimiti:d number gf patients will
provide excellent information for statiStical analysisand limitthe fiscal impactto our city.

| appreciate your consideration and support of the OC EMS Partners Community Paramedicine
Letter ofintent.

Sincerely,

Interim Fire Chief
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_ Sincerely,

CITY OF HUNTINGtfON BEACH

2000 Main S(reet Phone: (714) 536-5411
California 92648 www.huntingtonbeachca.gov

FIRJ; DEPARTMENT

Patrick Mcintosh
Fire Chief

October 18,2013

Mr. Lou Meyer, Project Manager

Community Paramedicine - Moblle Integrated Health
Emergency Medical Servic.es Authority
Jou.meyer@emsa.ca.gov

Dear Mr. Meyer:

As anintegral member ofthe Orange County EMS System!amlthe Orange County Fire
Chiefs' Association (OCFCA), the Huntington Beach Fire Department (HBFD) supports .the
Community Paramedic concept and proposal submitted by te OCFCA. We are also very
interested inthe potential opportunity to participate Inthis important pilot program.

IfHBFD is included inthe pilot program, we look forward to twelve of our paramedics
beingtrained by OSHPD once our Letterof IntentIsapproved.

My understanding is that the scope of the project is.limited to using sub-acute medical
receiving centers for non-emergent patients and a limit ofl 100 patients (+/-) .50. This
limted number of patients will provide excellent information for statistical analysis and also
limitthe fiscal impact on our city.

| appreciate your consideration and support of the OC'. EMS Partners' Community
Paramedicine Letter of Intent.

Patrici§ Mc!ntds'h
Fire Chief

"Smoke Detectors Save Lives"
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NEWPORT BEACH FIRE DEPARTMENT

P.0. 'lox 1768, 100 C!VIC CENTER DRIVE\ NEWPQRT BEACH, CA 92658-$915
PHONE: (949) 644.3104 WE :itww.nb fd.net

SCOTI'L.'OSTER
Jiire Chief

October 18,2013

Mr. Lou Meyer
Project Manager
Community Paramedicine - Mobile htegrated Health

Emergency Medical Services Authority
lou.mever@emsa.ca. gov

Dear Mr. Meyer:

The Newport Beach Fire Department is committed to exploring alternatives to traditional
fire service bt;1sed emergency medical service. As anintgral member ofthe OC EMS
Partners and the Orange County Fire Chiefs Association (OCFCA), we not only support
the Community Paramedic concept and proposal submitted by the OCFCA, but we ar$
committed to participate Inthis important pilotprogram.

llook forward to up to nine of our paramedicsto be trained by OSHPD once our Letter
of IntentIsapproved.

The Department understands the scop<:J of the project :is limited to using sub-acute
medical receiving centers for nomﬂnergent patients and d limit of 100 patients (+/-) 50.
This limited number of patients WIII provide excellent Infdrmation for statistical analysis
and also limit the fiscal impact on the Department.

| appreciate your consideration and support of the OC EMS Partners' Community
Paramediclne Letter ofIntent.

ScottL. Poster
Fire Chief

SLP:cg
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October 21, 2013

Tony Coppolino, Battalion Chief
Fountain Valley Fire Department
10200 Slater Ave.

Fountain Valley, CA 92708

Dear Chief Coppolino;

Care Ambulance Service is committed to enhancing the delivery of Ethergency Medical Services (EMS)
and to the concept of Community Paramedicine.

Hospital Emergency Department overcrowding is a significant issue it:| Orange County due to the
reductions in hospitals that provide emergency department services and an increasing population using ED
services. :

TheUnited States Census Bureau estimates the population of Orange County to be 3,055,745, making it
the third most populous county in Californiaand largerthan 20 individual U.S. states. Today there are 24
acute care hospitals in Orange County licensed as Paramedic Receiving Centers.

Contrast thatwith thesituation in 1980, when the population of Orange County was estimated atjust
1,931,570, with 33 acute care hospitals providing ED services. Sinceihe creation of the CaliforniaMobile
Health Care Services act, 33 years ago, we have seen Orange County's population increase by over
1,124,175 residents.

Clearly Orange County's ED use is inc,reasing while our capacity to handle that patient load is decreasing.
When you factor the expected additional ED visits from ouraging natfon's baby boomers, itis evident that
traditional ED methodsarenotsustainable forthefuture,

The ability to safely triage and transport EMS pali<;nts to alternative dstinations is an important s$ueto be
studied. With th9 permission of the City of Fountain Valley, Care Amulance welcomes tho oppottunity to
participate inyour pilotstudy.

Bill Weston -Director of Operations

X\ - "\C...:5,.
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St.JosephHealth +

October 16, 2013

Orange County Fire Chiefs

cto Chief Scott Poster

POBox 1768

Newport Beach, CA. 92658-8915

Re: Communiy Paramedics Proposal

Dear Chief Poster:

ThisIsaletter of support ofthe Orange County Fire Chiefs Association pilot study proposalto
starta Community Paramedic Program in Orange County, California.

Covenant Health Network and Hoag Health oversee six emergncy departments and a trauma
center InOrange County. Since emergency care Isthe moste\cpensive care Jn the health care
system, astudy that would use community paramedics to triage and transport patients to
alternative destinations based upon acuity would be helpful to not only our emergency
departments butto Orange County as awhole.

We believe that the Orange County Fire Chiefs Proposal for a Community Paramedic Program
canpossibly relieve overcrowding of emergencydepartments swell asimprove patientcare
while Increasing efficiency by transporting patients to appropriate destinations. We believe that
this collaboration will inspire further Integration amongst health' care providers and work to
secure the much-need.ed pattent continuity of care.

Thank you for your efforts to improve Orange County and i\$ ever changing community needs.

Sincerely,

4d A.

Richard Afable, MD
President & CEO, Covenant Heallh Network
EVP, Southern California Region, St. Joseph Health

Richard Afable, MD, MPH
PRESIDeNr & CEO, COVENAN:r tH ALTH NETWORK
EVP, SOUTHERN ¢.AL_IFciR_NIA Rfi.G-ION, ST, JOSEPH HEALTH

3345 Michelson Prive, Suite 100 ¢ Irvine, CA 92612
T; (949) 381-4019 « F; (949)ISI-4001
Richard,Atu le@st]oo.om

L wwiidtjosorg
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I KAISER PERMAN ENTE,

Orange County Fke Chiefs
o/o Chief Scott Poster
P.O.Box 1768

NewportBeach, CA. 92658-8915

Dear Chief Poster:

Southrn Catifornin P-ert'Onnento ModknJ Group

October14,2013

As afollow-up to ourdiscussion afewweeks ago, larriexcited aboutthe
potential changes .in how we globally care for individuais inthe community that
the Affordable Care Actisdriving. Our Kaiser Permanenteteam looksforwardto
adialoguewithyou and our healthcare colleagues inthe community to explore
options for a different model of partnering and collaboration to relieve
overcrowding of emergency d!!!partments while improving patient care and

transportation efficiency.

Sincerely,

Nancy E Gin, MD.
Area Medical Director

Am.ihel1n Meclic(ll Center
34%0 East L<1. Palroa AvQnu-e
Anaheirn, California 92806
(714) 644-4103

N 1404 {6-13)

ffllina Medic;;il Celltcr
6640 Alton Purkway
Irvine, Califarnl1;1. 9461$
(949) 93255St

APPENDIX A
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L}
P MuMt NALCARE' HIAU'H Svsn;M

October 15,2013

Chief Scott Poster

Orange County Fire Chiefs
P.O.Box 1768

Newport Beach, CA 92658-8916

Dear Chief Poster:

Orange Coast Memorial Medical Center supports The Pilot Study: Transporting

Orange County 911 Non-Emergency Patients to Alternative Destinations through
Public-Private Partnerships.

This project utilizes community paramedics to triage and transport patients to
alternative destinations.

Sincerely,

JI1-"Jcft -

LynnAeq ater, RN,MSN,NEA-BC
Exec!!ltie Director
Cardiovascular/Pulmonary/ED Services

9920 Tolbert Avenue « FountainValley, CA92708 | Phone:1714)378-7000 menlorialcare.org/ot-angecoast
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1! MEMORIAL CARE'
"1111' MEDICAL FOUNDATION

January 31,2014

Chief Scott Poster

Orange County Fire Chiefs
P.O.Box 1768

Newport Beach, CA 92658-8915

Dear Chief Poster:
MemorialCare Medical Foundation supports The Pilot Study: Transporting
Orange County 911 Non-Emergency Patients to Alternative Destinations through

Public - Private Partnerships.

This project utilizes community paramedics to triage and transport patients to
alternative destinations.

Sincerely,

Mark Schafer, M.D.
Chief Executive Officer

APPENDIX A

2742 Dow Avenue < Tustin, CA 92780 Phone: (714) 665-1600 memorialcare.org



November 26, 2013

Catherine Ord, EMS Section Chief
Newport Beach Fire Department
PO Box 1758

Newport Beach, California, 92660

Dear Catherine,

Coastal Family Medicine (DBA Family Care Centers) supports the Office of State Wide Plann‘lng and
Development's Pilot Study; Transporting Orange County 911 Non-Emergency Patients to Alternative
Destinations Through Public-Private Partnerships.

Our organization is committed to relieving overcrowding in the emergency department and improving
patient care by treating patients with a lower acuity status.

Our Urgent Care Centers locations:

1190 Baker Street Costa Mesa, 92626

500 Superior Avenue, Newport Beach ,92663
18255 Brookhurst Avenue, Fountain Valley, 92708

4950 Barranca Parkway, Irvine, 92604

Sincerely,

Joan Baughey, MSN, FNP -C
Clinical Administrator
Urgent Care

Coastal Family Medicine
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
PROTOCOL GUIDANCE

11

111

AUTHORITY:

California Code of Regulations, Title 22, Division 9, Chapter 4; Division 7, Chapter 6;
California Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52, Chapter 3,
Section 1797.114, and Chapter 4, Section 1797.218; Division 107, Part 3, Chapter 3,
Article 1Sections 128125-128195 and 92001-92702

PURPOSE:

To provide guidance on the Orange County Alternate Destination Pilot Project
(OCADPP) approved under the California State EMS Authority (EMSA) Community
Paramedicine (CP) Pilot Project and to outline the criteria for the transport of 9-1-1
patients to an approved Alternate Destination Urgent Care Center (ADUC).

The objectives of the OCADPP include:

1. Ensure approved Alternate Destination Paramedic Trainees (ADPTs) achieve
competency in the role and responsibilities of an ADPT prior to the project
implementation date and maintain competency during the course of the evaluation
period.

2. Ensurethat patients considered for study enrollment receive the following:

e Appropriate field management, including triage and transport to the most
appropriate facility.

e Opportunity to consent or decline consent for enrollment in the study.

e Opportunity to accept or decline transport to an ADUC.

3. Ensure that all ADUCs are capable of meeting the guidelines established for the

purposes of the pilot project and are approved by Orange County Emergency
Medical Services (OCEMS).

4. Evaluate patient and healthcare system satisfaction with extended assessment by
ADPTSs and alternate destination transport and treatment.

5. Determine effect on public safety readiness resulting from extended assessment and
alternate destination transport.

6. Determine differences in healthcare costs for alternate (ADUC) vs. traditional (ERC)
transport for 9-1-1 patients with specified low acuity conditions.

DEFINITIONS:

Community Paramedicine is an evolving concept where paramedic resources are
trained to function in an expanded role to address local healthcare needs; also known as
"mobile integrated healthcare”. In California, there is no existing legislation that
authorizes the practice of this provider level outside of a pilot project approved by the
Office of Statewide Healthcare Planning and Development (OSHPD) under the Health

Workforce Pilot ProH')ects Program. The EMSA CP Pilot Project has been accepted and
approved by OSHPD.

Page 10f 11
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
PROTOCOL GUIDANCE

Transported patient means a patient transported by BLS or ALS ambulance.

Alternate Destinations Paramedic Trainee (ADPT) means a paramedic "trainee" who
has successfully completed EMSA approved training for Orange County Alternate
Destination Paramedics. Minimum qualifications of an ADPT shall include: Orange
County Paramedic accreditation, 2 years experience of paramedic practice within the
Orange County EMS system (4 years experience highly desirable), and employment as
a paramedic with Fountain Valley, Huntington Beach, or Newport Beach Fire
Department.

Alternate Destinations Urgent Care Center (ADUC) means an Urgent Care Center
(UCC) meeting OCEMS guidelines to receive patients under the OCADPP and approved
by OCEMS (Attachment A - OCEMS Guidelines for Urgent Care Centers).

Partner Emergency Receiving Centers (ERCs) refers to the ERCs that are
participating in the OCADPP, which include Hoag Hospitals in Newport Beach and
Irvine, Kaiser Permanente - Irvine, and Orange Coast Memorial.

"Consented" means a patient who has signed an informed consent for enroliment in the
OCADPP.

OC-MEDS refers to the Orange County Medical Emergency Data system, a web-based,
electronic data management system capable of tracking near-real time prehospital care
events from the time 9-1-1 is called through to the discharge of the patient from the
ERC. This system has interoperable capabilities that allow authorized access to ePCR
data by participating EMS provider agencies, ERCs, base hospitals, and OCEMS once
the field user posts it to the cloud. OC-MEDS is owned, operated, and maintained by
OCEMS. The data entered by participating EMS provider agencies is proprietary to that
agency.

V. IMPLEMENTATION AND DURATION:

The anticipated implementation date for the ADPT intervention phase of the OCADPP is
January 1, 2015. The pilot project will be complete when either of the following two
criteriais met:

1. Twenty-four months from the initiation of the pilot project on January 1, 2015, or

2. Enroliment of greater than 200 total patients, including greater than 100 patients
transported to UCCs.

V. NEED FOR PROPOSED PROJECT:

Back in April 1982 when the 9-1-1 system first got its start in Orange County, the intent
of leaders was to address the emergency needs of victims with life-threatening
emergencies. In reality, however, the definition of an emergency from the perspective of
a layperson is subjective and may be skewed from a narrow frame of reference. From

~ Page 2of 11
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
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VI.

VII.

T B S

data analyzed for the three study cities, approximately 17% of the 9-1-1 calls
represented low acuity complaints considered to be non-emergencies that could be
handled at UCCs rather than EDs. The percentage is likely to be in the low range since
this sample included medical conditions that only met the specific criteria for this pilot
study. After polling a partner ED and comparing the costs of a sprained ankle with an
UCC affiliated with the same hospital network, the difference in costs was approximately

$1000 or 23% higher at the ED. After 30 years of experience with the 9-1-1 system,
individuals with non-emergencies will continue to use the system. Perhaps it is time the
system adjusted to accommodate these non-emergencies, to get patients to the right
level of care from the onset.

Existing EMS legislation in California explicitly limits the paramedic scope of practice in
regards to the set of skills and activities performed and the locations in which those skills
and activities may be performed. These limitations require the paramedic to transport all
9-1-1 patients, including those with low acuity conditions, to the ED of an acute care
hospital, which contributes to decreased access to the appropriate level of care,
excessive healthcare costs, and the issues of ED crowding. Alternate Destination
Paramedics can bridge the gap by directing the appropriate 9-1-1 patients with lower
acuity conditions to appropriate facilities such as UCCs. OSHPD's HWPP provides legal
authority for pilot projects such as the OCADPP to temporarily waive licensing laws, so
the safety and effectiveness of ADPTs in making transport decisions for patients with
specific low acuity conditions to approved ADUCs can be evaluated. This closely
monitored process allows for the necessary data to be collected and analyzed which will
serve as the basis for recommending changes to existing statutes and regulations. Since
all EMS first responders in Orange County consist of EMTs and Paramedics, authorizing
an expanded role such as the ADP does not risk supplanting any other healthcare
resources.

MEDICAL CONTROL AND PROJECT MONITORING:

Dr. Samuel Stratton, OCEMS Medical Director has designated Dr. Shira Schlesinger,
University of California-lrvine (UCI) Center for Disaster Medical Sciences (CDMS), as
the principal investigator for the OCADPP. Dr. Stratton will hold primary responsibility for
local medical control related to the project.

LOCAL STEERING COMMITTEE:

A. Theresponsibilities of the local Steering Committee include:

1. Work in collaboration with the EMSA CP Project Manager, Independent
Evaluator and State CP Advisory Committee as necessary throughout the
duration of the pilot project.

2. Ensure appropriate medical control and oversight necessary to ensure patient
safety and quality assurance (QA)/quality improvement (QI) through the following
methods:

Page 3 of 11
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
PROTOCOL GUIDANCE

a. Development of ADPT selection criteria and approval of selected ADPT
candidates.

b. Development of the site specific AD training curriculum, including written and
skills competency testing.

c. Development of OCADPP policies, procedures, and protocols.
d. Development and monitoring of an OCADPP QNQI plan.
e. Development, monitoring, and review of OCADPP.

B. The local Steering Committee will consist of the following members:

e OCADPP Project Manager

e OCADPP Alternate Project Manager

e OCADPP Principal Investigator

e OCEMS Medical Director Designee

e OCEMS Administrator Designee

e OCEMS Physician Specialist

e OCEMS Orange County-Medical Emergency Data System (OC-MEDS) Data
Manager

e Fire Chiefs and EMS Managers from participating fire departments

* Representative from partner hospital networks, ERCs, and UCCs

e Representative from local advocacy groups

VIIl.  PATIENT INCLUSION AND EXCLUSION CRITERIA:

Patients may be considered eligible for ADUC transport based on the following inclusion
and exclusion criteria:

A. Patients with one of the following primary impressions will be eligible for ADUC
transport:

1. Isolated closed extremity injuries
2. Laceration with controlled bleeding
3. Soft tissue injuries

4. |solated fever or cough

B. Patients meeting any of the following criteria will not be eligible for ADUC transport:

1. Age lessthan 18 years

2. Abnormal vital signs, defined as: Heart rate >110 or <50, Respiratory Rate >20 or
<10, SBP <100

3. Additional or secondary impressions that are not within the list above

4. Mechanism of injury that otherwise meets designated trauma center criteria

(OCEMS 310.30-AttachmentB)

Mechanism of injury resultant of assault or other criminal activity

Patient unable to provide consent due to dementia, advanced mental iliness,

altered mental status, intoxication, or language barrier

oo
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IX.

C.
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For the specified primary impressions, patients meeting any of the following criteria
will not be eligible for ADUC transport:

1. Closed extremity injury with significant angulation and/or deformity at the site of
injury

2. Possiblefracture and/or dislocation above the knee

3. Possiblefracture and/or dislocation with overlying laceration

4. Closed extremity injury with evidence of neurovascular dysfunction, including

pulseless extremity, or loss of motor or sensory function

Complex facial laceration or laceration to neck, axilla, or groin

Laceration with exposed bone, tendon, or unable to move distal joints

7. Soft tissue infection and/or injury with muscle tenderness or skin blisters near
area of infection

8. Multiple possible skin infections or area of cellulitis greater than 5% of total body
surface area

9. Isolated fever or cough with SP02 less than 93% on room air

10. Isolated fever or cough with history of dialysis, congestive heart failure, clotting
disorder, cancer on chemotherapy, or organ transplant

o o

PROCEDURES:

A.

Only 9-1-1 first responders employed or contracted by the cities of Fountain Valley,
Huntington Beach, and Newport Beach are patrticipating inthe OCADPP.

Only approved ADPTs may determine that a patient meets eligibility criteria.

Patients meeting eligibility criteria for transport to an ADUC may be consented for
enrollment inthe pilot program.

Only approved ADPTs may consent an eligible patient for enrollment in the pilot
program.

Eligible patients who have been consented for enrollment may be offered transport to
an ADUC rather than an Emergency Receiving Center (ERC).

Patients who are not eligible for ADUC transport by inclusion and exclusion criteria
above, who are not consented for inclusion in the pilot program, or who decline
transport to an ADUC, will be treated and transported per existing protocols (OCEMS
P/P:600.00,230.00, 330.65; OCEMS Treatment Guidelines 1-40: Attachments C-F).

The 9-1-1 first responder escorting the patient to an ADUC will provide a verbal
transfer of care report to the designated receiving facility staff and complete an
electronic prehospital care report (ePCR).

PROTOCOL WORKFLOW DURING BASELINE PHASE OFPILOT:

A.

Dispatch receives 911 call from calling party and dispatches responding unit per
established jurisdictional protocols.

—Igége 5 bf 11
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B. Responding unit arrives on scene, contacts patient, and determines the chief
complaint. If patient complaint is one of the 4 specified primary impressions, the
responding unit will complete the OC-MEDS electronic prehospital care report
(ePCR) including the patient-specific and pilot-specific data in the Alternate
Destinations Pilot Supplemental Questions section (ADP section) on the ePCR run
form. Refer to Attachment G - Screen shot of ADP section.

C. Proceed with field management and transport according to existing policies and
standing orders.

XI. PROTOCOL WORKFLOW DURINGADPT INTERVENTION PHASE OF PILOT:

A. Dispatch receives 9-1-1 call from calling party and dispatches responding units per
established jurisdictional protocols.

B. Responding unit arrives on scene, contacts patient, and determines the chief
complaint. If patient complaint is one of the 4 specified primary impressions, the
responding unit will complete the OC-MEDS ePCR including the patient-specific and
pilot-specific data on the ADP section of the run form.

C. If ADPT is present on the responding unit, and patient complaint is among the
specified 4 primary impressions, ADPT assesses patient and determines whether
patient is eligible for potential transfer to an ADUC rather than to an ERC. If patient is
eligible for ADUC transport, the ADPT offers patient enrollment in study of alternate
destination transport utilizing a standardized script.

a. If patient consents to enrollment and signs electronic consent, contact
information is obtained from patient. Patient is offered transport to ADUC rather
than an ERC.

i. If patient agrees to be transported to ADUC and completes consent forms,
the appropriate  ADUC is determined based on location and patient
preference (if applicable). Operating hours of the ADUC are verified. If
confirmed as open for business, the patient is transported to the ADUC.

1) 9-1-1 first responder escorts the patientto ADUC and delivers transfer of
care report to designated staff at ADUC.

2) ePCR is completed and posted to the OC-MEDS cloud-based database
to be made accessible to the ADUC.

ii. If patient declines transport to ADUC, transport to ERC according to existing
standing orders.

ii. If patient refuses transport by ambulance, have patient sign an electronic
patient refusal/against medical advice (AMA) form. Follow patient refusal
procedures according to existing OCEMS policy.

Page 6 of 11
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XIl.

DOCUMENTATION/DATA COLLECTION/TRANSFER OF DATA DURING BASELINE

AND ADPT INTERVENTION PHASES:

A. 9-1-1 First Responders

1. 9-1-1 first responders (ADPTs, Paramedics, or EMTSs) for the three study cities

3.

shall document all patient-associated and pilot specific data for any patient with
one of the 4 specified primary impressions into the OC-MEDS ePCR during the
baseline and ADPT intervention data collection phases of the pilot project. The
primary impression data elements in OCMEDS have been modified so that
primary impressions correspond to the 4 primary impressions eligible for the pilot
evaluation. By the implementation date of the baseline phase, the ePCR software
will be configured such that the entry of any patient with one of the specified
primary impressions will trigger validation rules for the customized ADP section
onthe OC-MEDS ePCR runform that contains the pilot-specific questions.

Once the ePCR has been completed, it should be posted to the OC-MEDS
cloud-based database so that it will be accessible to the ADUCs, ERCs, and
OCEMS designees.

Authorized service administrators for the 9-1-1 first responder agencies have
access to all OC-MEDS ePCR data that were initiated by their field providers.
OC-MEDS ePCR data are proprietary to the agencies of origin.

B. Receiving FacilitiesIADUCSs or ERCS)

1. Designated staff at ADUCs and ERCs will be authorized to access ePCRs for

2.

patients transported to their faciliies from the OC-MEDS dashboard. The
dashboard is a component of the OC-MEDS software, which provides an online
method for receiving facilities to access copies of ePCRs that have been
completed and posted by 9-1-1 first responders.

ADUCs will not be participating in the data collection until the ADPT intervention
phase of the pilot. Only partner ERCs will be participating in the data collection
during the baseline and intervention phases of the pilot.

Designated staff at ADUCs and partner ERCs will be contacted monthly by
OCEMS designees with a list of incident numbers and service dates belonging to
eligible or enrolled patients that were transported to their facilities. Receiving
centers will enter data relating to eligible patient outcomes (including length of
stay, ED disposition, and diagnosis codes) into the on-line OC-MEDS
ImageTrend Patient Registry. Charges and claims paid associated with the
relevant visit will be estimated for all eligible patients and returned to OCEMS
designee in aggregate for the preceding month, stratified by Primary Impression
(e.g. Average charges for all ED visits by Eligible patients with isolated extremity
injuries seen at partner hospital #1 was $1050 for the month of May 2014).

C. OCEMS Designees/Local Pilot Evaluators

Page 7 of 11
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1. Duringthe baseline and ADPT intervention phases, the OCEMS Designee/ Local
Pilot Evaluators will design and schedule monthly reports to be sent to the State
Pilot Evaluation team. The reports will include data elements accumulated from
the following:

a. Queried prehospital care data for patients entered with the specified primary
impressions fromthe OC-MEDS cloud database

b. Queried patient outcome data from OC-MEDS ImageTrend Patient Registry
data entered by ADUCs and partner ERCs for the pilot.

c. Aggregate transport costs, charges, and claims data from the EMS provider
billing companies.

d. Aggregated charges/claims paid datafrom ADUCs and/or ERCs.

e. For the Pilot Period, patient satisfaction and outcomes surveys conducted 1
week after study enroliment.

2. During the baseline and ADPT intervention phases, OCEMS Designee/Local
Pilot Evaluators will review and analyze OC-MEDS data on a monthly basis.
Furthermore, after IRB approval is granted, de-identified records with increased
detail will be transferred to UCI for further in-depth evaluation.

3. OCEMS Designee/Local Pilot Evaluators will deliver a list of incident numbers
and service dates belonging to eligible or enrolled patients to designated staff at
the ADUCs and partner ERCs on a monthly basis as a request for patient QA
follow-up data.

4. OCEMS Designee/Local Pilot Evaluators are responsible for the evaluation of the
OCADPP based on the objectives listed in section Il of this guidance document
and the data collected.

5. OCEMS Designee/Local Pilot Evaluators will provide scheduled evaluation
reports (see Attachment H - Evaluation Timeline) to be reviewed by the
OCADPP's Patient Safety/Quality Assurance (QA) Committee and OCEMS
Medical Director. Findings will be reported to the Local Steering Committee on a
regular basis for the duration of the evaluation period.

7. All pilot records of patient contacts will be maintained by OCEMS for 2 years.

8. OCEMS Designee/Local Pilot Evaluators will be responsible for obtaining data
use agreements with 9-1-1 first responding agencies, ADUCs, partner ERCs,
OCEMS, and UCI CDMS for more comprehensive evaluation of the pilot program
study data.

D. PatientSafetylssues

Page 8 of 11
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If issues concerning patient safety are identified at any level of the data collection or
data transfer process, they should be brought to the attention of the Patient
Safety/QA Committee and OCEMS Medical Director through the proper chain of
command (Refer to section XII.C.).

E. Pilot Project Data Elements

For all patients eligible for transport during the evaluation period, the following data
will be collected from patient records on monthly basis:

e Primary Impression(s)

« Dispatch level

< ED to which the patients were transported (or other disposition)

* Insurance type (Private, Medicaid, Medicare, Uninsured, Other, Unknown).

e Age

e Gender
e Ethnicity
e Race

e Primary language

e Time metrics for EMS care -dispatch time, time on scene, patient contact
time, left scene time, time at destination, patient transfer of care time, back in
service time

< Initial patient vital signs

e Turn-around interval for ambulance (from dispatch to time returning to service)

< Time on Scene interval (from arrival at patient to commencement of transport)

e Patient Care interval (from arrival at patient to transfer of care to ERC/ADUC
personnel)

« Transport Interval (from scene departure to arrival at ERC/ADUC )

e Trainee involved in care (name/code)

« Trainee assessment of patient appropriateness for ADUC (Y/N)

= Was patient offered study enrollment?

e Cost of EMS response/transport (calculated)

e Charges billed for EMS response/transport

e Claims paid for EMS response/transport

e Length of ERC/ADUC stay

e ERC/ADUC disposition (Discharged, Admitted, Secondary Transfer to ERC,
Left Before Treatment Complete/Eloped)

* ICD-9/ICD-10 codes from ERC/ADUC chart

* Charges billed for ERC/ADUC visit

e Claims Paid for ERC/ADUC visit

- Patient satisfaction scores (Liker! scale questions: in development)

< Number of primary/specialty care contacts in 7 days after enrollment

< Number of Urgent Care visits in 7 days after enrollment

e Number of ERC visits in 7 days after enroliment

* Reason for visit on each ERC visit

e Was patient hospitalized in 7 days after EMS contact? If so, duration of
inpatient stay?

Page 9 of 11
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XIII. QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT:
A. Pilot Project Quality Metrics

1. The following safety metrics have been proposed as thresholds to trigger
temporary or permanent suspension of the pilot program. As these metrics are
proposed on IRB applications for UC Irvine and the OC Healthcare Agency, they
may be altered by feedback from IRS or by consensus of UCI/OCEMS
investigators:

e Total Ql issues: 15%

* Protocol Deviations: 10%

- Patient satisfaction complaints: 15%

< Inappropriate triage disposition decisions: 8% (per report from UCC)

* Need for secondary transfer to ED: 4%

- Patient safety concerns of any nature: 2%

e Adverse event which results in delayed diagnosis of time critical condition (for
example, transporting a "fever" patient who is actually septic to an UCC,
resulting in significant delay to initiation of care and poor outcome for patient):
<1%

Any excess of these thresholds will result in temporary suspension of the
study/program while the issue is addressed, and may result in cancellation
of the program.

2. The following quality metrics will be used to evaluate the field performance of
ADPTSs during the evaluation period:

a. Number of 9-1-1 ambulance transports during study period

b. Number of patients meeting presentation/complaint criteria during study
period

c. Number of hours during which ADPTs were available for dispatch during the
study period

d. Number of 9-1-1 contacts made by ADPT-staffed response units during
ADPT shifts over the study period

e. Number of 9-1-1 contacts mad_eby_A DP T-staffsidresponse units tQpallents
_ ineating presentalion7complaint criteria during study period

3. Scheduled evaluation reports prepared by the local pilot evaluators will be
reviewed by the Patient Safety/QA Committee and OCEMS Medical Director.
Findings will be reported to the Local Steering Committee on a regular basis for
the duration of the evaluation period.

B. Patient Safety/QA Committee

1. The Patient Safety/QA Committee will perform patient safety reviews of 100% of
the cases in which care is provided by an ADPT,

Page 10 of 11
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2. The Patient Safety/QA Committee is responsible for reviewing the evaluation
reports provided by the local pilot evaluators and the QA/QI issues report
provided bythe ADPT Supervisor.

3. Based on these reports and the pilot objectives, the committee in collaborat'lon
with the OCEMS Medical Director, shall analyze the data, identify trends, assess
for root causes, and determine the most appropriate plan for improvement or
course of action, which may include but is not limited to:

a. Evaluate and adjust protocols and objectives as appropriate.

b. Developindividual and/or general education plans.

¢. Recommend suspension and/or termination of pilot project if deemed to be
endangering patient/community safety.

4. Committee will consist of:

Project Manager or designee
Medical Director or designee
OCEMS Administrator ordesignee
Principal Investigator

Fire Department EMS Manager
ADPT Supervisor

~P o0 o

C. Management of Concerns, Complaints, or Patient Safety Issues

1. Any system partner identifying concerns, complaints, or patient safety issues
involving 9-1-1 ALS or BLSfirst responders should notify the ADPT Supervisor.

2. ADPT Supervisor will notify the designated fire department representative and
the Medical Director within 5-7 days of the notification of the occurrence.

3. Designated fire department representative and/or Medical Director will initiate
follow-up with involved ADPT within 5-7 of the notification of the occurrence.

4. Any patient safety issues or unusual occurrences resulting in harm or potential
harm to patients shall be reported to the local project manager, EMSA project
manager, and Medical Director within 24 hours. Medical Director will conduct an
in-depth review and report findings to the Patient Safety/QA Committee. All
patient safety issues will be reported to the local Steering Committee on a regular
basis for the duration of the evaluation period.

5. ADPT Supervisor is responsible for tracking all occurrences and actions taken;
prepares monthly report to be reviewed by the Patient Safety/QA Committee and
the Medical Director. Findings will be reported to the local Steering Committee on
a regular basis for the duration of the evaluation period.

(Attachment |- Management of QA/QI Issues Algorithm)
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OCEMSGUIDELINES FORURGENTCARECENTERS Revised:

11.

111,

V.

AUTHORITY:

California Code of Regulations, Title 22, Division 9, Chapter 4; Division 7, Chapter 6;
California Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52, Chapter 3,
Section 1797.114, and Chapter 4, Section 1797.218; Division 107, Part 3, Chapter 3,
Article 1 Sections 128125-128195 and 92001-92702

PURPOSE:

To provide guidelines for urgent care centers (UCCs) to be approved by Orange County
Emergency Medical Services (OCEMS) to participate in the Orange County Alternate
Destination Pilot Project (OCADPP).

DEFINITIONS:

OC-MEDS refers to the Orange County Medical Emergency Data system, a web-based,
electronic data management system capable of tracking near-real time prehospital care
events from the time 9-1-1 is called through to the discharge of the patient from the
Emergency Receiving Center (ERG). This system has interoperable capabilities that
allow authorized access to electronic prehospital care report data by participating EMS
provider agencies, ERCs, base hospitals, and OCEMS once the field user posts it to the
cloud. OC-MEDS is owned, operated, and maintained by OCEMS. The data entered by
participating EMS provider agencies is proprietary to that agency.

PARTICIPATION:

A. [nitial Approval

UCCs must submit a request to OCEMS to participate in the OCADPP and evidence
of compliance to all the guidelines in this document.

B. Site Visit

1. OCEMS and the Local Project Steering Committee will review the submitted
material, perform a site visit, and meet with appropriate UCC staff. Following the
review, OCEMS will provide its approval decision for participation. The
authorization for participation will extend through the duration of the pilot project.

2. The site visit may include:

a. Visual inspection of ambulance access and path of travel to treatment area in
order to ensure safety and privacy

b. Review of triage policies and procedures

c. Review of emergency equipment

d. Review of staffing matrices and staff competency

C. Change in Ownership/Change in Executive or Management Staff

Implementation Date: 01-01-2014
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OCEMS shall be notified, in writing, at least 30 days prior to the effective date of any
changes in the UCC ownership. Change in ownership may require re-approval by

OCEMS. Personnel changes in executive or management staff shall be
communicated inwriting to OCEMS within 10 days.

D. Denial/Suspension/Revocation of Approval by OCEMS

OCEMS may deny, suspend, or revoke the approval for UCC participation for failure
to comply with any applicable OCEMS guidelines, state and/or federal laws.

V. MEDICAL PERSONNEL/STAFFING:
A. Medical Director
The medical director or designee shall be responsible for:
1. Implementation of established policies and procedures.

2. Providing for qualified staffing of providers (Physician, Nurse Practitioner or
Physician Assistant)

B. Physician

At least one physician must be immediately available during hours of operation.
Availability to the NP or PA may be by phone.

C. Physician Assistants (PA) and Nurse Practitioners CNP)

Scope of practice for PAs and NPs must be clearly delineated and must be
consistent with state regulations.

D. Support Staff

Medical Assistants, Nursing Assistants, Licensed Vocation Nurses, or Registered
Nurses must have current BLS provider certification.

VI. ANCILLARY SERVICES:

UCCs shall have the capability of providing these services:

A. Respiratory therapy treatments

B. Plain x-rays

C. Point-of-care simple laboratory testing for blood and urine

VII. EMERGENCY EQUIPMENT:

Equipment for basic life support, including an automated external defibrillator (AED),
shall be available.

Implementation Date: 01-01-2014
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VIIl.  SYSTEM COORDINATION AND COMMUNICATION:

A. Clearly established policies and procedures for activating the 9-1-1 system in case of
emergency.

B. Clearly established policies and procedures to affect a non-emergency secondary
transfer.

C. Provision of a dedicated telephone line for field notification of arriving patients.

D. Computer with internet capability for accessing OC-MEDS' Dashboard and Patient
Registry.

IX. DATA COLLECTION/RECORDS:
UCCs shall:
A. ldentify OC-MEDS liaison and alternate who shall be responsible for:

1. Providing ongoing education for UCC staff on use of OC-MEDS dashboard.

2. Acting as a liaison between the UCC, Local Project Steering Committee, and
OCEMS for the administration of OC-MEDS.

B. Designate a staff person responsible for providing data on study patients using the
OC-MEDS Patient Registry. Data entered by UCC will not be re-released to other
entities except as authorized or required by law.

C. Provide notification to OCEMS of any study patient requiring a 9-1-1 inter-facility
transport to an acute care emergency department.

X. COMMUNITY RESOURCES:

UCCs shall maintain a list of referral services and facilities. The following resource
listing, including address and telephone number, shall be available within the UCC.

A. Specialty Services

1. Burn centers
2. Re-implantation centers

B. OCEMS designated Emergency Receiving Centers

C. Services
1. Poison control
2. Elder/Domestic abuse referral

3. Sexual assault victim referral

C. County CQ

Implementation Date: 01-01-2014
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1. OCEMS - business and after hours, website
2. Public health services

3. Epidemiology

Implementation Date: 01-01-2014
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Revised: 3/28/11

I.  AUTHORITY:

Health & Safety Code, Division 2.5, Sections 1797.258, 1798, 1798.160-1798.169, and
1798.2; California Code of Regulations, Title 22, Division 9, Chpt 7.

Il.  POLICY:

This policy identifies the types of injuries and situations that require transport of trauma victims to an
Orange County EMS (OCEMS) designated Paramedic Trauma Receiving Center (PRTC).

IIl. DEFINITION of a TRAUMA VICTIM:

A trauma victim is someone who has a blunt or penetrating injury with the presence of any of the
following:

A Abnormal Vital Signs:
= Glasgow Coma Score (GCS) less than 14 (in the presence of head injury)
» RESPIRATION:

AdulVAdolescenV Children®: less than 12 per minute OR greater than 30 per minute

e SYSTOLIC BLOOD PRESSURE:
AdulVAdolescent: less than 90

Children®. less than 80

Note#1 Achildisdefined aslessthanage 13years-old

B. Injuries:

e Penetrating or open injury of the head

e Depressed skull fracture

e Blunt head injury with loss of consciousness greater than 5 minutes

« Penetrating injury to the neck, chest, abdomen, back, or groin

« Penetrating injury to extremity above elbow or knee

e Extremity with poor circulation or without a pulse

« Paralysis or numbness of arm or leg (or suspicion of spinal cord injury)
e Flail chest

* Seat belt bruising or abrasion of neck, chest or abdomen

e Abdominal injury, blunt, with tenderness of 2 or more quadrants

e Fracture of two or more long-bones {femur, humerus)

e Pelvic pain or deformity on palpation (positive barrel hoop exam of pelvis)
 Amputation above the wrist or ankle

e Crushed, degloved, or mangled extremity (excluding only fingers or toes)

C. Mechanism of Injury

* Falls
0 AdulVAdolescent:  greater than 15 feet (one story is equal to 10 feet)®
o Children™: greater than 10 feet or 2-3 times the height of the child’
« High-Risk Auto Crash
o} Passenger space intrusion greater than 12 inches where an occupant
(who would be defined as a trauma victim) is sitting or any occupant in a
passenger seat when there is greater than 18 inches intrusion at any
site within the passenger space.2
0 Ejection (partial or complete) from automobile.
Person who is in same passenger compartment in which atrauma death has
occurred.
o Vehicle telemetry data consistent with high risk of injury

Approved:
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e Auto vs. Pedestrian 2I Bicyclist who is thrown any distance, run-over, or with significant
(greater than 20 mph”) impact
* Motorcycle Crash greater than 20 mph', including "laying bike down"

Note # 2. Heights, speeds and distances are best estimates

D. Special Situations:

Patients with significant injury and any of the following may benefit from specialized trauma services;
contact Base Hospital for destination decision regarding those with injury and:

* Burns

« Victim of Explosion

e Age greater than 55 years or less than 13 years

* Anticoagulati on® and Bleeding Disorders

 End-stage Renal Disease on Dialysis

e Pregnancy greater than 20 weeks

 EMS provider judgment that transport to a PTRC wHI benefit the injury victim

Note# 3. Aspirin, Coumadin, Plavix®, Lovenox®, or states istaking a"blood thinner"

Vl.  DESTINATION DECISIONS:

Base hospital contact is required for all patients described in this policy. Trauma victim destination
is determined by the base hospital.

V. TRAUMATIC RESPIRATORY AND CARDIOPULMONARY ARREST:

At the discretion of the BH physician, trauma patients presenting with any of the following and for
who resuscitation and transport is pursued should be triaged as follows:

< Unmanageable airway Triage to closest PRC
* Traumatic cardiopulmonary arrest Triage to PTRC

Cross-references: OCEMS Ref # 240.10, 390.40, 620.00, 620.07, 620.11, 620.13, 620.14, 635.10, 670.10,
and 900.00; OCEMS Treatment Guidelines # T-05, T-10, T-15, and T-20

Approved: ~o- APPENDIX B-ATTACHMENT B
X /. Implementation Date: 3/28/2011
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I AUTHORITY:

California Health and Safety Code, Division 2, Chapter 2, Article |, Section 1255.1; Division 2.5,
Chapter 2, Sections 1797.67 and 1797.88, and Chapter 6, Article 3, Section 1798.170. California

Cod

e of Regulations, Title 22, Division 9, Chapter 7, Section 100243.

II.  APPLICATION:

This policy defines the requirements that an acute care hospital must meet to be designated as an
Orange County Emergency Receiving Center (ERG).

.  DESIGNATION:
A |nitial Designation

1. Hospitals applying for initial designation as an ERG must submit a request to Orange
County Emergency Medical Services (OCEMS) and evidence of compliance to all criteria in
this policy.

2. OCEMS will review the submitted material, perform a site visit, and meet with appropriate
hospital personnel. Following review, OCEMS will provide its designation decision to the
Facilities Advisory Subcommittee and the Emergency Medical Care Committee for
endorsement or denial of endorsement of designation of up to three (3) years as an ERG.

3. An approved ERG will have a written agreement as described in Section X of this policy
and pay the established Health Care Agency fee.

B. Continuing Designation

1. OCEMS shall review each designated ERC's compliance to criteria at least every three
years, or more often if deemed necessary by the OCEMS Medical Director. ERCs will be
required to submit specified written materials to demonstrate evidence of compliance to
criteria. A site visit may be performed at the discretion of OCEMS.

2. OCEMS shall provide its designation decision to the Facilities Advisory Subcommittee and
the Emergency Medical Care Committee for endorsement or denial of endorsement for
continuing designation of up to three years.

C. Change in Ownership | Change in Executive or Management Staff

OCEMS shall be notified, in writing, at least 30 days prior to the effective date of any changes

in hospital ownership. Change in hospita’ ownership may require redesignation by OCEMS.

Personnel changes in chief executive staff, emergency department (ED) management (ie., ED

physician group, nurse manager) shall be communicated in writing to OCEMS within 10 days.

D. Deniall nsion | Rev ion of Designation EM

1. OCEMS may deny, suspend, or revoke the designation of an ERG for failure to comply with
any applicable OCEMS policy and procedure, state and/or federal laws.

2. The process for an Investigative Review Panel and/or appeal of suspension of revocation
shall adhere to OCEMS Policy and Procedure #640.00 and #645.00.

Approved:

OCEMS P/P: 600.00
Implementation Date: 04/01/2013
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E. Cancellation of Designation | Reduction or Elimination of Services by ERC
1. Designation may be canceled by the ERC upon 30 days written notice to OCEMS.

2. Hospitals considering a reduction or elimination of emergency services must notify the
California Department of Public Health and the Orange County Health Care Agency/EMS a
minimum of 90 days prior to the planned reduction or elimination of services.

IV. HOSPITAL LICENSING and ACCREDITATION:

A. Hospital shall possess a current California Department of Public Health permit for basic or
comprehensive emergency service.

B. Hospital shall maintain accreditation by an accreditation organization approved by the Centers
for Medicare and Medicaid Services (CMS).

C. Hospital shall notify OCEMS verbally and in writing any time the hospital is not in compliance
with any applicable federal and/or state laws, and/or OCEMS policies, indicating the reason(s),
date(s) and time(s) for non-compliance and corrective actions that are being taken. OCEMS
shall determine whether the hospital may continue to receive 9-1-1 patients during the period
that corrective actions are underway.

V. COMMUNITY RESOURCES:

A. Hospital shall maintain a list of referral services and facilities as per state licensing
requirements.

B. The following resource listing (available through OCEMS), including address and telephone
number, shall be available within the ED:

1. . Specialty Centers
OCEMS designated trauma receiving centers

OCEMS designated cardiovascular receiving centers

OCEMS designated stroke-neurology receiving centers

a o T p

OCEMS designated comprehensive children's emergency receiving centers

2. Emergency Recejving Centers and Base Hospitals
a. OCEMS designated emergency receiving centers

b. OCEMS designated comprehensive children's emergency receiving centers
c. OCEMS des'lgnated base hospitals

3. Specialty Services
a. Burncenters

b. Hyperbaricchamber

c. Reimplantation centers

P>
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d. Neonatal intensive care unit

e. Pediatric intensive care unit

4. Services

a. Ambulance transport service (for basic life support, interfacility transport paramedic
and critical care transport)

=4

SIDS services
Poison control
Organ transplant center | tissue bank

Child I elder | domestic abuse referral

- o o o

Sexual assault victim referral

Psychiatric referral services (e.g., Evaluation and Treatment Services /ETS)

= @

HIV referral services

5. County Contacts
a. OCEMS

e During business hours
* After business hours
= Website
b. Orange County Communications

c. Health Care Agency, Public Health Services | Epidemiology

6. Other Resources
a. Currentlupdated copy of OCEMS Policy and Procedure Manual.

b. Current | updated copy of OCEMS ALS and BLS standing orders, clinical procedures
and base guidelines.

c. ALS and BLS provider agencies' designated officer contact information for disease
exposure.

VI. MEDICAL PERSONNEL | STAFFING:

A Medical Director, Emergency Department

1. The medical director shall be a physician:

a. Certified by the American Board of Emergency Medicine (ABEM), American
Osteopathic Board of Emergency Medicine (AOBEM) or the equivalent as determined
by the OCEMS Medical Director.

2. The medical director or his/her designee shall be responsible for:

Approved:

OCEMS P/P: 600.00
Implementation Date: 04/01/2013
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a. Implementation of established policies and procedures.

Providing qualified physician staffing for emergency medical services 24 hours/ day, 7
days/week.

c. Responsibility of providing overall direction of activities of the PA or NP in the
Emergency Department.

B. ED Physician Staffing
At least one physician must be on duty 24 hours/day and all physicians must be:

1. A member of the emergency department staff with defined privileges.
2. Trained and experienced in emergency medicine, as evidenced by:

a. Board Certification by the American Board of Emergency Medicine (ABEM), American
Osteopathic Board of Emergency Medicine (AOBEM) or the equivalent as determined
by the OCEMS Medical Director; or

b. Successful completion of an ABEM, ACGEM or AOA accredited Emergency Medicine
residency within the past three years.

3. Non-ABEM/AOBEM physicians

a. Board certified or board eligible in Family Practice, Internal Medicine, or General
Surgery, and

e Maintain an average of 80 hours per month active emergency department
practice, and

 Maintain current ACLS certification and PALS or APLS certification.

Note: Changes in physician staffing that impact ERC criteria need to be con-
currently reported to OCEMS.

C. Physician Assistants (PA) and Nurse Practitioners (NP) Staffing
1. Maintain current ACLS and PALS or APLS certification.

2. PAs and NPs scope of practice must be clearly delineated and must be consistent with
state regulations.

3. Credentialing procedures for PAs and NPs in the emergency department must meet the
requirements of the local, state and federaljurisdicflon.

D. On-Call Physician Specialists

1. Medical staff bylaws shall describe the obligations of on-call physician specialists, to
include availability and acceptance of patients presenting in an emergency medical
condition, regardless of their ability to pay.

2. Hospital shall maintain a daily roster of the following physician specialists who must be on-
call at all times and available to come into the hospital:

a. Internal Medicine | Family | General Practice

OCEMS PIP: 600.00
Implementation Date: 04/01/2013

Approved: (g
(ki

APPENDIX B-ATTACHMENT C



Orange County EMS Policy/Procedure
Page 5 of 10
EMERGENCY RECEIVING CENTER CRITERIA Orig.Date: 1982
Revised: 04-01-2013

Cardiologist
General Surgeon
Anesthesiologist

Pediatrician

-~ 0 2 o T

Orthopedic Surgeon

Obstetrician* | Gynecologist

@

* Non-OB centers would only be required to have a gynecologist.

3. The following physician specialists may either be on-call as noted above, or the hospital
may have a transfer arrangement with a hospital having an on-call physician in that
specialty:

a. Surgeon with vascular surgery privileges
b. Plastic Surgeon

c. Otolaryngologist

d. Cardiothoracic Surgeon

e. Urologic Surgeon

f.  Ophthalmologist

g. OralSurgeon

E. EDNursing Service

1. A minimum of two Registered Nurses shall be on duty at all times in the Emergency
Department and shall be qualified by training and experience in adult and pediatric
emergency care with sole assignment to the emergency department.

2. Certification
a. All ED nursing staff shall maintain current BLS provider certification.
b. All RNs shall maintain current ACLS provider certification.

Note: A grace period of four months for a newly hired RN is acceptable when at least
one RN on duty inthe ED is ACLS certified

¢. All RN's shall ma'lntain current Pediatric Advanced Life Support (PALS) or Emergency
Nurse Pediatric Course (ENPC) certification or other approved pediatric resuscitation
competency.

Note: A grace period of four months for a newly hired RN is acceptable when at least
one RN on duty inthe ED is PALS/ENPC certified

F. Ancillarv Services

In addition to requirements delineated in Title 22, hospitals shall maintain these emergency
services and care capabilities 24 hours/day, 7 days/week for:

Approved:
OCEMS P/P: 600.00
Implementation Date: 04/01/2013

%Mﬁm@

APPENDIXB-ATTACHMENTC



Orange County EMS Policy/Procedure
Page 6 of 10
EMERGENCY RECEIVING CENTER CRITERIA Orig. Date: 1982
Revised: 04-01-2013

1. In-house radiological services, including technician, with availability of plain x-rays and
computerized tomography; and radiologist on-call.

2. In-house availability of respiratory therapist.

3. Clinical laboratory services with a comprehensive blood bank or access to a community
central blood bank with capability to provide autologous and designated donor blood
transfusions; and must have adequate storage facilities and immediate availability of blood
and blood products.

a. Clinical laboratory services should include a clinical laboratory technologist in-house
and promptly available.

Vil.  EQUIPMENT:

In addition to requirements delineated in Title 22, hospitals shall have immediately available
equipment and supplies necessary for adult and pediatric life support. Sufficient size-specific
equipment to adequately care for pediatric patients shall be available (e.g., An OCEMS approved
length based resuscitation tape, pediatric crash cart, ped'latric emergency med'lcations and supplies
consistent with the most current evidence based recommendations).

Vill. SYSTEM COORDINATION and COMMUNICATION:
A. A designated emergency department staff physician and alternate responsible for:

1. Coordination of ERC hospital activities with the base hospital (BH), regional emergency
advisory committee (REAC), and OCEMS.

2. Representation at a minimum of four (4) REAC meetings per year by the ED medical
director, nurse manager, or designee.

3. Documentation of naotification and education of the emergency department staff on matters
discussed at each REAC and inthe OCEMS newsletters.

4. Notification of the assigned base hospital prehospital care coordinator/physician medical
director and/or OCEMS of concerns or identified problems in the EMS system and delivery
of care by EMS personnel.

B. Emergency Medical Communications Network

The Emergency Medical Communications Network utilizes OCEMS recognized communication
systems to support system coordination of ambulance transported patients and includes, but is
not limited to:

a. Hospital Emergency Administrative Radio (H.E.A.R.)

b. A web based communication application for hospital status, required assessments and
messages, and MCI coordination

c. Dedicated telephone land-line
d. 800 MHz Radio Systems
e. Orange County Medical Electronic Data System (OC-MEDS)

OCEMS P/P: 600.00
Implementation Date: 04/01/2013
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1. Advance notification to all BHs | on the web based communication application whenever
the ERC is on bypass in an approved category and unable to provide standard emergency
services and care; notification to the BHs by the ERC as soon as the situation has returned
to normal. (REFERENCE: OCEMS p/p#310.96)

2. Coordination of casualty and medical resource management through the emergency
medical communications network during a Mass Casualty Incident (MCI) or other regional
emergency.

3. Annual emergency medical communications network in-service for all personnel
responsible for emergency medical communications network operations.

4. Response to unannounced emergency medical communications network tests conducted
by the emergency medical communications network Central Point. (REFERENCE: OCEMS P/P
#853.00).

C. Dedicated telephone land-line in the ED for receipt of patient report from field EMS care
providers.

D. A process to limit the ERC's total annual emergency department diversion hours to a maximum
of six (6.0) percent.

IX. DATACOLLECTION | RECORDS:
Hospital shall:

A. ldentify a OC-MEDS Liaison and alternative responsible for:

1. Providing initial and continuing education to hospital staff on the Orange County
Emergency Medical Data System (OC-MEDS).

Providing administrative support for hospital access to OC-MEDS.
Act as the liaison between the hospital and OCEMS for the administration of OC-MEDS.

4. Provide patient outcome data, when requested, to OCEMS, base hospitals and provider
agencies for patients transported to the ERC/CCERC for evaluation and treatment.

Note: This information will not be re-released to other entities except as authorized or
required by law.

5. Notifying OCEMS of all ambulance interfacility transfers from the emergency department
within 24 hours using the approved notification form.

B. Maintain ability to access Electronic Prehospital Care Reports (ePCR) via the OC-MEDS
Hospital Dashboard.

C. Maintain an emergency department patient log containing at least the following patient
information for all ambulance patients seen (including DOA): name, date, EMS incident
number, time and means of arrival, age, sex, medical record number, nature of complaint, and
time of departure.

D. Provide insurance/billing/incident information on patients transported to the ERC to prehospital
provider agency providing transportation.

E. Complete the Hospital Data Discharge Summary (HODS) for all ambulance transported
patients to the facility and submit within 45 days after the close of the current month.
(REFERENCE: OCEMS P/P #391.10).

Approved: o _ 7,
g ‘mm L OCEMS P/P: 600.00
k : Implementation Date: 04/01/2013
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F. Participate in data collection and evaluation studies conducted by OCEMS.

X. HOSPITAL POLICIES/AGREEMENTS:

The hospital will have a written agreement with OCEMS indicating the concurrence of hospital
administration and medical staff to meet the requirements for ERC program participation as
specified in this policy.

The hospital shall have formal policies which address the following:

A Tracking, storing, and cleaning/decontamination of re-usable equipment and supplies used by
prehospital personnel for patient care.

B. A communicable disease exposure policy for evaluation and treatment (including emergency
chemoprophylaxis when indicated} of emergency medical services personnel following reported
I known exposures, with timely notification to the EMS provider' s Designated Officer and
Orange County Public Health. (REFERENCE: OCEMS p/p#330.96)

C. A written hospital-wide response plan which addresses the steps to be followed and the
appropriate hospital administrative staff to be notified when high patient volume within the ED
necessitates temporary diversion of additional incoming ambulance-transported patients.

(REFERENCE: OCEMS P/P #310.96)

D. A comprehensive external and internal facility disaster response plan which addresses the
following:

1. Decontamination.

Personal protective equipment for hospital staff.

Exercise of the hospital's disaster plan at least annually.

Annual participation in the countywide | hospital net Mass Casualty Exercise.
Annual participation inthe statewide disaster exercises.

Activation of the Hospital Disaster Support Communication System (HDSCS).

N oo o b~ w D

Hospital evacuation and notification of OCEMS for assistance with facilitating resource
management.

E. Aninstitutional response for the evaluation and care of specific patient groups, to include:
1. Pediatric patients, including critically ill pediatric patients.
2. Patients with acute myocardial infarction.
3. Patients with stroke or stroke symptoms.
4

Patients identified as trauma victims.

OCEMS P/P: 600.00
Implementation Date: 04/01/2013
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LISTOF EMERGENCY RECEIVING CENTERS Orig. Date: 1/1984
Revised: 4-1-13

HOSPITAL
1. Anaheim Regional Medical Center
2. Chapman Medical Center
3. Children's Hospital Orange County (Pediatric Patients)
4, Coastal Communities Hospital
5. Fountain Valley Regional Hospital
6. Garden Grove Hospital and Medical Center
7. Hoag Hospital - Irvine
8. Hoag Memorial Hospital Presbyterian
9. Huntington Beach Hospital
10. Kaiser Permanente Medical Center - Anaheim
11. Kaiser Permanente Medical Center - Irvine
12. La Palma Intercommunity Hospital
13. Los Alamitos Medical Center
14. Mission Hospital Regional Medical Center
15. Mission Hospital - Laguna Beach
16. Orange Coast Memorial Medical Center
17. Placentia-Linda Hospital
18. Saddleback Memorial Medical Center-Laguna Hills
19. Saddleback Memorial Medical Center - San Clemente
20. Saint Joseph Hospital
21. Saint Jude Medical Center
22. UCI Medical Center
23. West Anaheim Medical Center
24, Western Medical Center/Anaheim
25. Western Medical Center/Santa Ana

Approved:

I\ v e 1 P/P: 230.00
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*PATIENT REFUSAL OF PREHOSPITAL CARE AND | OR Page 1of 3

TRANSPORT AGAINST MEDICAL ADVICE (AMA) Orig. Date: 5/93
Revised: 9-30-93

AUTHORITY:

California Health and Safety Code, Division 2.5, Sections 1797.220, 1798.

APPLICATION:

This policy defines criteria and establishes guidelines to be followed when a patient refuses
prehospital emergency medical evaluation, treatment and/or transport.

DEFINITIONS:

"Competent" means the patient has the capacity to understand the circumstances
surrounding his/her illness or impairment, and the risks associated with refusing treatment or
transport. The patient is alert and his/her judgment is not significantly impaired by illness
and/or injury.

"Emancipated minor* means an individual under the age of 18 years who is married, on active
duty in the military, 15 years or older living separate and apart from his/her parent(s), or 14
years or older and emancipated by declaration of Superior Court.

"Patient .not requiring transport” or 'release at scene” means a patient who, after a
complete assessment by an emergency medical technician (EMT), does not appear to have a
medical problem which requires the immediate treatment and/or transportation capabilities of
the EMS system.

"Patient refusing care against medical advice (AMA)" means a competent patient who is
determined by an EMT or base hospital (BH) to have a medical problem which requires tie
immediate treatment and/or transportation capabilities of the EMS system, and who has been
advised of his/her condition and the known and unknown risks and/or possible complications of
refusing medical care, and who still declines medical care.

"5150" means a patient who is held against his/her will for evaluation under the authority of
Welfare & Institutions Code 5150 because the patient is a danger to him/herself, a danger to
others, and/or is gravely disabled, e.g., unable to care for self. This written order may be placed
by a law enforcement officer, County mental health worker, or an emergency physician certified
by the County Mental Health Department to place an individual on a 5150 hold.

GUIDELINES:

In the prehospital setting of the sick and injured patient, these guidelines may be interpreted
and applied broadly. EMTs should err on the side of providing patient care, even if the patient is
later found to have the capacity to refuse care. Patients likely to have a serious medical
problem should be evaluated more carefully for their decision making capacity.

A. A competent adult or an emancipated Olinor has the right to determine the course of
his/her own medical care and shall be allowed to make decisions affecting his/her
medical care, including the refusal of care.

Italicized Text Identifies Quotations from an Authority Outside the Orange County EMS.

Approved:

oy NN P/P: 330.65
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B. Spouses or relatives, unless they are a legal representative, cannot necessarily consent
to the refusal of care for their spouse or relative. They may provide insight into what an
incapacitated relative would desire, and are most often used as surrogates for decision-
making when patients are incompetent, but these decisions frequently must be made in
the hospital. Patients less than 18 years dd must have a parent or legal representative
present to refuse evaluation, medical care, and/or transport, unless they are an
emancipated minor. The parent must be competent to make this decision. If the parent's
decision seems to grossly endanger the child, or the parent does not appear to be
competent, BH contact should be made.

C. The EMT must evaluate and document the patient's ability to comprehend and whether
his/her ability to do so is impaired by the medical condition.

1. The EMT should assess the patient with particular attention to-. 1) The patient's
complaint or the reason for the call, 2) any important circumstances surrounding
the call for assistance, 3) significant patient medical history, and 4) complete
physical assessment including vital signs and mental status. This should include
evaluation for signs of drug and/or alcohol use/intoxication; physical or mental
conditions affecting judgment such as injury, developmental disability, or mental
illness. Examples of conditions affecting the patient's decision making capacity are
significantly altered level of consciousness or blood pressure, hypoxia, severe pain,
etc.

2. The EMT should establish to the best of his/her ability what treatment the patient
requires, the potential risks/consequences of the patient's refusal of care, and
should communicate to the patient the benefits and risks of the proposed medical
care/ transport. The EMT should make a determination regarding the patient's
decision-making capacity, ascertain that the patient understands the
risks/consequences of refusing medical attention, why the patient is refusing care,
and present to the patient alternatives for obtaining care/transport or modification of
services offered, and attempt to overcome the patient's objections, if reasonable.
Any evaluation, including BH contact, should be more detailed for conditions the
EMT believes are potentially serious.

D. Patients who have attempted suicide, verbalized suicidal intent, or when other factors
lead the EMT to suspect suicidal intent, should be regarded as not competent.

E. The BH should be contacted for patients meeting BH contact criteria. If the patient
refuses treatment and/or transport and there is some question on the part of field
personnel as to the capacity of the patient, BH consultation should be obtained prior to
leaving the scene.

F. Release at Scene
A patient who meets the criteria for release at the scene rnay be released by an EMT.

However, the patient should be advised, if applicable, to seek alternative medical care. If
the patient requires additional medical advice, the BH should be involved.

Approved:
VP IR P/P: 330.65
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G. When a patient exhibits signs of being a danger to him/herself or others, or is gravely

disabled and cannot simply be treated and/or transported, the EMT should notify the

proper authorities to obtain a 5150, and remain with the patient until authorities have
made such a determination. Patients on a 5150 hold cannot be released at the scene.

H. If the BH and/or EMT determine(s) that the patient is not competent to refuse evaluation
or transport, the following alternatives exist:

1. The patient should be transported to an appropriate facility under implied consent.
In this case, a 5150 hold is not necessary.

2. Ifthe BH determines it is necessary to transport the patient against his/her will and
the patient resists Or the EMT believes the patient will resist, the EMT shall call for
police assistance in transporting the patient. The police may consider the
placement of a 5150 hold on the patient, but this is not required for transport.

NOTE: At no time are field personnel to put themselves in danger by attempting
to transport or treat a patient who refuses. At all times, good judgment should be
used and appropriate assistance obtained.

V. DOCUMENTATION:

A prehospital care report (PCR) and a patient release form must be completed for each incident
of patient refusal of emergency medical evaluation, care and/or transportation.

The EMT should ensure documentation includes patient history and assessment, a description
of the patient which clearly indicates his/her decision-making capacity, why the patient is
refusing care, a statement that the patient understands the risks/consequences of refusing
medical attention, any alternatives presented to the patient, and BH contact (if performed).

After advising the patient and witness( es) regarding the adverse consequences of refusing
medical care, obtain the signature of the patient and one witness on the patient release form.
Preferably the witness should be a member of the patient's family if available at the scene.

If the patient is a minor, the parent or legal guardian should sign the patient release form.

If the patient refuses to sign the patient release form, that fact should be documented on the
form. The release should include the run number assigned by the BH (if contacted), and the
signature of the field personnel and witnesses.

A PCR for a patient refusing care shall be reviewed by the provider agency in accordance with
their quality improvement plan. The patient release form and the PCR must be sent to the base
hospital.

Approved:
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BASE CONTACT AND TRANSPORT CRITERIA (ALL AGES) Revised: 910212014

BASE HOSPITAL CONTACT:

Base Hospital contact is encouraged and appropriate at any time an OCEMS accred ited paramed ic determines
there is a benefit or need to do so.

Base Hospital (BHI Contact Criteria:

Base Hospital contact is required for the following:

Patients with unstable vital signs for whom there is not an applicable Standing Order. Unstable vital signs
are defined as:

Adult/Adolescent Newbornthrough 2 years
Pulse (bpm) <50 or>130 <60 or >200
Respirations (resp/min) <12 or >26 <12 or >50
Systolic blood pressure (mm Hg) <90 <80

All persons identified in Standing Orders (SO) as requiring base contact. Base contact must be enacted
prior to the initiation of transport when required by SO.

Persons transported by paramedics as per P/P #670.10, Interhospital Emergency Patient Transfer
Guidelines. Final destination is determined by the Base Hospital Physician.

Patients for whom a 12-lead ECG is performed who request to sign out AMA for transport.
Children with ALTE symptoms for whom caretaker requests to sign out AMA for ALS or BLS transport.
Mass Casualty Incidents (MCI) for receiving ERC/PTRC destination.

Cardiovascular Receiving Center (CVRC) patientsto determine destination foranopencardiac
catheterization laboratory.

Patients who meet Trauma and Stroke-Neurology Center criteria.
Burn and Replant Criteria patients to determine which center is available for receiving acute cases.
Automatic Internal Defibrillator "firing" or defibrillating two or more times in less than fifteen minutes.

Triage decisions in which Base Hospital contact may assist field personnel, such as ALS level refusal of care
when there is a question of patient mental capacity.

ALS STANDING ORDERS (SQt (Applies t0 ALS provider agencies approved to use Standing Orders)

SO are field medical orders for specific medical conditions. SO may be used by on-duty OCEMS
accredited paramedics while workingfor an SO approved ALS provider agency.

Base Hospital contact should be made when indicated in a specific SO. At times, patients may require

care not specified in SO or care beyond that given using SO; wheh treatment is needed beyond that
provided by a SO, BI-I contact sliould be established for further on-line medical direction and orders.

When BH contact is made; further medical orders come from the BH. If base contact is discontinued after
making contact, the appropriate SO may be initiated or resumed as necessary with no further BH contact.

Approved:

TxGuide2014:
Implementation Date: Sept 2, 2014
OCEMS copyright© 2014
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= |faSOdoes notrequire BHcontactforan ALS level call,the paramedic may escort a patienttothe
appropriate ERC without contacting a BH.

PROCEDURES PRIOR TO BASE HOSPITAL CONTACT: (Applies to ALS Provider Agencies that are N0t approved to
use Standing Orders)

= Procedures Prior to Base Contact (appendix ff I-40(A1) and |-40(A2)) are protocols that allow paramedics
who are notoperating on SO to initiate time-critical procedures priorto BH contact.

TRANSPORT:

Persons who have stable vital signs or who do not meet Trauma, Burn, Cardiovascular or Stroke-Neurology
Receiving Center criteria may requestand be transported to their preferred receiving center.

Whenareceiving centerisknownto be on ReddiNetemergency department diversion status, neither BLS nor
ALS cases areto betransported to that facility until the facility is off diversion.

-7 Persons who meet Trauma, Burn, Cardiovascular, or Stroke-Neurology Center triage criteria should be
ALS transported to an appropriate specialty center as determined by BH contact.

- Persons meeting Cardiovascular or Stroke-Neurology Receiving Center triage criteria with
stable vital signs and who are mentally competent may sign AMA to be transported to their
preferred hospital (if not diverting patients) which may or may notbeaCVRC or SNRC.

An OCEMS Base Hospital hasfinal authority to determine transport destination to an OCEMS ERC (including
determinationto route a patientto a ERC or specialty center that has declared itis on diversion).

Special Circumstances:

eX.ii! assault victims must be transported to the most accessible open ERC based an OCEMS triage criteria. If
asexualassaultvictim hasinjuriesthatmeet Trauma Triage Criteria, BH Contact should be made to determine
iftransport to a PTRC is indicated.

Legally detained persons requesting or in need of medical care will be managed by appropriate OCEMS
policies and guidelines. "Medical Clearance" or medical screening requires a complete emergency
department orjail intake center medical evaluation and is not afield procedure. Detained personswho are
mentally competent may refuse medical care and sign AMA per P/P #330.65.

PrggQ2ntwomen inth. 2" or 3" trinester (greater than 20 weeks) with signs or symptoms of labor will be
ALSescortedtoanappropriate ERC.

Hospice patientsthat are beingtransported from a health facility (Inter-facility transport) to their hospice site
should continue to be transported tothe hospice site ifthey become unstable.

Approved: _ TxGuide2014:

Implementation Date: Sept2,2014
OCEMS copyright©2014
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= First responding 91:BLS units may transport unstable medical cases to the nearest ERC ifthe estimated time
for ALS arrival exceeds 911-BLS transport time ta the ERC. First responders may expedite immediate
transport of an infant/small child near-drowning victim to the most accessible ERC.

= Any patient who meets Base Hospital Contact Criteria described above must be referred to an ALS responder
(either 911or IFT-ALS) when encountered by a non-911BLS provider team.

ALS ESCORT:

< Paramedic escort, with on-going assessment of medical condition, to an appropriate OCE MS facility is required
for persons with unstable vital signs (see above) or as specified by an applicable SO.

= Paramedic escort is required when an ALS medication or procedure has been provided under SO (except for
special circumstances defined for MCIs).

= Paramedic escort is required for Cardiovascular, Stroke-Neurology, and Trauma triaged specialty patients.

= Any female of childbearing age (including adolescents) with vaginal bleeding and abdominal pain who has an
irregular, or has missed a period should be considered as high-risk and escorted ALS.
-7 Certain symptoms increase the risk of ectopic pregnancy. Use extra caution if the woman has
any of the following:
— Orthostatic hypotension
- Vomiting
- Receiving fertility treatment

Approved: TxGuide2014:
Y=, _ Implementation Date: Sept 2, 2014
_ ki o OCEMS copyright © 2014
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OC-MEDS ePCR Run Form
Alternate Destination Pilot Supplemental Questions Section

1 |s patient hasbeen flagged as a potential candidate for the "Alternate Destination" Pilot.

Please answer each of the following supplemental questions below.

- ] AD Pilot: Primary
AD Pilot: Race | 11 [O\] Language
AD Pilot: I—B |s 2|

Ethricity
Answer"red boxed" questions below.

Laceration with Controlled Bleeding (bleeding control

Closed Extremity - njury with no more than direct pressure)

AD Pilot: Significant angulat!on/ AD Pilot: Complex facial laceration or
deformity at site of injury? laceration to neckfaxilla/groin?

AD Pilot: Laceration with -exposed L
bone/tendon,or unable t0 move distal

joints?

AD Pilot: Poss!ble fracture/dislocation
above knee?

AD Pilot: Posslb.le fracture/dislocation
with overlying laceration?

AD Pilot: Pulseless extremity, or unable
to moveffeel limb beyond injury?

Soft Tissue njury/Infection bolated Fever or Cough

AD Pilot: Muscle tenderness or skin ifilot: SP02 lessthan 93% onroom

blisters near area of infection? I
AD Pilot: Multiple possible skin . . . .

. . . Pilot: History of dialysis, hear
infections or areaa of cellulitis greater fAéIRure,cc):ﬁottlﬁtgo |s%r ear}/%rs’ca%%etr on N/

than 5% body surface area? - chemotherapy or organ transplant?
Please answer the "Method of Payment"
supplemental question below.

AD Pilot: Method of |

OCADPP 2015-5-10 APPENDIX B-ATTACHMENT G |1




ORANGE COUNTY ALTERNATE DESTINATIONS PILOT PROJECT

Evaluation _Timeline

1. Completion of months 3,9, 15, and 21 report

a.

d.

Summary of transports delivered over previous 3 months (i.e. number
of patients assessed, enrolled, and transported to ADUCs and/or
partner ERCs.

Cumulative summary from time O of these same numbers.

Any issues that have arisen in the 3 month period and how these
have been addressed.

Data oversight and safety report.

2. Completion of months 6 and 18 reports to include (4 pages, brief
summary):

a.

Summary of transports delivered over previous 6 months (i.e. number
patients assessed, enrolled, and transported to ADUCs and/or partner
ERCs.

Cumulative summary from time 0 of these same numbers.

Any issues that have arisen in the 3 month period and how these
have been addressed.

Updated time statistics for time on scene, transport time, and total
turn-around time.

Presentation of any adverse events for patients enrolled in study, as
well as discussion of whether adverse event could be considered
attributable to study enrollment.

3. Completion of months 12 and 24 report

a.

Summary of Transports delivered over previous 12 months (i.e.
number patients assessed, enrolled, and transported to ADUCs
and/or partner ERCs.

Cumulative summary from time 0 of these same numbers.

Any issues that have arisen in the 3 month period and how these
have been addressed.

Updated time statistics for time on scene, transport time, and total
turn-around time.

OCADPP 2014-5-10 APPENDIX B-ATTACHMENT H



e. Presentation of any adverse events for patients enrolled in study, as
well as discussion of whether adverse event could be considered
attributable to study enroliment.

f. Analysis of cost data collected thus far in study.

4. Final Report, at completion of study

a. Cumulative summary of patients seen in study period, patients
enrolled, assessed and transported with demographic comparison.

b. Disposition of patients enrolled in study

c. Relative costs of patient care for patient transported to ADUC by
ADPTs and/or transported to partner ERCs by non-ADPTs

d. Patient satisfaction data
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Quality Assurance Category
Definitions and Examples

Patient Safety Issue - Any concern or issue resulting in harm or potential harm to the
patient.

Examples of include but not limited to: perceived mis-triage of acute patient to ADUC,
delay in transport of acute patient.

*If iniurv occurs as aresult of any of the cateqgories notification to the
Medical Director with 24 hoursis required.

Patient Satisfaction Issue - Anytime the patient states a dissatisfaction of services
provided anywhere along the continuum of care.

Examplesofthisinclude butnotlimitedto: complaints ofthe waitat ADUC or ERC,
complaints of the triage decision of the medics, complaints of line of questioning during
field triage.

Protocol Deviation Issue - Any time the pilot study protocol is not followed or putin
guestion by any system partner along the continuum of care.

Examplesinclude butare notlimitedto: Undertriaging of potential study candidate,
ADUC accepts patient that does not qualify for study.

*Requires notification to medical director within 5-7 days

System Partnersinclude: 9-1-1ALS and BLSfirst responders, ADPTSs, Fire
Department Administrator staff, Patients, ADUC staff, ERC staff,local Steering
Committee members, Pilot Study working group members, OCEMS staff

OCADPP 2014-5-10
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
OCEMS GUIDELINES FORURGENT CARE CENTERS

ottt s ol

V.

AUTHORITY:

California Code of Regulations, Title 22, Division 9, Chapter 4; Division 7, Chapter 6;
California Health and Safety Code, Division 2.5 Chapter 2, Section 1797.52, Chapter 3
Section 1797.114, and Chapter 4, Section 1797.218; Division 107, Part 3, Chapter 3,
Article 1 Sections 128125-128195 and 92001-92702

PURPOSE:

To provide guidelines for urgent care centers (UCCs) to be approved by Orange County
Emergency Medical Services (OCEMS) to participate in the Orange County Alternate
Destination Pilot Project (OCADPP).

DEFINITIONS:

OC-MEDS refers to the Orange County Medical Emergency Data system, a web-based,
electronic data management system capable of tracking near-real time prehospital care
events from the time 9-1-1 is called through to the discharge of the patient from the
Emergency Receiving Center (ERG). This system has interoperable capabilities that
allow authorized access to electronic prehospital care report data by participating EMS
provider agencies, ERCs, base hospitals, and OCEMS once the field user posts it to the
cloud. OC-MEDS is owned, operated, and maintained by OCEMS. The data entered by
participating EMS provider agencies is proprietary to that agency.

PARTICIPATION:

A |nitial Approval

UCCs must submit a request to OCEMS to participate in the OCADPP and evidence
of compliance to all the guidelines in this document.

B. Site Visit

1. OCEMS and the Local Project Steering Committee will review the submitted
material, perform a site visit, and meet with appropriate UCC staff. Following the
review, OCEMS will provide its approval decision for participation. The
authorization for participation will extend through the duration of the pilot project.

2. The site visit may include:

a. Visual inspection of ambulance access and path of travel to treatment area in
order to ensure safety and privacy

b. Review of triage policies and procedures

c. Review of emergency equipment

d. Review of staffing matrices and staff competency

C. Change in Ownership/Change in Executive or Management Staff

Page 1 of 4
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ORANGE COUNTY ALTERNATE DESTINATION PILOT PROJECT -
OCEMS GUIDELINES FORURGENT CARE CENTERS

OCEMS shall be notified, in writing, at least 30 days prior to the effective date of any
changes in the UCC ownership. Change in ownership may require re-approval by
OCEMS. Personnel changes in executive or management staff shall be
communicated in writing to OCEMS within 10 days.

D. Denial/Suspension/Revocation of Approval by OCEMS

OCEMS may deny, suspend, or revoke the approval for UCC participation for failure
to comply with any applicable OCEMS guidelines, state and/or federal laws.

V. MEDICAL PERSONNEL/STAFFING:
A. Medical Director
The medical director or designee shall be responsible for:
1. Implementation of established policies and procedures.

2. Providing for qualified staffing of providers (Physician, Nurse Practitioner or
Physician Assistant)

B. Physician

At least one physician must be immediately available during hours of operation.
Availability to the NP or PA may be by phone.

C. Physician Assistants (PA) and Nurse Practitioners (NP)

Scope of practice for PAs and NPs must be clearly delineated and must be
consistent with state regulations.

D. Support Staff

Medical Assistants, Nursing Assistants, Licensed Vocation Nurses, or Registered
Nurses must have current BLS provider certification.

V1. ANCILLARY SERVICES:

UCCs shall have the capability of providing these services:

A. Respiratory therapy treatments

B. Plain x-rays

C. Point-of-care simple laboratory testing for blood and urine
VII. EMERGENCY EQUIPMENT:

Equipment for basic life support, including an automated external defibrillator (AED),
shall be ava'ilable.
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IX.

 SYSTEM COORDINA
A.

ON_AND COMMUN

ON:

Clearly established policies and procedures for activating the 9-1-1 system in case of
emergency.

. Clearly established policies and procedures to affect a non-emergency secondary

transfer.
Provision of a dedicated telephone line for field notification of arriving patients.

Computer with internet capability for accessing OC-MEDS' Dashboard and Patient
Registry.

DATA COLLECTION/RECORDS:

UCCs shall:

A.

Identify OC-MEDS liaison and alternate who shall be responsible for:

1. Providing ongoing education for UCC staff on use of OC-MEDS dashboard.

2. Acting as a liaison between the UCC, Local Project Steering Committee, and
OCEMS for the administration of OC-MEDS.

. Designate a staff person responsible for providing data on study patients using the

OC-MEDS Patient Registry. Data entered by UCC will not be re-released to other
entities except as authorized or required by law.

Provide notification to OCEMS of any study patient requiring a 9-1-1 inter-facility
transport to an emergency department or for inpatient admission.

COMMUNITY RESOURCES:

UCCs shall maintain a list of referral services and facilities. The following resource
listing, including address and telephone number, shall be available within the UCC.

A.

Specialty Services

1. Burn centers
2. Re-implantation centers

OCEMS designated Emergency Receiving Centers

Services

1. Poison control

2. Elder/Domestic abuse referral
3. Sexual assault victim referral

County Contacts
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1. OCEMS - business and after hours, website
2. Public health services

3. Epidemiology
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ORANGE COUNTY FIRE CHIEFS ASSOCIATION
ALTERNATE DESTINATION PILOT STUDY

Orange County Alternate Destination Support Paramedic
Curriculum Framework
OC Version 1.15/12/2014
e Additional curriculum framework objectives and competencies shall
be defined by local pilot site.
e All instruction must be Instructor-led.
e Estimated time to achieve objectives-8 -16 hours.

m1111m1111111111111roon1 im1111121 110 I 2HITNIBIL L

1 Role of the Paramedic in the Pilot Project Site

Goal (Total: 45 min)
1. The student will understand and analyze their role in the pilot
program for alternate destination transportation in Orange County.

Objectives & Summary
1.1. The paramedic will be able to discuss the statewide community
paramedicine pilot project and the associated requirements. (20 min)

e 1.1.1. Definition of mobile integrated health care and community
paramedicine

e 1.1.2. History of community paramedicine

e 1.1.3. Report on California study entitled, "Community Paramedicine:
A Promising Model for Integrating Emergency and Primary Care"

e 1.1.4. Office of Statewide Health Planning and Development
(OSHPD), Health Workforce Pilot Projects

e 1.1.5. Role of the California Emergency Medical Services Authority

e 1.1.6. Health and Safety Code Statutory Requirements
http://www.osh pd.ca.qov/HWDD/ pdfs/HMPPPregs. pdf

e 1.1.7. Data requirements

e 1.1.8. Community Health partners

e 1.1.9. List of local Community Paramedicine pilot projects approved
by EMSA and HWPP Program

OCADPP Revised: 2014-5-12 . ) 1
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1.2.

1.3.

The paramedic will be able to discuss the Orange County (OC)
Community Paramedicine pilot project and the associated
requirements. (15 min)

1.2.1 Identify lead agency, project manager, community partners, and
other involved stakeholders

1.2.2. Goals of Orange County Community Paramedicine pilot project
1.2.3. Significance of conducting concurrent research with the intent
of being published by peer reviewed journals

1.2.4. Purpose of IRB approval and additional requirements needed
for this process

1.2.5. Paramedic eligibility

1.2.6. Community Paramedicine Curricula: Full Community
Paramedicine core curriculum, local curriculum, and Alternate
Destination only curriculum

The paramedic will be able to differentiate between state and local
governance and medical control and discuss the requirements for
local medical oversight in regards to the OC Community
Paramedicine pilot project. (10 min)

1.3.1. Role of EMS Authority

1.3.2. Role of Local EMS Agency and LEMSA Medical Director (or
designee)

1.3.3. Role of Project Medical Director (Principal Investigator)
1.3.4. Role of Alternate Destination Paramedic Supervisor

1.3.5. Offline medical direction, both prospective and retrospective
1.3.6. Online medical direction, as it applies to the OC pilot program
1.3.7. 100% retrospective review of patients

Competency demonstrated by passing a written exam, taken individually with
8090 or higher.

2 Overall Study Design of the OC Pilot Project

Goal (Total: 45 min)

2. The paramedic will understand the overall description and design of

the OC pilot project.

OCADPP Revised: 2014-5-12
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Objectives and Summary
2.1 The paramedic will be able to discuss the operational methodology of
the OC pilot project. (15 min)
* 2.1.1. Deployment of Alternate Destination Paramedics
e 2.1.2. Flowchart of field interaction from dispatch to disposition of
patient
e 2.1.3. Define criteria for eligible, enrolled, and transported patients
and use of OCMEDSs alternate destination pilot study ePCR tab
* 2.1.4. Proposed sample size
e 2.1.5. Pilot study evaluation period

2.2. The paramedic will be able to discuss the policies and procedures
and protocols for the OC pilot project. (30 min)
e 2.2.1. Policies and procedures
e 2.2.2. Medical protocols
e 2.2.3. Inclusion and exclusion criteria
Competency demonstrated by passing a written exam, taken individually with
8070 or higher.

3 Assessing Patients for Inclusion in OC Pilot Project

Goal (Total: 1 hr 15min)
3. The paramedic will understand how to assess and identify patients
for inclusion in the pilot project and make alternate destination
decisions.

Objectives and Summary
3.1. The paramedic will understand how to perform a focused history and
physical assessment of a patient in order to determine appropriate
entry into the alternate destination portion of the study. (60min)
e 3.1.1. Detailed history taking for the patient population
e 3.1.2. Detailed physical assessment for the patient population
e 3.1.3. Patient eligibility and study inclusion criteria
e 3.1.4. Patient exclusion criteria

3.2. The paramedic will be able to describe the available urgent care
clinics. (15 min)
e 3.2.1. Capabilities of the urgent care clinics
e 3.2.2. Limitations of the urgent care clinics

OCADPP Revised: 2014-5-12
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» 3.2.3. Special requirements for use of the urgent care clinics

» 3.2.4. Restrictions of the urgent care clinics, including hours of
operation

e 3.2.5. Communication and advance notification

Competency demonstrated by passing a written exam, taken individually
with 8090 or higher.

4 Alternate Destination Processes

Goal (Total: 2 hr 40 min)
4. The paramedic will understand the additional processes required to
implement alternate destination procedures successfully.

Objectives and Summary
4.1. The paramedic will utilize appropriate methods for interacting
sensitively, effectively, and professionally with persons from diverse
cultural, socio-economic, educational, racial, ethical and professional
backgrounds, and persons of all ages and lifestyle preferences. (40
min)
* 4.1.1. Definition of culture and how it impacts health
* 4.1.2. Risks of stereotyping
e 4.1.3. How to develop and utilize cultural competence and awareness
as a paramedic
e 4.1.4. Culturally competent communication strategies when
interacting with patients, family, friends, healthcare partners, and
healthcare colleagues

4.2. The paramedic will be able to describe and discuss the various types
of healthcare insurance plans or methods of payment. (60 min)
e 4.2.1. Affordable Health Care Act
e 4.2.2. Medicare
e 4.2.3. MediCaid/Medi-Cal
e 4.2.4. PPO
e 4.2.5. HMO
e 4.2.6. Uninsured
e 4.2.7. Private pay

4.3. The paramedic will understand how to provide information that allows

4
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4.4,

4.5.

the patient to make informed consent. (2 hrs)

4.3.1. Definition of informed consent

4.3.2. Components necessary to achieve informed consent
4.3.3. Ineligibility for informed consent (i.e. mental status, age,
communication barriers)

4.3.4. Declined consent

4.3.5. Review of study consent

4.3.6. Consent documentation

The paramedic will be able to discuss the required documentation for
the alternate destination pilot project. (60 min)

4.4.1. Policies and procedures

4.4.2. Data collection

The paramedic will understand how patient safety and quality
improvement are measured in the pilot project. (20 min)

4.5.1. Patient safety outliers, including remediation or project removal
4.5.2. Outcome measurements

4.5.3. Patient satisfaction surveys

4.5.4. Provider education and satisfaction surveys
4.5.6 QA Process and workflow

Competency demonstrated by passing a written exam, taken individually with
800/ or higher.

5 Scenario-Based Simulations Skills Lab

Goal (Total: 2 hr 30 min)

5. During scenario-based simulations, the paramedic will demonstrate

the acquisition of advanced knowledge and skills to communicate

effectively with, medically assess, correctly document and make the
appropriate disposition for 911 patients meeting the eligibility criteria for
the pilot project.

Objectives and Summary

5.1.

The paramedic will be able to perform a focused history and physical
assessment of a patient in order to determine appropriate entry into
the pilot project.
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e 5.1.1. Detailed history taking
» 5.1.2. Detailed physical assessment
e 5.1.3. Inclusion and exclusion criteria

5.2. The paramedic will be able to communicate effectively while: offering
enroliment into the study, obtaining an informed consent, consent is
being declined, offering transport to an urgent care clinic, determining
the appropriate disposition of patients, and providing a transfer of
care report to the urgent care clinic or ED.

e 5.2.1. Culturally competent communication strategies when
interacting with patients, family, friends, healthcare partners, and
healthcare colleagues

» 5.2.2. Components necessary to achieve informed consent

e 5.2.3. Valid informed consent

e 5.2.4. Declined consent

« 5.2.5. Study policies, procedures, and medical protocol

e 5.2.6. Urgent care clinic capabilities, limitations, restrictions, and
operating hours

e« 5.2.7. Types of healthcare insurance plans or methods of payment

5.3. The paramedic will be able to complete all of the required
documentation for the OC pilot project in the appropriate manner.
« 5.3.1. Patient assessment, interventions, and disposition
e 5.3.2. Consent documentation
e 5.3.3. AMA documentation
Competency demonstrated by passing a written exam, taken
individually with 800b or higher.

5 Competency Testing

Goal
5. The paramedic will demonstrate competency prior to implementing
the alternate destination pilot project.

Objectives and Summary
5.1. The paramedic will successfully complete competency testing.
e 5.1.1. Knowledge of the alternate destination project
e 5.1.2. Knowledge of policies, procedures, and protocols
e 5.1.3. Knowledge of documentation requirements and standards
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e 5.1.4. Knowledge of how to perform a detailed history and focused
physical exam of 911 patients meeting the eligibility criteria

e 5.1.5. Skill in making appropriate patient disposition decisions for
eligible patients

e 5.1.6. Skill in obtaining an informed consent

e 5.1.7. Skill in communicating effectively during interaction with
patients, family, and healthcare partners or colleagues

There will be a final written test covering all the modules.

Individually, each paramedic will go through a series of simulations and
correctly decide if the patient meets the protocol for alternate destination
demonstrating knowledge in policies, procedures, and protocols.

Competency demonstrated by passing skills testing and written
exam, taken individually with 80% or higher.

Prerequisite reading:
1. "Community Paramedicine: A Promising Model for Integrating
Emergency and Primary Care,

2. Finding a New Seat at the Healthcare Table: Will the emerging concept
of mobile integrated healthcare practice transform EMS?

3. Innovation Opportunities for Emergency Medical Services, A Draft White
Paper from NHTSA (DOT) and Office of the Assistant Secretary for
Preparedness and Response (HHS).

Each student will login in to target solutions to access articles and post test.
Will bring to first day of class.

Students will be provided with binders consisting of:
1) Lecture PowerPoints
2) Curriculum
3) Reference materials- articles listed above
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Proposed Class Schedule
10 1/2 hrs session over 2 days
Consists of 8 hrs didactic and 2 % hrs clinical simulation lab

Evaluation of Competency
Written test - 1hr
Skillstest -30 min
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PILOT PROJECT OVERVIEW

Pilot Project Overview

TITLE OF PROJECT

Butte County EMS Mobile Integrated Health Care Community Paramedic Program.

SCOPE OF PRACTICE CATEGORIES

The Butte County EMS Mobile Integrated Health Care Community Paramedic Program will assess the
safety and value of modifying the Paramedic Scope of Practice to achieve the following objectives:

e Post hospital or emergency department follow up — Provide follow-up assistance for patients
with a hospital discharge diagnosis of Acute Myocardial Infarction (AMI) or Heart Failure (HF).

e Care for chronic conditions — Reinforce primary care provider (PCP) instructions for patients
with HF.

DESCRIPTION OF PROPOSED CONCEPT

The program is designed to improve patients’ healthcare experience while reducing hospital
readmissions. The program’s goal will be to improve and facilitate timely primary care access and to
prevent simple medical problems from becoming serious or life-threatening emergencies. Patients
with a discharge diagnosis of AMI and/or HF will be asked to participate in the pilot project prior to
hospital discharge. Patients who agree to participate and have a signed informed consent on file will
receive a follow-up telephone call from the Community Paramedic within 48 hours of discharge to
obtain a status report on the their current medical condition. Community Paramedic personnel will
follow a telephone script and stop light algorithm, approved by the local program medical directors, to
determine if an in-person Community Paramedic follow-up visit and/or a primary care provider
contact/referral is necessary. A basic summary of these determinations includes:

e Green: Patient is doing fine, has all of their necessary medications and support. In this case,
another follow-up call by the Community Paramedic may be scheduled in a few days.

o Yellow: The patient may have some questions, concerns or issues that need to be addressed.
An in-person visit by the Community Paramedic may be arranged if issues cannot be resolved
over the telephone.

e Red: The patient has issues that require an urgent in-person visit by the Community
Paramedic, and/or may require an ambulance for assistance and transportation.
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PROJECT PARTNERS

Initial efforts will focus on patients discharged from Enloe Medical Center. The expectation is that the
program will expand to other local hospitals in Butte County after the initial implementation phase. It
is anticipated that other partners for this effort will include:

e Butte Home Health

e Chico Cardiology Rehabilitation
e North State Cardiology

e Chico Heart Medical Center

e Enloe Rehabilitation Hospital

e Home and Healthcare Management
e Adult Day Health Care

e Sunplus Home Health Services
e Interim Homestyle Services

e Arrhythmia Center of Nor Cal

e River Side Healthcare

e Ampla Health

GEOGRAPHICAL AREA TO BE SERVED

Butte County

ESTIMATED PROJECT LENGTH

2 Years

BACKGROUND INFORMATION

In 2012, Enloe Medical Center had 429 patients admitted to the hospital with a discharge diagnosis of
AMI. Of those, 34 returned and were admitted back into the hospital in less than 30 days (with any
diagnosis). The average stay of readmission is 5.7 days at an average cost of $5,000 per day. Also in
2012, there were 46 patients with a diagnosis of HF that were readmitted in less than 30 days of
discharge. The average stay for those readmits was 5.4 days at an average cost of $5,000.
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We believe that the Community Paramedic can reduce this number by 20%; resulting is a savings of
$442,000. This will be accomplished by ensuring that the patient has early intervention by the
healthcare system. This will facilitate an understanding of discharge plans and coordination of follow
up care for the patient. The Community Paramedic may coordinate transportation needs and ensure
that medications have been obtained and are being taken as prescribed. The Community Paramedic
would also make necessary referrals when an intervention by a licensed healthcare provider could
prevent an exacerbation of a condition. The Community Paramedic may also make in-person visits
when a more in-depth assessment is determined to be necessary.

NEED FOR PROJECT

This Community Paramedic Pilot Project is meant to fill an identified need in Butte County for post
hospital and emergency department follow-up of patients with a specific discharge diagnosis with the
intent of reducing hospital readmissions and is not meant to supersede or replace any health
programs that are already available in the community. Those eligible for home health visits are not
currently seen for a minimum of 72 hours post hospital discharge. This program will fill that gap, not
replace, home health coverage. This project has the support of all of the healthcare providers listed in
this proposal.

ANTICIPATED NUMBER OF COMMUNITY PARAMEDICS

It is anticipate that 10 Butte County EMS Community Paramedics will be initially trained as part of this
pilot project.

EMPLOYMENT OPPORTUNITIES FOR COMMUNITY PARAMEDICS

This Community Paramedic Pilot Project will serve the Butte County area. The lessons learned from
this pilot project will quickly extend to neighboring communities and numerous job opportunities will
be created for skilled, empathic paramedics once the value of the concept is verified.
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Program Management

OPERATIONAL METHODOLOGY

The basis of the proposed methodology is to minimize the expense of AMI and HF patient readmission
through the analysis of discharge summaries, discharge instructions and medical records. Patients
that were discharged with a diagnosis of AMI or HF will be followed by the Community Paramedic
within 48 hours. The patient will be contacted to see how they are doing, if they have any needs,
understand their discharge instruction, or if an in-person visit by a Community Paramedic is necessary
to solve any problems to prevent readmission.

Telephone calls and follow-ups will be logged and monitored. If repeated contacts are made, they will
be noted. If an in-person visit and assessment is needed, it will be logged and the interventions
noted. If a patient is not readmitted within thirty days, it will be logged. If an intervention was made
and the patient was not readmitted, it will logged and the intervention noted. If an intervention was
made and the patient was admitted in less than 30 days with a diagnosis other than AMI or HF, it will
be logged and the intervention noted. If the patient was readmitted with a diagnosis of AMI or HF, it
will be logged and the intervention noted.

At the end of the thirty day cycle for each patient, the actions of the Community Paramedic will be
reviewed for that patient and the results will be logged.

PROJECT LEADERSHIP AND LOCAL ADVISORY COMMITTEE

The project leadership and local advisory committees will work in collaboration with the EMSA
Community Paramedic Project Manager, Independent Evaluator, and State Community Paramedic
Advisory Committee as necessary throughout the duration of the pilot project. Project leadership and
local advisory committee members are described below:

e Troy Falck, MD, Medical Director, S-SV EMS Agency

e Vickie Pinette, Regional Executive Director, S-SV EMS Agency

e Vincent Balardi, MD, ED Medical Director, Enloe Medical Center
e Jeff Thomas, MD, Hospitalist, Chair, Pharmacy and Therapeutics
e Mike Wiltermood, CEO, Enloe Medical Center

e  Marty Marshall, Managing Director, Butte County EMS

e Byron Parsons, Managing Director, Butte County EMS
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e Corkey Rey, MD, Medical Director, Butte County EMS

e Neal Cline, RN, Community Paramedic Program Manager, Butte County EMS

e John Poland, Paramedic, Quality Improvement & Education Coordinator, S-SV EMS Agency

e Belinda Schafer, RN, Paramedic, Allied Health — EMS Department Chair, Paramedic Program
Director, Butte Community College

e Other committee members as deemed necessary

PROVISIONS FOR PROTECTING PATIENTS’ SAFETY

Current effective prehospital safeguards will be adopted, and additional efforts will be introduced to
assure that this pilot program is safe. We understand that AMI and HF patients constitute a
vulnerable subset of the population, and that our procedures must assure that Community Paramedic
decisions remain exclusively focused on the safety and welfare of the patient. Specifically, we intend
to ensure patient safety through the following methods:

e Selection of superior prehospital personnel to receive community paramedic training and be
utilized in this role.

e Thorough training to ensure adequate knowledge and competencies of all Community
Paramedic personnel.

e Robust medical control through the establishment of appropriate Community Paramedic
Program policies and protocols and 24/7/365 availability of base hospital physician
consultation (see base hospital and communication failure policy addendums — Appendix C).

e Tracking and timely investigation of all clinical patient care concerns/complaints.

e Frequent and consistent review and reporting of community paramedicine program data.

INFORMED CONSENT

Informed consent will be obtained from all patients prior to their participation in this pilot project. In
addition, a separate informed consent will be obtained prior to each in-person patient encounter by
the Community Paramedic. Informed consent forms approved by OSHPD and EMSA will be utilized for
this purpose.

ANTICIPATED SOURCES OF FUNDING

Funding for this pilot project will be provided by Enloe Medical Center and Butte County EMS.



PROGRAM MANAGEMENT

PARAMEDIC ELIGIBILITY

Paramedics will meet the requirements set forth in the CA EMSA Letter of Intent. In addition, they will
undergo routine screening and background checks as employees of Butte County EMS. Qualified
candidates must be in good standing and must have demonstrated the humanistic and professional
skills required to perform this job, which include:

e Four years active paramedic in the local EMS system.

e  Minimum of an AA degree or equivalent.

e No significant clinical, operational, or patient complaint issues on file.

e Integrity—the presence of congruence between one’s stated values and actual behavior.
e Compassion—the recognition of another’s suffering coupled with a desire to relieve it.

o Altruism—the ability to place the needs and interests of others ahead of one’s own.

e Respect—a regard for the autonomy and values of others.

e Empathy—the ability to place oneself in another’s situation.

e Service—the willingness to share talent, time & resources beyond that which is required.
e Intelligence—the capacity for reasoning and understanding.

o Versatility—the ability to embrace a variety of subjects, fields or skills.

The Butte County EMS Community Paramedic Job Description is located in Appendix A

LOCAL COMMUNITY PARAMEDIC TRAINING

Butte County EMS will collaborate with the regional Community Paramedic training center to develop
and implement the required Community Paramedic training. The local training course curriculum is
indicated in Appendix B.

POLICIES AND PROTOCOLS

Pilot project policies and protocols will be developed by the local advisory committee and ultimately
be approved by the Local EMS Agency (LEMSA) Medical Director. The proposed pilot project policies
and protocols are located in Appendix C.



PROGRAM MANAGEMENT

EVALUATION AND DATA COLLECTION

e Process Evaluation:

1. Patients with a discharge diagnosis of AMI or HF will be monitored for thirty days after
discharge.

2. Patients will be contacted by the Butte County EMS Community Paramedic in less than 48
hours and those contacts will be documented. If further contacts are made with the
patient, they will also be documented.

3. The number and types of intervention will be cross-referenced with the names of
admitted patients in the medical records to see if any of the contacted patients had been
readmitted. For those patients that were contacted and readmitted, the contact
documentation will be evaluated to see if an improvement can be made going forward.

4. A monthly report will be generated to calculate the percent decrease, if any, in
readmission to show effectiveness of the program. A calculation will be made using
average length of stay and average cost of their stay to extrapolate potential savings.

e (Qualitative Evaluation:

1. Patient survey on how they felt about CP providing care:
o Patient comments or concerns.
o Did the patient feel that adequate care was provided?
2. Evaluate length of stay if readmitted for the same diagnosis and new treatments provided.

e Impact Evaluation and Utilization:

The data will be reviewed to determine if the Community Paramedic and interventions
prevent or minimize readmission to this select population. The interventions will be
evaluated for most effective and best utilized.

e Dissemination of Results:

1. Aregular report (monthly or quarterly as required/appropriate) will be provided to the
local Community Paramedic Project Advisory Committee, Independent Evaluator, the
State Community Paramedic Advisory Committee through the EMSA Project Manager, and
other entities as deemed appropriate.



PROGRAM MANAGEMENT

2. Objectives to be included for evaluation Include:
Increased access to care

Improved efficiency of healthcare delivery
Decreased hospital readmissions

Decrease in low acuity ambulance transports
Decrease in low acuity emergency department visits
Cost savings from reduced readmissions

Healthcare service utilization patterns

Patient satisfaction

Other data elements as deemed appropriate

0O 0O 0O 0O 0O 0O O 0 O

QUALITY ASSURANCE AND IMPROVEMENT

Butte County EMS is required to conduct Quality Assurance and Quality Improvement (QA/Ql)
reviews as part of their Paramedic Provider Contract with the Sierra — Sacramento Valley Emergency
Medical Services Agency (LEMSA). The Community Paramedic (CP) Pilot QA/QI plan will integrate into
the existing EMS QA/Ql plan, with program-specific enhancements and heightened monitoring.

In addition to normal review of care coordination activities, Butte County EMS will review one
hundred percent of all incidents involving Community Paramedic patient encounters. These
encounters will be identified through mandatory reports completed by the Community Paramedic, as
well as a secondary records log review by the project manager. Butte County EMS will review
incidents associated with an:

e Medical appropriateness

e Sjtuational appropriateness

e Time appropriateness

e Compliance with protocols

e Unusual circumstances

e Adequacy of policy/protocol

e QOutcome

e Safety issues

¢ Non-emergency contacts requiring the CP to request emergency assistance
e System trends involving CPs



PROGRAM MANAGEMENT

The Butte County EMS QA/Ql team will handle Community Paramedic incidents under the following
process:

e Project manager or other entity refers incident to QA/Ql.

e Incident is referred to the designated Community Paramedic QA personnel (RN and/or
physician).

e QA personnel determines appropriateness, compliance, safety.

e Feedback provided to respective Community Paramedic.

e The paramedic, project manager or QA personnel will investigate the outcome, depending
upon which individual is most appropriate for the situation.

e Review between QA/QI, project manager, paramedic and medical director.

e Report to S-SV EMS Agency (LEMSA) or EMSA, if needed.

e Feedback and education to Community Paramedic and other personnel as deemed
appropriate.

e Record retention as indicated by EMSA.

CONTACT INFORMATION

e Butte County EMS Community Paramedicine Program Manager:

Neal Cline, RN, JD, CFRN

Sr. Flight Nurse, Enloe FlightCare
STEMI Manager, Prehospital Liaison
Enloe Medical Center

Assistant Chief Quality and Education
Butte County EMS

530-332-7933

e Sierra — Sacramento Valley EMS Agency:

John Poland. Paramedic
Ql & Education Coordinator
916-625-1719

John.poland@ssvems.com
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APPENDIX A —JOB DESCRIPTION

Appendix A - Butte County EMS Community Paramedic Job Description

Department: Emergency Medical Services
Reports To: Program Manager

FLSA Status: Non-Exempt

Community Paramedics: 10

Community Paramedic Supervisor: 1

GENERAL STATEMENT OF DUTIES: Provides primary care and/or advanced life support, including medical
evaluation, treatment and stabilization of the critically ill and injured with the goal of reducing morbidity.
Supports existing health services; provides integrated health services in partnership with other health
professionals; extends access to health services delivery in underserved and general populations, including
primary care, public health, disease management, prevention and wellness, mental health, and performs
other duties as required.

PRIMARY JOB RESPONSIBILITIES:

e Performs all Primary Job Responsibilities listed for Paramedic;

e Examines, screens, treats and coordinates health services for patients;

e Conducts post-hospital release follow-up care including, but not limited to, monitoring medication,
dressing changes, and checking vital signs;

e Observes, records, and reports to physician, patient’s conditions and reactions to drugs,
treatments, and significantincidents;

e  Conducts patient education, including diabetes prevention/treatment, hypertension, Congestive
Heart Failure (CHF), Chronic Obstructive Pulmonary Disease (COPD), falls assessment, injury
evaluation, geriatric frailty visits, and nutrition;

e Administers patient care consistent with department protocols and physician orders;

e Coordinates appointments and follow-up with physicians and hospitals when needed;

e Develops and completes appropriate reports and templates for the Community Paramedic
Program; and

e Attends meetings as requested and available.

ADDITIONAL EXAMPLES OF WORK PERFORMED:
e (Cleans and maintains (minor maintenance) vehicles;

e Maintains records of vehicles, supplies, training and daily work; and
o  Performs other related duties as assigned.

10



APPENDIX A —JOB DESCRIPTION

JOB SPECIFICATIONS:

e All Paramedic job specifications apply;

e C(California licensed paramedic with at least four years’ experience;

e Successful completion of the Community Paramedic class and clinical portion;

e Continuous improvement and clinical rotations as assigned or requested to maintain proficiency in
areas of focus for the program;

e Current certifications in Basic Life Support (BLS), Cardio Pulmonary Resuscitation (CPR), Pediatric
Advanced Life Support (PALS), and Advanced Cardiac Life Support (ACLS);

e Ability to communicate orally with a wide range of individuals;

e Ability to read and interpret documents such as protocols, physician orders, safety rules, operating
and maintenance instructions procedure manuals;

o Ability to accurately write routine reports and correspondence;

e Computer proficiency required including knowledge of Microsoft Office Suite;

e Ability to add, subtract, multiply, and divide all units of measure, using whole numbers, common
fractions, and decimals;

o  Ability to interpret electrocardiogram (EKG) charts;

e Ability to interpret a variety of instructions furnished in written, oral, diagram, or schedule form;

o Ability to solve practical problems and deal with a variety of variables in situations where only
limited standardization and resources exist; and

o Ability to practice sound decision-making skills.

OTHER REQUIREMENTS:

e Must maintain a high degree of academic and practical knowledge in emergency paramedicine,
and must attend sufficient continuing education classes, courses and seminars both on and off
duty to maintain annual paramedic certification, as required.

e Must possess and maintain a valid California driver’s license.

DISCLAIMER:

To perform this job successfully, an individual must be able to perform the primary job responsibilities
satisfactorily with or without reasonable accommodation. The above statements are intended to describe
the general nature and level of work being assigned to this job. They are not intended to be construed as
an exhaustive list of all responsibilities, duties and skills required of individuals in the job. This job
description is not an employment agreement and/or an expressed or implied employment contract.
Management has the exclusive right to alter this job description at any time without notice.

11



APPENDIX B — LOCAL CP TRAINING

Appendix B — Community Paramedic Local Training

The Community Paramedic local curriculum will include an estimated 90 hours of local didactic
training and clinical rotation through various hospital and clinical settings which will be supervised by
the partnering physicians:

e local Didactic Training (8 hours)

e QOrientation to Meditech and Chart Max (6 Hours)

e ED physician shadowing (24 Hours)

e Hospitalist shadowing (16 Hours)

e Cardiologist Shadowing (4 Hours)

e Discharge planning and Cardiac Rehab Shadowing (8 hours)
e C(linical Review (24 hours)

Goal

The Community Paramedic will demonstrate competence to provide the clinical care of the identified
population through local didactic training, skills testing and clinical experience. The student will attend
an estimated 90 hours of local training to achieve competence. The community Paramedic (CP)
candidates will be teamed with hospitalist physicians, emergency physicians, cardiologist, Mid-level
practitioners and nurses at Enloe Medical Center to complete the clinical rotation objectives outlined.

Objectives & Summary

1. The student will understand his or her role in the pilot program and be able to demonstrate
knowledge of the following:

Introduction to leadership

Local pilot project advisory committee

Current scope

Projected state scope

Pilot project parameters

Patient informed consent requirements

Pilot project QA/QI processes

Local Community Paramedic roles and responsibilities

Sm 0 o0 T o

Approved local pilot project policies, protocols and procedures

12



APPENDIX B — LOCAL CP TRAINING

2. Demonstrate in skills labs and scenarios how to manage patients that will be encountered in
the prehospital setting, utilizing standard pilot project procedures.

a. Detailed Assessment including recent and post discharge history.

3. Demonstrate in skills labs and scenarios how to manage patients with common, chronic
conditions that will be encountered in the community, utilizing standard pilot project
procedures.

a. Post Discharge Acute Myocardial Infarction
b. Heart Failure

4. Demonstrate in skills labs and scenarios how to manage patients within various situations that
will be encountered in the community, utilizing standard pilot project procedures.

Medication Reconciliation

Social Service Resource Needs

Home Safety/Fall Prevention

Caregiver Problems

Welfare Check

Assessment of Nutrition, Hydration, and Weight
Transportation Issues

™ 000 T W

5. Demonstrate in skills labs and scenarios how to provide education to patients that will be
encountered in the community, utilizing standard pilot project procedures.

a. Discharge Follow-up and Instructions
b. Acute Ml
c. Heart Failure

6. Demonstrate in skills labs and scenarios how to document and communicate care to patients
utilizing ePCR capability and other methods of communication with healthcare partners,
utilizing standard pilot project procedures.

a. Complete Data Entry

b. Pilot Project Forms
c¢. Communication with Physicians

13



APPENDIX B — LOCAL CP TRAINING

d. Communication with Hospitals and Health Facilities
e. Health Information Exchange
f. ePCR and Local Documentation Software

7. The Community Paramedic will demonstrate competency in following procedures through
supervised experience with patients in a Hospital and Clinic setting. The minimum number of
procedures are included in the following table and shall be documented by clinical preceptors
for each identified skill.

Community Paramedic Clinical Procedures — ED and Hospitalist Clinical Rotation

Procedures Minimum Number Performed

Blood Pressure Checks 2

Medical Equipment

Otoscope 10

Home Medication

Compliance 7

Reconciliation

Patient Documentation

SOAP Notes 5

Chart Review 15
History & Physical 20
Assessment 20
Results From Tests /Diagnostic Tools 15

Identifying Red Flags

Identifying Further Testing Needs 5
Chronic lliness Management

Acute MI 5

Heart Failure 5
Provide Patient Education 5
Management of Patients Optional

14



APPENDIX C — CP POLICY/PROTOCOL

Appendix C — Community Paramedic Policy/Protocol
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SIERRA-SACRAMENTO VALLEY EMS AGENCY

PROGRAM POLICY
REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

PURPOSE:

To provide a mechanism for short term post hospital discharge follow up, treatment
and referral of patients with a diagnosis of Acute Myocardial Infarction (AMI) or
Heart Failure (HF) by appropriately trained, approved and monitored Butte County
EMS (BCEMS) Community Paramedic (CP) personnel as part of the California State
EMS Authority Community Paramedicine Pilot Project.

The objective of the BCEMS CP Pilot Project is to demonstrate that CPs, under the
direction and supervision of appropriate physician medical control, can safely and
effectively provide patient-centered care that improves health care efficiency and
integration of health system resources resulting in reductions to emergency
department visits and hospital readmissions. CP personnel will be utilized to fill an
identified short term healthcare gap between hospital discharge and primary care
follow up which is currently not available on a consistent basis in the Butte County
community.
The goals of the BCEMS Community Paramedicine Pilot Project include:
A. Ensure that AMI and HF patients receive the following:

1. Understanding of their hospital discharge instructions.

2. Medications have been obtained and are being taken as prescribed.

3. Coordination of necessary follow up care.

4. Coordination of necessary/appropriate transportation.
B. Allow CP personnel to make post hospital discharge home visits when necessary.
C. Allow CP personnel to make necessary referrals when an intervention by a

licensed healthcare provider could prevent an exacerbation of a medical
condition.

AUTHORITY:

California Code of Regulations, Title 22, Division 9, Chapter 4.

Effective Date: Date last Reviewed/Revised: 05/09/14
Next Review Date: Page 1 of 2
Approved:

S-SV EMS Medical Director S-SV EMS Regional Executive Director



REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

1 California Code of Regulations, Title 22, Division 7, Chapter 6.
2
3 Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52 and Chapter 4,
4 Section 1797.218.
5
6 Health and Safety Code, Division 107, Part 3, Chapter 3, Article 1, commencing with
7 Section 128125, the Health Workforce Pilot Projects Program.
8
9 California Office of Statewide Health Planning and Development (OSHPD) Health
10 Workforce Pilot Projects Program (HWPP) — Program Approval #173.
11
12 IMPLEMENTATON & DURATION:
13
14 The anticipated Community Paramedicine Pilot Project implementation date is
15 January 1, 2015 with an expected duration of up to 24 months. HWPP projects may
16 be extended one year at a time if the OSHPD Director determines that continuation of
17 the project will contribute substantially to the availability of high-quality services in
18 the state or region.
19
20 MEDICAL CONTROL & PROJECT MONITORING:
21
22 The BCEMS and Enloe Medical Center Medical Directors will provide day to day
23 medical control and monitoring of the BCEMS pilot project and work collaboratively
24 with the S-SV EMS Agency Medical Director to provide appropriate overall pilot
25 project medical control and oversight.
26
27 The S-SV EMS Agency Medical Director will act as the principal investigator for the
28 BCEMS Community Paramedicine Pilot Project and has primary responsibility for
29 medical control related to this project.
30
31 LOCAL ADVISORY COMMITTEE:
32
33 A. A local BCEMS Community Paramedicine Pilot Project Advisory Committee will
34 be established and maintained for the duration of the pilot project.
35
36 B. The responsibilities of the BCEMS Community Paramedicine Advisory
37 Committee include:
38
39 1. Work in collaboration with the EMSA Community Paramedicine Project
40 Manager, Independent Evaluator and State Community Paramedicine
41 Advisory Committee as necessary throughout the duration of the pilot project.
42
43 2. Provide appropriate medical control and oversight necessary to ensure patient
44 safety and quality improvement through the following methods:
45
46 a. Development of CP candidate selection criteria and approval of selected
47 CP candidates.

Page 2 of 7



REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

1 b. Development of the BCEMS site specific CP training curriculum,
2 including skills testing and clinical experience.
3 c. Development of BCEMS Community Paramedicine Pilot Project policies,
4 procedures and protocols.
5 d. Development and monitoring of the BCEMS Community Paramedicine
6 Pilot Project QI Plan.
7 e. Development, monitoring and review of the BCEMS Community
8 Paramedicine Pilot Project data metrics.
9
10 C. The BCEMS Community Paramedicine Pilot Project Advisory Committee will
11 consist of the following members:
12
13 1. BCEMS Community Paramedicine Pilot Project Manager.
14
15 2. BCEMS Administrator and Medical Director.
16
17 3. Enloe Medical Center Administrator (or designee) and Medical Director.
18
19 4. BCEMS & Enloe Medical Center Quality Management and registrar/data
20 analyst personnel.
21
22 5. S-SV EMS Agency Administrator (or designee) and Medical Director.
23
24 6. Other appropriate members as deemed necessary.
25
26  PATIENT INCLUSION CRITERIA:
27
28 Patients must meet the following criteria for inclusion in the BCEMS Community
29 Paramedicine Pilot Project:
30
31 A. Pending discharge home from Enloe Medical Center.
32
33 B. Discharge diagnosis of AMI or HF.
34
35 C. Agree to participate in the pilot project and complete/sign an OSHPD/HWPP
36 required pilot project informed consent form. Informed consent must be obtained
37 by the CP from the patient at each encounter.
38
39 PROCEDURE:
40
41 A. Patients who meet the inclusion criteria will be contacted by an Enloe Medical
42 Center Cardiac Rehabilitation Registered Nurse (RN) prior to hospital discharge
43 to explain the purpose and benefits of the Community Paramedicine Pilot Project
44 and to obtain required initial informed consent for pilot project participation. This
45 informed consent will only apply to the initial CP telephone contact process
46 described below. Additional patient encounters by CP personnel will require a

Page 3 of 7
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REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

separate informed consent for each encounter. Patients may withdraw consent or
choose to no longer participate in the pilot project at any time.

B. Patients who agree to participate in the pilot project will be contacted by BCEMS
CP personnel via telephone within 72-96 hours following hospital discharge. A
standard script approved by the BCEMS, Enloe Medical Center and S-SV EMS
Agency Medical Director’s will be utilized by the CP for the initial patient
telephone contact.

C. The CP will utilize an algorithm approved by the BCEMS, Enloe Medical Center
and S-SV EMS Agency Medical Director’s to assess the patient and will take the
following actions based on their assessment and the identified patient needs:

1.

Ensure that the patient has a clear understanding of their hospital discharge
instructions. If the patients understanding of their hospital discharge
instructions is unclear, the CP will take one or more of the following actions:

a. Perform an in person visit to allow for further assessment.

b. Contact the Cardiac Rehabilitation Nurse for clarification and direction.

c. Contact or refer the patient to their primary care provider (PCP) for
clarification or direction.

Assist the patient with scheduling or referral to their PCP.

Assess the need for transportation. If necessary, assist the patient in arranging
transportation via taxi, non-medical transport, or referral to case management.

Ensure that the patient has obtained and is taking their medications as
prescribed. The CP will attempt to resolve any minor identified medication
issues with the patient. If the CP identifies any medication issues that they are
unable to resolve over the telephone, the CP will take one or more of the
following actions:

a. Perform an in person visit to allow for further assessment.
b. Referral to case management.
c. Contact or refer the patient to their PCP for clarification or direction.

Ensure the patient has the stoplight algorithm assessment tool provided upon
hospital discharge (addendums 1108-B & 1108-C) and review the algorithm
with the patient to determine their current medical status. The CP will take
the following appropriate action based upon the patients reported status:

a. Patient reports “green zone”: No further action is needed.

b. Patient reports “yellow zone”: CP in-person visit is scheduled and
completed.

c. Patient reports “red zone”: Standard EMS response is sent to patients’
location for further assessment, treatment and/or transport as appropriate.

Page 4 of 7



REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

DOCUMENTATION:

A. Every attempted or actual patient encounter related to the Community
Paramedicine Pilot Project will be documented in the following manner:

1.

Pilot project staff will maintain a log of all patients who meet items A and B
of the ‘Patient Inclusion Criteria’ listed in this policy who choose not to
participate in the pilot project. This log will include the following minimum
information:

a. Patient name and medical record number.
b. Patient hospital discharge diagnosis.
c. Patient hospital discharge date.

Pilot project staff will maintain a log of all patients who initially consent to
enroll in the pilot project and who subsequently choose to no longer
participate in the pilot project. This log will include the following minimum
information:

Patient name and medical record number.

Patient hospital discharge diagnosis.

Patient hospital discharge date.

Date the patient choose to no longer participate in the pilot project.
Summary of pilot project related CP patient encounters.

Reason the patient choose to no longer participate in the pilot project if
specifically related to a complaint or issue with the pilot project.

me Ao o

The CP shall complete a report of each attempted or actual telephone patient
encounter with each pilot project enrolled patient. This report will be imported
into the patients’ electronic medical record and will include the following
minimum information:

Patient name and medical record number.

Patient hospital discharge diagnosis.

Patient hospital discharge date.

Date and time of attempted patient telephone contact including if the CP

was successful in reaching and talking to the patient.

e. The reason why patient telephone contact was unsuccessful, if applicable,
and when a follow-up call will be attempted if necessary.

f. Patients’ current medical status based upon the approved algorithm and
CP questioning.

g. Patient questions or concerns related to their hospital discharge
instructions?

h. Has the patient obtained their prescribed medications and are they being
taken as instructed?

i. Does the patient have any concerns related to their medications

(availability, cost, side effects, etc.)?

a0 oe
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REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

4.

j. Has the patient scheduled a post hospital discharge follow up appointment

with their PCP?

k. Does the patient have adequate transportation for necessary follow up with
their PCP?

. Any identified need for and specific type of patient follow up determined
necessary by the CP (PCP consultation or referral, CP patient in-person
visit/assessment, etc.)

The CP shall complete a specialty designed Electronic Patient Care Report
(ePCR) utilizing the BCEMS Zoll ePCR system for each in person patient
encounter. This report will be imported into the patients’ electronic medical
record and will include normal patient demographic information in addition to
appropriate  patient assessment, treatment and consultation/referral
information.

Each in-person patient encounter by a CP will have an additional follow-up
contact by a CP within 48 hours. The method of this additional follow-up
contact will be determined on a case by case basis in a manner appropriate for
the individual patient (email, text, telephone, in-person, etc.). Any additional
follow-up patient encounters by a CP will also be appropriately documented.

B. All pilot project documentation related to CP patient encounters (telephone and in
person) will be reviewed by pilot project QI personnel on a 100% retrospective
basis.

QUALITY ASSURANCE & PERFORMANCE IMPROVEMNT (QAPI):

A. The scope of the BCEMS QAPI Program is comprehensive and addresses both
the quality and safety of clinical care and quality services. The QAPI Program
Core Values include the following:

1.

2.

Safety First

Act With Integrity

Encourage Innovation & Forward Thinking
Value Relationships

Show Respect

Be Responsive

Act With Fairness & Consistency

Page 6 of 7



REFERENCE NO. 1108

SUBJECT: COMMUNITY PARAMEDICINE PILOT PROJECT

1 B. The following data will be tracked by the BCEMS Pilot Project Manager/Quality
2 Management personnel and reported to/evaluated by the BCEMS Advisory
3 Committee on a regular basis for the duration of the pilot study:
4
5 1. Pilot project metrics:
6
7 a. Number of patients contacted by a CP.
8 b. Percentage of patients readmitted within 30 days following a CP telephone
9 contact.
10 c. Reported patient stoplight zone status on initial telephone contact.
11 d. Number and types of CP interventions and referrals.
12 e. Number of CP home visits.
13
14 2. Presumptive CP patient impression vs field intervention.
15
16 3. CP compliance with protocols, procedures and timelines.
17
18 4. Destination determination/treatment plan appropriateness.
19
20 C. The Patient Safety/Quality Assurance Review Committee will perform patient
21 safety reviews of 100% of cases in which care is provided by a CPs.
22
23 D. Any unusual occurrences related to the pilot project will be reported to the
24 BCEMS & EMSA Project Managers within 24 hours of occurrence for in-depth
25 review by the project Medical Director.
26
27  CROSS REFERENCES:
28
29 Community Paramedicine Pilot Project Policy Addendums
30
31 OSHPD/HWPP/EMSA Approved Patient Consent Form, Reference No. 1108-A
32
33 HF Action Plan Stoplight Algorithm, Reference No. 1108-B
34
35 Warning Signals for Heart Attack Stoplight Algorithm, Reference No. 1108-C
36
37 S-SV EMS Agency Policy Manual
38
39 Base/Modified Base/Receiving Hospital Contact, Reference No. 8§12
40
41 Communication Failure, Reference No. 890
42
43 Chest Pain or Suspected Symptoms of Cardiac Origin, Reference No. C-8
44
45 Acute Respiratory Distress, Reference No. R-3
46
47 General Medical Treatment, Reference No. M-6

Page 7 of 7
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HEART FAILURE ACTION PLAN
Every day:

*  Weigh each morning after using the bathroom and before you eat,
drink or get dressed.

* Record the weight on your log.

* Take your medicine as ordered.

» Check for swelling in your feet, ankles, legs and stomach.
* Eat low salt food.

Balance activity and rest periods.

WHICH HEART FAILURE ZONE ARE YOU TODAY?

ALL CLEAR This zone is your goal

Your symptoms are under control
You have:

* No shortness of breath
* No weight gain more than 2 pounds (it may vary 1 or 2 pounds some days)
* No swelling of your feet, ankles, legs or stomach

* No chest pain

CAUTION This zone is a warning

Call your doctor’s office if:

* You have a weight gain of 2 pounds or more 2 days in a row
OR a weight gain of 5 pounds or more in 7 days.

* More shortness of breath

* More swelling of feet, ankles, legs or stomach

* Feeling more tired, no energy

* Dry, hacking cough

* Dizziness

* Feeling uneasy, you know something is not right

* ltis harder for you to breathe when lying down. You are needing to

sleep sitting up in a chair.

EMERGENCY
Call your doctor for instructions if you have any of the
following or call 911:

* Struggling to breathe, unrelieved shortness of breath while sitting still.
* Have chest pain

* Have confusion or can't think clearly

My provider: Phone Number:

S7119850 10/11



WARNING SIGNALS
FOR HEART ATTACK

HOW CAN | HELP AVOID A HEART ATTACK?
* Avoid second hand smoke and if you smoke, STOP.

* Treat high blood pressure if you have it.
* Eat foods low in saturated fat, trans fat, cholesterol and salt.
* Keep your weight under control.

* Control your blood sugar if you have diabetes.

Be physically active.

WHICH ZONE ARE YOU TODAY?

ALL CLEAR This zone is your goal

* Feeling normal

* Breathing easily

* Performing normal daily activities as before

CAUTION This zone is a warning
Call your doctor if you have:

* New symptoms of discomfort, pain, burning, tightness, or pressure in the chest,
back, neck, throat, or jaw that lasts for only a few minutes

* Symptoms that come on with activity or exercise and go away with rest
» Symptoms that are increasing in frequency, duration, or severity

* A feeling that your heart is racing or pounding

* An on-going feeling of being unusually weak or very tired

* Unexplained feelings of dizziness or fainting

EMERGENCY

Call 911 or go to the hospital if you have symptoms of a possible
heart attack

* Discomfort, pain, burning, tightness, or pressure in the chest, back, neck, throat,
jaw, or stomach that lasts for more that a few minutes (more than 15 minutes)
or that goes away and comes back repeatedly

e Unusual shortness of breath with or without chest discomfort

* Breaking out in a cold sweat, nauseq, or lightheadedness

My provider: Phone Number:

$7599852 03/12



SIERRA-SACRAMENTO VALLEY EMS AGENCY

PROGRAM POLICY
REFERENCE NO. 812

SUBJECT: BASE/MODIFIED BASE/RECEIVING HOSPITAL CONTACT

PURPOSE:

To provide for delineation of the circumstances in which prehospital personnel shall
make base/modified base/receiving hospital contact for medical control and/or patient
notification purposes.

AUTHORITY:

California Health and Safety Code, Division 2.5, Sections 1797.220, 1798, 1798.2,
1798.102

California Code of Regulations, Title 22, Division 9, Chapters 2, 3 and 4

POLICY:

A. Prehospital personnel shall make appropriate hospital contact in a timely manner
according to the requirements contained in this policy.

B. Base/modified base hospital contact is required by EMS personnel to perform any
procedure(s) and/or administer any medications(s) that are identified in S-SV
EMS Agency policy/protocol as ‘Base/Modified Base Hospital Physician Order
Only’. In the event of communication failure those procedures/medications shall
not be performed/administered.

C. When requesting to speak directly to a base/modified base hospital physician,
EMS personnel shall advise the hospital staff member who initially answers the
telephone or radio of the reason for the request (AMA approval, destination
consultation, medication or procedure approval, treatment consultation, etc.).

PROCEDURE:

A. Contact with the base/modified base hospital that is in closest proximity to the
incident shall be made for any of the following circumstances:

1. For authorization to administer medications and/or perform field procedures
that are delineated in S-SV EMS policies and protocols as "Base/Modified
Base Hospital Physician Order Only."

Effective Date: 12/01/2013 Date last Reviewed/Revised: 07/13
Next Review Date: 07/2016 Page 1 of 3
Approved:

SIGNATURE ON FILE SIGNATURE ON FILE

S-SV EMS Medical Director S-SV EMS Regional Executive Director



REFERENCE NO. 812

SUBJECT: BASE/MODIFIED BASE/RECEIVING HOSPITAL CONTACT

2.

For any of the following classes of patients refusing assessment, treatment
and/or transportation:

a. Released at Scene (RAS) patients meeting the following criteria:

Previously Released at Scene (RAS) within the previous 24 hours
Children 3 years of age or under
Patients age 4 - 17 years old without a responsible adult signature

b. All patients refusing assessment, treatment and/or transportation Against
Medical Advice (AMA).

For destination consultation on the following types of patients:

a. Trauma patients who meet the following criteria as defined in S-SV EMS
‘Trauma Triage Criteria” policy (Reference No. 860).

Anatomic and/or Physiologic criteria when the time closest trauma
center is a Level III Trauma Center (Note: contact shall be made with
that Level III Trauma Center for these patients)

‘Mechanism of Injury Criteria’ only, with or without meeting any of
the ‘Special Considerations Criteria’.

‘Special Considerations Criteria’ only when prehospital personnel
determine that transport to a trauma center may be in the best interest
of the patient.

b. When there is initiation of an ALS/LALS protocol and transport to a
facility other than the most accessible is being considered

EXCEPTION:

The following types of patients meeting criteria for transport directly
to a designated specialty care facility:

STEMI patients identified with a 12 Lead EKG

If a STEMI patient identified with a 12 Lead EKG is within the
authorized catchment area of a designated STEMI receiving center,
contact shall be made directly with the designated STEMI receiving
center.

Stroke patients

If a patient is identified as meeting stroke symptom criteria and the
patient is within the authorized catchment area of a designated stroke
receiving center, contact shall be made directly with the stroke
receiving center.

Page 2 of 3



REFERENCE NO. 812

SUBJECT: BASE/MODIFIED BASE/RECEIVING HOSPITAL CONTACT

e Trauma patients
If a patient meets Anatomic and/or Physiologic Trauma Triage
Criteria, contact shall be made with the appropriate designated trauma
center.
Note — These exceptions do not apply to patients that require
transport to the closest facility (i.e. — unable to establish an airway,
CPR in progress)

4. For any patient who, in the opinion of the EMS field provider, requires the
additional input or judgment of the base/modified base hospital for
appropriate management.

B. Prehospital personnel shall make contact directly with the destination facility, in a
timely manner, for any patient who does not meet the above criteria or when
base/modified base contact is made and the patient is authorized/directed to be

transported to a facility other than the base/modified base hospital initially
contacted.

CROSS REFERENCES:
Policy and Procedure Manual
Patient Destination, Reference No. 505
Hospitals Capabilities, Reference No. 505-A
Cardiovascular “STEMI” Receiving Centers, Reference No. 506
Stroke System Triage and Patient Destination, Reference No. 507
Trauma Triage Criteria, Reference No. 860
Communication Failure, Reference No. 890
Chest Pain or Suspected Symptoms of Cardiac Origin, Reference No. C-8

Suspected CVA/Stroke, Reference No. N-3

Page 3 of 3



SIERRA-SACRAMENTO VALLEY EMS AGENCY

PROGRAM POLICY
REFERENCE NO. 890

SUBJECT: COMMUNICATION FAILURE

PURPOSE

To define the specific conditions under which a paramedic or Advanced EMT may
utilize Advanced Life Support (ALS) medications and procedures for patient care in
the event of communication failure.

AUTHORITY

California Health and Safety Code, Division 2.5, Sections 1797.84,
1797.185, 1797.220, 1798, 1798.100, 1798.102

California Code of Regulations, Title 22, Division 9

POLICY

In the event that a paramedic or Advanced EMT at the scene of an emergency
attempts direct voice contact with a base/modified base hospital but cannot establish
or maintain that contact:

A. The paramedic or Advanced EMT may initiate necessary ALS procedures
specified in approved S-SV EMS Agency policies and protocols.

B. Procedures and/or medications listed as “Base/Modified Base Hospital Order
Only” may still be performed in the event of communication failure if warranted
by the patient condition.

C. The following procedures and/or medications listed as ‘““Base/Modified
Base Hospital Physician Order Only” shall not be performed/administered in
the event of a communication failure and without a direct order from a

base/modified base hospital physician:

1. Terminating resuscitative efforts utilizing the BLS termination of resuscitation
criteria if no ROSC in an adult pulseless arrest patient (Reference No. C-1)

2. Administration of activated charcoal (Reference No. M-5)

3. Activation and utilization of the Nerve Agent Treatment Protocol (Reference

No. E-8)
Effective Date: 12/01/2013 Date last Reviewed/Revised: 10/13
Next Review Date: 10/2016 Page 1 of 2
Approved:
SIGNATURE ON FILE SIGNATURE ON FILE

S-SV EMS Medical Director S-SV EMS Regional Executive Director



REFERENCE NO. 890

SUBJECT: COMMUNICATION FAILURE

PROCEDURE

In each instance where ALS procedures are initiated or attempted under the
conditions specified for communication failure, the paramedic or Advanced EMT
shall:

A. Attempt to establish base/modified base hospital contact by telephone and/or
radio throughout the call as circumstances permit.

B. Immediately upon voice contact, provide a verbal report to the base/modified base
hospital physician or MICN.

C. Document the existence and reason for the communication failure in the PCR.

CROSS REFERENCES:
Policy and Procedure Manual
Modified Base Hospital, Reference No. 305
Base/Modified Base/Receiving Hospital Contact, Reference No. 812
Violent Patient Restraint Mechanisms, Reference No. 852
Pulseless Arrest, Reference No. C-1
Ingestions and Overdoses, Reference No. M-5

Nerve Agent Treatment, Reference No. E-8

Page 2 of 2



SIERRA SACRAMENTO VALLEY EMS AGENCY
TREATMENT PROTOCOL - MEDICAL EMERGENCY

CARDIOVASCULAR
REFERENCE NO. C-8

SUBJECT: CHEST PAIN OR SUSPECTED SYMPTOMS OF CARDIAC ORIGIN

e The initial 12 Lead should be performed prior to medication administration \

o Treatment, 12 Lead EKG application/interpretation and transport destination decision should occur concurrently

¢ All 12 Lead EKG’s performed shall include a minimum of the patient’s last name and first initial that is input into the
monitor and printed on the EKG strip. The patient name shall be entered prior to EKG transmission if applicable.

o All patients with a 12 Lead EKG that shows a computer read out consistent with an acute ST elevation Ml (i.e. **Acute MI
Suspected***) shall be transported directly to the closest designated STEMI Receiving Center (SRC) if the transport time
to that SRC is < 45 minutes. Contact with the closest base/modified base hospital for destination consultation shall be
made for any STEMI patient who is outside the SRC 45 minute transport time catchment area or for any suspected STEMI

Kpatient without 12 Lead EKG computer read out confirmation. /

BLS
v

o Assess and support ABC’s as needed

STEMI
Confirmed by

e Assess V/S including Pulse Oximetry
e Oxygen — minimum 2 L/min NC —
titrate to Sp02 > 94%
e P-Q-R-S-T
v

ALS
v

e Cardiac Monitor/12 Lead EKG
¢ [V/IO NS TKO (may bolus up to 1000 mL)

Concurrently YES

Aspirin*
¢ 320 — 325 mg chewable PO

*Concurrent anticoagulant use by the patient is not a
contraindication to the administration of aspirin.

v
Nitroglycerin**
¢ 0.4 mg SL — tablet or spray
e May repeat q 5 minutes
e Do not administer if SBP < 100

**If the pt takes medication for erectile dysfunction
or pulmonary HTN: consult with base/modified base
hospital prior to nitroglycerine administration

If discomfort persists following nitorglycerine
administration, and all the following are present:
-RR>12 - SBP > 100 -GCs =15

¢ Morphine Sulfate* - 2 mg increments slow 1V/IO
OR

e Fentanyl* - 25 mcg increments slow 1V/IO

*Max total opioid dose = 20 mg morphine equivalent (20 mg
morphine, 200 mcg fentanyl, or combination of the two)

12 Lead
EKG?

Transport
to Most
Accessible
Facility

<45 min
to SRC

YE

Contact

_ > NO SRC for
4 CardlamrreAS_t- N destination
nmanageable Airway? YES—p consultation

Unstable V-Tach?
2° type Il or 3° Heart
Block?

NO
Contact closest
) base/modified
<45 min base hospital
to SRC for destination
consultation
YES

v

e Contact SRC & advise
ofa “STEMI ALERT”

e Transmit 12 Lead EKG
to SRC if possible

Transport
to SRC

Effective Date: 09/01/2013
Next Review Date: 09/2016
Approved by:

SIGNATURE ON FILE
S-SV EMS Medical Director

Date last Reviewed/Revised: 09/13
Page 1 of 1

SIGNATURE ON FILE
S-SV EMS Regional Executive Director
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SUBJECT: ACUTE RESPIRATORY DISTRESS

SIERRA SACRAMENTO VALLEY EMS AGENCY
TREATMENT PROTOCOL - MEDICAL EMERGENCY

RESPIRATORY
REFERENCE NO. R-3

BLS

e ABC’s — limit physical exertion, reduce anxiety

o Assess V/S including Pulse Oximetry
o Determine degree of illness

o History & Physical — fever, sputum production,
hypertension, tachycardia, JVD, edema

o Assess respiratory status, administer high flow O,, manage airway as appropriate

o CPAP when appropriate for moderate — severe distress

medications, asthma, COPD, CHF, exposures,

( Asthma/COPD )
|
v
Moderate — Severe Mild Distress
Distress e Mild wheezing/
e Cyanosis SOB

e Accessory muscle use

e Inability to speak > 3
words

* Severe wheezing/SOB

e Cough

Assist ventilation as needed

ALS

ALS
v

( CHFIPuImonary Edema )

Albuterol

¢ 5 mg via HHN, mask or BVM

o If resp. distress persists,
continuous Albuterol may be
given during transport

Albuterol

e 2.5 -5 mg via HHN

o May repeat if
respiratory distress
continues

v

Consider IV NS TKO
(may bolus up to
1000 mL)

IV/IO NS TKO
(may bolus up to 1000 mL)

Epinephrine 1:1,000

e For pt’'s with acute asthma/
bronchospasm only:

¢ 0.01 mg/kg IM — thigh
preferred (max = 0.5 mg)

Use cautiously in pt's older
than 35 yrs or with history of
CAD or HTN

Moderate Severe M|Id
signs & symptoms signs & symptoms
ALS ALS
IV/IO NS TKO 4
¢ IV NS TKO
BP x 2
: !
* Nitroglycerin — Titrate SL * Nitroglycerin
nd o
based on 2"° BP as follows: « 0.4 mg SL
e SBP > 200 - 1.2 mg SL g 5 minutes
e SBP 150 — 200 — 0.8 mg SL e Do not
e SBP 100 — 150 — 0.4 mg SL administer if
SBP < 100

o May repeat NTG q 5 minutes
as above based on repeat BP

e Do not delay NTG due to
difficult IV/IO start

e Do not administer if SBP < 100

* If the patient takes
medication for
erectile dysfunction
or pulmonary HTN:
should consult with
base prior to starting

nitroglycerin

Effective Date: 06/01/2013
Next Review Date: 10/2015
Approved by:

SIGNATURE ON FILE
S-SV EMS Medical Director

Date last Reviewed/Revised: 03/13
Page 1 of 1

SIGNATURE ON FILE
S-SV EMS Regional Executive Director




SIERRA SACRAMENTO VALLEY EMS AGENCY
TREATMENT PROTOCOL - MEDICAL EMERGENCY
MEDICAL
REFERENCE NO. M-6

SUBJECT: GENERAL MEDICAL TREATMENT

e Considerations:
- Consider Trauma - Gl Bleeding - Near Syncope - Recently Altered
- Sepsis - Abdominal Pain - Any current or recent alteration in Primary Survey

BLS

e Assess ABC’s

e Consider O, at appropriate rate
e Assess V/S

¢ Assess history & physical

e Determine degree of illness

v

ALS
Dextrose 50%
¢ e 50ml (25gm) IV/IO
e Cardiac Monitor If no IV/IO or delay anticipated:
e Consider IV/IO NS TKO Glucagon
(may bolus up to 1000 mL) ;
e Consider Blood Glucose check © 1 s (1 o) (el
OR
Oral Glucose
o Pre-packaged glucose solution/gel or 2 — 3
Blood tablespoons of sugar in water/juice ONLY if
Glucose YE patient is conscious and able to swallow

Checked?

T

YES

Pt Hx & clinical
picture fits
hypoglycemia?

Considering
CVA?

YES

A 4 NO
4

4>< Contact Receiving Hospital ><

Effective Date: 06/01/2013 Date last Reviewed/Revised: 04/13
Next Review Date: 07/2014 Page 1 of 1
Approved by:

SIGNATURE ON FILE SIGNATURE ON FILE
S-SV EMS Medical Director S-SV EMS Regional Executive Director
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Paramedic Directly Observed Treatment for Tuberculosis
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A Proposal to: The California Emergency Medical Services
Authority
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Care Agency Tuberculosis Specialty Clinic,and AMR Ventura
County
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Contact Information
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616 Fitch Ave.
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Title of the Project

Paramedic Directly Observed Treatment for Tuberculosis: Project Number
CP005

Scope of Practice Categories
Assess, treat, and refer

Care for chronic conditions

Brief description of propose concept

In California a new case of tuberculosis (TB) is diagnosed every 4 hours, a
Californian dies with TB every other day, and a child under five is diagnosed with
TB every week. Currently, specially trained paramedics deliver TB (TB)
medications to patients throughout Ventura County as part of the Directly
Observed Treatment (DOT) program. This function does not require a licensed
healthcare provider. Paramedics can extend traditional hours and days of service
to 24/365. The proposed project would allow Community Paramedics to expand
their service to: 1) administer TB medications, 2) assess patients for disease
progression or medication reaction, and 3) treat medication reactions with
diphenhramine, ondansetron or other medications. We anticipate this program
will increase compliance, increase patient satisfaction, reduce duration and
increase effectiveness of treatment while reducing the costs of care.

The purpose of this project is to improve the treatment for people with TB by
providing support for the Ventura County Public Health Department’'s TB
Specialty Clinic and the patients they serve.

The objectives are:

e Improve patient compliance with Directly Observed Treatment (DOT).

e Decrease the length of time a patient is in treatment by providing DOT
seven days a week as opposed to the current five days a week.

e Increase the percentage of patients who complete the full course of
treatment for TB.

e Maintain or improve patient satisfaction with their treatment.

e Decrease cost by dispensing medication and avoiding the cost of bubble
packing them.

e |dentify and treat side-effects and mal-absorption issues early.



e Decrease patient suffering by treating itching or nausea with appropriate
medication.

e Supplement the Health Department’s Clinical team by co-responding to
exposure sites and assisting with blood draws.

Estimated project length

The project is estimated to require a bit more than two years from notification of
approval (October 2013) until completion. It's anticipated to complete December
2015.

Background Information
Need for Project

They used to call it consumption, Pott’s disease or the White Plague.
Tuberculosis (TB) is one of the oldest diseases known to man, first described by
Hippocrates in 460 BC who called it phthisis. The European TB epidemic
starting in the 17" century lasted for nearly two hundred years during that time it
was responsible for lin 4 deaths in England and France. A contagious disease
cause most commonly by the bacteria Mycobacterium tuberculosis, TB is spread
when a person with active TB coughs, sneezes, talks, sings, etc. and releases
infectious particles into the air. People who share the same air can breath in TB
and become infected. Most people with latent TB are not infectious and are not
suffering from disease, however they are at risk for having their infection
progress to TB disease when their immune system is weakened by conditions
like HIV, diabetes, chemotherapy treatment, smoking, aging, or certain
medications. There are over 2,400,000 people in California with latent TB.

According to the California Tuberculosis Controllers Association 20% of the
active TB cases in the U.S. are in California. A new case of tuberculosis (TB) is
diagnosed every 4 hours in our state, a Californian dies with TB every other day,
and a child under five is diagnosed with TB every week.

According to the Controlling Tuberculosis in the United States report issued
November 4, 2005 with recommendations from the American Thoracic Society,
CDC, and the Infectious Diseases Society of America the Institute of Medicine
has published a detailed plan for the elimination of TB in the United States. A
study published by the Institute of Medicine in 2000 concluded that TB could
ultimately be eliminated but that at the present rate of decline, elimination would
take greater than 70 years. The report described the cyclical nature of the U.S.
response to TB and warned against allowing another “cycle of neglect” to occur,
similar to that which caused the 1985-1992 resurgence.

According to the Curry International Tuberculosis Center at UCSF in the U.S.
funding for TB care is robust when there is an outbreak. Then as the response to



the outbreak gains control of the disease and the number of patients start to
decline finding disappears at a rate greater than the decline of the disease.

When the next outbreak occurs the dwindled capacity of local health departments
are inadequate to respond which results in a larger outbreak and then funding
follows. One of the macro goals of this pilot project is to explore the possibility
that a well trained EMS partner could provide the urgent capacity to help contain
outbreaks to better support the goal of disease elimination and to prevent another
“cycle of neglect.”

The Controlling Tuberculosis in the United States report describes the challenges
to progress toward TB elimination. The five most important challenges to
successful control of TB in the United States are:

1. Prevalence of TB among foreign-born persons residing in the United
States.

2. Delays in detecting and reporting cases of pulmonary TB.

3. Deficiencies in protecting contacts of persons with infectious TB and in

preventing and responding to TB outbreaks.

4. Persistence of a substantial population of persons living in the United
States with latent TB infection (LTBI)

5. Maintaining clinical and public health expertise in an era of declining TB
incidence.

Their recommendations for addressing some of these concerns are incorporated
into this project proposal.

To address delays in detection: According to the Curry Center staff many of the
new cases of infectious TB are diagnosed in the emergency department. Our
prediction is that the more EMS providers know about TB the better able they will
be to alert emergency medicine nurses and physicians about patients they
transport to hospitals that might have infectious TB.

To address deficiencies in protecting the contacts of persons with infectious TB
and in responding to TB outbreaks: EMS providers can greatly expand the staff
available to most health departments to respond quickly and comprehensively to
a reported outbreak. For example a recent contact investigation at a school in
Ventura required the TB clinic nurses to draw blood and provide education to
over 350 students. Having a team of paramedics join them would have allowed
them to cut the time required to do the work by 80% decreasing the chances that
someone would slip through the cracks and miss their evaluation.



To address the challenge of maintaining clinical and public health expertise: As
expertise is concentrated in the minds of fewer and fewer nurses and physicians
having a team of capable clinical providers support them in delivering Directly
Observed Therapy (DOT) should improve the effectiveness of the limited
resources. DOT is the standard of care for patients with TB disease. Failure to
complete therapy reliably contributes to the development of drug resistant strains
of TB, multi-drug resistant strains, and death.

Treatment

TB is treated with a combination of the 10 drugs currently approved by the FDA
for treating TB. The drugs are usually taken for 6 to 9 months or longer. Itis
essential to finish the course of medication as prescribed. Treatment completion
is determined by the number of doses ingested over a given period of time.
Failure to complete the medication regimen increases the chance that the
bacteria that are still alive will become resistant to the drugs. TB that is resistant
to drugs is much harder to treat.

DOT is a component of case management that helps to ensure that patients
adhere to therapy. During a DOT the healthcare professional directly observes
the patient taking and swallowing each dose of their medication. After the
medication has been taken the patient is asked a series of questions designed to
identify side-effects and mal-absorption issues. At the end of each DOT the
patient and healthcare professional sign the form to document the treatment.
The number of DOT’s is tracked for each patient to ensure adherence to and
completion of the program.

According to the World Health Organization, DOT is the heart of the Stop TB
Strategy. DOT is considered the standard of care worldwide, as well as by the
California Department of Public Health and the California TB Controllers
Association.

Project Background

Barry Fisher then Chief Deputy Director of the Ventura County Healthcare
Agency suggested this project. He was concerned that the variable patient load
and geographic distribution of TB patients in Ventura County challenged his
department’s resources. He was also interested in the possibility of providing
DOT outside of normal TB clinic hours and support for contact investigations.

Currently the majority of DOTs in Ventura County are provided by Community
Health Workers (CHW) supported by public health nurses. DOTSs are provided 8
am to 5 pm weekdays. An analysis of current patients found that some patients
live a long distance from the TB clinic making it time consuming for the CHW to
drive daily from the clinic in Oxnard to Simi Valley, Santa Paula, and Ojai.
Several of the patients with TB in Ventura would be better served having their



DOT in the evening so as to minimize the impact of side effects on their lifestyle.
The physician TB Controller for Ventura County and the two TB public health
nurses are excited about the possibility of having paramedics with a higher level
of clinical acumen help manager some of their more brittle/complicated patients,
help more effectively manage uncomfortable side effects of TB medications and
assist with contact investigations.

In the fall of 2012 Paramedic Field Supervisors from Gold Coast Ambulance
began providing DOT to a small number of patients under the supervision of the
Ventura County TB Specialty Clinic’s supervision. The medications are bubble
packed and are owned by the patient. After each DOT the patient and the
Paramedic Field Supervisor complete a questionnaire about side effects. The TB
nurse is contacted with any issues and with regular updates on patient status.

Types and number of patients likely to be served

10-15 patients annually

Employment opportunities for community paramedics

The paramedics selected to participate in this program are all full time Paramedic
Field Supervisors. They will continue in their role as Field Supervisors and
Community Paramedics throughout this project and will continue to be employed as
Paramedic Field Supervisors after the completion of the project.

Other programs serving as models for this project

This is the first program that we know of in the United States. Paramedics were included as
part of the National TB Control Program in Pakistan in 2007.



Program Management

Leadership and Local Advisory Committee

The project leadership and oversight committee meets monthly. They have
created the curricula, written the protocols, provided training, and provide quality
oversight for the project.

Mike Taigman, General Manager AMR Ventura/Gold Coast Ambulance
Project Manager

Angelo Salvucci M.D., Medical Director, Ventura County EMS Agency

Robert M. Levin M.D., Health Officer/Medical Director Ventura County
Public Health

Uldinr Castel M.D. Tuberculosis Controller Ventura County Health Care
Agency Tuberculosis Specialty Clinic
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Jeff Shultz, Paramedic Supervisor, Gold Coast Ambulance

Jaime Villa, Paramedic Supervisor, Gold Coast Ambulance



Operational Methodology

This pilot project is collaboration between Ventura County EMS Agency, AMR
Ventura, Gold Coast Ambulance, the Ventura County Healthcare Agency, and
the Ventura County Public Health Department’'s TB Specialty Clinic.

This pilot project will involve training 6 Paramedic Supervisors from AMR
Ventura, 3 Paramedic Supervisors from Gold Coast, for a total of 9 Community
Paramedics. These Community Paramedics will also receive training in TB, the
provision of social service support, and medical Spanish.

The Community Paramedics trained to participate in this program currently serve
as Paramedic Field Supervisors and will continue in that capacity during this
project. Their continued employment is not dependent on the results of or
sustainability of this project.

Project Steps

Since the majority of these patients do not have English as a primary language,
the Community Paramedics will be equipped with ELSA Real Time Translation
system to ensure and document effective communication through a medically
certified translator.

The project will be limited to Ventura County. On average there are 30-50
patients being treated by the Ventura County Public Health Department’'s TB
Specialty Clinic and we anticipate that this project will provide daily DOT for 5-10
of them.

Operational Logistics

1) The Ventura County TB Specialty Clinic will enroll appropriate non-facility
based adult patients in this program. Patient intake, diagnosis, and
treatment plan development will all be handled by the TB Specialty Clinic
staff, not Community Paramedics. Inclusion criteria are adults (18 year
old or older), living in Ventura County, with pulmonary or extra-pulmonary
tuberculosis disease. Exclusion criteria are patients under 18 years old.

2) During the initial part of treatment patient visits and DOT will be done by
the County TB nurse and the Community Paramedic.

3) Once the TB nurse is comfortable with the patient’s progress and the
Community Paramedic’s ability to deliver care the DOT process will be
turned over to the Community Paramedic.



4) DOT will be provided daily by Community Paramedics with telephone
support from the TB nurse. A symptom survey will be completed and
signed by patient and the Community Paramedic after each DOT. Patient
complaints of side effects may be treated by the Community Paramedic in
consultation with the TB nurse.

5) Patient satisfaction with the program will be assessed at the end of the

first, fourth, and last month of their treatment. TB Specialty Clinic staff's

satisfaction with the program will also be assessed throughout the project.

The paramedic scope and site of practice change proposed for this project is to

authorize these Community Paramedics to dispense DOT TB medications to
patients under the supervision of the Ventura County physician TB Officer.
Additionally the protocols would allow on-site assessment of patients for
symptomatic treatment of TB medication side effects in consultation with the
County TB physician.

Protocols

Direct Observed Therapy DOT

e Language interpretation using ELISA...done in patient’s native language.

e Dispense meds into container before making patient, based on physician’s
orders.
e Complete side effect, symptom, DOT questioner with patient.

O

O O O O O O O

o

Itching or rash

Fatigue

Nausea/vomiting

Fever

Dark Urine (red/orange ok if on Rifampin)
Yellowing of skin/eyes

Blurred vision

Pain in hands/feet

Any other unusual symptoms

e Provide them with their medications and watch them take them.

e Patient, initial the Weekly DOT Medication Record.

e Community Paramedic initial the Weekly DOT Medication Record and
complete progress notes.

e On Friday or if the patient is traveling provide them with a daily dose of
medications for each day they will not be DOTed.

e Notify Public Health TB Nurse if any of the following:

O
@)

New side effects, symptoms
Client reports already taken medications
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o Client not available for DOT
o Client feels too ill or complains of medication reaction

Documentation

Documentation of DOTSs is currently paper based, however it is anticipated that
the TB Specialty Clinic will be implementing an electronic medical record this
summer an our project will be managed using that record.

Provisions for protecting patient safety

Patient safety will be addressed prospectively with clear protocols designed by
the physician TB Controller and the EMS Medical Director, concurrently by real
time communications between the TB Specialty Clinic nursing team and our
Community Paramedics and retrospectively by 100% case review for protocol
compliance and unintended consequences. The project manager, our clinical
manager, the TB Specialty Clinic public health nurse, and our EMS Medical
Director will perform the case review monthly.

Anticipated sources of funding

American Medical Response Ventura County and Gold Coast Ambulance will
provide funding for this program. Once the project is complete we will work with
the TB Specialty Clinic on the potential of sharing some of the reimbursement for
DOT that comes from insured patients.

Paramedic Eligibility

Eligible paramedics have at least four years of full time paramedic experience in
Ventura County.

The process used to select candidates for this project began with a system
overview and a consideration of talent, experience, training logistics, impact of
the integration of new work, and financial impact. We chose to use the existing
Paramedic Supervisors from AMR Ventura and Gold Coast Ambulance because
they are some of the most capable and experienced paramedics in the system,
with some reconfiguration of current work the system allows them to complete
the training, and care for these patients with minimal disruption to the rest of the
EMS system. The primary financial impact is training costs, once the training is
complete the ongoing cost for the project should be minimal.
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The nine candidates are all current full time Paramedic Field Supervisors:

AMR Ventura Years in Years as a Years as a
EMS Paramedic Supervisor

Ambrose Stevens 10 8 4
Rob Rolf 28 27 5
Jim Hall 26 21 5
Mike Sanders 20 16 14
Dan Kost 13 10 4
Chris Gaskins 15 11 3

Gold Coast

Ambulance
Jeff Shultz 11 8 6
Justin Johnson 11 7 1.5
Jaime Villa 8 4 1

Local CP Training

The local portion of the Community Paramedic education program focused on
tuberculosis will be provided by the staff from the Ventura County Public Health
Department’s TB Specialty Clinic. (Appendix C)

Data Collection and Analysis

Both quantitative and qualitative data will be collected and analyzed for this
project. The Oversight Committee has established and refine qualitative and
guantitative key performance indicators. Initial data will include:

e The number of patients admitted to the project

e The percentage of daily DOT treatments completed per patient.

e Limited patient demographic data including age, gender, ethnicity, other

diagnosis.

e Patient satisfaction

e TB Specialty Clinic staff satisfaction

e Cost of the program per patient

e Financial benefit of the program.
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e Qualitative interview with Community Paramedic

e Results of this project will be made available to the Oversight Committee,
each of the participating Community Paramedics, each of the participating
organizations, and the State EMS Agency. A final report will be produced
for publication in professional journals.

Quality Management

American Medical Response-Ventura is required to conduct Quality Assurance
and Quality Improvement (QA/QI) reviews as part of the Paramedic Provider
Contract with Ventura County Emergency Medical Services Agency. The
Community Paramedic (CP) Pilot QA/QI plan will integrate into the existing EMS
QA/QI plan, with program-specific enhancements and heightened monitoring.

In addition to normal review of care coordination activities, AMR and Ventura
EMS will review one hundred percent of all incidents involving use of an
expanded scope of practice item. These incidents will be identified through
mandatory reports by community paramedics, as well as a secondary records log
review by the project manager. EMS will review incidents associated with an
expanded scope protocol for:

e medical appropriateness

e situational appropriateness

e time appropriateness

« compliance with protocols

e unusual circumstances

e adequacy of protocol

e outcome

o safety issues

e non-emergency contacts requiring the CP to request emergency
assistance

e system trends involving CPs

e system trends involving 9-1-1 field responders

The EMS QA/QI team will handle expanded scope incidents under the following
process:
1. Project manager refers incident to QA/QI
2. QA/QI staff assign a QA number to the incident
3. Incident is referred to the designated Community Paramedic QA Nurse
Specialist
4. The QA Nurse Specialist determines appropriateness, compliance, safety
5. Feedback to respective community paramedic
6. The paramedic, project manager or QA nurse will investigate the outcome,
depending upon which individual is most appropriate for the situation.
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7. Review between QA/QI, project manager, paramedic and medical director
8. Report to LEMSA or EMSA, if needed

9. Feedback and education to CPs and 9-1-1 responders
10. Record retention as indicated by EMSA

This project blends in with our evolving county Quality Management system
framework whereby 100% of the time, energy, and attention of the system is
placed on performance improvement projects following the Institute for
Healthcare Improvement’s Model For Improvement.

This TB project is chartered as an improvement project using this framework.

Institute for Healthcare Improvement’s Model for Improvement
What are we trying to accomplish? Project AIM

e This projects aim is improved care, compliance, and service for patients in
Ventura County with TB and improved capacity for the health department
to manage variation in patient count and respond to contact investigations.

How will we know that change is an improvement?

e A higher percentage of patients will complete their course of treatment on
time.

e The patients, physician TB Controller, and public health TB nurses will
have increased satisfaction with the DOT process.

e Contact Investigations will be completed faster and more thoroughly.
14



e The program will be more cost effective with the reduction in need to
bubble pack medications.

e Decreased cost by decreasing drive time for delivery of DOT.

What changes can we make that will result in improvement?

e Train paramedic supervisors that work for Gold Coast and AMR Ventura
to become Community Paramedics with a specialty in TB management.

e Work with the Ventura County TB Specialty Clinic to identify which
patients might benefit from community paramedic delivered DOT due to
geographic distance from the clinic, need for DOT outside normal clinic
hours and/or on weekends, patient complexity.

e Have community paramedics provide DOT under the direction and
supervision of the physician TB controller and the public health TB nurses.

e Provide DOT medications as dispensed rather than bubble packed which
costs $10 per medication per month.

e Have community paramedics identify side effects, mal absorption issues,
and other complications and consult with TB nurse or physician real time.
Provide treatment, referral, or transport for patients as appropriate in
consultation with the TB team.

e Have community paramedics provide updates on patient status for each
patient daily to public health TB nurses. More often for complex patients
as needed.

e Have community paramedics respond to and support the public health TB
team with contact investigations including helping to identify possible
exposures, drawing blood for interferon-gamma release assays or IGRASs,
placing and reading TB skin tests, and providing other support as needed.

The objectives are:

e Improve patient compliance with Directly Observed Treatment (DOT).

e Decrease the length of time a patient is in treatment by providing DOT on
holidays and clinic closure days at hours convenient for the patient, as
opposed to the current five days a week, excluding holidays, 8:30 a.m.-
5:00 p.m.

e Increase the percentage of patients who complete the full course of
treatment for TB.

e Improve patient satisfaction with their treatment.

e Decrease cost by administering medication and avoiding the cost of :

1



bubble packing them.

Identify and treat side-effects and mal-absorption issues early, with
consultation with physician as needed.

Decrease patient suffering by treating itching or nausea with appropriate
medication.

Supplement the Health Department’s clinical team by co-responding to TB
exposure sites and assisting with blood draws.
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Appendix A

County Letter of Support
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Appendix B Policies

1

2)

3)

4)

5)

The Ventura County TB Specialty Clinic will enroll appropriate non-facility
based adult patients in this program. Patient intake, diagnosis, and
treatment plan development will all be handled by the TB Specialty Clinic
staff, not Community Paramedics. Inclusion criteria are adults (18 year old
or older), living in Ventura County, with pulmonary or extra-pulmonary
tuberculosis disease. Exclusion criteria are patients under 18 years old.

During the initial part of treatment patient visits and DOT will be done by the
County TB nurse and the Community Paramedic.

Once the TB nurse is comfortable with the patient’s progress and the
Community Paramedic’s ability to deliver care the DOT process will be
turned over to the Community Paramedic.

DOT will be provided daily by Community Paramedics with telephone
support from the TB nurse. A symptom survey will be completed and signed
by patient and the Community Paramedic after each DOT. Patient complaints
of side effects may be treated by the Community Paramedic in consultation
with the TB nurse.

Patient satisfaction with the program will be assessed at the end of the first,

fourth, and last month of their treatment. TB Specialty Clinic staff’s
satisfaction with the program will also be assessed throughout the project.
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Appendix C Local Training Curricula

Community Paramedicine TB Project

Supplemental Curricula

1. History of Tuberculosis (TB)

Goal: Understand the scope and magnitude of TB across the world and over the

ages.

. Egyptians

. Hippocrates

. Epidemics

. TBin the US

. Dr.Robert Koch

. Streptomycin

. Development of drug resistance
. Isoniazid (INH)

0. Systemic Surveillance of TB

2. Epidemiology

1
2
3
4
5
6. Sanitaria
7
8
9
1

Goal: Understand the effect of TB on the health and economy of the world today.

v W=

3. Etiology

World Health Organization Statistics
United States impact
California
Ventura County
Catalysts for the resurgence of TB
i
il
iil.
iv.
V.
V.

Poverty

Injectable drug use

Homelessness

Foreign-born persons

Immuno-compromised particularly those with HIV/AIDS
Failure to complete TB drug treatment

Goal: Understand the cause and contributors to TB.
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Noswh e

Mycobacterium tuberculosis

M. bovis

M. africanum

M. microti

Additional species belonging to the complex
Cell walls of M. TB

Acid-fast stained sputum smear

4. Methods of Transmission and Rick Factors

Goal: Understand the dynamics of TB transmission and the rick factors that
increase likelihood of transmission

®

BN Y

Droplet inhalation and path to the blood stream
Process of becoming infected
Active TB
Latent TB
Reactivation TB
High Risk Groups
i. Elderly
ii. IV drugusers
iii. Chronically Il
Reasons for increased susceptibility in high risk groups
i. Decline in pulmonary mucociliary transport
ii. Ineffective cough reflex
iii. Altered immune system
iv. Reduced cell-mediated immunity
Debunked theories of spread
Inhalation of aerosolized droplet nuclei carrying live M. tuberculosis
bacillus
i. Dropletorigination
ii. Cavitary lung lesions
iii. Time from exposure to infection

10. Special issues of HIV/AIDS patients
11. Ethnic impact of TB
12. Children and TB

5. Stages and Types of TB

Goal: Understand the stages of TB and the treatment issues related to each.

1.

Primary Infection
i. Dropletinhalation
ii. Granuloma
iii. Ghon lesion
iv. Ranke or primary complex
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v. TB travel through lymph nodes into the bloodstream
vi. Oxygen-Dense sites
1. Kidneys
2. Vertebral bodies
3. Epiphyses of long bones
4. Miliary TB and CNS involvement/meningitis
vii. Pleural effusion

2. Latent/Asymptomatic Pulmonary Infection
i. Immune process works well
ii. Lifetime
iii. Skin-Test positive

3. Secondary or Reactivation TB
i. Immune system breakdown

4. Variations in immune response
i. Uncommon presentations
6. Pulmonary Tuberculosis

Goal: Understand the spectrum of pulmonary TB including diagnosis and
screening.

1. Signs and Symptoms
i. Subtle and easy to miss
ii. Picked up on routine chest x-ray

iii. Fever
iv. Malaise
v. Cough

vi. Anorexia
vii. Weight Loss
viii. Chest Pain
ix. Dyspnea

2. Diagnosis
i. ChestX-Ray
ii. CT scan, MRI, PET
iii. Laboratory findings
iv.
3. Screening
i. High Risk Groups and people who come into contact with them
1. HIV
2. Close contact with active TB
3. Weak immunity
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6
7.
8.
9
1

Renal failure

Diabetes

Prolonged steroid use

Immunosuppressive therapy

Malnutrition

Gastrectomy

IV drug users

Residents and employees of long term care facilities,
prisons, mental institutions, homeless shelters, or toehr
group homes

EMS and Fire Fighters

People spending time in countries with lots of TB
Foreign born people with high prevalence of TB
Uncontrolled Diabetes

o a0 o

0. Immigrant farm worker with no access to healthcare

4. TB Skin Testing
i. Aplitesttest
ii. Sclavo Test
iii. Mono-Vacc Test
iv. Mantoux

1.
2.

Proper administration of the test
Examination of the intradermal injection site

v. Limitations of the test for diagnosis of active TB

5. TBBlood Tests (interferon-gamma release assays ir IGRASs)
i. QuantiFERON ®-TB Gold In-Tube test (QFT-GIT)
ii. T-SPOT ®.TB test (T-Spot)
iii. Blood Draw and handling process

6. Sputum Smear and Culture
i. Procuring sputum specimens

1.
2.
3.

4,
5.

Importance of making sure patient understands the
instructions....teach back

Optimal time for collection early morning and NPO for 8
hours

Rinse mouth but no tooth brushing

Not saliva but a lung sample from a deep cough
Induction procedure

ii. Clinician safety during procurement
iii. DNA Probe and NAA and MTD-2 tests
iv. DNA fingerprinting or genotyping

7. Extra-pulmonary Tuberculosis
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Goal: Understand the manifestations of TB in other parts of the body besides the

lungs.

1.

2.

3.

TB of the central nervous system

i. Signs/Symptoms and Treatment
Renal TB

i. Signs/Symptoms and Treatment
Tuberculosis Peritonitis

i. Signs/Symptoms and Treatment
Tuberculosis Pericarditis

i. Signs/Symptoms and Treatment
Tuberculosis Lymphadenitis

i. Signs/Symptoms and Treatment
TB of the bones and joints

i. Signs/Symptoms and Treatment
Gastrointestinal TB

i. Signs/Symptoms and Treatment
Hepatic TB

i. Signs/Symptoms and Treatment
Miliary TB

i. Signs/Symptoms and Treatment

8. Treatment

Goal: Understand the treatment regimen for TB including medications and their
indications, contraindications, side effects, etc.

BN

5. Drugs for Pediatric including dosing, contraindications, side effects,
adverse reactions, and toxic reactions

Basics of TB Treatment
Multi Drug Resistant TB

XDR-TB

Drugs for Adults including dosing, contraindications, side effects, adverse
reactions, and toxic reactions

1. Isoniazid
Rifampin
Rifabutin
Rifapentine
Ethambutol
Pyrazinamide
Streptomycin
Ethionamide
9. Para-aminosalicylicacid
10. Kanamycin
11. Cycloserine
12. Capreomycin

PN W
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[soniazid
Rifabutin
Rafapentine
Rifampin
Streptomycin
Ethambutol
Pyrazinamide
Ethionamide
9. Para-aminosalicylicacid
10. Cycloserine
11. Kanamycin
12. Capreomycin
6. PRN Medications
Benadryl
Zofran
Phenergan
Immodium
Cough Syrup
Tylenol
Ibuprofen
PO Prednisone
9. Pepcid
10. Topical ointments
11. Benadryl Cream
12. OTC Steroid Cream
7. Common Side Effects
No appetite
Nausea
Vomiting
Yellowish skin or eyes
Fever for 3 or more days
Abdominal pain
Tingling in the fingers or toes
Pain in the lower chest or heartburn
9. Feelingitchy
10. Skin Rash
11. Easy Bruising
12. Bleeding from gums
13. Nose bleeds
14. Urine dark or brown in color
15. Aching joints
16. Dizziness
17. Tingling or numbness around the mouth
18. Blurred or changed vision
19. Ringing in the ears
20. Hearing loss

PN W PN WD

PN WD



21. Orang tinged urine, saliva, tears
22. Sensitive to the sun
23. Potential decrease in the effectiveness of birth control pills
24. Withdrawal symptoms for people on methadone
2. Two Phases of Drug Treatment
1. Knockdown
2. Maintenance Therapy
3. Sputum Smear during therapy
1. Conversion to smear-negative
4. Surgical Treatment

9. MDR-TB

Goal: Understand the special issues and treatment plans associated with multi
drug resistant TB.

1. Primary and Secondary resistance
2. Drugregimens for specific patterns of resistance
a. Resistant to [soniazid: Rifampin, pyrazinamide, and ethambutol
for 6 months
b. Resistant to Isoniazid and Rifampin: Fluoroquinolone,
ethambutol, pyrazinamide, and injectable agent for 18-24 months
c. Resistant to Isoniazid, Rifampin and ethambutol or pyrazinamide:
A fluoroquinolone (and ethambutol or pyrazinamide if disease is
active) an injectable agent and two alternative agents.
d. Resistant to Rifampin: Isonazid, ethambutol, and a
fluoroquinolone, supplemented with pyrazinamide for the first 2
months, an injectable agent may be included for the first 2 to 3
monts for patients with extensive disease.
e. Injectable agents include aminoglycosides (such as streptomycin,
kanamycin, and amikacin) or capreomycin
f. Diarylquinolines
i. For MDR-TB or XDR-TB when others are ineffective

10. Chemoprophylaxis for TB

Goal: Understand the rational and process for preventing latent infections from
progressing to clinically active TB disease.

1. Candidates for Preventive Therapy
i. People with HIV Infection
ii. Close contacts with TB case
iii. People who have undergone organ transplants and other
immunosuppressed patients
iv. People with fibrotic changes on chest x-ray constant with old
TB disease
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v. People receiving specialized treatment for arthritis or Crohn’s
disease

vi. People who have a 10mm or larger TB test

1. Recentarrivals in the US <5 years from high prevalence
countries
[V drug users
Residents or employees of high-risk congregate settings
Myco-bacteriology lab personnel
Persons with medical conditions that make them high
risk (diabetes, silicosis, cancer of the head and neck,
end-stage renal disease, intestinal bypass or
gastrectomy, chronic mal-absorption syndromes.

6. Children exposed to adults in high-risk categories.

2. Vaccination....not generally used in the US

Ui W

11. Children and TB
Goal: Understand the special issues and treatment plans for children with TB.

1. Prophylactic Treatment
2. Newborns

12. TB and Pregnancy

Goal: Understand the special issues associated with pregnancy and TB
treatment.

1. First Trimester
2. Breastfeeding

13. Care of the patient with TB

Goal: Understand the overall goals of care, care settings, etc. associated with
caring for patients with TB

1. Inpatient Care
i. Negative pressure rooms
ii. HEPA filters
iii. Germicidal lamps
iv. PPE
2. Ineffective Breathing Patterns
i. Increased rate
ii. Productive cough including hemoptysis
iii. Accessory muscles
iv. Retractions
v. Diaphoresis
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Vi.
vil.

Tachycardia
Interventions include 02, hydration, semi-Fowler’s position

3. Acute Infection

i.
ii.
iii.
iv.

Assessing secretions and sputum for amount, color, and
consistency
Measure temperature Q4
Sputum culture reports
Interventions
1. Respiratory isolation
2. Disposing of secretions properly
3. Hand hygiene practices
4. Medications

4. Patient Knowledge Deficit

i.
il.
iii.
iv.
V.

Teaching patients about TB

Teaching patients and their families how to follow their
regimen

Reinforce isolation techniques

Nutrition education

Encourage patients to stop smoking

5. Case Management

L.

Coordination of patient, family, clinics, and other support
services.

6. Outpatient Care

L.
il.

Directed Observed Therapy
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Title of the Project

e Ventura and Santa Barbara County Hospice Support Program: Project
Number CP006

Scope of Practice Categories

e Assess, treat, and refer
e (Care for chronic conditions

Brief description of propose concept

The basic concept behind this proposed project is to improve the care and service
provided to hospice patients who have activated the 911 system or had the 911
system activated on their behalf. The primary objective is to have Community
Paramedics provide patients with comfort care using the patient’s own comfort care
kit and supplemental medications until hospice clinicians can take over care. This
will require expanded protocols developed by the hospice medical director and the
County EMS Medical Director. This will allow patients to remain in their location of
choice rather than being transported to the hospital.

The secondary objective is to provide grief support and crisis support services for
the patient, their family, and their friends until hospice clinicians arrive bedside.

This project will serve Ventura and Santa Barbara Counties.

This project is collaboration between Ventura County EMS Agency, Santa Barbara
County EMS Agency, AMR Ventura, AMR Santa Barbara, Gold Coast Ambulance,
LifeLine Medical Transportation, Assisted Hospice Care of Ventura, Thousand Oaks,
and Santa Barbara, and The Palms at Bonaventure. First response agencies, other
hospice providers and other appropriate partners will be recruited to join the
project if approved for a pilot program.

The oversight for the project will be provided by a committee that includes the
medical director for Assisted Hospice, the EMS Medical Director for both County
EMS Agencies, a manager from participating hospice organizations, a representative
of the Ventura County EMS Agency, a representative from the Santa Barbara County
EMS Agency, a manager from LifeLine Medical Transportation and a Manager from
AMR Ventura/Gold Coast. The project will be coordinated by Mike Taigman,
General Manager for AMR Ventura/Gold Coast.



Estimated projectlength

The project is estimated to require a bit more than two years from notification of
approval (October 2013) until completion. It's anticipated to complete December
2015.

Background Information

Need for Project

Ventura County AMR Paramedic Bob Scott and his partner responded to a call for a
“person not breathing.” As the crew arrived they anticipated working a full arrest,
instead they found Manny a 60-year-old male comforting his daughter. Manny said,
“I'm not going with you. I've got an aneurysm in my belly. I don’t want surgery. My
doctor told me that when it happens I'll have about 45 minutes of severe pain and
then I'll be dead. The pain started about an hour ago and I'm not dead yet, so my
daughter called.”

Hospice is an approach to care that supports those facing life-limiting illness when
cure is not possible, but comfort is desired. Hospice is designed to provide a safe
comfortable journey for the patient and to help their loved ones go on living after
they die. In 2011 an estimated 1,650,000 people received care from one of the more
than 4,700 hospice programs in the U.S. This graph shows the length of time before
death for patients admitted to hospice in the U.S.



Hospice is not a place but a concept of care. Eighty percent of hospice care is
provided in the patient’s home, a family member’s home and in skilled nursing
homes. Hospice is a covered benefit under Medicare and California provides
payment for hospice under Medi-Cal. The most common diseases that bring people
into hospice are cancer, congestive heart failure, chronic obstructive pulmonary
disease, Alzheimer’s, and renal disease.

One of the ideals in the hospice movement is that a good life deserves a “good
death.” According to the Debate of the Age Health and Care Study Group there are
12 principles of a good death:

To know when death is coming and to understand what can be expected.
To be able to retain control of what happens.

To be afforded dignity and privacy.

To have control over pain relief and other symptom control.

To have choice and control over where death occurs (at home or elsewhere)
To have access to information and expertise of whatever kind is necessary.
To have access to any spiritual or emotional support required.

To have access to hospice care in any location, not only in hospital.

To have control over who is present and who shares the end.

10 To be able to issue advance directives which ensure wishes are respected.
11. To have time to say goodbye, and control over other aspects of timing.

12. To be able to leave when it is time to go, and not to have life prolonged
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pointlessly.

While most patients admitted to hospice care die according to their wishes, it's
common in the final stages of life for a friend or family member to panic and call
911. Currently paramedics arrive with limited options for helping patients find
comfort other small doses of morphine or Ondansetron than transportation to a
hospital emergency department where there is the potential for them to be
admitted to the hospital. Transport and hospitalization often interfere with the
principles of a good death.

Types and number of patients likely to be served

In 2013 262 hospice patients in Ventura had 911 activated on their behalf. Of those
111 were transported to the hospital. An initial evaluation indicates that the
majority of those transports could have been avoided with this program.
Approximately 400-500 patients are in the hospice programs managed by our team
members in Ventura and Santa Barbara Counties on an average day. Over the
course of the project we estimate that 350 patients will receive services from
Community Paramedics in Ventura and Santa Barbara Counties.

Employment opportunities for community paramedics

The paramedics selected to participate in this program are all full time Paramedic
Field Supervisors. They will continue in their role as Field Supervisors and
Community Paramedics throughout this project and will continue to be employed as
Paramedic Field Supervisors after the completion of the project.

Other programs serving as models for this project
Medstar Mobile Healthcare in Fort Worth, Texas has a partnership similar to the one

proposed in this project with Vitas Innovative Hospice.

Program Management

Project Leadership and Local Advisory Committee

This team meets monthly and has collaboratively designed the curricula,
designed the protocols, will provide the supplemental hospice education, and
once the project is live will provide quality oversight with a detailed review
of each patient seen by the system.
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The project manager is Mike Taigman, General Manager for AMR
Ventura and Gold Coast Ambulance.

The project Medical Director is Angelo Salvucci M.D., Medical Director,
Ventura County EMS Agency

The project coordinator is Lindsey Simpson, paramedic for AMR
Ventura, Faculty Instructor at Loma Linda University, and Ph.D.
Candidate

Darryl McClanahan, Paramedic Supervisor, AMR Santa Barbara

Jeff Winter, Operations Manager LifeLine Medical Transportation

Chad Panke, Clinical/Education Services Manager, AMR Ventura
County/Gold Coast Ambulance

Jeff Shultz, Paramedic Supervisor, Gold Coast Ambulance

Hospice Team Members

o

O

Michele Bower, Buena Vista Hospice

Mary Leste, CEO of TLC Home Hospice

Lena Beker, Rose Room Hospice

Tracy Shoop, Assisted Hospice

Sandy Morse, Livingston Hospice

Dave Schireman, Operations Manager AMR Santa Barbara
Nancy Lopolla R.N., Director Santa Barbara County EMS Agency
David Mack, Vitas Hospice

Michelle Evans, Rose Room Hospice

Carolyn Divine, Silverado Hospice



Operational Methodology

911 calls for hospice patients will continue to receive a full EMS response as
appropriate for the nature of the call as defined by Medical Priority Dispatch
protocols. As soon as a patient is identified (during call taking or after arrival
of first response units) as being under hospice care the closest community
paramedic (5-6 on duty 24 x 7 between the two counties) will be dispatched
and the patients hospice provider will be notified. During the hospice/CP
team response a 3 way phone conference will be established between first
arrivers, the on-call hospice triage nurse, and the responding community
paramedic.

Operational Logistics

When the Community Paramedic arrives on scene, the first responders from
the fire department and the paramedic ambulance company will turn care
over to the CP and depending on the circumstances may go back into service.
The CP will perform an assessment on the patient and communicate with the
family. The CP will work with the hospice nurse to create a right now care
plan focused on getting the patient through the next few moments until
hospice can arrive. The plan may include transport to the hospital,
administration of medications for pain, nausea, difficulty breathing, etc. or
just tender loving care.

Protocols

o Whena911 call is placed for a patient who are under hospice care, Medical
Priority Dispatch protocols will be followed and the appropriate first
response/paramedic ambulance will be dispatched to the scene. Additionally
the Community Paramedic/Supervisor will be dispatched to the scene. While
responding the patient’s hospice team will be notified.

o On arrival at the scene the Community Paramedic/Supervisor will assume
care of the patient and management of the scene. The situation will be
assessed to determine if the reason for 911 activation is the same illness that
caused hospice admission or something outside of the reason for hospice. If
the reason 911 was called is not related to the hospice illness then traditional
EMS protocols will be implemented to care for the patient. If the reason for
the 911 call is related to their hospice admitting illness then the patient will
be cared for following the project’s EMS hospice palliative care protocols.

o The medical oversight for this project will be provided by the EMS Medical
Director for the two counties in consultation with the Hospice Medical
Director.

o The project Oversight Committee will meet monthly for the duration of the
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project to coordinate the training, protocol development, implementation,
data collection, data analysis, safety, and progress of the project.

Patient safety will be addressed by bedside clinical supervision of hospice
clinical professionals and 100% case review for protocol compliance and
unintended consequences.

Ambulance provider continuing education and R&D funds will provide
financial support for the project. Additionally we will search for and apply
for grant funds to support the project.

The paramedics selected for this program will have at least four years 911
system experience and have a background as a field training officer or
preceptor. They will also be Field Supervisors or Associate Field Supervisors.

Local Community Paramedic training will be provided by UCLA.



911 Call

Hospice ID if If l':]l;-:'lst%i;:e,
volunteered o )
ommunity
by caller t
Paramedic

Hospice
Protocols

First Arrivers

Hospice ID 11 x 8 bright color paper, Book,
Board and Care inquiry, hospice literature, lots
of equipment, patient looks terminal

Hospice
Assistance

L]

Assess and provide non -pharmacological
comfort care (Airway positioning, O2, back to
bed, suctioning, vital signs, temperature
management, calming TLC (for patient and
family), bandaging (someone with patient,
someone with family, someone on the phones)

Hospice call to
Community
Paramedic for
Assistance

L]

ID which hospice they belong to, have you
called hospice, notify Community Paramedic
who will initiate a 3 way call with on-scene crew,
community paramedic, and hospice on-call
triage nurse

v

Determine reason for 911 call, read POLST or
advanced care directive, determine transport or
not, is the patient revoking hospice

Common

Community
Paramedic

Assessment, in consultation with the hospice
triage nurse create a (right now) care plan and
implement

Comfort
Measures

/

Patient is Actively
Dying
Comfort (for Patient)
and Calming (for
family) Measures
Grief Support

Transition care to hospice nurse and assist

Difficulty
breathing
Bleeding

Trauma or
other
incident
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Documentation

Each encounter with a hospice patient will be documented using Image
Trend EPCR with a supplemental form specific to this project.

Provisions for protecting patient safety

These patients are under the care of a hospice physician and a team of
hospice professionals. This project is designed to support the on-going care
of patients who are expected to die. 100% of hospice patient encounters will
be reviewed for protocols compliance, suffering reduction, and unanticipated
consequences by the project manager, coordinator, and medical director
within 48 hours of the call. And 100% of the cases will be reviewed by the
project oversight committee each month.

Anticipated sources of funding

Funding for this project is provided by AMR Ventura, Gold Coast Ambulance,
and LifeLine Medical Transportation. Post project funding will be provided
by the local hospice providers.

ParamedicEligibility

The process used to select candidates for this project began with a system overview
and a consideration of talent, experience, training logistics, impact of the integration
of new work, and financial impact. We chose to use the existing Paramedic
Supervisors from AMR Ventura, AMR Santa Barbara, LifeLine Medical
Transportation, and Gold Coast Ambulance because they are some of the most
capable and experienced paramedics in the system, with some reconfiguration of
current work the system allows them to complete the training, and care for these
patients with minimal disruption to the rest of the EMS system. The primary
financial impact is training costs; once the training is complete the ongoing cost for
the project should be minimal.
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The eighteen candidates are all current full time Paramedic Field Supervisors:

AMR Ventura Years in Years as a Yearsasa
EMS Paramedic Supervisor

Ambrose Stevens 10 8 4
Rob Rolf 28 27 5
Jim Hall 26 21 5
Mike Sanders 20 16 14
Dan Kost 13 10 4
Chris Gaskins 15 11 3

AMR Santa

Barbara
Mike Rhoades 19 15 7
Darryl McClanahan 9 5 1
Tim Thompson 8 6 2
Patrick Crull 18 18 13
Dave Tosti
Wes Frank

Gold Coast

Ambulance
Jeff Shultz 11 8 6
Justin Johnson 11 7 1.5
Jaime Villa 8 4 1

LifeLine

Medical

Transportation
Ryan Coccia 5 3 1.5
James Rosolek 6 4 2
Weston Williams 14 3.5 1

The people who will be providing operational oversight for these Paramedic
Supervisor/Community Paramedics will include clinical and operational managers
from all four organizations:

AMR Ventura and Gold Coast

e Mike Taigman: General Manager, AMR Ventura/Gold Coast Ambulance
e Chad Panke: Clinical/Education Manager, AMR Ventura/Gold Coast
Ambulance
e Mike Stillwagon: Community Clinical Care Manager, AMR Ventura/Gold
Coast Ambulance
e (Charles Drehsen M.D. Medical Director, AMR Ventura/Gold Coast Ambulance
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AMR Santa Barbara

e Dave Schierman, Operations Manager, AMR Santa Barbara
e Les Hugh, Clinical/Education Manager, AMR Santa Barbara
e Charles Drehsen M.D. Medical Director AMR Santa Barbara

LifeLine Medical Transportation

o Jeff Winter, Operations Manager, LifeLine Medical Transportation
e Elizabeth Patterson, MD, FACEP, Medical Director LifeLine Medical
Transportation

The Medical Directors of our partner Hospice organizations and their triage nurses
will provide clinical oversight.

Local CP Training

The hospice portion of the Community Paramedic education program will be
provided by the nurse educators and physicians from our local hospice providers.
(Appendix B)

Data Collection and Analysis

Data will be collected and analyzed quantitatively and qualitatively each month.
The percentage of hospice patient transported to the hospital is the primary
indicator, which will be, tracked monthly using a p-chart (statistical process control
chart).

Quality Management Plan

Patient safety will be addressed prospectively with clear protocols designed by the
hospice physicians and the EMS Medical Director, concurrently by real time
communications between the on-call hospice nurse and our Community Paramedics
and retrospectively by 100% case review for protocol compliance and unintended
consequences. The project manager, our clinical manager, a hospice nurse manager,
and our EMS Medical Director will perform the case review monthly.

The project will be managed using the Institute for Healthcare Improvement
framework following the Standards for Quality Improvement Reporting Excellence
(SQUIRE) Guidelines.

This project blends in with our evolving county Quality Management system
illustrated below:
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American Medical Response-Ventura & Santa Barbara are required to conduct
Quality Assurance and Quality Improvement (QA/QI) reviews as part of the
Paramedic Provider Contract with Ventura & Santa Barbara County Emergency
Medical Services Agency's. The Community Paramedic (CP) Pilot QA/QI plan will
integrate into the existing EMS QA/QI plan, with program-specific enhancements
and heightened monitoring.

In addition to normal review of care coordination activities, AMR and Ventura
EMS will review one hundred percent of all incidents involving use of an
expanded scope of practice item. These incidents will be identified through
mandatory reports by community paramedics, as well as a secondary records log
review by the project manager. EMS will review incidents associated with an
expanded scope protocol for:

e medical appropriateness

e situational appropriateness

« time appropriateness

e compliance with protocols

e unusual circumstances

« adequacy of protocol

e outcome

o safety issues

e« non-emergency contacts requiring the CP to request
emergency assistance

e system trends involving CPs

e system trends involving 9-1-1 field responders

The EMS QA/QI team will handle expanded scope incidents under the following
process:
1. Project manager refers incident to QA/QI
2. QA/QI staff assign a QA number to the incident
3. Incident is referred to the designated Community Paramedic QA Nurse
Specialist

4. The QA Nurse Specialist determines appropriateness, compliance, safety

5. Feedback to respective community paramedic

6. The paramedic, project manager or QA nurse will investigate the outcome,
depending upon which individual is most appropriate for the situation.

7. Review between QA/QI, project manager, paramedic and medical director

8. Report to LEMSA or EMSA, if needed

9. Feedback and education to CPs and 9-1-1 responders

10. Record retention as indicated by EMSA

This project blends in with our evolving county Quality Management system
framework whereby 100% of the time, energy, and attention of the system is
placed on performance improvement projects following the Institute for
Healthcare Improvement’s Model For Improvement.
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Appendix A

County Letter of Support
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Appendix B Local Training Curricula

Community Paramedic Project

Supplemental Hospice Curriculum Approximately 55 Hours of Training

1. Hospice Background

Goal: Identify the philosophy and purpose of hospice

Hospice Licensure, Certification, and Accreditation

1. Definition of Hospice
2. Philosophy of Hospice
3. The history of Hospice
4,

5.

Hospice Medicare Benefit/Conditions of Participation

Patient rights

Patient assessment

Inter-disciplinary Group, care planning, and coordination of
services

Infection control

Core services, nursing, medical social, physician, counseling,
Non-Core services including PT, OT, Speech therapy,
homemaker services

Administration of services

Medical Director

Clinical Record

Medications, and medical supplies

6. Ethical Precepts and goals of hospice
7. Palliative Care

8. Glossary

Accreditation
Advanced Directive
Artificial nutrition and/or hydration
Assessment
Assisted Suicide
Autonomy
Bereavement

Cap Period
Capacity
Capitation

Care Plan
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Caregiver

Centers for Medicare and Medicad Services (CMS)
Certification

Chronic

Clinical Path

Community

Competency

Comprehensive assessment
Confidentiality

Contracted Services

Cultural Diversity

Dementia

Diagnostic-related Groups DRGs
Discharge

Do Not Resuscitate Orders DNRs
Double Effect (principle of)
Durable Medical Equipment DME
Emotional Support

Eternal Nutrition

Euthanasia

Extended Care Services

Fee for Service

Facility-Based Care

Family

Gatekeeper

Grief

Health Maintenance Organization HMO
Home

Home Health Aid/nursing aid/assistant
Homemaker

Hospice Physician

Holistic

ICD-9 Code

Informed Consent

Inpatient Services

Inpatient Setting
Interdisciplinary Team Conferences IDG or IDT
Intermediary

Initial assessment

Length of stay/service LOS
License (Hospice)
Life-Sustaining Treatment

Living Will
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Managed Care Plan or organization MCP or MCO
Medicaid

Medical Chart/Record

Medical Director

Mourning

Medicare

Outcome

Palliative Care

Patient

Patient/Family and Unit of Care
Power of Attorney for Healthcare
Preferred Provider Organizations PPO
Pressure Ulcer

Primary Caregiver

Prognosis

Qualified

Quality assessment and performance improvement
Restraint

Seclusion

Standard

Staff

Staff Support

Terminally Il

Time Line

Utilization Review

Volunteer

Withdrawal of treatment
Withholding of treatment

2. Hospice Medicare Benefit

Goal: Be able to select the criteria for hospice eligibility, the time frame for
initial certification, the four services offered under the hospice benefit,
understand hospice reimbursement under Medicare, and understand the
difference between discharge and revocation.

Hospice Medicare Benefit

Eligibility for hospice care

Hospice benefit periods and certification process
Services provided

Levels of care

Reimbursement

N



7. Causes for termination of services.
3. Patient Rights and Advance Directives

Goal: Understand PSDA, Informed Consent and Advanced Directives. Explain the
Medicare requirements about who can make the decision to elect the

Medicare Hospice Benefit when the patient is unable to make decisions for
themselves. Describe how patient’s rights are to be communicated to the patient
and/or their legally authorized representative.

Patient Self-Determination Act (PSDA) the law
Condition of Participation - Patient Rights
Informed Consent and its relationship to hospice
Decision Making Capacity

e Communicate a choice

e Understand the issues

e Appreciate the situation and its consequences
Rationally manipulate information
5. Lack of Decision-Making Capacity

e Surrogate Decision Maker

6. Advanced Directives
e Five Wishes® Form
e Qut of State Directives

B W=

4. Interdisciplinary Teams

Goal: Describe the disciplines on the core team and match them with the
services/tasks they provide.

1. Inter-disciplinary Group

a. Physician

b. RN

c. Social Worker
d.

Pastoral or other counselor
i. Emotional Counseling
ii. Financial Counseling and Information
iii. Information about Legal Instruments and Services
iv. Community Resource Referrals and Advocacy
v. Non-invasive pain and Symptom Control
vi. Assessing Patient’s needs and Problems
vii. Pastoral Care and Counseling
viii. Bereavement Support
ix. Dietary Counseling
x. Other services PRN
e. Hospice Aid
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5. Hospice Care Planning and Integration

Goal: Understand the elements of a standard plan of care.

L ONU AW

Medications

Treatments

DME

Supplies

Scope, frequency and duration of services
Problems, goals and interventions
Physician Orders

Process for changing plan of care

Nursing home variations

6. Documentation and Confidentiality

Goal: Review proper documentation, HIPAA Privacy Rules, and key information
to be included in a clinical note.

1. Standard content of clinical record for each patient

a.

TS EE e A

Initial plan of care, updated plans, initial assessment,
comprehensive assessment

Signed copies of the notice of patient rights

Responses to medications, symptom management, treatments, and
services

Outcome measure data elements

Physician certification and recertification of terminal illness
Advanced directives

Physician Orders

Allergies and sensitivities to drugs and food

Medication orders

Diet orders

Orders for other therapies and services

Degree of activity allowed

m. Daily notes
2. What to document

~ 5@ e AN o p

Care and services provided

Patient/family response to services provided

Progress, lack of progress toward measurable outcomes
Observations about eh patient’s disease process, condition, coping
Communication with others regarding the patient

Patient/family education

Patient/family agreement/involvement in the plan of care
Patient/family emotional status

Psychosocial issues regarding pain and other symptoms
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j- Status re: the grieving process
k. Patient’s understanding of the nature of their condition
. Utilization and the need for community resources

3. Confidentiality

7. Admission Process for Hospice

Goal: Describe the special characteristics involved with admission to hospice.

Sl
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Activities prior to and during the visit.

Determine the decision-maker

Determine the Patient/Family Understanding of Hospice
Obtain Pertinent Information

Checklist

Financial

Psychosocial

Medical

Terminal Diagnosis

Level of Medical Knowledge
Family dysfunction

Guidelines for determining prognosis of 6 months or less
Palliative Performance Scale (Adapted Karnofsky)

Katz Basic Activities of Daily Living (ADL) Scale

New York Heart Association Functional Classification

10. Functional assessment Staging Tool (for Alzheimer’s Disease)
11. Mental Status
12. Mini-Mental Status Examination

8. Hospice in Alternate Settings

Describe the adaptations of hospice that’s provided in places other than the
patient’s home.

1.

W

© N

Residential care facilities for the elderly also known as Board and Care

Assisted Living Facility
Residential Care Facility Adult (Usually mental health facilities for
residents under age 62)
Residential hospice
Inpatient hospice
Acute care hospital
Acute care hospital transitional care unit
Special Issues
a. Weight Loss

23



b. Restraints

9. End Stage Disease
Goal: Describe the experience of end stage disease.

Anorexia and Weight Loss
Fatigue and Weakness
Loss of ability to perform activities of daily living
Sadness, Grief, and Depression
Fear and Anxiety
Confusion
Sedation
Cancer
Non-cancer diagnosis
¢ End Stage Dementia
End Stage Lung
End Stage Cardiovascular
End Stage Renal
End Stage Liver
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10. Pain Management

Goal: Understand the factors that affect the patient’s quality of life, the
difference between chronic and acute pain, and issues with addiction, physical
dependency, and tolerance.

1.
2.
3.

10.
11.
12.
13.

Basic Pain Management

Quality of Life

Barriers to providing adequate pain relief
a. Medical profession

b. Society
c. Misunderstanding of addiction, tolerance, and physical
dependence

Side effects and their management

Pain assessment for the non-verbal patient
Types of pain...nociceptive (somatic or visceral tissue damage) and
neuropathic

Principles of pain management

Role of team members in pain management
Color intensity pain scale

Faces pain rating scale

Simple descriptive pain intensity scale

0-10 numeric pain intensity scale

Pain assessment in advanced dementia



11. Management of Symptoms Other Than Pain

Goal: Identify the most distressing symptoms from the patient’s perspective.

oUW

Loss of appetite
Seizures

Difficulty swallowing
Difficulty breathing
Hopelessness
Anxiety

12. Nutrition and Hydration at the End of Life

Goal:

1.
. Artificial Hydration

W N

-

5.

Understand the nutrition and hydration issues associated with hospice.

Artificial Nutrition

Ethical Decision Making

a. Autonomy-self determination

b. Veracity-truth telling

c. Non-maleficence-to do no harm

d. Beneficence-to do good for others

e. Justice-fair and equal treatment of all

Benefits and Burdens of Artificial Nutrition/Hydration
Benefits of not eating or drinking

13. Communication

Goal: Understand effective techniques for communication and the barriers to
effective communication.

RN S

The Communication Cycle
Myths/Realities of Communication
Barriers to good communication
Developing good communications
Tools for good communication
Active Listening techniques

14. Death and the Dying Patient

Goal: Understand the stages of dying including the signs and symptoms. Learn
to manage issues that may arise during the death and dying process.

1. Elizabeth Kubler-Ross Stages of Dying

a. Denial
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b. Anger
c. Bargaining
d. Depression
e. Acceptance
2. Myths about Death
3. Death Dynamics
4. Preparation for Approaching Death
5. Physical Signs and Symptoms
a. Coolness
b. Sleeping
c. Disorientation
d. Incontinence
e. Congestion
f. Restlessness
g. Fluid and Food Decrease
h. Urine Decrease
i. Breathing Pattern Change
j.  Withdrawal
k. Vision-Line Experiences
. Decreased Socialization
m. Unusual Communication
n. Giving Permission
o. Saying Good By

6. Death in the Home

7. Death in the Nursing Home

8. The Dying Person’s Bill of Rights
9. Writing your own obituary notice
10. Personal Questioner on dying

15. Grief and Bereavement Management

Goal: Understand the dynamics of Grief, bereavement, and mourning along with

compassion fatigue.

1. Normal Grief

2. Common “Grief Expressions”

3. The Grief Process

4. Instrumental VS. Intuitive Grief

5. Determining factors on Grief Outcome

6. Tasks of Mourning

7. Griefvs. depression

8. Working with the bereaved

9. A child’s understanding of death

10. Compassion Fatigue, what it is and how to manage it.

16. Human Behavior and Family Dynamics
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Goal: Understand family roles/systems and their relationship to the hospice
process.

Nk wh e

Family Roles

Family Rules

Types of Family Behavior

Phases of Family Adaptions when facing terminal illness
Interventions

The needs of the dying and their families

Bill of rights for the family and friends of the critically ill

17. Cultural Diversity and It's Relationship to Death

Goal: Understand how cultural dynamics interweave with the death and dying
process.

Cultural Diversity
Stereotype vs. Generalization
Ethnocentrism and Cultural Relativism
Time Orientation
Hierarchical vs. Egalitarian Cultures
Family of Orientation vs. Family of Procreation
Disease Etiology
Developing Cultural Competency
Models of Cultural Assessment
e Barret Inferential Model
e Giger and Davidhizar Model
10. Cultural Consideration in Healthcare
e FolkRemedies
e FolkDiseases
e Folk Healers
11. Hospice and Multiculturalism
12. Providing Culturally Competent Care dos and don’ts
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18. Spirituality

Goal: Understand spirituality, religion, emotional concerns and their
relationship to spiritual distress and pain.

VWi

Spirituality vs. Religion

Emotional vs. Spiritual concerns
Spiritual Assessment

Spiritual Care

Guidelines in providing spiritual support
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6. The role of the spiritual counselor
19. Basic Patient Care

Goal: Understand the overall framework of patient care from the hospice
perspective.

Comfort

Dignity

Safety

Feeding and assisting with eating

Nail care

Assisting with dressing and undressing
Operating a hospital bed

Wheelchair etiquette and safety
Restraints and seclusion
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20. Difficult/Sensitive Issues

Goal: Understanding abuse and reporting requirements along with suicide risk.

Incident reporting

Child and Dependent/Elder Abuse
Suicide potential, risk, and interventions
Assessment medical and non-medical
Physical Abuse

Financial Abuse
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21. Compliance

Goal: Understand the terms licensure, certification, and accreditation along with

Medicare certification.

Licensure

Certification

Accreditation

Professional Organizations

Internal systems to maintain quality JCAHO

SR

22.Case Management

Goal: Understand the dynamics and issues involved with case management from

the hospice perspective.

1. Regulatory Requirements
2. Job Descriptions
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3. Time Management
4. Critical Thinking
5. Characteristics of Successful Case Managers

23. Safety and Provider Self-Care

Goal: Understand self care strategies involved with lifting, moving, and body
mechanics.

1. Body Mechanics
2. Lifting
3. Infection Control
e Isolation
e Disinfection
e Sterilization
e (lean
e Dirty
e Standard Precautions
e Transmission-Based Precautions (Isolation)
e Contact, droplet, and airborne transmission
4. Stress Management

e Physical
e Emotional
e Mental

e Spiritual
5. Professional Boundaries
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Need for Proposed Project

Alameda County’s population is the seventh largest in California at 1.5 million within a geographic area
of 821 square miles. Annually the emergency medical services (EMS) system runs 110,000 calls per year
with 90,000 transports. Area emergency departments (EDs) see 475,000 patients annually and hospitals
discharge roughly 110,000 patients. Based on national research, not these entire EMS calls, ED visits,
and hospitalizations may have been necessary. The Institute on Medicine identified that $750 billion of
the $2.6 trillion spent on healthcare did nothing to make anyone healthier. Roughly $0.30 of every dollar
spent was wasted. Medicare has already taken strides to eliminate spending by not reimbursing
readmissions within 30 days for certain conditions.

Frequent 911 Callers

In Alameda County, these inefficiencies cause numerous challenges in the local healthcare delivery
system. Over the last 12 months, EDs collectively have been saturated to the point of diverting
ambulance traffic for a total of 792 hours. Many people in Alameda County use the 911 systems as their
main point of access to primary healthcare, medical consults, “after hours/weekend” care, etc. Many
studies indicate that 35-40 percent of these ED patients could have been seen in a primary care
environment. Frequent, unnecessary utilization of these resources by low-acuity patients can make EMS
resources unavailable to high-acuity patients in their time of need.

A review of 2013 EMS data identified 162,252 responses and 109,923 transports were performed within
the county of Alameda. Based on other successful community paramedic projects, approximately 30
percent most likely did not require an ambulance or an emergency department. That equates to 32,976
ambulance transports to an emergency department that could have been handled differently. As further
evidence of the need for more proactive and comprehensive healthcare and social services, 163 patients
were transported by EMS more in Alameda County more than 20 times in 2013 — 32 were transported
more than 50 times — 11 more than 100 times and 3 more than 200 times, with the highest being 358
transports for one patient in a year. These “Familiar Faces” require significant EMS and ED resources
each time 911 is activated. There is a gap in their healthcare delivery system that is causing this
excessive number of transports.

Through additional training in assessment and resources available, the community paramedics (CPs) will
have the skills and tools to educate the Familiar Faces on how to access the needed healthcare and
county resources for non-acute conditions instead of using the 911 system. Other community
paramedicine programs have been successful at reducing Familiar Face transports by 70 percent, saving
significant EMS and ED resources for those who really need them as well as reducing the overall cost of
healthcare.

Recently Discharged Hospital Patients

9,355 patients were discharged from St. Rose and Alameda hospitals during 2013. Some of these
patients returned to the hospital (via EMS or private vehicle) within 30 days of being discharged. As
stated previously, Medicare is taking a hard line on a few primary diagnoses and will no longer
reimburse the hospital or physician for the related readmission. There are five discharge diagnoses that
Medicare has identified as the most costly — CHF, COPD, M, Sepsis, and Pneumonia. 2011 data indicates
they caused 463,500 readmissions at a cost of $6 billion. The assumption is that either these patients
were discharged too soon or there was a lack of follow-up to ensure compliance with discharge
instructions.
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Of the patients discharged from St. Rose and Alameda hospitals, roughly 1,450 had one of these five
primary diagnoses. During the pilot project, the CP’s will meet with recently discharged hospital patients
to ensure they fully understand the discharge instructions, any new prescriptions, and when their next
physician follow-up visit is scheduled. The CPs will also use the expanded assessment skills to identify
changes in healthcare that need to be relayed to the physician before the next appointment. Each
readmission avoidance is estimated to save the healthcare system $13,000 based on Medicare’s 2011
report.

Gap
Currently, there is no service that provides this level of pre-hospital assessment and care for non-acute

medical conditions. This pilot project does not include patients who require constant in-home care, such
as that provided through home healthcare agencies.

The goal of the pilot project is to connect patients with their primary healthcare providers proactively
and avoid unnecessary EMS transports, ED visits, and hospitalizations. The CP will fill this current void
solidifying new and successful means of communication between patients and health professionals to
provide more timely and effective patient care.
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Project Partners and Supporting Agencies

Project Partners

Alameda City Fire Department

Alameda County Emergency Medical Services Agency
Alameda Firefighters Local 689

Alameda Hospital

Hayward City Fire Department

Hayward Firefighters Local 1909

Kaiser Permanente

St. Rose Hospital

Supporting Agencies
e Adult and Aging Services
Alameda Alliance
Alameda County Fire Department
Alameda County Healthcare for the Homeless
Alameda County Hospice Systems Coordinator
Alameda County Medical Center (includes Alameda City Healthcare District & San Leandro Hospital)
Alameda County Public Health
Alameda County Regional Emergency Communications Center
Alameda Police Department
Alta Bates Hospital
Asthma Start Program
Behavioral Health Care Services
CalFresh
CalWORKS
Cherry Hill Detox and Sobering Centers
Children’s Hospital
Developmental Disabilities Council
Eden/Sutter Hospital
Fast Response School of Healthcare Education
Federally Qualified Health Centers (FQHCs)
General Assistance
HAART Addiction Treatment Center
Hayward Police Department
Health Coaches Program
Injury Prevention Program
Las Positas College Paramedic
Medi-Cal
Paramedics Plus
Regional Center of the East Bay
St. Regis Retirement Center
e  Summit Hospital
e Tiburcio Vasquez Health Center
e  TRUST Clinic
e Valley Care Hospital
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Steering Committee

The Steering Committee of the Alameda County Community Paramedicine Pilot Project will be an
entrusted panel of hospital, public health, and EMS personnel whom have expertise within the
healthcare field. They will guide the development of the project and serve as subject matter expert
consultants for the pilot project. The Project Coordinator is the chair of the Steering Committee,
facilitating the meetings, acting as the agenda organizer, and ensuring the project remains on track. The
members of the Steering Committee consist of:

Dr. Karl Sporer, EMS Agency, Project Medical Director

Brandon Rowley, EMS Agency, Specialist (Project Coordinator)

Garrett Contreras, Hayward Fire, Chief

Bob Negri, RN, Hayward Fire, EMS Coordinator

Doug Long, Alameda City Fire, Division Chief

Gail Porto, RN, Alameda City Fire, EMS Coordinator

Louise Nakada, Alameda Hospital, Director of Community Relations

Karen Taylor, Alameda Hospital, Director of Quality and Risk

W e N o v kW N R

Sylvia Ventura, St. Rose Hospital, Chief Nursing Officer
10. Marie Flacis, St. Rose Hospital, Director of Performance and Risk

11. Dr. Jay Goldman, Kaiser Permanente, Northern California EMS Liaison
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CP Selection, Supervision, and Monitoring

Selection

Candidate Criteria: The candidates will undergo an interview selection process by a panel of fire,

EMS agency, and hospital personnel. In addition, the supervisors will be involved in the selection

process due to their firsthand working knowledge of the paramedics currently working within the
Alameda County EMS System.

Experience Level: The candidate will have a minimum of four years’ experience as a practicing
licensed paramedic.

Informing the Candidate: During the selection process, the candidate will be informed of
responsibilities and limitations of their paramedic practice under the Health Workforce Pilot Project
statute and regulation and sign a written agreement upon selection.

Number of Candidates: A minimum of 20 and maximum of 30 candidates will be selected for the
pilot program.

Supervisor Information

Criteria Selection: Due to the knowledge depth of the current operating EMS system and licensure
as registered nurses, the EMS Coordinators from Alameda and Hayward City Fire Departments will
act as supervisors of the candidates selected. In addition, an Alameda City Division Chief will act as
the program manager for that city.

Orientation Plan: Both supervisors are nurses with extensive hospital experience. They are also
accomplished paramedic instructors and will be utilized as much as possible during the educational
phase. The supervisors will likely conduct a site visit to MedStar Mobile Healthcare in Fort Worth,
Texas to observe and orient themselves with a high functioning, successful Community Health and
CP program. In addition, actively working CP’s from MedStar may be asked to travel to Alameda
County as guest instructors and/or field training officers for the CP program.

Number of Supervisors: There will be a total of three supervisors.
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Monitoring

Candidate Progress & Competency: The pilot project will use charting software to monitor the
candidate’s progression and competency benchmarks. Software from several successful CP
programs is currently being evaluated to determine the most appropriate solution.

Supervisor Fulfillment of Roles: An outline of expectations and roles will be developed with the
supervisors based on existing supervisors from other CP programs. They will have complete access
to the selected charting software to effectively monitor the personnel providing services. In
addition, the supervisors will be responsible for reports and aggregated data analysis as required for
the pilot projects.

Site Compliance with Selection Criteria: The supervisors will provide the initial review of the
patients selected for the pilot projects to ensure compliance. The Steering Committee will also be
provided regular reports that would identify non-compliance with the approved selection criteria.

Information Reporting System: The pilot projects will use charting software to monitor the
candidate’s progression and competency benchmarks. Software from several successful CP
programs is currently being evaluated to determine the most appropriate solution. Partner hospitals
have agreed to participate with the information gathering and reporting necessary for these
projects.
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Project Methodology and Protocols

Client Identification
1. The selection of Familiar Faces (i.e., frequent 911 patients) for the pilot project will be data
driven through the centralized EMS database.

2. Hospital patients with eligible discharge diagnoses for the pilot project will be identified by
hospital case managers at St. Rose and Alameda hospitals.

Client Scheduling
1. Once identified, the CP Coordinator will contact the prospective Familiar Face client and explain
the pilot project. If interested, the CP Coordinator will assign a CP to make contact with the new
enrollee.

2. Once referred from the hospital, the discharged patient will be assigned a CP by the CP
Coordinator.

Client Initial Visit
1. The CP will meet with the Familiar Face client and obtain written consent to participate in the
program. Following a routine and comprehensive assessment (see appendices), the CP will
determine healthcare and social needs.

2. The CP will review discharge instructions, new medications, and confirm the client’s next
physician appointment. A routine and comprehensive assessment (see appendices) will also be
completed. Any findings that cannot wait until the follow-up appointment will be immediately
shared with the patient’s primary care physician.

Client Follow-Up
Each client will require different levels of phone and in-person contact. Following each visit,
subsequent calls and/or visits will be scheduled.

Client Unscheduled Follow-Up
If the client contacts the CP pilot project using the non-emergency phone number, an available CP
will be notified immediately to follow up with the client. Should the client call 911, the dispatch
center will send the normal level of EMS resources following dispatching protocols. In addition, an
available CP will be dispatched.

Learning Skills
The CP will learn how to provide long-term, chronic care management that includes but not limited to:

e Point of care testing (e.g., i-Stat system).

e Accurately reading and understanding of lab values and results.

e Professional interactions with hospital and social service program personnel.
e Home safety.

e Remote technology and medical equipment.

e Public Health programs available to patients.
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Patient Safety

Frequent Faces

These patients will be identified from a search of existing prehospital patient care records and
by referrals from prehospital and hospital providers. Since this will be a finite number of patients, a
Working Subgroup of the Steering Committee (EMS Medical Director, EMS CP Liaison, Hayward FD
representative, Alameda City FD representative) will review the routine and comprehensive assessments
of these patients at reasonable intervals. Primary and secondary problems will be delineated and
prioritized for interventions. Once the need for specific interventions are identified (such as need for
case management, development of a relationship with a primary care provider, application for health
insurance, application for other entitlements, referral for housing, or referral for substance use
treatment), the progress on these interventions will be monitored monthly by the CP. The CP will work
with the client as well as various other enrollment officers, case managers, etc. to ensure follow through
with the established plan. The Working Subgroup of the Steering Committee will review the progress of
these patients every 90 days until adequate improvement or it becomes clear that further progress will

not be made with a voluntary program.

All unusual occurrences, ED admissions, and hospitalizations will be reviewed by the Working
Subgroup for appropriateness and for opportunities for improvement. The overall progress of our
clients will also be evaluated every 90 days and changes in our approach and strategy can be revisited.

We will assess our need for improving our ties with specific local programs necessary for our clients.

Follow up of patients discharged from St. Rose and Alameda Hospital

These patients will be identified by the hospital case managers at the respective hospitals. We
expect our episodes of CP care for these patients will be of shorter duration.  The CP will review
discharge instructions, new medications, and confirm the client’s next physician appointment. A routine
and comprehensive assessment will also be completed. Any findings that cannot wait until the follow-up

appointment will be immediately shared with the patient’s primary care physician.
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A record of this assessment and plan will be electronically captured. Initially, a Working
Subgroup of the Steering Committee will review all of these records for a period of 4-8 weeks. Once we
develop a better sense of functionality of this system, we will develop a peer review method of
reviewing all of the charts that will allow the Community Paramedicine to review and critique each
other’s charts and plans. A sampling of a third of all of these cases will be flagged for full review by the
Working Subgroup of the Steering Committee. These cases will be evaluated for unusual events,
readmissions to the ED or hospital, and complications of the initial disease process. As cost data

becomes available, this group will evaluate the efficacy of the overall program.
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Local Curriculum

Training Goal: The student will understand and analyze their role in the pilot program for hospital
discharge follow-up and EMS familiar faces.

Module 1: Pilot Project Descriptions and Standards for Client Inclusion. Time: 3-hour
classroom.

Goal: The community paramedic will be able to understand the pilot project and the related guidelines
utilized to determine client eligibility to participate in the pilot project.

Objectives and summary: At the end of this teaching session the community paramedic will
demonstrate or be able to discuss knowledge of the following:

1.1 The need for hospital discharge and EMS familiar faces proactive attention to mitigate EMS and
hospital utilization

1.2 Definition of informed consent and components necessary to achieve this. Ineligibility for
informed consent such as mental status and communication barriers. Declined consent and how
to document consent or non-consent.

1.3 Review of the Alameda County CP Administrative Protocol

1.4 Review of the Alameda County Routine and CP Comprehensive Assessment Protocols
1.5 State how patient safety and quality improvement will be measured in the pilot project
1.6 Describe how outcome measures will be done and how they will be reported

1.7 Use of patient satisfaction surveys as provided by the state project manager

1.8 Providers will receive ongoing education regarding the program

Competency demonstrated by passing a written exam, taken individually with 80% or higher.

Module 2: CP Assessment Skills. Time: 10-hour classroom.

Goal: The community paramedic will be able to perform routine and CP comprehensive assessments as
identified in Alameda County EMS policies.

Objectives and summary: At the end of this teaching session the community paramedic will
demonstrate or be able to discuss knowledge of the following:

2.1 Perform the standard ALS Routine Assessment
2.2 Perform the CP Comprehensive Assessment
2.2.1 General health status

2.2.2 Integumentary system
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2.2.10

2.2.11

Community Paramedicine
Pilot Project

Cardiovascular system
Respiratory system
Gastrointestinal system
Genital/Urinary system
Musculoskeletal system
Central nervous system
Endocrine system
Psychosocial status

Environmental health

2.3 Conduct point-of-care testing and interpret results

2.4 ldentify findings that could require 911 activation, physician consultation, or other action

Competency demonstrated by passing a written exam, taken individually with 80% or higher.

Module 3: Resources. Time: 2 hour in classroom

Goal: The community paramedic will be able to identify the local, county, and state resources available
to benefit clients.

Objectives and summary: At the end of this session the community paramedic can describe how to

access resources available to them and the client.

3.1 Appropriately identify the relevant resource for each client
3.1.1 Asthma Start Program
3.1.2 Injury Prevention
3.1.3 Behavioral Health Care Services
3.1.4 Alameda County Public Health Department
3.1.5 TRUST Clinic
3.1.6 Alameda County Healthcare for the Homeless
3.1.7 HAART Addiction Treatment Center
3.1.8 Cherry Hill Detoxification and Sobering Centers
3.1.9 Federally Qualified Health Centers (FQHCs)

Helping Frequent 911 Callers & Recently Discharged Hospital Patients
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Module 4: Documentation requirements. Time: 4 hour in classroom, instructor led “live
training” with fictitious client data entry.

Goal: The community paramedic will be able to accurately document the client encounter.

Objectives and summary: At the end of this session the community paramedic will understand the data

requirements and will able to successfully document the client encounter.
4.1 Describe baseline data requirements required for pilot project.
4.2 Accurate completion of charting client encounter using designated CP charting software.

Competency demonstrated by accurately completing the charting requirements with no
critical omissions.

Module 5: CP Continuous Quality Improvement. Time: 2 hours classroom

Goal: The community paramedic will participate within the continuous quality improvement (CQl)
process.

Objectives and summary: At the end of this session the community paramedic will understand the
quality assurance/improvement process and the role of the CP CQl sub-committee.

5.1 Overview of pre-hospital research studies (i.e., IRB)
5.2 Role of Local EMS Agency (LEMSA) and LEMSA Medical Director
5.3 Role of Local Project Manager

5.4 100% retrospective review of CP charts

Module 6: Clinical Rotations. Time: 40 hours

Goal: The community paramedic will rotate through a variety of clinical environments to increase
knowledge of chronic diseases and community healthcare resources.

Objectives and summary: At the end of this module the community paramedic will have increased
comprehensive assessment skills and working knowledge of chronic diseases.

6.1 Demonstrate ten comprehensive assessments under the supervision of primary care providers
6.2 Interpreting lab results
6.3 Enhanced working knowledge of common medications used to treat chronic diseases

Competency will be demonstrated by successfully assessing 90% of the patients.

Helping Frequent 911 Callers & Recently Discharged Hospital Patients
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Appendices

VI.

Frequent 911 callers Protocol

Recently Discharged Hospital Patients Protocol

Routine Medical Care — Adult Policy

Community Paramedic Comprehensive Assessment Policy

Home Safety Inspection Checklist

Community Paramedic Continuous Quality Improvement Plan
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. Frequent 911 Callers Protocol

PURPOSE:

To provide healthcare and social assessments, resources, and referrals to super and mega users
(i.e., “Familiar Faces”) of the 911 system by approved Alameda County EMS Community
Paramedic (CP) personnel as part of the California State EMS Authority Community
Paramedicine Pilot Project.
The goals of the Alameda County EMS Community Paramedicine Pilot Project include:
A. Ensure that Familiar Face clients receive the following:

1. Further medical and social assessment of their chronic conditions.

2. Coordination of necessary follow up care.

3. Medications have been obtained and are being taken as prescribed.

4, Referral and coordination of social and healthcare resources available within Alameda
County for Familiar Face clients.

B. Allow CP personnel to make home visits.

C. Allow CP personnel to make necessary referrals when an intervention by a licensed
healthcare provider could prevent an exacerbation of a medical condition.

AUTHORITY:
California Code of Regulations, Title 22, Division 9, Chapter 4.
California Code of Regulations, Title 22, Division 7, Chapter 6.

Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52 and Chapter 4, Section
1797.218.

Health and Safety Code, Division 107, Part 3, Chapter 3, Article 1, commencing with Section
128125, the Health Workforce Pilot Projects Program.

California Office of Statewide Health Planning and Development (OSHPD)

Health Workforce Pilot Projects Program (HWPP) — Program Approval #173.
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IMPLEMENTATON & DURATION:

The anticipated Community Paramedicine Pilot Project implementation date is January 1, 2015
with an expected duration of up to 24 months. HWPP projects may be extended one year at a
time if the OSHPD Director determines that continuation of the project will contribute
substantially to the availability of high-quality services in the state or region.

CLIENT INCLUSION CRITERIA:

Clients must meet the following criteria for inclusion in the Alameda County EMS Community
Paramedicine Pilot Project:

A. Defined as a Super User (20-49 transports per year) or Mega User (50+ transports) of the
911 system.

B. Agree to participate in the pilot project and complete/sign an OSHPD/HWPP required pilot
project informed consent form. The CP must obtain informed consent from the patient at
each encounter.

PROCEDURE:

A. Super and Mega Users will be identified by the Alameda County EMS Agency using the
transport data collected by Alameda City and Hayward Fire Departments and stored within
the Alameda County centralized EMS database. Contact information will be given to the CP
Coordinator within HIPAA depicted safeguards.

B. Using a scripted text, CP Coordinator will contact and inform the potential client defined as
a Super or Mega User of the CP project “Familiar Faces” and obtain client signature

consenting to enrollment in the project.

1. CP Coordinator will refer newly enrolled CP client (i.e., discharged patient) to an
available CP.

2. Client information will be entered by the CP Coordinator into the CP charting software.

3. CP Coordinator will notify and instruct the 911 dispatch center to flag client’s address as
a CP project client in the Computer Aided Dispatch (CAD).

4. CP Coordinator will share all patient health information in a secure manner and
accordance with HIPAA laws.

5. Any unusual occurrences will be reported by the CP Coordinator to the local and state
project managers within 24 hours.
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C. The CP will contact the client and schedule an initial visit within 24-48 hours.

1. During the client visit, the CP will perform initial ALS assessment following the Alameda
County EMS Patient Care Policy “Routine Medical Care-Adult” guidelines. If the client
needs immediate hospital care based on this assessment, the CP will initiate 911.
Assuming the routine assessment identifies no critical concerns, the CP will conduct a
comprehensive assessment. The guidelines for the CP comprehensive assessment will
be based on the core and regional assessment training and include, but are not limited
to:

Living/ Home Safety Assessments

Vital Signs and Skin conditions

Patient Condition and Complaints

Patient Signs and Symptoms

Dietary Intake

Medication Compliance

Social Environment/Need for Social Resources

@m0 a0 oY

2. Following the assessments, the CP will determine if the client’s status warrants
attention before the next follow-up visit. This decision will be based on reviewing prior
visit chart notes (if applicable), lab results, and findings from the routine and
comprehensive assessments. If so, the CP will contact the client’s PCP for consultation.
The CP will update the PCP on the client’s condition and provide additional assessments
as requested by the PCP. Upon conclusion of the referral, the PCP will determine the
next course of action — such as a medication adjustment, sooner follow-up visit,
transport to the emergency department (ED), etc.

3. The CP will schedule the next follow-up visit. The frequency will be based on the
assessment findings and any direction from the PCP, if indicated.

4. Any unusual occurrences will be reported immediately to the CP Coordinator.

5. The CP will document the client visit, related assessments and findings, and any actions
taken (e.g., PCP contact, transport to ED) using the CP charting software at the
conclusion of the visit.

D. The PCP will be the primary resource for directing client care.

1. The CP will consult with the PCP any abnormal findings discovered during the client visit
and assessment.

2. The PCP will direct the CP to conduct any additional assessments.

3. The PCP will determine and advise the CP any change in treatment and/or need for
reevaluation at the PCP office or the ED.
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E. The 911 dispatch centers will be available as a resource to CP project clients.

1. If dispatch receives an emergency call from any client (identifiable as each client address
is flagged within the CAD), dispatchers will follow standard emergency medical dispatch
procedures. In addition, dispatch will send a CP with the appropriate EMS resources. If
the CP is unavailable, dispatch will notify the CP Project Hotline for appropriate follow-
up by the CP Coordinator.

2. If aclient calls the non-emergency phone number, the dispatcher will take a message
and relay it to an available CP. If unavailable, the client will be referred to the CP
Coordinator.

3. When a CP responds to a scheduled or unscheduled client residence, the CP will notify
dispatch. The response will be entered into the CAD and standard dispatching policies
followed for unit status, welfare checks, etc.

F. CP chart review will occur within 24 hours of the client visit by the CP Coordinator. The
review will follow guidelines produced by the quality improvement/assurance
subcommittee specifically established for this pilot project. Any unusual occurrence will be
immediately relayed to the local and state CP project managers.

Written Script of CP Project for Frequent 911 Callers

Community Paramedic Frequent 911 Caller Pilot Project

We are participating in a pilot project aimed at helping people who are not receiving the care they need

and are forced to call 911 frequently. Our goal is to identify necessary healthcare services proactively so

that medical problems do not become serious and require an ambulance and hospitalization. There is no
cost to participate.

During this project, a community paramedic will help you coordinate your medical care and share
healthcare resources available to you. A non-emergency number will be provided if you have questions
and the community paramedic is also available to meet with you in person.

If you are interested in participating in this pilot project, | will ask our community paramedic to contact
you to schedule a time to discuss your health needs. During the first visit, we will provide a written
consent form that you will need to sign in order to participate.

Community Paramedic Non-Emergency Number
(XXX) XXX-XXXX
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Il Recently Discharged Hospital Patients Protocol

PURPOSE:

To provide a mechanism for post hospital discharge follow up, treatment and referral of patients
with a diagnosis of Acute Myocardial Infarction (AMI), Congestive Heart Failure (CHF), Sepsis,
Pneumonia, or Chronic Obstructive Pulmonary Disease (COPD) approved by the Alameda County
EMS Community Paramedic (CP) personnel as part of the California State EMS Authority
Community Paramedicine Pilot Project.

The goals of the Alameda County EMS Community Paramedicine Pilot Project include:

A. Ensure that AMI, CHF, COPD, Sepsis, and Pneumonia patients receive the following:

1.
2.
3.

4.
5.

Understanding and follow through of their hospital discharge instructions.

Coordination of necessary follow up care.

Facilitation of necessary follow ups with patient’'s PCP and coordination of
necessary/appropriate transportation.

Medications have been obtained and are being taken as prescribed.

Coordination of necessary dietary restrictions.

B. Allow CP personnel to make post hospital discharge home visits.

C. Allow CP personnel to make necessary referrals when an intervention by a licensed
healthcare provider could prevent an exacerbation of a medical condition.

AUTHORITY:

California Code of Regulations, Title 22, Division 9, Chapter 4.

California Code of Regulations, Title 22, Division 7, Chapter 6.

Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52 and Chapter 4, Section
1797.218.

Health and Safety Code, Division 107, Part 3, Chapter 3, Article 1, commencing with Section
128125, the Health Workforce Pilot Projects Program.

California Office of Statewide Health Planning and Development (OSHPD)

Health Workforce Pilot Projects Program (HWPP) — Program Approval #173.
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IMPLEMENTATON & DURATION:

The anticipated Community Paramedicine Pilot Project implementation date is January 1, 2015
with an expected duration of up to 24 months. HWPP projects may be extended one year at a
time if the OSHPD Director determines that continuation of the project will contribute
substantially to the availability of high-quality services in the state or region.

PATIENT INCLUSION CRITERIA:

Patients must meet the following criteria for inclusion in the Alameda County EMS Community
Paramedicine Pilot Project:

A. Diagnosis of AMI, CHF, COPD, Sepsis, or Pneumonia.

B. Discharge from Alameda Hospital or St. Rose Hospital to a residence within the cities of
Alameda or Hayward.

C. Agree to participate in the pilot project and complete/sign an OSHPD/HWPP required pilot
project informed consent form. The CP must obtain informed consent from the patient at
each encounter.

PROCEDURE:

B. When a patient has been determined to meet inclusion criteria, the hospital Case Manager
will perform the following steps.

1. The Case Manager will provide a written description (attached) of the CP pilot
project to the potential enrollee. After discussing the project, the patient can
choose to participate or not. If the patient says no, there is no further action taken.

2. |Ifiinterested, the Case Manager will obtain the patient’s signature consenting to
enrollment in the project and the sharing of medical information. The OSHPD
approved informed consent form will be used to show acceptance by the patient.

3. The Case Manager will call the CP Project Hotline and provide referral information
within HIPAA guidelines as well as the Primary Care Physician (PCP) contact for care

coordination.

C. CP Coordinator will refer newly enrolled CP client (i.e., discharged patient) to an available
CP.

1. Client information will be entered by the CP Coordinator into the CP charting software.

2. CP Coordinator will notify and instruct the 911 dispatch center to flag client’s address as
a CP project client in the Computer Aided Dispatch (CAD).

3. CP Coordinator will share all patient health information in a secure manner and
accordance with HIPAA laws.
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4. Any unusual occurrences will be reported by the CP Coordinator to the local and state
project managers within 24 hours.

D. The CP will contact the client and schedule an initial visit within 24-48 hours.

@m0 o0 oY

During the client visit, the CP will perform initial ALS assessment following the
Alameda County EMS Patient Care Policy “Routine Medical Care-Adult” guidelines. If
the client needs immediate hospital care based on this assessment, the CP will
initiate 911. Assuming the routine assessment identifies no critical concerns, the CP
will conduct a comprehensive assessment. The guidelines for the CP comprehensive
assessment will be based on the core and regional assessment training and include,
but are not limited to:

Living/ Home Safety Assessments

Vital Signs and Skin conditions

Patient Condition and Complaints

Patient Signs and Symptoms

Dietary Intake

Medication Compliance

Social Environment/Need for Social Resources

Following the assessments, the CP will determine if the client’s status warrants
attention before the next follow-up visit. This decision will be based on reviewing
prior visit chart notes (if applicable), lab results, and findings from the routine and
comprehensive assessments. If so, the CP will contact the client’s PCP for
consultation. The CP will update the PCP on the client’s condition and provide
additional assessments as requested by the PCP. Upon conclusion of the referral,
the PCP will determine the next course of action — such as a medication adjustment,
sooner follow-up visit, transport to the emergency department (ED), etc.

The CP will schedule the next follow-up visit. The frequency will be based on the
assessment findings and any direction from the PCP, if indicated.

Any unusual occurrences will be reported immediately to the CP Coordinator.
The CP will document the client visit, related assessments and findings, and any

actions taken (e.g., PCP contact, transport to ED) using the CP charting software at
the conclusion of the visit.

E. The PCP will be the primary resource for directing client care.

1.

2.

The CP will consult with the PCP any abnormal findings discovered during the client
visit and assessment.

The PCP will direct the CP to conduct any additional assessments.
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3. The PCP will determine and advise the CP any change in treatment and/or need for
reevaluation at the PCP office or the ED.

F. The 911 dispatch centers will be available as a resource to CP project clients.

1. If dispatch receives an emergency call from any client (identifiable as each client
address is flagged within the CAD), dispatchers will follow standard emergency
medical dispatch procedures. In addition, dispatch will send a CP with the
appropriate EMS resources. If the CP is unavailable, dispatch will notify the CP
Project Hotline for appropriate follow-up by the CP Coordinator.

2. If aclient calls the non-emergency phone number, the dispatcher will take a
message and relay it to an available CP. If unavailable, the client will be referred to
the CP Coordinator.

3. When a CP responds to a scheduled or unscheduled client residence, the CP will
notify dispatch. The response will be entered into the CAD and standard dispatching
policies followed for unit status, welfare checks, etc.

G. CP chart review will occur within 24 hours of the client visit by the CP Coordinator. The
review will follow guidelines produced by the quality improvement/assurance
subcommittee specifically established for this pilot project. Any unusual occurrence will be
immediately relayed to the local and state CP project managers.

H. Once clients reach 30 days post-discharge, they are no longer eligible to participate in the

pilot project. At the last home visit, the CP will share any pertinent materials or resources
that the client can continue to access (e.g., meals on wheels).

Written Description of CP Project for Patients Being Discharged

Community Paramedic Discharge Follow-Up Pilot Project

St. Rose and Alameda Hospital are participating with community paramedics from Hayward and
Alameda City Fire Departments to provide no cost, in-home visits. During this visit, the community
paramedic will check on your overall health status, perform an assessment, and help with any questions
related to your discharge instructions. This pilot project is available for 30 days after you are discharged
from the hospital. You will also have access to the community paramedics through a non-emergency
number to ask questions or request help.

If you are interested in participating in this pilot project, the case manager has a consent form that you
will need to sign. Within a few days of discharge, a community paramedic will contact you to schedule
your in-home visit.

Community Paramedic Non-Emergency Number
(XXX) XXX-XXXX
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Routine Medical Care — Adult Policy

Patient Care Policy (Adult) Modified On: June 10, 2013
ROUTINE MEDICAL CARE - ADULT

1. DEFINITIONS:

Baseline vital signs: SAMPLE History:
= Pulse rate S = Signs & symptoms
= Blood pressure A = Allergies
= Respiratory rate M = Medications
= Pulse Oximetry P = Pertinent past history
= Consider temperature L = Last oral intake

E = Events leading to the injury/illness
Adapted from Emergency Care and Transportation of the Sick and Injured. 8th Edition

2. SCENE SIZE-UP:
= Substance isolation
= Scene safety
=» Determine mechanism of injury | nature of illness
=» Determine number of patients
<2 Request additional assistance
3. INITIAL ASSESSMENT:
= Form general impression of the patient
= Assess mental status
= Assess the airway
=» Assess breathing
= Assess circulation
= |[dentify priority patients
4. TRAUMA PATIENTS: Focused History and Physical Exam - Reconsider mechanism of injury
Significant Mechanism of Injury: No Significant Mechanism of Injury:
= Rapid trauma assessment = Focused assessment based on chief complaint
= Baseline vital => Baseline vital signs
= SAMPLE History = SAMPLE History
= Transport = Transport
= Detailed physical exam =» Detailed physical exam
5. MEDICAL PATIENTS - Focused History and Physical Exam - Evaluate responsiveness
Responsive: Unresponsive:
=> History of illness =» Rapid medical assessment
=2 SAMPLE history =» Baseline vital signs
= Focused physical exam based on = SAMPLE history
=» Chief complaint => Re-evaluate transport decision
=» Baseline vital signs => Detailed physical exam
= Re-evaluate transport decision
= Detailed physical exam
6. ONGOING ASSESSMENT
=> Repeat initial vitals signs = Reassess vital signs
= Repeat focused assessment = Reassess interventions
ROUTINE MEDICAL CARE - ADULT 45
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Patient Care Policy (Adult) Modified On: June 10, 2013

ROUTINE MEDICAL CARE - ADULT

7. TREAT AS APPROPRIATE, WITHIN SCOPE OF PRACTICE (See specific treatment protocols)
71 Airway:
» Open airway — suction, as needed
- Head tilt / Chin lift or jaw thrust without head extension if C-spine injury suspected
P Cropharyngeal | Nasopharyngeal airway
7.2 Breathing:
721 Oxygen Administration:
» Administer O, — titrate to 94-99% Sp0, appropriate to patient condition

» |f there is a history of COPD, observe for respiratory depression and support respirations
as needed. Do not withhold oxygen from a patient in distress because of a history of COPD

» The patient presents with signs and symptoms of pulmonary edema or severe respiratory
distress, O, should be initiated at 15L/minute by non-rebreather mask

7.2.2 Assist ventilation.
723 CPAP (see page 120)

7.2 4 Endotracheal intubation, King-LTD (see Advanced Airway Management see page 113)
7.3 Circulation:

» [nitiate CPR, as needed (see page 8)
74 Fluid Administration:

P Start an intravenous/intraocsseous line as needed

»When IV access is needed, most of the time a saline lock is sufficient. Consider an IV line
with Normal Saline when the patient may need to receive volume or when frequent IV meds
are being given (e.g. - cardiac arrest)

- When starting an IV/10/saline lock, use chlorhexidine as a skin prep. Label insertion site with
“PREHOSPITAL IV — DATE AND TIME"

8. PATIENT POSITION
8.1 Conscious, no trauma, good gag reflex: Position of comfort

82 Depressed Level of Consciousness, no trauma, decreased gag reflex: Left
lateral position

83 Trauma: Spinal Motion Restriction (SMR), as needed. (see Spinal Motion Restriction (SMR)
Procedure page 134). Make sure the patient can be rolled to the side in the event of vomiting

84 Pregnancy: Do not lay the patient flat if more than 20 weeks pregnant. Transport either in
semi-fowlers position or left lateral decubitus position. If patient requires SMR, secure fo a
backboard first then tilt the board 20 — 30 degrees to the left

8.5 Respiratory distress: Fowler's position or position of comfort

9. PATIENT MEDICATIONS

91 Field personnel must either bring all medication bottles with the patient to the hospital
(preferred), or make a list of the medications, including the drug name, dose and frequency.

92 Field personnel may assist patients with the administration of physician prescribed devices,
including but not limited to, patient operated medication pumps, sublingual nitroglycerin, and
self-administered emergency medications, including epinephrine devices

46 ROUTINE MEDICAL CARE - ADULT
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V. Community Paramedic Comprehensive Assessment Policy

Patient Care Policy (Adult) Modified On: April 30, 2014

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT - ADULT

The Community Paramedic (CP) will respond to a client who has consented to and enrolled in the
Community Paramedicine Project. For recently discharged hospital patients, the CP will review and follow
guidelines outlined by the medical provider’'s orders for proper history and physical exam assessments.

Purpose
To assist the medical provider in observing and documenting objective and subjective information for the
purpose of identifying the patient’s state of health and comparing it to the ideal.

Procedure
Obtain and review patient’s health history and medical provider’s orders prior to visit.
Follow medical provider’s orders.

All information may be recorded prior to paramedic’s consultation. It will be decided by the
medical provider and paramedic what information to update.

Health History
1. Demographic Data (if not already recorded)
¢ Including name, gender, address and telephone #, birth date, birthplace, race, culture, religion,
marital status family or significant others living in home, social security number, occupation,
contact person, advance directive, durable power of attorney for health care, source of referral,
usual source of health care, type of health insurance

Reason for seeking care/ Chief Complaint
1. Present Health Status
e Current health promotion activities (diet, exercise, etc.), clients perceived level of health, current
medications, herbal preparations, type of drug, prescribed by whom, when first prescribed,
reason for prescription, dose of med and frequency, clients perception of effectiveness of med.
e Symptom analysis- location (where are the symptoms), quality (describe characteristics of
symptom), quantity (severity of symptom), chronology (when did the symptom start), setting
(where are you when the symptom occurs), associated manifestations (do other symptoms occur
at the same time), alleviating factors, aggravating factors.

2. Past Health History
o Allergies, childhood illnesses, surgeries, hospitalizations, accidents or injuries, chronic illnesses,
immunizations, last examinations, obstetric history

3. Family History
e Family history should include questions about Alzheimer’s, Cancer, Diabetes, Heart Disease,
Hypertension, Seizures, Emotional problems, Alcoholism/drug use, Mental lliness, Developmental
delay, Endocrine diseases, Sickle cell anemia, Kidney disease, Cerebrovascular accident

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT — ADULT
CP-1
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Patient Care Policy (Adult) Modified On: April 30, 2014

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT - ADULT

4. Environmental Assessment
o PEAT scale (Physical Environment Assessment Tool) for all patients on initial visit
o Repeat PEAT scale as need arises

Review of Systems
1. General Health Status
o Fatigue, weakness
e Sleep patterns
o Weight, unexplained loss or gain
e Self-rating of overall health status

2. Integumentary System
e Skin disease, problems, lesions (wounds, sores, ulcers)
Skin growths, tumors, masses
Excessive dryness, sweating, odors
Pigmentation changes or discolorations
Rashes
Pruritus (itching)
Frequent bruising
Eyes
o PERRL (pupils equal, round, reactive to light) symmetrical
e Neck
o Swelling
Pain/tenderness
Limitation of movement
Stiffness

o O O

3. Cardiovascular System
o Heart
o Palpitations
o Chest pain
o Dyspnea
o ECG
o Orthopnea
o Neck vein distention
o Paroxysmal nocturnal dyspnea
e Peripheral vasculature
o Coldness/numbness
o Discoloration
o Paresthesia
o Leg color changes

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT — ADULT
CP-2
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Patient Care Policy (Adult) Modified On: April 30, 2014

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT - ADULT

4. Respiratory System

Cough, nonproductive or productive (color if productive)
Hemoptysis

Dyspnea

Wheezing/Rales/Rhonchi

Stridor

Pain on inspiration or expiration

Smoking history, exposure

5. Gastrointestinal System

Thirst

Indigestion or pain associated with eating
Pyrosis (burning)

Dyspepsia

Nausea / Vomiting

Appetite changes

Abdominal pain

Jaundice

Ascites

Constipation

Diarrhea / Changes in stool (e.g., color and consistency)

6. Musculoskeletal System

e Muscles
o Twitching, cramping pain
o Weakness

e Back
o Back pain
o Limitations in joint range of motion
o Interference with activities of daily living

7. Central Nervous System

History of central nervous system disease

Fainting episodes or LOC

Seizures

Dysphasia

Dysarthria

Cognitive changes (inability to remember, disorientation to time/place/person, hallucinations
Motor-gait (loss of coordinated movements, ataxia, paralysis, paresis,

tremor, spasm, interference with activities of daily living

Sensory-paresthesia, anesthesia, pain

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT — ADULT
CP-3
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Patient Care Policy (Adult) Modified On: April 30, 2014

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT - ADULT

Environmental Health
1. General statement of client’s assessment of environmental safety and comfort

2. Hazards of employment (inhalants, noise etc.)
3. Hazards in the home (concern about fire etc.)
4. Hazards in the neighborhood or community (noise, water and air pollution, etc)
5. Hazards of travel (use of seat belts etc.)
6. Travel outside the US
Physical Assessment
1. Techniques

e Inspection

Palpation

[ ]
e Percussion
e Auscultation

2. Vital Signs
e Temperature
o Pulse

e Respiration

e Blood Pressure
3. General Assessment

e Weight

e Height

4. Documentation

e Document all information and communicate with the medical provider.

o If on evaluation of the patient any of the following S/S are found contact the patient’s referring

medical provider via phone while still on scene with the patient.
o Systolic BP > 190 or < 80

Diastolic BP > 120
Temperature when ordered of > 101.5
Pulse at rest > 120
Respirations at rest >24
02 sat of < 86 on any patient not on 02

O O O O O

COMMUNITY PARAMEDIC COMPREHENSIVE ASSESSMENT - ADULT
CP-4
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Home Safety Inspection Checklist
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VL. Community Paramedic Continuous Quality Improvement Plan

Alameda County
Community Paramedicine

Quality Improvement Program Plan
Last Modified: 4/28/2014

“Our purpose is to reduce pain and suffering
and improve the health of our patients.”

California Code of Regulations

TITLE 22. SOCIAL SECURITY

DIVISION 9. PRE-HOSPITAL EMERGENCY MEDICAL SERVICES
CHAPTER 12. EMS System Quality Improvement

The URL for the EMS Quality Improvement Program (EQIP) Template from EMSAAC is:

http://www.emsa.ca.gov/systems/files/EMSAACQITemplate.doc
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Introduction

The Alameda County Community Paramedicine (CP) Pilot Project is a patient centered
program. With this patient centered perspective, Alameda County CP understands that
the practice of medicine is dynamic. We are committed to adapting the service we
provide to our continually changing community. We believe in continuous education and
Quality Improvement of ourselves, our providers and our community. Input from field
providers and the public we serve is essential in developing and improving this plan.
This QI Plan is created to augment the current Alameda County EMS QI Plan which will
be used as well to assure Quality Assurance.

Reference - http://www.acphd.org/media/286017/alco%20qi%20plan%20website.pdf

From The Institute of Medicine, Alameda County CP Pilot Project adopted a shared
vision of six specific aims for Quality Improvement. These aims are built around the core
need for health care to be:

Safe: Avoiding injuries to patients from the care that is intended to help them.

Effective: Providing services based on scientific knowledge to all who could benefit, and
refraining from providing services to those not likely to benefit.

Patient-centered: Providing care that is respectful of and responsive to individual

patient preferences, needs, and values, and ensuring that patient values guide all
clinical decisions.

Timely: Reducing waits and sometimes harmful delays for both those who receive
and those who give care.

Efficient: Avoiding waste, including waste of equipment, supplies, ideas, and energy.
Equitable: Providing care that does not vary in quality because of personal

characteristics such as gender, ethnicity, geographic location, and socioeconomic
status.
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. Goals of the Alameda County CP Program:

The goals of our Clinical CQIl program have been adapted from Dr. W. Edward
Deming’s 14 points of quality improvement (NHTSA, 1997) which have been
successfully instituted into practice worldwide. It is our belief that only after all levels of
the organization have embraced these principles can change be effected and
continuous improvement achieved.

1. To create a dynamic process of self-evaluation and performance improvement in
which all members strive for the delivery of the most optimum levels of patient care
obtainable.

2. To create a process in which all members have input and vested interesting in
achieving the goals of the program.

3. To define both minimum acceptable performance standards, and achievable
performance standards for which crewmembers strive.

4. To create a constancy of purpose for the improvement of patient care combining
long —term strategies of research, education and innovation.

5. Inspect and monitor the entire process for deficiency rather than focusing on
mistakes after the fact. Make changes in the process as needed.

6. Institute meaningful quality training and retraining.

7.  Create an environment in which crewmembers are not afraid to bring forth
variances and/or identify areas where clinical education is needed and establish a
culture that is non-punitive.

8. Create an atmosphere of teamwork between management and field personnel in
which mutual goals are supported.

9. Remove barriers to pride in workmanship. Provide the necessary instruction, tools,
materials and standards for accomplishing the job.

10. Through a system of vigorous training and retraining, invest in personnel for the
achievement of long term goals.

The Alameda County CP Quality Improvement Plan integrates Quality Improvement
models from a wide variety of sources including Result Based Accountability, Baldrige,
Deming and Six Sigma. While these Quality Improvement models, on the surface, seem

to vary in their methodologies, they all focus on answering fundamental questions. This

Quality Improvement Plan focuses on answering these 5 fundamental question: (Mike
Taigman

“Why do we do what we do?”
“How do we see ourselves in the future?”
“What governs our day to day decisions?”

“How are we doing?”

“What are we doing to make things better?”

Helping Frequent 911 Callers & Recently Discharged Hospital Patients 33



Community Paramedicine
Pilot Project

Alameda County EMS Mission — Vision — Values

Mission “Why do we do what we do?”

The Alameda County CP mission is to assist patients in the community to access
appropriate resources, navigate through a complex healthcare system and provide post-
hospital discharge follow up for patients with chronic disease.

“Our purpose is to reduce pain and suffering and improve the health of our patients.”
Vision “How do we see ourselves in the future?”

The Alameda County CP vision is to explore new frontiers while creating an
environment where collaboration and consensus building thrive among staff and
stakeholders.

“We look to measurably reduce pain and suffering and improve the health of our
patients.”

Values “What governs our day to day decisions?”

Alameda County CP values a caring environment sustained by empowerment, honesty,
integrity, and mutual respect. We embrace excellence through innovation, teamwork,
and community capacity building.

STARCARE is a values based checklist developed by paramedic author/EMS educator
Thom Dick. It has been adopted by the current largest ground transport provider,
Paramedics Plus. STARCARE promotes a patient centered; values based culture as a
guide for providers for decision making.

e Safe -- Were my actions safe for me, for my colleagues, for other professionals and for
the public?

o Team-based -- Were my actions taken with due regard for the opinions and feelings
of my co-workers, even those from other agencies?

e Attentive to human needs -- Did I treat my patient as a person? Did I keep him or
her warm? Was I gentle? Did I use his or her name throughout the call? Did I tell him
or her what to expect in advance? Did I treat his or her family and / or relatives with
respect?

¢ Respectful -- Did I act toward my patient, my colleagues, my first responders, the
hospital staff and the public with the kind of respect that I would have wanted to
receive myself?

e Customer accountable -- If I were face-to-face right now with the customers I dealt
with on this response, could I look them in the eye and say, “I did my very best for

»

you.
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e Appropriate -- Was my care appropriate - medically, professionally, legally and
practically, considering the circumstances I faced?

e Reasonable -- Did my actions make sense? Would a reasonable colleague of my
experience have acted similarly under the same circumstances?

e Ethical -- Were my actions fair and honest in every way? Are my answers to these
questions honest with integrity?

Structure, Organizational Description, Responsibilities

“Why do we do what we do?”

“What governs our day to day decisions?”

Structure, Responsibilities, and Organizational Description

Internal Quality Improvement Structure:
The Clinical Quality Improvement Process is managed by Alameda City Fire, Hayward
Fire with a designated Community Paramedicine Steering Committee.

CP Steering Committee:

Karl Sporer, MD, FACEP, FACP, Alameda County EMS Medical Director

Jay Goldman, MD, FACEP, Medical Director of Ambulance and EMS Kaiser
Permanente NCAL Region

Karen Taylor, RN Director of Quality of Risk & Resource Management for Alameda
Hospital, Alameda, CA

Louise Nakada, Director of Community Relations for Alameda Hospital

Kristen Gallegos, RN Assistant Nurse Manager for St. Rose Hospital, Hayward, CA
Garrett Contreras, Chief of Hayward Fire

Michael D’Orazi, Chief of Alameda City Fire

Douglas Long, Division Chief of Alameda City Fire

Bob Negri, RN EMS Coordinator for Hayward Fire

Gail Porto, RN EMS Coordinator for Alameda City Fire

Brandon Rowley, EMT-P Prehospital Care Coordinator for Alameda County EMS

CP CQIl Sub Committee:

Karl Sporer, MD, FACEP, FACP, Alameda County EMS Medical Director

Brandon Rowley, EMT-P Prehospital Care Coordinator for Alameda County EMS
Kristen Gallegos, RN Assistant Nurse Manager for St. Rose Hospital, Hayward, CA
Bob Negri, RN EMS Coordinator for Hayward Fire

Gail Porto, RN EMS Coordinator for Alameda City Fire
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Alameda County Demographics

Alameda County is both geographically and demographically diverse. The entire

county covers 738 square miles and includes highly dense urban areas; the shoreline of
San Francisco Bay is on the western border, lower density residential areas, a high
concentration of industrial sites, and rural, wilderness and parks areas that stretch to the
east. More than 1.5 million people live in Alameda County.

The City of Oakland, in the north part of the County, is the largest city with a population
of 412,000+. Other large cities include Fremont in the south (210,000+), and the City of
Berkeley in the northern sector of the County (105,000+). Approximately 160,000+
people reside in the cities of Livermore, Dublin and Pleasanton that are located in
eastern Alameda County.

**In the two Pilot sites Hayward houses 146,000+ people and Alameda City houses
75,000+ people.
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EMS Overview

The Alameda County EMS system responds to approximately 124,000 patients annually for
medical emergencies. Generally a fire department unit and a Paramedics Plus ambulance

responds to emergency medical calls. Alameda, Albany, Berkeley and Piedmont fire
departments provide ambulance transport services in addition to first response. In the remaining
areas of the county, fire departments respond with ALS fire units and Paramedics Plus provides
emergency transport services under contract with the County. Below is a list of the EMS

providers in Alameda County.

EMS System Providers

EMS System Partners

ALS Ground Transport Providers
Alameda City Fire Department
Albany Fire Department

Berkeley Fire Department
Piedmont Fire Department
Paramedics Plus

First Responder ALS (FRALS)
Alameda City Fire Department
Alameda County Fire Department
Albany Fire Department

Berkeley Fire Department

Camp Parks Fire Department

East Bay Regional Parks Fire Department
Fremont Fire Department

Hayward Fire Department
Livermore-Pleasanton Fire Department
Oakland Fire Department

Piedmont Fire Department

*Alameda County FD at Livermore Lab transports
patients from its facility with fewer than 100 responses

Air Transport Providers

e CALSTAR

e East Bay Regional Parks
o Lifeflight

e REACH

Interfacility Transport (IFT) Providers
Alameda City Fire Department

AMR

Norcal

Priority One

Pro Transport One

Royal

Westmed

Patients

Patient Families

The Community

All Providers

All Receiving Facilities

County Board of Supervisors and City
Councils

Insurance companies and other third
party payers

Vendors

Education/Training Organizations
Other Regulatory Agencies
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Receiving Facilities

Alta Bates Hospital

Summit Hospital

Children’s Hospital Oakland
Kaiser Oakland Hospital
Alameda Hospital

Alameda County Medical Center(Base
Hospital)

San Leandro Hospital

John George Pavilion
Willow Rock

Eden Hospital

Valley Care Hospital

Kaiser Hayward Hospital
Kaiser Fremont Hospital
Washington Hospital
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ORGANIZATIONAL STRUCTURES

The EMS Agency is a division of the Alameda County Health Care Services Agency,
Department of Public Health. The EMS Agency coordinates EMS activities in Alameda County.
The Board of Supervisors (five members) makes general policy decisions affecting the EMS
Agency. The Director of Health Care Services reports to the Board of Supervisors. The County
Health Officer is designated the EMS District Medical Director by the Board of Supervisors. The
County Health Officer delegates this responsibility to the EMS Agency Medical Director.

Medical control of the prehospital medical care within the system is the responsibility of the EMS
Medical Director.

Alameda County
Board of
Supervisors

Health Care
Services Agency

Behavioral Care Public Health

Administrative
Services

Communicable

Environmental

Health

Disease Control
and Prevention

Community
Health Services

L

Emergency Community
Medical Services Paramedicine
Family Health
Services
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QUALITY IMPROVEMENT RESPONSIBILITIES - GENERAL
GUIDELINES

1. The CP Program shall establish and facilitate a quality improvement program to monitor,
review, evaluate and improve the delivery of prehospital care services.

1.1 The program shall involve all system participants and shall include, but not be limited
to the following activities:

1.2.1 Prospective - designed to prevent potential problems.

1.2.2 Concurrent - designed to identify problems or potential problems during the
course of patient care.

1.2.3 Retrospective - designed to identify potential or known problems and prevent
their recurrence.

1.2.4 Reporting/Feedback - all quality improvement activities will be reported to the
EMS Agency in a manner to be jointly determined. As a result of Q.A. activities,
changes in system design may be made.

2. Each participating agency will follow the Alameda County CP Quality Improvement plan,
based on the appropriate policy to the EMS Agency for approval. The time frame for
submission will be determined by the EMS Agency.

3. Appropriate revisions shall be made as requested by the EMS Agency.

4. Each CP program shall conduct an annual review of their Q.A. plan.

5. The EMS Agency will evaluate the implementation of each CP Q.A plan.

6. See below for Q.A. Plan Organizational Chart:

Helping Frequent 911 Callers & Recently Discharged Hospital Patients



Community Paramedicine
Pilot Project

Dr. Howard Backer, CA EMSA
Medical Director

Lou Meyer, CA EMSA
CP Pilot Project Manager

v

Dr. Karl Sporer, Alameda County

Medical Director

!

Fred Claridge,

Alameda County EMS Director

v

Alameda County

CP Steering Committee

!

CQl Sub-Committee

Y

CP Peer Review Committee
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QUALITY IMPROVEMENT RESPONSIBILITIES - CP

Authority: Division 2.5 of the Health and Safety Code, Chapter 4.

1. Prospective

1.1

Comply with all pertinent rules, regulations, laws and codes of Federal, State
and County applicable to emergency medical services.

1.2 Coordinate CP quality improvement committees. 100% charting audit will be
mandatory by Peer Review and CQI Sub-Committee.

1.3 Plan, implement and evaluate the CP program including public and private
agreements and operational procedures.

14 Approve and monitor CP training programs.

1.5 Establish policies and procedures to assure patient safety, which may include
dispatch, basic life support, advanced life support, activating EMS, patient
care guidelines and quality improvement requirements.

1.6 Facilitate implementation by system participants of required Quality
Improvement plans.

1.7 Design reports for monitoring identified problems and/or trends analysis.

1.8 Establish a CP Peer Review process to audit quality of care, documentation,
completeness and appropriateness

1.9 Approve standardized corrective action plan for identified deficiencies in CP.

2. Concurrent
2.1 Site visits to monitor and evaluate system components.
2.2 On call availability for unusual occurrences.
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Retrospective

3.1

3.2

3.3

3.4

Evaluate the process developed by system participants for retrospective
analysis of CP care by auditing 100% of all CP charts through peer review
and CP Supervisor review. Medical Director to be notified immediately if
patient

Evaluate identified trends in the quality of CP care delivered in the system.

Establish procedures for implementing the Certificate Review Process for
CP medical personnel.

Monitor and evaluate the Incident Review Process.

Reporting/Feedback

41

4.2

4.3

Evaluate submitted reports from system participants and make changes in
system design as necessary.

Provide feedback to system participants when applicable or when requested
on Quality Improvement issues.

Design CP research and efficacy studies regarding the CP pilot project.
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ALAMEDA COUNTY COMMUNITY PARAMEDICINE PROGRAM
PRODUCT EVALUATION FORM

Product Evaluated: Date:

Evaluated by:

Type of Incident: Run #/PCR #:

Describe how you used the product:

Describe any problems associated with using the product:

O none

What was the outcome of the product use?

Describe what you liked about the product:

Describe what you didn’t like about the product:

How many times have you used this product in the past day? week?

Do you think this product would improve patient care or make your job easier or better?
Oyes Ono why?

Crew members (print names) 1. 2.

3. Your unit #:
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lll. Data Collection, Evaluation of Indicators and Reporting

“How are we doing?”

“MEASURE - IMPROVE, MEASURE - IMPROVE, MEASURE - IMPROVE ..... 7
~ Mickey Eisenberqg, MD

Various data systems in the Alameda County Community Paramedicine system, including CAD,
ZOLL, Beyond Lucid ePCR, Reddinet, and First Watch, contain relevant data. Electronic PCR
data elements are NEMSIS/CEMSIS compliant. The implementation of all these data systems
into user friendly data entry and reporting formats is essential to ensure that clean usable data
is obtained. Integration of these data systems between dispatch, EMS providers, receiving
facilities and state and national data systems is essential in opening up communication
necessary to facilitating Quality Improvement.

These data systems are used to:

Prospectively identify areas for improvement and enable data driven decisions
Monitor system changes after Ql interventions have been implemented
Monitor individual and group performance in the CP system

Support research

Provide benchmarks with other CP systems

Data Quality Improvement activities include:
¢ Implementation of a user friendly ePCR program for all CP providers

¢ Implementation of a user friendly data reporting tool
¢ Integration and continuing maintenance of all data systems
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Process, Data and Quality Indicator Analysis

RESULTS BASED ACCOUNTABILITY (RBA) — Mark Friedman - “Trying Hard Is

Not Good Enough: How to Produce Measurable Improvements for Customers and Communities”

RBA uses a practical model for developing meaningful performance measures (quality
indicators) by asking 3 simple questions:

o “How much do we do?” Input resource components (such as leadership, workforce,
suppliers, equipment, etc.) are measured. These are the least important performance
measures but the easiest to obtain. These performance measures assess the quantity of
effort we putin.

o “How well do we do it?” The efficiency of design and delivery of work processes,
productivity and operational performance are measured. These performance measures
assess the quality of effort we put in.

o ‘“Is anyone better off?” The result or outcome of patient care, support services, and
fulfillment of public responsibilities are measured. These are the most important

performance measures and the most difficult to obtain. These performance measures
assess the quality effect of our efforts.

An example of Alameda County Performance Indicators
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CHARTS

The use of charts is essential in the analysis of processes, data and quality indicators. While
many different types of charts exist, the following charts provide the best process analysis.

These charts are also easy to create and use.
CONTROL CHARTS measure process improvement.
Process Improvement = Quality Improvement

“Our current processes are perfectly designed to
produce the results we are getting.” Davis Balestracci

If given two different numbers, one will be bigger than
the other. However, if given a series of numbers over a
period of time and then “plotting the dots”, a picture of
a process starts to emerge.

All data has a time component of some sort. While
many charts analyze process improvements, Control
charts provide the best illustrations of process
improvement over time. These charts are simple to
create and easy to understand. Control charts in
particular are a necessary tool all organizations must
use to determine whether a process is improving or
merely operating within some variation.

)

A chart of numbers is just a chart of numbers.

A Control Chart presents a picture of the story.

Witnessed Witnessed
VFIVT VFINT
Survival # Survival %
To To

Quarter | Discharge | Witnessed VF/VT | Discharge
2005-01 11 33 33.33%
2005-02 7 17 41.18%
2005-03 1 25 4.00%
2005-04 3 26 11.54%
2006-01 9 38 23.68%
2006-02 11 36 30.56%
2006-03 5 29 17.24%
2006-04 5 19 26.32%
2007-01 13 30 43.33%
2007-02 4 27 14.81%
2007-03 4 34 11.76%
2007-04 6 31 19.35%
2008-01 9 25 36.00%
2008-02 3 15 20.00%
2008-03 7 25 28.00%
2008-04 5 21 23.81%
2009-01 8 26 30.77%
2009-02 10 26 38.46%
2009-03 8 24 33.33%
2009-04 7 27 25.93%
2010-01 13 30 43.33%
2010-02 7 23 30.43%
2010-03 8 25 32.00%
2010-04 11 19 57.89%

Witnessed VF/VT Survival % To Discharge

\
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PARETO CHARTS / PIE CHARTS identify the most common contributing factors to a process.

For example, regarding pediatric medication safety, first focusing efforts in analyzing and
reducing errors in Morphine and Midazolam administrations makes sense.

% of Total
Pediatric Med.
Administrations
32.56%
26.65%
8.94%
8.05%
5.19%
[Zoran NG
322%
1.79%
1.61%
[Oxygen | 107%
0.89%
0.89%
0.72%
0.72%
Epinephrine 1 to
0.36%
0.18%
0.18%
0.18%
100.00%
~

Pareto Column Chart of

FLOW CHARTS provide a picture of the structure of an organization or the workflow of a
process over time.
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IV. Action to Improve

“What are we doing to make things better?”

Using the Tripe AIM process CP is defining a process to
provide resources to patients that over utilize 911 and need
assistance in managing their chronic disease. The CP Program
shall establish and facilitate a system wide quality improvement
program to monitor, review, evaluate and improve the delivery
of health care services.

The program shall involve all system participants and shall include, but not be limited to the
following activities:

e Prospective - designed to prevent potential problems.

e Concurrent - designed to identify problems or potential problems during the
course of patient care.

e Retrospective - designed to identify potential or known problems and prevent
their recurrence. Reporting/Feedback - all quality improvement activities will be
reported to the EMS Agency in a manner to be jointly determined. As a result of
Q.A. activities, changes in system design may be made.

o Reporting/Feedback - all quality improvement activities will be reported to the
EMS Agency in a manner to be jointly determined. As a result of Q.A. activities,
changes in system design may be made.

In developing QI activities, various models and
methodologies such as The Model for Improvement, PDSA,
DMAIC and The Program/Project Management Model can be
used by any organization’s quality improvement team.

The Model for Improvement — PDSA Cycle

Institute for Healthcare Improvement

» The Aim: What are we trying to accomplish? How good?
By when? For whom?

« The Measures: How will we know a change is an
improvement? What are the process and outcome
measures?

= The Changes: What change can we make that will result
in improvement?

The PDSA cycle gives us a way to quickly test changes on a
small scale, observe what happens, tweak the changes as
necessary, and then test again—before implementing
anything on a broad scale.
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¢ Plan - State objective of the test, make predictions, Develop an improvement plan to carry
out the test (who, what where, when)

¢ Do - Carry out the test or trial, document problems and unexpected observations, begin
analysis of the data

o Study - Complete the analysis of the data, compare the test data to predictions, and
summarize what was learned

e Act - What changes are to be put into policy and institutionalized? What will be the objective
of the next cycle? What, if any, re-education or training is needed to effect the changes?

Six Sigma

Institute For Healthcare Improvement

The focus of Six Sigma is reducing variation or the defect rate, measured by Sigma level, or
“Defects per Million Opportunities.” The Six Sigma improvement framework consists of six basic
steps, known as DMAIC for short:

o Define. Define the problem in detail.
e Measure. Measure defects (in terms of “defects per million,” or Sigma level).

¢ Analyze. In-depth analysis using process measures, flow charts, defect analysis to
determine under what conditions defects occur.

o Improve. Define and test changes aimed at reducing defects.

o Control. What steps will you take to maintain performance?
Example of using the Six Sigma

1. Define —
a. In Alameda County there are over 30 patients that over utilize 911 emergency
services by call 911 at least 16 times and up or more than 50 times a year.

b. Patients discharged from hospitals with chronic iliness (specifically MI, CHF,
Asthma, Diabetes and Pneumonia) have a likelihood of revisiting the ED or
readmission.

St. Rose Hospital

(Example)

Patients discharged with
Diabetes

06/01/2012 - 08/30/2013

TOTAL PTS WITH DIABETES
Patient Type Total
ER 317
IP (ER Admits) 151
Grand Total 468
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2. Measure —
a. Reduce the amount of times a frequent 911 caller activated 911
b. Reduce the amount of return ED visits and readmissions

w

Analyze — find a target number of patients to follow through program. Reducing patients
pain/suffering and improving vital signs (blood pressure).

4. Improve — Assist patients in accessing resources in Alameda County, connect to
primary care physicians, and educate patients on medication compliance.

5. Control — Follow patients in healthcare system.

Once an Improvement Plan has been implemented, the results of the improvement will be
measured. Changes to the system will be integrated and standardized. A plan for monitoring
future activities will be established to ensure the change continues. Findings and plans are
discussed and implemented through the EMS Quality Council.

What will be measured????

» Pain and Suffering - a patient with a pain scale of a 10 would be reduced with a goal
of no pain. Follow care will can be measureable by documenting if pain and
suffering has improved

Wong-Baker FACES Pain Rating Scale

~ - “ AN S
@ [ @\ 8\ B \ (s \( 45
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0 2 4 6 8 10
NO HURT HURTS HURTS HURTS HURTS HURTS

Ui
LIOTLEBIT  LITTLEMORE EVEN MORE  WHOLE LOT WORST

Frem Wong D .L., Hockenberry-Eaton M., Wilson D., Winkelstein M.L., Schwartz P.: Wona's
Essentials of Pediatric Mursing, ed. 6, St. Louis, 2001, p. 1301. Copyrighted by Mosby, Inc.
Reprinted by permission.

> Blood Pressure — Measure if a patient’s blood pressure has improved.
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Program/Project Management Model

Program/Project A short title that labels the program/project should be concise and
Title clear.
A clear program/project purpose related to the overall EMS Purpose to
Purpose improve health and reduce pain and suffering should be clearly defined
in one sentence.
Vision Where we see the program/project in the future related to the overall
EMS Vision should be clearly defined in one sentence.
Values The main concerns and cares of the program/project related to the
overall EMS Values of STARCARE should be stated.
Program/Project The parameters of the program/project, what’s included and/or not
Scope included, “what’s in or out”, should be defined.
Program/Project The program/project leader and members should be listed. The roles
M and responsibilities of the leader and each member should be clearly
embers defined.
Established benchmarks and measures as well as other innovative
Measurements, data measures that are pertinent to the improvement program/project
Outcome should be established. Results and measurements from the patient’s
perspective are essential.
Improvement Define the specific work being done within the Quality Improvement
Projects program/project.
The difference between a wish and a goal is that a goal contains a
Schedule deadline. Intermediate and final project deadlines should be

determined and followed.
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POLICY REVIEW PROCESS

1. INTRODUCTION

1.1 The policy review process is an advisory process to the County Health Officer and
the EMS Medical Director for the formulation of medical protocols. Policy
suggestions and/or draft policies are accepted from committees, system participants,
individuals, and/or interested parties.

1.2 Policies will be evaluated on an annual basis with adequate time allowed for training
and distribution. Specific recommendations for additions, deletions and/or revisions
should be forwarded to the EMS Agency.

2. POLICY PROCESS

2.1 Written Public Comment Draft

211 The EMS office will distribute draft policies to the appropriate system
participants and/or interested parties for written comments.

2.1.2 Policies under consideration that affect the EMS system as a whole will be
sent out for review by all systems participants. A policy under consideration
that applies to a limited group will only be sent to those who would be directly
affected.

2.1.3 The time frame allowed for the return of comments will be 60 days.
Comments may be mailed or faxed to the EMS office, but must be received
no later than 4 p.m. on the deadline date.

2.1.4 All comments will be reviewed by the EMS Medical Director. All suggestion
will be taken into consideration.

2.2 Public Testimony

2.21 Public comments will be heard at the next most appropriate Emergency
Medical Oversight Committee (EMOC) meeting (usually in August)

2.2.2 Afinal draft of the policy will be distributed prior to the meeting.

2.2.3 Time will be allotted at the meeting for public testimony and discussion. All
recommendations will be taken into consideration during the finalization of the

policy.

Unusual Occurrences

All unusual occurrences will be investigated by the individual agency and the EMS Agency.
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V. Training and Education

Training and Education

The CP curriculum program will provide the community paramedic two specific training
programs. The “core” curriculum consisting of approximately 120 hours will be provided by
University of California, Los Angeles (UCLA) and hosted regionally. In addition, a “local’
curriculum of 60 to 80 hours will be delivered by an Alameda County approved Paramedic
program, Chabot College. The local curriculum will be matched to meet the needs of the two
domains: managing frequent 911 callers and assisting in post hospital discharged patients. The
program will be tailored based on the past experience of each individual and the services the
Community Paramedic will be providing for their area. The program will consist of a didactic
component with associated lab sessions and a clinical component consisting of rotations with
physicians, nurse practitioners, physician assistants and/or public health providers in Home
Health care, local doctor’s offices, clinics and/or hospitals. Students will receive this training
under the supervision of the Alameda Medical Director and CP Supervisors.

Upon completion, the training program aims to produce CP’s who have the competencies,
knowledge, and professional skills to function as a Community Paramedic.

VI. Quarterly Update
ALAMEDA COUNTY QUARTERLY REPORT

The EMS Medical Director will evaluate the QI Program with the EMS QI Council at least
quarterly. This group will be tasked with ensuring that the QI Plan is in alignment with our
strategic goals, and will review the plan to identify what did and did not work. From this
information, a Quarterly Update will be provided to the CQI Team and will include the following:

Indicated monitors

Key findings and priority issues identified

Identification of any trends

Improvement action plans and plans for further action

Description of any in-house policy revisions

Description of any continuing education and skills training provided as a result of
Improvement Plans

Description of whether the goals were met and whether follow up is needed

o Description of next quarter’'s work plan based on the current year’s indicator review
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Description of Organizations
The description should include an organizational chart showing how the QI Program is
integrated into the organization.

Statement of CP QI Program goals and objectives
Describe processes used in conducting Quality Improvement activities.
Were goals and objectives met?

List and define indicators utilized during the reporting year

Define state and local indicators

Define provider specific indicators

Define methods to retrieve data from receiving hospitals regarding patient diagnoses
and disposition

Audit critical skills

Identify issues for further system consideration

Identify trending issues

Create improvement action plans (what was done and what needs to be done)
Describe issues that were resolved

List opportunities for improvement and plans for next review cycle

Describe continuing education and skill training provided as a result of Performance
Improvement Plans

Describe any revision of in-house policies

Report to constituent groups

Describe next year’s work plan based on the results of the reporting year’s indicator
review

Sample Work Plan Template

Key Were Goals Met?
Indicators Findings/Priority Issues | Improvement Action Plan Is Follow-up
Monitored Identified Plans for Further Action Needed?
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Letter Of Intent Proposal
For Community Paramedicine Pilot Project

San Bernardino County Fire Department, Rialto Fire Department, Arrowhead Regional Medical
Center and San Bernardino County Department of Public Health

. Title

San Bernardino County Community Paramedicine Pilot Project on Post Discharge Follow-up of
the CHF Patient

. Category Proposed to Pilot
a. Post discharge follow-up of hospital or emergency department patients

. Description of Proposed Concept, Project Management and Partners (including geographic
area to be served)

Proposed Concept: Due to rising costs in healthcare, California continues to struggle with an
increasing gap between demand for healthcare services and a decreasing supply of healthcare
workers. In order to fill this gap, healthcare services are forced to be creative in order to
optimally utilize current available resources, thus the advent of Community Paramedicine
programs. With some additional training, these programs utilize Paramedics, already trained to
perform thorough physical assessments, recognize life threatening emergencies and provide
medical care in less than optimal settings, to assist in increasing access to primary care for

| medically underserved populations._According to a recent report prepared for the California
Healthcare foundation and the California Emergency Medical Services Authority (EMSA) by
UC Davis, Community Paramedics (CPs) can serve as an integral part of the patient’s care
transition team. Patients recently discharged from a hospital may benefit from assistance, prior to
regularly scheduled follow-up care in the form of understanding post-discharge instructions,
medications, self-care, and the timing and importance of follow-up appointments. CPs could
review these topics with patients and, if applicable, their families. The CP can additionally
ensure there is a safe home environment for the patient to recover in and can provide feedback to
primary care and/or emergency care providers regarding the patient’s function at home. This type
of service can improve patient follow-up and integration in the health care system and overall
quality of patient care in addition to reducing 911 calls, emergency department (ED) visits, and
hospital readmissions.

According to Medicare, there are 4.6 million Medicare beneficiaries with (CHF) nationwide,
which equates to approximately 14% of all Medicare subscribers. The Medicare Payment
Advisory Commission states that 43% of all Medicare spending is applied to CHF. In addition,
they report the national 30-day readmission rate for CHF at 24.7%. In San Bernardino and
Riverside Counties, The Health Services Advisory Group (HSAG) reports the 30-day
readmission rate for CHF in 2012/2013 at 27.2% and according to The New England Journal of
Medicine, as many as 52% of re-admitted CHF patients have not seen a physician between the
time of discharge and readmission.



San Bernardino County Fire Department and Rialto Fire Department, in collaboration with
Arrowhead Regional Medical Center, San Bernardino County Department of Public Health, and
Inland Counties Emergency Medical Agency (ICEMA) will utilize this study to identify ways in
which Paramedics can operate more effectively as community funded healthcare providers in
order to provide high quality patient care in today’s challenging healthcare environment and
possibly reduce readmission rates to areas hospitals. The study population will include recently
discharged patients from Arrowhead Regional Medical Center (ARMC) with a diagnosis of
CHF, one of the so-called “3 and 30” conditions. Once identified, a Community Paramedic will
perform a post discharge follow-up visit to augment discharge planning and provide assistance in
accessing primary care through the Department of Public Health (DPH) or ARMC primary care
clinic networks.

a. Project Management: This project will be managed by San Bernardino County Fire
Department and in collaboration with Rialto Fire Department, Arrowhead Regional Medical
Center, San Bernardino County Department of Public Health and ICEMA.

b. Geographic area to be served: San Bernardino County spans over twenty thousand square
miles with many areas containing vulnerable patients. This project will focus on the cities of
Hesperia, Victorville, Fontana and Rialto, four areas that currently exhibit service gaps in
healthcare and a robust paramedic workforce.

D. Purpose and Objectives

a. Purpose: As part of the California State EMS Authority Community Paramedicine Pilot
Project, this project will utilize the Community Paramedic to conduct post hospital discharge
follow up on patients discharged from ARMC with a diagnosis of CHF. The purpose of this
visit is to:

i. Provide needed healthcare services to underserved patients that are not affiliated with
managed care systems in the cities of Fontana, Hesperia, Rialto and Victorville
i1. Save healthcare dollars by preventing re-admissions of patients with discharge
diagnoses of CHF who are often re-admitted due to a lack of access to post discharge
services such as clinics, pharmacies and other specialty consultations,
iii. Improve access to primary care, medications, and specialty consultations through a
collaborative team approach with DPH and ARMC.

b. Objectives:

1. San Bernardino County Fire Department and Rialto Fire Department will collaborate
with Arrowhead Regional Medical Center and San Bernardino County Department of
Public Heath to augment discharge planning and promote treatment plan compliance
by identifying those patients who do not have access to home health or other
discharge follow up.



ii. The Community Paramedic team will conduct a home visit to identified patients for
the purpose of:
1. Conducting a physical assessment.
2. Assuring the patient obtained discharge instructions and that they have the
ability to follow all instructions.

3. Assuring follow up appointments were made and that no obstacles to
attending any necessary appointments exist.
Assuring that patient has obtained any post discharge prescriptions.
Answering questions and directing patient to appropriate resources.
Conducting a general home safety check.
Conducting patient satisfaction surveys.
Collecting and evaluating data.

XN

E. Estimated Project Length
a. The project length will be up to 24 months.
F. Background Information

a. Need for the project: A large gap exists between patients that are discharged from the
hospital and are not affiliated with managed care systems, and the lack of medical healthcare
professionals that can assist in providing access to post discharge primary care services. San
Bernardino County Fire Department First Responders are an excellent resource, paid for by
property taxes, to assist in filling this gap as they are strategically placed throughout
communities and they are already trained to function in less than optimal environments
outside the hospital setting. In addition, they have potential to provide care for rural
residents who live in areas far from health services, thus leaving them vulnerable for re-
admission. When not responding to emergencies, Community Paramedics can help people
manage care prescribed in post discharge follow-up instructions and can provide information
and counseling about ways to care for themselves and their families. There is an increasing
need for healthcare workers to be the eyes, ears and voices of residents to assist in identifying
problems in healthcare access and finding solutions in order to pride optimal patient care.

b. Types and number of patients: This project will focus on patients who were admitted and
discharged from ARMC with the diagnosis of CHF. Preliminary data shows that the
Community Paramedic will visit roughly 5 patients per day in each of the identified
geographical locations (Fontana, Victorville, Hesperia and Rialto).

c. Number of Community Paramedics to be trained: For the purposes of this pilot study,
approximately 24 Community Paramedics (2 for each shift in each of the four
geographic areas), 2 Registered Nurses and 1 Paramedic Training Officer (already
employed by San Bernardino County Fire Department) and 1 EMS Coordinator
(already employed by Rialto Fire Department) will need to be trained.




d. Future anticipated employment opportunities for Community Paramedics: The

County of San Bernardino is the largest county in the United States by area, spanning over
twenty thousand square miles. There are a high number of underserved areas, as well as
designated Health Professional Shortage Areas (HPSA’s), Medically Underserved
Populations (MUPs) and Medically Underserved Areas (MUASs) throughout the County, thus
the need for a Community Paramedicine program is great. Should the pilot program succeed,
and future funding becomes available, we would be able to train and employ Community
Paramedics to augment the ever changing healthcare system.

Other programs serving as models for this project: San Diego and San Francisco have both
looked at utilizing Community Paramedics to identify frequent users of the 911 system;
however, due to statutory constraints, there are currently no programs in California utilizing
Community Paramedics for post-discharge follow up care.

G. Program Management

a.

Operational Methodology: Specially trained Paramedics from San Bernardino County Fire
Department and Rialto Fire Department will conduct home visits 24-72 hours post discharge
from ARMC with a diagnosis of CHF. The visit will include a patient assessment where the
Community Paramedic will determine 1) the patient is maintaining or improving their
discharge health status and can wait for their scheduled follow up appointment, 2) the patient
1s exhibiting signs and symptoms in which a same day appointment is necessary or 3) The
patient’s condition has deteriorated requiring a 911 transport for emergent medical
intervention. The Community Paramedic will also conduct a thorough review of discharge
instructions and assess the patient’s understanding in order to determine any difficulties the
patient may be experiencing in following the instructions. Should any difficulties be
identified, such as inability to obtain medications or follow up dr. appointments, the
Community Paramedic will provide assistance in accessing primary care through the
Department of Public Health (DPH) or ARMC primary care clinic networks.

Provisions for Patient Safety:
Provisions for patient safety include the following:
1. All Community Paramedics will complete the core curriculum approved by
the California EMS Authority in addition to site specific training on CHF.
2. The Community Paramedic will conduct a home safety
inspection to determine that the patient can perform all activities of daily
living in a safe environment.
3. All medical and home safety assessments will be recorded in an
electronic format and will be reported back to ARMC and the San
Bernardino County Fire Department project QI Coordinator via secure
electronic communications.
4. IRB approval will be obtained from ARMC in order to ensure the safety and
welfare of the patients.

Local Governance and Medical Control: This project will be approved by the EMS
Authority and will be locally governed by Inland Counties Emergency Medical Agency
(ICEMA). Medical control will be provided on a global level by the ICEMA Medical
Director, Dr. Reza Vaezazizi and in collaboration with the San Bernardino County Fire
Department Medical Director, Dr. Troy Pennington. Additional medical control will be
provided by base hospitals, if needed, on a call-to-call basis.




d. Anticipated sources of funding: All possible funding sources will be researched, however, at
this time, there are no anticipated sources of funding for post discharge follow-up care. San
Bernardino County Fire Department will plan to utilize County resources that are currently in
place and paid for by property tax dollars to conduct post discharge follow-up visits. DPH
and ARMC have existing infrastructure to support increased access to primary and specialty
care.

e. Paramedic Eligibility: This program will follow the eligibility parameters set forth by
California Emergency Medical Services Authority (EMSA). In addition, the individual must
be an employee in good standing and must possess a strong desire to participate in this study.

f. Local Community Paramedic Training: Community Paramedics will participate in
standardized core curriculum set forth by The California EMSA. Site specific curriculum
will be delivered by Physicians and Registered Nurses employed by San Bernardino County
Fire Department and certified by The National Association of EMS Educators (NAEMSE).

H. Evaluation and Data Collection

a. Process Evaluation: The pilot project will be evaluated by a data collection tool (currently in
development) for utilization by the CP in the field and in collaboration with ARMC and
DPH. Data will be sent electronically back to the designated Program Manager.

b. Qualitative Evaluation: All patients receiving a post discharge follow-up visit during the
study period will be reviewed by the designated QI Program Manager.

c. Impact Evaluation and Utilization: A retrospective study will be administered upon program
completion with results submitted to EMSA.

d. Estimate of Healthcare Cost Savings: According to MedPAC, the average inpatient cost to
CMS for each CHF patient is $17,500. Ambulance, Emergency Department, and physician
fees are added to this cost and are not included in the potential savings.

e. Dissemination of Results: Upon completion of a thorough retrospective study, results of the
pilot program will be reported back to EMSA.

I. Contact Information

a. For the purposes of designing the pilot study, the below contact information applies:

Mark A. Hartwig, Fire Chief
San Bernardino County Fire Department
157 W. 5™ Street, Second floor
San Bernardino, Ca. 92415-0451
Mhartwig@sbcfire.org
(909) 387-5779

Leslie Parham, EMS Nurse Educator
San Bernardino County Fire Department
157 W. 5th Street, Second floor
San Bernardino, Ca. 92415-0451
Iparham@sbcfire.org
(909) 253-4319
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COMMUNITY PARAMEDIC

PURPOSE

To provide guidance and medical oversight to the Community Paramedic while performing post
discharge follow up, treatment and referral to patients discharged from Arrowhead Regional
Medical Center (ARMC) with a diagnosis of congestive heart failure (CHF).

This policy is for use by specially trained community paramedics as part of the California State
EMS Authority Community Paramedicine Pilot Project.

The goals of this pilot project include:

A. Conduct a post discharge follow up visit with 24-72 hours of discharge and ensure the
patient receives the following:

1. A patient assessment,
2. A thorough review of all discharge instructions to ensure patient understanding,
3. Assessment of adherence to discharge instructions to include:

a. Coordination of follow up care,

b. Coordination of transportation,

c. Medication compliance

4. A referral, if needed, to a licensed healthcare provider when such referral could
assure patient compliance to discharge instructions or prevent an exacerbation of their
condition.

AUTHORITY

California Code of Regulations, Title 22, Division 9, Chapter 4

California Code of Regulations, Title 22, Division 7, Chapter 6

Health and Safety Code, Division 2.5, Chapter 2, Section 1797.52 and Chapter 4, Section 1797.218

Health and Safety Code, Division 107, Part 3, Chapter 3, Article 1, commencing with Section
128125, the Health Workforce Pilot Project Program
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DEFINITIONS

Community Paramedic (CP): An Inland Counties Emergency Medical Agency (ICEMA)
Paramedic who is specifically selected to participate in the California State EMS Authority
Community Paramedicine Pilot Project. and meets all required State core curriculum and local
curriculum training.

REQUIREMENTS

1. Must be a current licensed Paramedic in California,

Must be a currently accredited paramedic in the ICEMA region.

Currently employed by San Bernardino County Fire Department or Rialto Fire Department.
Must complete all required State core curriculum training.

Must complete all required local curriculum training.

G

IMPLEMENTATION AND DURATION

The current pilot project implementation date is January 1, 2015 with an expected duration of up to 24
months.

MEDICAL CONTROL AND PROJECT MONITORING

This project will be approved by the EMS Authority and will be locally governed by Inland
Counties Emergency Medical Agency (ICEMA). Medical control will be provided on a global
level by the ICEMA Medical Director, Dr. Reza Vaezazizi and in collaboration with the San
Bernardino County Fire Department Medical Director, Dr. Troy Pennington. Additional medical
control will be provided by base hospitals, if needed, on a call-to-call basis.

LOCAL ADVISORY COMMITTEE

A. A Community Paramedicine Local Advisory Committee will be established and
maintained for the duration of the pilot project.

B. The Community Paramedicine Local Advisory Committee will be responsible for the following:

1. Work in collaboration with the EMSA Community Paramedicine Project Manager as
necessary throughout the project.
Create policies and protocols to ensure paramedic and patient safety.

Develop local training curriculum
Develop documentation tools

Develop and monitor the project QI plan
Monitor and review project data.

AR
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C. The Community Paramedicine Local Advisory Committee will consist of the following members:

1.

A N A Al

—_ =
—_ O

—_
W N

Project Co-Managers

San Bernardino County Fire Department Fire Chief

San Bernardino County Fire Department EMS Supervisor
Rialto Fire Department EMS Coordinator

ICEMA Medical Director

ICEMA Administrator

San Bernardino County Fire Department Medical Director
Rialto Fire Department Medical Director

Public Health Director

. ARMC Administrator

. San Bernardino County Fire Department Paramedic
. Rialto Fire Department Paramedic

. Data Analyst

PATIENT INCLUSION CRITERIA

Patients must meet the following criteria for inclusion in the pilot project:

A. Diagnosis of CHF

B. Discharged home from ARMC

C. Agree to participate in the pilot project and sign the informed consent

PROCEDURE

A. Eligible patients will be contacted by the Case Managers at ARMC prior to hospital discharge to
explain the purpose and benefits of the Community Paramedic Pilot Project and obtain the

required informed consent for participation in the project.

B. San Bernardino County Fire Department Project Manager will contact ARMC Case

Manager on a daily basis for patient information.

C. The assigned Community Paramedic will make initial contact to consented patients by
telephone in order to schedule a convenient time for a follow up visit within 24-72 hours
post discharge.

D. The Community Paramedic will utilize and ICEMA approved protocol to perform the
following actions:

1.

Conduct a thorough review of discharge instructions to ensure patient understanding.
In the event the patient is unclear on their instructions, the Community Paramedic
will educate the patient and will either refer the patient to their primary care physician
or contact the assigned DPH representative or ARMC case manager.
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2. Ensure the patient has obtained medications and is taking them as prescribed. In the
event the patient does not have their medications, or has any issues with the
medications, the Community Paramedic will attempt to resolve any minor issues
and/or will refer the patient to their primary care physician or will contact DPH or the
ARMC Case Manager as needed.

3. Assess the patient to determine the following:

a. The patient is maintaining or improving their discharge health status and will
not need medical intervention before their scheduled follow up appointment,

b. The patient is exhibiting signs and symptoms in which a same day
appointment is necessary in which proper referral will be made to San
Bernardino County Department of Public Health or appropriate ARMC clinic.

c. The patient’s condition has deteriorated requiring a 911 transport for emergent
medical intervention.

4. Conduct a home safety inspection to ensure a safe home environment for the patient to
recover in.

DOCUMENTATION

The Community Paramedic will utilize an approved user friendly electronic data collection tool that will
capture all assessments, treatments and education performed by the Community Paramedic. The
documentation will be sent electronically to the assigned Project Manager for review. There will be a
100% quality review on all documents pertaining to the project.

QUALITY ASSURANCE (QA) AND CONTINUOUS QUALITY IMPROVEMENT (CQI)

A QA/CQI Review Committee will be formed to assure that the quality of care and safety of the
patient is at the forefront of the pilot program at all times. (See Addendum D: Community
Paramedicine Quality Improvement Plan)

ADDENDUMS

A. Community Paramedicine Local Site Curriculum
B. Patient consent form

C. Community Paramedicine Documentation form
D. QI Plan
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Addendum A: Community Paramedicine Local Site Curriculum

California Community Paramedic Curriculum Framework
Adapted from North Central EMS Institute Community Paramedic Curriculum v 3.0

Version 1.4 12/17/2013

8 Clinical Skills Testing and Experience for Community Paramedic
(Local Site Responsibility) (Subject to modification as the program moves forward)

Goal

8. The Community Paramedic will demonstrate competence to provide the clinical care
of the identified population through skills testing and clinical experience. The student
will attend an estimated minimum of 50 hours, and up to 100 hours, of clinical
experience to achieve competence.

Objectives & Summary

8.1. Demonstrate in skills labs and scenarios how to manage patients that will be encountered in
the prehospital setting, utilizing standard pilot project procedures.

e 8.1.1. Detailed Physical Assessment

Assessment/Interventions: The Community Paramedic will understand the components
of the detailed physical assessment including but not limited to:

o Vital signs/oxygenation/Neuro status (report changes in heart and respiratory
rate/patterns as well as changes in LOC).

o Daily weight (a 2 b weight increase over a 1 day period is considered significant).

e Lung sounds (monitor for increased crackles, rhonchi or pulmonary congestion).

e Capillary refill (if greater than 3 seconds, assess for signs of peripheral edema).

e Presence of jugular vein distention (jugular vein distention can be a sign of
worsening right sided heart failure).

o Presence of hepatomegaly (also a sign of worsening right sided heart failure).

o Presence of ascites

e EKG changes

e Pain level

e Intake and Output (monitor effects of diuretic therapy and observe for signs and
symptoms of either fluid overload or deficit)

e Activity tolerance (provide a proper rest/activity balance.

e Restless, anxious behavior and promote self-care participation.

e Assess adequate bowel function

Psychosocial Assessment: The Community Paramedic will understand the
components of the psychosocial assessment including but not limited to:

e Self-care habits of the patient
e Patient’s perception of their illness
e Caregiver availability and willingness

1"


http://www.communityparamedic.org/

8.2. Demonstrate in skills labs and scenarios how to manage patients with common, chronic
conditions that will be encountered in the community, utilizing standard pilot project procedures.

e 8.2.1. Heart failure

Upon completion of this lesson, the Community Paramedic will be able to:

1. Describe the pathophysiologic changes seen with congestive heart failure.

2. List the causative factors associated with congestive heart failure.

3. State the signs and symptoms associated with congestive heart failure.

4. Have a better understanding of the current medical treatment options for patients with

congestive heart failure.

Discuss pharmaceutical interventions for treating congestive heart failure.

Describe the follow up care and management of the patient with congestive heart

failure.

7. Understand co-morbid factors that commonly accompany CHF and Index scoring for
risk assessment for death or readmission.

o wu

8.3. Demonstrate in skills labs and scenarios how to manage patients with in various situations
that will be encountered in the community, utilizing standard pilot project procedures.

e 8.3.1. Inadequate Self-Care

o The Community Paramedic will utilize activities of daily living checklist to
determine the following:
= Inadequate nutrition
= [Ineffective coping mechanisms
= Knowledge deficit of disease process

e 8.3.2. Medication Reconciliation

o The student will understand commonly prescribed post discharge medications, and
o Identify common side effects related to prescribed post discharge medications

e 8.3.3. Public Health Resource Needs

o The student will obtain a working knowledge of San Bernardino County Public
Health Department resources available to the Community Paramedic

e 8.3.4. Home Safety/Fall Prevention

o The Community Paramedic will understand and utilize a home safety check list to
insure patient and family safety in the home including:
= Kitchen
= Bedrooms
* Living room
= Laundry room
= Exterior rooms and Misc. household areas
= Smoke detector inspections

12



e 8.3.5. Caregiver Problems

o The Community Paramedic will describe the Caregiver Assessment Tool and
utilize the tool to conduct a proper assessment of the patient’s caregiver.
= Background on the caregiver
= Caregiver’s perception of health and status of patient
= Well-being of the caregiver
= Caregiver skills/capabilities
= (Caregiver resources

e 8.3.6. The student will discuss the components of a proper Nutrition, Hydration, and
Weight assessment in the CHF patient.

o Nutrition

= Understand and conduct patient education on low sodium diet options
o Hydration

= Understand and conduct patient education on proper hydration with CHF
o Weight

= Understand and conduct patient education on proper weight trending

8.4. Demonstrate in skills labs and scenarios how to provide education to patients that will be
encountered in the community, utilizing standard pilot project procedures.

e 8.4.1. Discharge Follow-up and Instructions

The student will understand the elements of patient education to be provided at post
discharge follow-up visits:

Discharge medication regimens and knowledge of medication
Diet (low sodium)

Fluid restrictions

Activities of daily living

Exercise

Smoking cessation

Available community resources/referrals

The importance of making and keeping Dr.’s appointments
Avoiding infection

Self-monitoring (when to report symptoms or changes)

O O O OO0 O O OO0 0 O
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8.5. Demonstrate in skills labs and scenarios how to document and communicate care to patients
utilizing ePCR capability and other methods of communication with healthcare partners, utilizing
standard pilot project procedures.

e 8.5.1. Complete data entry

o The Community Paramedic will describe the required documentation for the post
discharge follow-up visit.
= General appearance
e Color
e Breath sounds
e Heart sounds
e Peripheral edema
e Activity tolerance
= Vital Signs
Respirations
Pulse
Blood pressure
Intake and output
Weight
= Patient Education
Diet
Activity
Medication
Signs and symptoms of complications
Skin care
Deteriorating condition protocol

o SOAP Documentation
= Components
e Subjective
e Objective
e Assessment
e Plan

e 8.5.2. Pilot Project Forms
The Community Paramedic will describe the forms to be utilized during the pilot project.

o Consent letter

o Referrals

o Assessment tools
= Physical assessment tools
= Nutrition/hydration assessment tools
=  Weight Management Assessment tool
= Home safety Assessment tool

14



e 8.5.3. Communication with Higher Level of Care

The student will define the situations in which s/he will communicate with a higher level

of care during the pilot project.

o Base Hospital Physicians

» The Community Paramedic shall activate the 911 system and operate
under the local established protocols in the event that the patient’s

condition requires acute medical care.
o Public Health facilities

= [f the patient requires additional resources to comply with their post
discharge follow-up plan, the Community Paramedic will notify the
assigned contact at The Department of Public Health.

e 8.5.4.¢PCR

o The Community Paramedic will understand and utilize the ePCR data tool
intended for this pilot project.

8.6. The Community Paramedic will demonstrate competency in following procedures through
supervised experience with patients in a Family Practice setting, based upon local pilot site activities. The
minimum number of procedures shall be documented by clinical preceptors for each identified skill.

PROCEDURES LEVEL 1 # PERFORMED CLININCAL SITE
Blood Pressure Checks 2 Field/Public Health Clinic
Medical Equipment Field/Public Health Clinic
Scale 5
Cardiac Monitor 5
Home Medications Field/Public Health Clinic
Compliance 7
Medication Reconciliation 7
Patient Documentation Field/Public Health Clinic
SOAP Notes 5
Chart Review 15
e-pcr 5
Assessment 20 Field/Public Health Clinic
Results from Tests/Diagnostic tools | 15 Cardiology clinic
Identifying Red Flags 5
Identifying further testing needs | 5
[llness Management (18 + years) 5 Internal medicine/cardiology
floor
Chronic Illness Management 5 Internal medicine/cardiology
CHF floor
Provide Patient Education 5 ARMC discharge planners and

Public Health
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The Community Paramedic Local Curriculum will be tentatively delivered according to the following

Class Schedules

schedules:
Didactic
Topic Hours
8.1.1. Detailed Physical Assessment 3
8.2.1. Heart Failure 4
8.3.1. Inadequate self-care 1
8.3.2. Medication Reconciliation 2
8.3.3. Public Health Resource Needs 2
8.3.4. Home Safety/Fall Prevention 1.5
8.3.5. Caregiver Problems 1.5
8.3.6. Nutrition/Hydration/Weight Assessment 2.5
8.4.1. Discharge Follow-up Instructions 1.5
8.5.1. Data Entry 2
8.5.2. Pilot Project Forms 2
8.5.3. Communication with Higher Level of Care 1
Skills Days
Skills Days Hours
Location to be determined 8
Clinical Hours
Clinical Rotations Hours
Cardiology 8
Public Health 8
Discharge Panning 8

Total Local Curriculum Hours:

56
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Addendum B:
Patient Consent Form
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Informed Consent

We are asking you to participate in a research study. Please take your time to read the
information below and feel free to ask any questions before signing this document.

Title: San Bernardino County Community Paramedicine Pilot Project on Post Discharge
Follow-up of the Vulnerable Patient

Purpose:

California residents continue to struggle with an increasing demand for healthcare services and a
decreasing supply of healthcare workers. This program will utilize Community Paramedics to
help increase patient access to healthcare after they have been discharged from the hospital.
Research indicates that recently discharged patients may benefit from assistance, prior to
regularly scheduled follow-up care. This study is being conducted to determine if follow-up care,
provided by a Community Paramedic will foster a positive outcome for the patients included in
the study.

Inclusion Criteria:
You are eligible for this study if you are an adult patient, recently discharged from Arrowhead
Regional Medical Center with the diagnosis of Congestive Heart Failure.

Procedures:

With your consent, a referral will be generated to the Community Paramedicine Program. Within
48 to 72 hours of the referral, a Community Paramedic from San Bernardino County Fire
Department or Rialto Fire Department will contact you to schedule an appointment to perform an
in-home assessment as part of your follow-up treatment plan. During this visit, the Community
Paramedic will provide education on your medical diagnosis, review your discharge instructions,
medications and the importance of attending follow-up doctor appointments. In addition, the
Community Paramedic will perform a home safety assessment to ensure a safe home
environment for you to recover in. The Community Paramedic will provide feedback to your
healthcare providers, which will improve the overall quality of your care, resulting in decreased
need for visits to the emergency department and hospital readmissions.

Risks to Participation:
There are no foreseeable risks to you as a result of taking part in this pilot study. There are also
no risks if you prefer not to participate.

Compensation:
There will be no compensation for participation. However, we anticipate an improvement in the

quality of care that you receive, as well as your overall well-being, as a result of your
participation in the pilot project.

Initial
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Benefits to Participants:

You may not directly benefit from participating in this study. This study might help you by
improving your ability to manage your medical condition long term, decrease the frequency of
hospitalization, improve your overall well-being, and improve the safety of your home. What we
learn from this pilot study may help others with your same or similar medical condition. The
information learned from this study will be shared with the project team, the state Emergency
Medical Services Authority, and your health care provider. This sharing will assist the project
team in developing programs to utilize Community Paramedics in other ways that may be
beneficial to your community and you.

Alternatives to Participation:
Participation in this pilot study is voluntary and withdraw from the study can be done at any time
in writing.

Questions/Concerns:

Should you have any questions or concerns regarding this study, you may contact the principle
investigator, Leslie Parham, RN, BSN, JD at the following phone number: (909) 253-4319 or
via email at Iparham@sbcfire.org or the co-investigator, Meaghan Ellis, PsyD, PHN, MSN at
909-387-6225, or mellis@dph.sbcounty.gov. If you have questions concerning your rights in
this pilot project you may contact Cheryl Ives at the ARMC Institutional Review Board (IRB),
which is concerned with the protection of subjects in pilot projects. You may reach the IRB
office Monday-Friday by calling (909) 580-6365.

Confidentiality:

A screening tool will be completed for each participant and stored electronically in a
database for two years, at which time it will be deleted. Your information will remain
confidential and will only be reviewed by the members of the project team. Any
identifying personal information will not be released.

Patient initial

Patient Consent:

The pilot project and the procedures have been explained to me. I agree to participate in
this project. My participation is voluntary and I do not have to sign this form if I do not
want to be part of this project. I have received a copy of the California Experimental
Subject Rights and I will receive a copy of this consent form for my records.

Signature of Participant: Date:

Signature of Person Obtaining Consent:

Date:

Initial
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PATIENT# SAN BERNARDINO COUNTY FIRE DEPARTMENT

157 57 STREET, 2"° FLOOR
SAN BERNARDINO, CA 92415

Exam: N A

General

Name

Address

City State Zip
Phone

Age DOB / /

oM oF Weight
Patient’s Physician

Approx. Height

Skin

HEENT

Neck

Breast

Patient’s Discharge Diagnosis

Chest/lungs

Medical History :

o CHF o Diabetes o HTN o Other Cardiac
o Cancer o Asthma o CVA o COPD

o Psych o MI (Date):

Cardiac

Abdomen

Anorectoal

GU

MSK

Peripheral
Vascular

Allergies: o NKA

Pain: o Yes 0ONo
Level of Pain (1-10):
Location:

Medications:

Has a prescription to fill oYes oNo
Had a prescription filled oYes oNo
Taking medications as prescribed oYes oNo

Verbalizes understanding of medications oYes oNo

Vital Signs
Time Blood Pressure Radial Pulse
/Description
Lying /
Sitting /
Standing /
Lungs Sounds:
R Anterior L Anterior
R Posterior L Posterior
R Lateral L Lateral

Work of Breathing: o Normal o Mild
0 Moderate o Severe
Pulse Ox% oRA
o Oxygen

Skin Color:o Normal o Pale o Ashen o Cyanotic o0 Jaundice

Moisture: 0 Normal o Dry o Moist o Profuse

Temperature: 0 Oral o Tympanic

Discharge Instructions:

Review of hospital discharge instructions
with patient

oYes 0O No

Patient has follow up appointment with
Primary Care Physician

o Yes 0O No

Patient verbalized understanding of
discharge instructions and need to adhere to
discharge plan

O Yes 0O No

Patient referred to Primary Care Physician,
DPH or ARMC

oYes 0O No

Education Provided:

o CHF o Medications o Other

Home Safety Inspection:
Smoke detector near bedrooms
oYes o0 No

CO2 detector near bedrooms

O Yes o0 No

Trip hazards present

O Yes o0 No

Trip hazards cleared

0o Yes o No o NA

Narrative:

Name:
Cert. #:
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Addendum D: Community Paramedic Continuous Quality Improvement Plan

Community Paramedicine
Quality Improvement Program Plan

San Bernardino County Fire Department/Rialto Fire Department/San Bernardino
County Department of Public Health/Arrowhead Regional Medical Center/ICEMA

California Code of Regulations

TITLE 22. SOCIAL SECURITY

DIVISION 9. PRE-HOSPITAL EMERGENCY MEDICAL SERVICES
CHAPTER 12. EMS System Quality Improvement

EMS Quality Improvement Program (EQIP) Template:
http//www.emsa.ca.gov/systems/files/EMSAACQITemplate.doc
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I. Goals

The San Bernardino County Community Paramedicine Pilot Project on Post Discharge Follow-up of
the CHF Patient is a patient centered program designed to ultimately assure that the recently
discharged Congestive Heart Failure (CHF) patients are either 1) following their post discharge
instructions as ordered or 2) determine reasons for inability to follow discharge instructions
including assistance in finding a medical home in which to manage the care prescribed in their post
discharge follow-up instructions. The program is also designed to utilize already existing fire
department resources, strategically placed throughout communities to provide information and
perform home safety inspections to assure a safe home environment for the patient to properly
recover in. Success of this program will largely depend on a proper quality improvement plan. The
San Bernardino County Community Paramedicine Pilot Project Quality Improvement Plan is
adapted from several quality improvement models and will focus on the following principles:

1. Self-evaluation and performance improvement where members strive for excellent delivery of
patient care.

2. Maintaining a process where all members are vested and have input into the program.

3. Defining performance standards.

4. Continual monitoring of the process and adapting where necessary when any deficiencies are

noted.

. Continuous training.

6. Promoting a positive team environment where individuals can identify variances and
corresponding education without fear of punishment.

W

II. Structure and Responsibilities

Internal Quality Improvement Structure

The internal quality improvement process will be managed by San Bernardino County Fire
Department and Rialto Fire Department with a designated Community Paramedicine QI Committee.
The Committee will consist of, but not be limited to, the following members:

Medical Director, San Bernardino County Fire Department

Medical Director, Rialto Fire Department

EMS Nurse Educator, San Bernardino County Fire Department

EMS Supervisor, San Bernardino County Fire Department

EMS Coordinator, Rialto Fire Department

Community Paramedics from San Bernardino County Fire and Rialto Fire Dept.
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Responsibilities

1. The CP program shall establish a quality improvement program to monitor, review, evaluate
and improve the delivery of community paramedicine. The program shall involve all system

participants and shall include, but not be limited to the following:

A. Prospective Component- Prospective designed to prevent potential problems.
1. Comply with all pertinent Federal, State and County rules, regulations, laws
and codes
Coordinate CP quality improvement committees
Plan, implement and evaluate the overall CP program
Approve and monitor CP education
Establish policies and procedures to ensure patient safety
Identification of quality program indicators
Establish a peer review process to audit quality of care
Establish an improvement plan for identified deficiencies

S I o

B. Concurrent Review- Concurrent reviews of programs are designed to identify
problems or potential problems while patient care is occurring.
1. Site visits for real time evaluation of system components
2. Available contacts for direction should unusual circumstances occur

C. Retrospective Review- Retrospectives reviews are designed to identify potential or
known problems and prevent their recurrence.
1. Chart review on 100% of all patient care records
2. Education on any and all unusual incidents

D. Reporting- Any unusual incidents will be reported to the QI program manager and
to the EMS Agency as needed for appropriate follow up and system improvement.
1. Evaluate all records and make any changes to system design as needed
2. Provide feedback and data to all system participants

The committee will utilize the following DMAIC acronym, developed by The Hospital Quality
Institute when conducting QA/CQI reviews:

D- Defining the purpose, scope and goal of the project
M- Measuring baseline data, developing data collection plans

A- Analyzing data to determine program issues and root causes of issues

I- Tmprove the process by identifying and implementing solutions to program
problems

C- Control. The final solution becomes standard and will be re-evaluated for
continued positive result.

2. The QI Plan shall be approved by the LEMSA and reviewed by the participants on a yearly
basis.
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Organizational Chart

Dr. Howard Backer, CA EMSA
Medical Director

!

Lou Meyer, CA EMSA
CP Pilot Project Manager

\ 4

Reza Vaezazizi, MD
Medical Director, ICEMA

A 4

Troy Pennington, DO
Medical Director, SBCo. Fire Dept.

'

CP Internal QI Committee
SBCo. Fire Dept./Rialto Fire Dept.

A 4

Community Paramedic
SBCo. Fire Dept./Rialto Fire Dept.

III. Data Collection, Evaluation of Indicators and Reporting

Data Collection
The CP will utilize a user friendly electronic patient care record for data collection. In addition,

the integration of data from multiple data systems including dispatch, EMS providers, hospital and
Public Health will be essential for a successful quality improvement program. The data systems
will be utilized to:

A. Identify patients for post discharge follow up

B. Collect patient assessment information

C. Prospectively identify QI indicators

D. Monitor changes after QI education and system changes have occurred
E. Monitor individual CP performance
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Evaluation of Indicators
The following data will be collected by the Community Paramedic and analyzed by the Project
Manager/QA/CQI Committee:

Number of discharged patients
Number of consented patients
Number of patients visited

Percentage of patients readmitted within 30 days without a Community Paramedic post
discharge visit

5. Percentage of patients readmitted within 30 days with a Community Paramedic post
discharge visit

Number of patients where a referral was given either to DPH or ARMC

6
7. Number of patients where 911 was activated
8
9

=

Community Paramedic compliance to policies and protocols
Medical appropriateness

10. Compliance with protocols

11. Unusual circumstances

12. Outcome

13. Safety issues

Reporting
Any unusual occurrences determined through the QA/QI process will be referred to the respective

department Medical Director and the LEMSA as needed. All quality improvement activities will be
discussed with the QI Committee for feedback and necessary adjustments to system design.

IV. Action to Improve

The QI Committee will utilize The Model for Improvement- PDSA Cycle from The Institute for
Healthcare Improvement for all identified QI activities.

¢ Plan- State objective of the test, make predictions, develop
and improvement plan to carry out the test
(who, what, where, when)
¢ Do- Carry out the test or trial, document problems and unexpected
Observations, begin analysis of data
e Study- Complete the analysis of the data, compare the test data
to predictions and summarize what was learned
e Act- What changes are to be put into policy and institutionalized?
What will be the objective of the next cycle? What, if any,
re-education or training is needed to effect the changes?
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V. Training and Education

The pilot project training and education is designed so that, when completed, the CP will be

competent in the objectives set forth by The State Community Paramedic Educational Advisory

Committee. The education and training consists of the following components:

1. Community Paramedicine Core Education- This is a 6-week, 100+ hour course
required by The State of California EMS Agency where the CP will learn the Core
objectives set forth by The State Community Paramedic Educational Advisory
Committee.

2. Site Specific Training- This 50+ hours of additional training will be offered at the

local level and will focus specifically on the care and treatment of the CHF patient.

(See Addendum A: Community Paramedicine Local Site Curriculum)
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Study Contact Person:

EMS Manager Linda Allington, RN, MPH, MPA
Carlsbad Fire Department

Other Contacts:

Fire Chief Mike Davis, MPA
Carlsbad Fire Department

Dr. Gary Vilke, M.D., FACEP, FAAEM
Carlsbad Fire Department, Principal Investigator

Collaborators:

Dr. Bruce Haynes, MD
Medical Director, Emergency Medical Services, County of San Diego Public Health, HHSA

Dr. Richard Chen, MD
Assistant Chief, Kaiser Permanente

Debi Workman, RN, MICN, MS EMS Admin
AHA Training Center Coordinator/Program Director, Palomar College



Carlsbad Fire Department Community Paramedicine Letter of Intent

The Carlsbad Fire Department (CFD) has formally submitting a Letter of Intent to participate in the Health
Workforce Pilot Project (HWPP) being offered by the California Emergency Medical Services Authority (EMSA)

and the Office of Statewide Planning and Development (OSHPD).

We view our organization as being in an optimum position to look forward to the future of healthcare. We
recognize that the Affordable Healthcare Act (ACA) will have a profound effect on the future of EMS, and we
project in the future that our paramedics will become “navigators” in directing patients to the most
appropriate resources specific to their needs. We view this role as a responsibility to our community—to
promote and provide the services that are needed in an efficient and financially efficacious way. In 2011, the
CFD EMS Bureau was awarded the prestigious San Diego Healthcare Champion “Innovation in Healthcare

“award by the San Diego Business Journal.

The Carlsbad Fire Department is a municipal fire agency in north San Diego County, with six stations and 25
sworn personnel staffed 24 hours each day. The department is “all-risk” with EMS calls representing the
majority of the call volume. In fiscal year 2012, there were a total of 10,447 calls with 82% or 8,576
representing EMS/Traffic Collision. CFD has 74 paramedics with 91% of our line staff holding EMT-P
certification. CFD has seven EMT’s. The CFD staffs three ambulances full-time with two
Firefighter/Paramedics. CFD does participate in a jurisdictional boundary drop where the closest, most
appropriate resource is dispatched to the call. The service areas of the boundary drop include the cities of

Oceanside, Vista, and Encinitas primarily.

Forty-Nine percent of our payer mix is comprised of Medicare or Senior HMO insurance. The City of Carlsbad
does not have any hospitals within its geographical boundaries but does have Kaiser medical offices and

Scripps Clinics as well as North County Health Services, a family-based practice offering medical care on a

sliding scale.



Carlsbad Fire Department Community Paramedicine Letter of Intent

Carlsbad is an affluent city with a mean household income of $96,084 (Comprehensive Annual Financial
Report, 2010). Fortunately, Carlsbad has not had the financial problems many municipal, special districts and
counties have recently experienced. With a robust tax base and fiscal conservatism, the CFD is not looking at

eliminating or reducing services to the community.

The CFD has a well-educated command staff with 70% holding advanced degrees and employs a part-time
medical director, Gary Vilke, MD, who is a fellow in the American College of Emergency Physicians and a
professor of clinical emergency medicine at the University of California, San Diego. Dr. Vilke has over 15 years
of experience in EMS operations and medical oversight. Research and pilot projects would be attainable and
staff would operate within established study parameters and oversight. Additionally, the CFD has developed
collaborative relationships with our local teaching institution, Palomar College, as well as our receiving
hospitals: Tri-City Medical Center, Scripps Encinitas, and Scripps La Jolla. We also work closely and

collaboratively with our LEMSA managed by Bruce Haynes, MD and his staff.

CFD has also performed a need or gap assessment to study what areas would be benefit from a workforce
pilot study. Community resources in business, education, healthcare, and other industries were given an
overview of the study criteria, CFD’s general concept, and copies of the University of California Davis study
as well as other reference material. Overwhelmingly, the community leaders supported CFD taking on this

project.

The title of our proposed project is: New Methods of Directing Patient Care. The general project area is section

(a) Transport patients with specified conditions not needing emergency care to alternate, non-emergency

department locations.

A description of the proposed concept, project management, collaborators, and other participants is as

follows:



Carlsbad Fire Department Community Paramedicine Letter of Intent

The CFD will collaborate with medical personnel at certain of the Kaiser Permanente’s affiliated entities
(collectively Kaiser or KP); using two-way methods of communication yet to be determined; the project will
direct certain appropriate KP patients to their facilities. Kaiser does not have a hospital in the Carlsbad area,
and Kaiser patients frequently request to go to a Kaiser facility. In the pilot study, if the patient is a Kaiser
member, the paramedic will use clinical protocols established to determine if transport to an intermediate
level Kaiser medical office is appropriate. If so, the paramedic would obtain written consent to transport to
an intermediate level Kaiser medical office versus the closest Basic Emergency Facility (BEF) ensuring the
patient understands they may be transported to a facility other than a hospital emergency department. If a
patient declines to participate and requests transport to the BEF, the paramedic will not proceed according
to the pilot, but will use the normal procedures for routing the patient to a proper facility. If it is during the
hours the Kaiser intermediate level medical office is open to the type of patient covered in the protocols to
be established, the paramedic would contact the physician at the Kaiser intermediate level medical office.
The Kaiser physician would make the determination if the intermediate level medical office was able to
accept the patient based on its capability and available space capacity. If the paramedic determines pursuant
to the clinical protocols that the patient is appropriate for routing to the Kaiser intermediate level medical
office and the Kaiser physician confirms that the medical office has the capacity to treat the patient, the
paramedics would transport the patient to the requested Kaiser intermediate level medical office and give

turnover report to the receiving Kaiser staff.

A CFD retrospective review with data obtained from FY 12-13, revealed 439 of the 6,237 total CFD patients
(separating out EMS Traffic Collision/non-patient) as having Kaiser health coverage. With this being just over
7% of the patient pool, the frequency of Kaiser members going to the intermediate level Kaiser offices would
be manageable and would allow for 100% case review for continuous quality improvement. The usual

communication with the local base hospital would not happen unless the patient was deemed to be
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inappropriate for transport to a Kaiser intermediate level medical office by the paramedic based on the
clinical protocols or if the Kaiser physician at this medical office declined the patient because of acuity, bed
availability, hours, or other issues. If the Kaiser physician determined that the Kaiser member was not

appropriate for such transport, the usual contact with the local base hospital would then ensue.

Paramedic Eligibility:

The CFD would train the entire line workforce on the use of communication devices for use in the pilot.

Primary contact would be made by the paramedic assigned to radio duties.

Data Collection:

CFD currently utilizes an ePCR and has documented this way since May, 2007.

As mentioned earlier, 100% continuous quality improvement data wou