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This edition of NFPA 451, Guide for Community Health Care Programs, was prepared by the Technical
Committee on Emergency Medical Services. It was issued by the Standards Council on June 10, 2019,
with an effective date of June 30, 2019.

This document has been amended by one or more Tentative Interim Amendments (TIAs) and/or
Errata. See “Codes & Standards” at www.nfpa.org for more information.

This edition of NFPA 451 was approved as an American National Standard on June 30, 2019.

Origin and Development of NFPA 451

The first edition of NFPA 451, Guide for Community Health Care Programs, has been published after
almost 5 years of development. The guide was originally requested by the International Association
of Fire Fighters in 2013 because the concept of community paramedicine was spreading throughout
the EMS industry, and EMS systems were searching for the best way to model themselves to meet the
changing needs of their communities. At a time when the health care industry is undergoing major
changes in the United States and throughout the world, the guidance in NFPA 451 is designed to
add value, flexibility, and additional capabilities to EMS systems. Even the title of the document is
designed for flexibility. While the systems for which this guide is designed are normally known as
“community paramedicine” or “mobile integrated health care,” the technical committee felt that
these terms were limited and that “community health care programs” better reflects the need to be
versatile and to partner with other organizations in order to be successful. NFPA 451 can apply to any
EMS system regardless of type, delivery model, or affiliation, and might even bring systems of
different types together.

The technical committee thanks the EMS associations that participated in technical committee
meetings and conference calls to support the development of this guide. They would also like to
thank the National Highway Traffic Safety Administration (NHTSA) office EMS for their support and
assistance.

Finally, the technical committee would like to dedicate this first edition of NFPA 451 to the
memory of its late inaugural chairman and the person with whom the NFPA 451 project began,
Kenneth R. Knipper. Ken was a visionary EMS leader representing the National Volunteer Fire
Council on many EMS committees and projects. It was his passion that this guide be for any EMS
system — fire-based, hospital-based, private, third service, volunteer, and so on — and that it
encourage EMS systems to be innovative in their approaches in order to best serve their
communities. Ken and his family are thanked for their hard work and inspiration.

NFPA and National Fire Protection Association are registered trademarks of the National Fire Protection Association, Quincy, Massachusetts 02169.
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IMPORTANT NOTE: This NFPA document is made available for
use subject to important notices and legal disclaimers. These notices
and disclaimers appear in all publications containing this document
and may be found under the heading “Important Notices and
Disclaimers Concerning NFPA Standards.” They can also be viewed
at www.nfpa.org/disclaimers or obtained on request from NFPA.

UPDATES, ALERTS, AND FUTURE EDITIONS: New editions of
NFPA codes, standards, recommended practices, and guides (i.e.,
NFPA Standards) are released on scheduled revision cycles. This
edition may be superseded by a later one, or it may be amended
outside of its scheduled revision cycle through the issuance of Tenta-
tive Interim Amendments (TIAs). An official NFPA Standard at any
point in time consists of the current edition of the document, together
with all TIAs and Errata in effect. To verify that this document is the
current edition or to determine if it has been amended by TIAs or
Errata, please consult the National Fire Codes® Subscription Service
or the “List of NFPA Codes & Standards” at www.nfpa.org/docinfo.
In addition to TIAs and Errata, the document information pages also
include the option to sign up for alerts for individual documents and
to be involved in the development of the next edition.

NOTICE: An asterisk (*) following the number or letter
designating a paragraph indicates that explanatory material on
the paragraph can be found in Annex A.

A reference in brackets [ ] following a section or paragraph
indicates material that has been extracted from another NFPA
document. Extracted text may be edited for consistency and
style and may include the revision of internal paragraph refer-
ences and other references as appropriate. Requests for inter-
pretations or revisions of extracted text shall be sent to the
technical committee responsible for the source document.

Information on referenced and extracted publications can
be found in Chapter 2 and Annex B.

Chapter 1 Administration

1.1 Scope. This guide provides direction for planning,
preparing, implementing, and evaluating community health
care programs to agencies supporting the emergency medical
services (EMS) mission.

1.2 Purpose. The purpose of this document is to provide a
framework for the design and evaluation of comprehensive
community health care programs provided by local EMS
systems, which may include disparate elements of government
or the private sector.

Chapter 2 Referenced Publications

2.1 General. The documents or portions thereof listed in this
chapter are referenced within this guide and should be consid-
ered part of the recommendations of this document.

2.2 NFPA Publications. National Fire Protection Association,
1 Batterymarch Park, Quincy, MA 02169-7471.

NFPA 101®, Life Safety Codd®, 2018 edition.

NFPA 1500™, Standard on Fire Department Occupational Safety,
Health, and Wellness Program, 2018 edition.

2.3 Other Publications.
2.3.1 Other Publications.

Dye, R., and D. Merriman. “Tax Increment Financing: A
Tool for Local Economic Development,” Land Lines (January
2006).

Merriam-Webster’s Collegiate Dictionary, 11th edition, Merriam-
Webster, Inc., Springfield, MA, 2003.

2.4 References for Extracts in Advisory Sections.

NFPA 79, Electrical Standard for Industrial Machinery, 2018
edition.

NFPA 402, Guide for Aircraft Rescue and Firve-Fighting Operations,
2019 edition.

NFPA 901, Standard Classifications for Incident Reporting and
Fire Protection Data, 2016 edition.

NFPA 1500™, Standard on Fire Department Occupational Safety,
Health, and Wellness Program, 2018 edition.

NFPA 1521, Standard for Fire Department Safety Officer Profes-
sional Qualifications, 2015 edition.

NFPA 1561, Standard on Emergency Services Incident Manage-
ment System and Command Safety, 2014 edition.

NFPA 1710, Standard for the Organization and Deployment of Fire
Suppression Operations, Emergency Medical Operations, and Special
Operations to the Public by Career Fire Departments, 2016 edition.

Chapter 3 Definitions

3.1 General. The definitions contained in this chapter apply
to the terms used in this guide. Where terms are not defined in
this chapter or within another chapter, they should be defined
using their ordinarily accepted meanings within the context in
which they are used. Merriam-Webster’s Collegiate Dictionary, 11th
edition, is the source for the ordinarily accepted meaning.

3.2 NFPA Official Definitions.

3.2.1* Approved. Acceptable to the authority having jurisdic-
tion.

3.2.2% Authority Having Jurisdiction (AHJ). An organization,
office, or individual responsible for enforcing the requirements
of a code or standard, or for approving equipment, materials,
an installation, or a procedure.

3.2.3 Guide. A document that is advisory or informative in
nature and that contains only nonmandatory provisions. A
guide may contain mandatory statements such as when a guide
can be used, but the document as a whole is not suitable for
adoption into law.

3.2.4 Should. Indicates a recommendation or that which is
advised but not required.

3.2.5 Standard. An NFPA Standard, the main text of which
contains only mandatory provisions using the word “shall” to
indicate requirements and that is in a form generally suitable
for mandatory reference by another standard or code or for
adoption into law. Nonmandatory provisions are not to be
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considered a part of the requirements of a standard and shall
be located in an appendix, annex, footnote, informational
note, or other means as permitted in the NFPA Manuals of
Style. When used in a generic sense, such as in the phrase
“standards development process” or “standards development
activities,” the term “standards” includes all NFPA Standards,
including Codes, Standards, Recommended Practices, and
Guides.

3.3 General Definitions.

3.3.1 Address. A number or other code and the street name
identifying a location.

3.3.2 Alarm. A signal or message from a person or device
indicating the existence of an emergency or other situation
that requires immediate action.

3.3.3 Ambulance. A vehicle designed, equipped, and oper-
ated by approved personnel trained in the treatment of the sick
or injured that responds to urgent, unscheduled requests for
aid and/or transport of sick or injured persons.

3.3.4 Ambulance Service. An organization that utilizes
approved personnel trained in the treatment and transporta-
tion (to an appropriate medical facility) of the sick or injured.

3.3.5% American College of Emergency Physicians (ACEP). A
national organization of emergency physicians committed to
advancing emergency care through continuing education,
research, and public education.

3.3.6 Arrival. The point at which a vehicle is stopped at the
scene of a response destination or address.

3.3.7 Arrived at Destination. The time that a responding unit
arrived at the hospital or transfer point.

3.3.8 Automated Vehicle Locator (AVL). A computerized
mapping system used to track the location of vehicles.

3.3.9 Available for Service. The time a unit is available for
response.

3.3.10 Bloodborne Pathogens. Microorganisms that are
present in human blood and can cause diseases in humans.

3.3.11 Call. A request for assistance to which equipment and
personnel are deployed.

3.3.12 Call for Help. The time that a third party or a patient
first attempts to contact outside assistance.

3.3.13 Call Intake. The procedure for answering the phone
or other device that is used to receive a signal or message from
a person or device indicating the need for medical assistance,
learning the nature of the emergency, and verifying the address
of the emergency.

3.3.14 Call Processing. The interval from call intake by the
unit-dispatching agency to the time of unit notification, includ-
ing answering the phone (alarm), gathering vital information,
and initiating a response by dispatching the appropriate
unit(s).

3.3.15 Chain of Survival. A metaphor to communicate the
interdependence of a community's emergency response to
cardiac arrest.

2020 Edition

3.3.16 Compliance. Adherence or conformance to laws, regu-
lations, and standards.

3.3.17 Cross-Trained/Dual Role (CT/DR). An emergency
service that allows personnel trained in two service functions,
such as fire suppression and emergency medical care, to func-
tion in either role.

3.3.18 Defibrillation. The delivery of an electrical shock to
the heart intended to reverse abnormal electrical activity.

3.3.19 Defibrillator.

3.3.19.1 Automated External Defibrillator (AED). A device
that administers an electric shock through the chest wall to
the heart using built-in computers to assess the patient's
heart rhythm and defibrillate as needed.

3.3.19.2 Manual Defibrillator. A device requiring operation
by trained medical personnel that delivers an electric shock
through the chest wall to the heart.

3.3.20 Deployment. The procedures by which resources are
distributed throughout the service area.

3.3.21 Dispatch. To send out emergency response resources
promptly to an address or incident location for a specific
purpose.

3.3.21.1 Computer-Aided Dispatch (CAD). A dispatching
method or process in which a computer and its associated
terminal(s) are used to provide relative dispatch data to the
concerned telecommunicator.

3.3.21.2 Emergency Medical Dispatch. The receipt and
management of requests for emergency medical assistance
in the emergency medical services (EMS) system.

3.3.22 Dispatch Time. A discrete time stamp that represents
unit notification.

3.3.23 Documentation. The process of gathering, classifying,
and storing information.

3.3.24 Emergency. A condition or situation in which a
prudent layperson perceives a need for immediate response.

3.3.25 Emergency Medical Dispatcher (EMD). Emergency
medical services (EMS) personnel specifically trained and certi-
fied in interviewing techniques, pre-arrival instructions, and
call prioritization.

3.3.26 Emergency Medical Services (EMS). Providing patient
services that might include the provision of assessment; treat-
ment such as first aid, CPR, basic life support (BLS), and/or
advanced life support (ALS); and other prehospital proce-
dures, including ambulance transportation of patients.

3.3.27 Emergency Medical Services for Children (EMS-C). A
national initiative to reduce child and youth disability and
death from severe illness or injury.

3.3.28 Emergency Medical Technician (EMT). A term for any
prehospital provider trained and certified at the EMT-Basic
level or higher.

3.3.28.1 Emergency Medical Technician — Basic (EMT-B). A
prehospital basic life support (BLS) provider trained
according to the National Highway Traffic Safety Adminis-
tration (NHTSA) National Standard Curriculum.
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3.3.28.2 Emergency Medical Technician — Advanced (EMTA).
A prehospital provider trained according to the National
Highway Traffic Safety Administration (NHTSA) National
Standard Curriculum to intermediate levels.

3.3.28.3 Emergency Medical Technician — Paramedic (EMTP).
A prehospital provider trained according to National High-
way Traffic Safety Administration (NHTSA) National Stand-
ard Curriculum to advanced levels.

3.3.29 Emergency Operations. Activities of emergency
responders relating to rescue, fire suppression, emergency
medical care, and special operations.

3.3.30 Employee Assistance Program (EAP). An EAP is an
employer-sponsored service designed for personal or family
problems, including mental health, substance abuse, various
addictions, marital problems, parenting problems, emotional
problems, or financial or legal concerns.

3.3.31 Employee Illness and Injury. A work-related illness or
injury requiring evaluation or medical follow-up.

3.3.32 Employee Turnover. Termination of employment with
the organization for any reason.

3.3.33 Fire Suppression. The activities involved in controlling
and extinguishing fires. [1500, 2018]

3.3.34 First Intervention Time. The time that the first emer-
gency medical services (EMS) skill intercession (e.g., starting
an IV, defibrillation, CPR, or extrication) is begun.

3.3.35 First PSAP Call Time. The time the telephone (or
other notification device or mechanism) activates in the first
public safety answering point (or other designated entity).

3.3.36 First Responder (EMS). Functional provision of initial
assessment (i.e., airway, breathing, and circulatory systems) and
basic first-aid intervention, including CPR and automatic exter-
nal defibrillator (AED) capability. [1710, 2016]

3.3.37 Governance. All related federal, provincial, state, and
local laws, regulations, administrative requirements, and poli-
cies.

3.3.38 GSA KKK Specifications. A set of federal specifications
issued by the General Services Administration (GSA) relating
to purchasing requirements for ambulance design and manu-
facture.

3.3.39 Hazard. A source of possible injury or damage to
health. [79, 2018]

3.3.40 Hazardous Material. A substance that presents an
unusual danger to persons due to toxicity, chemical reactivity,
decomposition, corrosiveness, explosion or detonation, etiolog-
ical hazards, or similar properties.

3.3.41 Health Care Financing Administration (HCFA). The
former name of the Centers for Medicare and Medicaid Serv-
ices (CMS).

3.3.42 Health Care Models.

3.3.42.1 Feefor-Service (FFS) Models. A model that finan-
cially rewards providers based on the volume of services
provided.

3.3.42.2 Value-Based Models. A model that financially
rewards providers based on the value of the services they
provide.

3.3.43 Health Maintenance Organization (HMO). An organ-
ized system of health care that provides or arranges for a range
of basic and supplemental health care services to a voluntarily
enrolled group of persons under a prepayment plan.

3.3.44 Incident Location. The address or other identifiable
area of an event.

3.3.45 Incident Management System. A system that defines
the roles and responsibilities to be assumed by responders and
the standard operating procedures to be used in the manage-
ment and direction of emergency incidents and other func-
tions. [1561, 2014]

3.3.46 Incident or Onset Time. The time the incident occur-
red or the time that the symptoms developed.

3.3.47 In-Service Utilization Ratio. An efficiency ratio that
divides the cumulative unit-elapsed intervals by the total time
that a unit is on duty.

3.3.48 Interval.

3.3.48.1 Fractile Response Interval. A method of describing
response intervals that uses frequency distribution as its
basis for reporting.

3.3.48.2 Turnout Interval. The time from when units
acknowledge notification of the emergency to the begin-
ning point of response time.

3.3.49* Interview Ends. The time that the public safety
answering point (PSAP) telecommunicator completes the
interview with the caller.

3.3.50 Lead Agency. An organization assigned to organize the
interagency oversight of the day-to-day conduct of policy rela-
ted to a particular operation.

3.3.51 Life Support.

3.3.51.1*% Advanced Cardiac Life Support (ACLS). A nation-
ally recognized curriculum to teach advanced methods of
treatment for cardiac, stroke, and other emergencies.

3.3.51.2 Advanced Life Support (ALS). Emergency medical
treatment beyond basic life support level as defined by the
medical authority having jurisdiction. [1500, 2018]

3.3.51.3 Basic Life Support (BLS). Emergency medical treat-
ment at a level as defined by the medical authority having
jurisdiction. [1500, 2018]

3.3.52 Management.

3.3.52.1 Critical Incident Stress Management (CISM). A
program designed to reduce acute and chronic effects of
stress related to job functions.

3.3.52.2 Total Quality Management (TQM). A management
system fostering continuously improving performance at
every level of function and focusing on customer satisfac-
tion.

3.3.53 Medical Direction. The ordering of treatment, either
through real-time communication or predetermined written
protocols, by the appropriate medical command authority to
approved clinical practitioners.
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3.3.53.1 Off-Line (Indirect) Medical Direction. The medical
direction that consists of predetermined standing orders,
training, protocol development, and supervision that are
authorized by the medical director.

3.3.53.2 On-Line (Direct) Medical Direction. The medical
direction provided to out-of-hospital providers by the medi-
cal director or designee, generally in an emergency situa-
tion, either on-scene or by real-time communication.

3.3.54 Medical Director. A physician trained in emergency
medicine, designated as a medical director for the local emer-
gency medical services (EMS) agency.

3.3.55 Medical Oversight. The supervision, review, and
administration of the medical aspects of an emergency medical
services (EMS) system or agency and its providers.

3.3.56 Mobile Integrated Healthcare (MIH). The provision of
health care using patient-centered, mobile resources in the out-
of-hospital environment, including, but not limited to, services
such as providing telephone advice to 911 callers instead of
resource dispatch; providing community paramedicine care,
chronic disease management, preventive care, or post-
discharge follow-up visits; or transport or referral to a broad
spectrum of appropriate care not limited to hospital emer-
gency departments.

3.3.57 Multiple Casualty. Injury or death of more than one
individual in an incident.

3.3.58 Mutual Aid. Reciprocal assistance by emergency serv-
ices under a prearranged plan. [402, 2019]

3.3.59 National Association of EMS Physicians (NAEMSP). A
national organization of emergency medical physicians and
other professionals.

3.3.60 National EMS Information Systems (NEMSIS). The
national repository that will be used to potentially store emer-
gency medical services (EMS) data from every state in the
nation.

3.3.61 National Highway Traffic Safety Administration
(NHTSA). The agency under the United States Department of
Transportation that is responsible for preventing motor vehicle
injuries and deaths and provides national guidance on emer-
gency medical services and systems.

3.3.62 National Institutes of Health (NIH). An agency of the
Public Health Service of the Department of Health and Human
Services, responsible for promoting the nation's health and
providing medical research.

3.3.63 Non-Traditional Providers. Providers that may or may
not be licensed/certified but who provide services necessary,
such as social and health education, to meet patients’ needs.

3.3.64 Outcome. The result, effects, or consequences of an
emergency system encounter on the health status of the
patient.

3.3.65 Patient Contact. The time that responding personnel
first arrived at the patient’s side.

3.3.66 Phone “Off-Hook” (answered in first PSAP). The time
that the telephone is answered in the first public safety answer-
ing point (PSAP) center.

3.3.67 Protocol. Defines the prehospital care management of
specific patient problems.
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3.3.68 Public Safety Answering Point (PSAP). A facility in
which 911 or other emergency calls are answered, either
directly or through rerouting.

3.3.69 Quality Management (QM). The activities undertaken
to establish confidence that the products or services available
maintain the standard of excellence set for those products or
services.

3.3.70 Response. The deployment of an emergency service
resource to an incident. [901, 2016]

3.3.71 Response Resources Are Identified. The time that the
public safety answering point (PSAP) telecommunicator,
through computer-aided dispatch or other means, identifies
the appropriate resources to send to the scene of the emer-
gency.

3.3.72 Secondary Dispatch Phone “Off-Hook” Answered (if
appropriate). The time that the second public safety answer-
ing point (PSAP) or second dispatcher answers the phone,
begins the interview, collects caller data, and begins pre-arrival
instructions.

3.3.73 Secondary Dispatch Phone Rings (if appropriate). The
time the telephone begins to ring in the second public safety
answering point (or the call screener).

3.3.74 Staffing. The number and level of training of person-
nel deployed on an emergency call.

3.3.75 Standard Operating Procedure. A written organiza-
tional directive that establishes or prescribes specific opera-
tional or administrative methods to be followed routinely for
the performance of designated operations or actions. [1521,
2015]

3.3.76 Standing Orders. A direction or instruction for deliver-
ing patient care without on-line medical oversight backed by
authority of the system medical director.

3.3.77 System.

3.3.77.1 EMS System. A comprehensive, coordinated
arrangement of resources and functions that are organized
to respond in a timely, staged manner to medical emergen-
cies regardless of their cause.

3.3.77.2 Geographic Information System (GIS). A system of
computer software, hardware, data, and personnel to
describe information tied to a spatial location.

3.3.78 Telecommunicator. The individual tasked by a public
safety answering point (PSAP) agency or communications
center as the first of the first responders whose primary respon-
sibility is to receive, process, transmit, and/or dispatch emer-
gency and nonemergency calls for law enforcement, fire,
emergency medical, and other public safety or public health
services via telephone, radio, and other communication devi-
ces.

3.3.79 Time of Discovery of Event. The time that a third
party or the patient becomes aware of the need for assistance.

3.3.80 Time of Result of First Intervention. The time that the
responder first identifies results of the first intervention (e.g.,
when extrication was completed, when return of spontaneous
circulation occurred).

3.3.81 Transfer of Care. The time that responsibility for treat-
ment is transferred from a prehospital provider to another —
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when the hospital personnel physically take over care of a
patient.

3.3.82 Turnout Activation. Personnel preparation, boarding
the vehicle, starting the vehicle, placing the vehicle in gear, and
moving the vehicle toward the emergency scene.

3.3.83 Unit. A staffed and equipped emergency response
vehicle.

3.3.84 Unit Acknowledgment. The time that the response
unit(s) acknowledges that they have received the notification.

3.3.85 Unit Arrived on Scene. The time that the vehicle
comes to a complete stop at the scene.

3.3.86 Unit en Route. The time that the vehicle first begins
moving toward the scene.

3.3.87 Unit Left Scene. The time that the vehicle first begins
moving from the scene.

Chapter 4 System Governance

4.1%¥ General. This chapter outlines the core elements of an
effective process for identifying, developing, and implementing
community health care system governance. Governance
ensures that community health care system components and
oversight are comprehensive, clearly articulated and defined.
Appropriate mechanisms should be instituted to ensure partici-
pation of system stakeholders in developing policies and regu-
lations related to community health care programs.

4.2 Governance. In a similar fashion to other public safety
and public health services, components of a community health
care program may be regulated. Entities seeking to create
community health care programs should assess existing gover-
nance.

4.2.1 Legislative Process.

4.2.1.1 In the absence of statutory oversight, the agency
proposing community health care programs intending on
engaging emergency medical services (EMS) or nontraditional
providers, or both, should work with advocacy groups, labor
unions, insurance companies, health care stakeholders, and
other stakeholder groups to start the legislative process.

4.2.1.2*% Health care stakeholders pursuing legislation to
create community health care programs should consider mech-
anisms for receiving compensation from payers.

4.2.2 The authority having jurisdiction (AH]) should deter-
mine the qualifications of the providers supporting the
program.

4.2.2.1 Programs supported by EMS or other health care
providers may require licensing/certification.

4.2.2.2 Programs supported by nontraditional providers may
not require licensing/certification but may necessitate limited
qualifications determined by the AHJ.

4.2.3 The AH]J should create a system that allows for the ability
to create programs that meet local need(s).

4.2.4 The community health care program administration
should demonstrate the need for community health care serv-
ices for the populations served, including, but not limited to,
community need(s), the level of service to be provided, a plan

for the operations of the program, and the mechanism to be
used for evaluating quality based on the community needs
assessment as addressed in Chapter 5.

4.2.5 The community health care program should identify the
minimum roles, responsibilities, and education necessary to
support a community health care program.

4.3 Local Governance. Program administration should be
responsible for community health care program oversight and
should be empowered to implement plans.

4.3.1*% Planning. Program administration should design the
program based on a systematic planning process.

4.3.1.1 Service Levels. Program administration should iden-
tify service types, levels, performance guidelines, and measures.

4.3.1.1.1 Program administration should consider factors
consistent with local resources and needs, such as the follow-
ing:

(1) Health care system capacity

(2) Reducing health care costs

(3) Community expectations

(4) Measurable patient outcomes

(5) Resource availability

(6) Financial capability

4.3.1.1.2 Program administration should use its data to iden-
tify specific needs that could be addressed with a community
health care program.

4.3.1.1.3 Representatives of community health care user
groups and EMS system stakeholders should be involved in
designing expectations and developing policy.

4.3.1.1.4*% Program administration should identify appropriate
participants for program design and policy.

4.3.1.1.5 Program administration should have the authority to
convene subject matter expertise to assist in designing and
implementing policies, procedures, and operations.

4.3.1.2 Management Structure.

4.3.1.2.1 Program administration should have a defined
management structure and clear lines of accountability. The
existing management structure should be reevaluated periodi-
cally to ensure if appropriate supervisory resources are availa-
ble.

4.3.1.2.2 Each position within the program should be defined
according to its role and responsibilities.

4.3.2 Evaluation.

4.3.2.1 Program administration should ensure there is a qual-
ity management program as outlined in Chapter 8.

4.3.2.2 Program administration should develop processes,
policies, and education that will enhance the components.

4.4 Patient Health Information Protection.

4.4.1 Program administration should ensure that appropriate
policies and procedures are in place to protect patient and
quality management records.

4.4.2 Program administration should have policies and proce-
dures detailing how referrals will be received, processed, and
distributed.
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4.5 Provider Health and Wellness. Program administration
should have policies and services in place to address provider
health and wellness, including behavioral health.

4.6 Personnel Training Requirements.

4.6.1 Program administration should identify personnel to
become community health care providers based on system
needs, experience, interests, and their capabilities.

4.6.2 Program administration should prohibit the use of
personnel who have not received the minimum training
required by the organization.

Chapter 5 System and Community Needs Assessment

5.1* General. This chapter outlines a systematic approach for
evaluating and analyzing a jurisdiction's existing emergency
medical services (EMS) system as a means of adding a
community health care program (CHP).

5.2 Community Analysis.

5.2.1 System Planning. The first step to establishing a CHP is
an analysis of the existing system and its ability to meet local
community needs. A collaborative approach should be estab-
lished for assessing local needs and meeting those needs with
specific service elements.

5.2.2 Evaluation of Existing System. Community needs and
system components should be evaluated with specific attention
paid to response data, patient care records, and other informa-
tion, including, but not limited to, the following:

(1) Local demographics and their implications on service
requirements for a range of constituency groups

(2) Age-related injuries and illnesses (e.g., pediatric, adoles-
cent, or geriatric)

(3) Socioeconomic and environmental structures and associ-
ated injuries and illnesses, both acute and chronic (e.g.,
poverty, violent crime rates, insufficient prenatal care, or
neglect)

(4) Genderrelated injuries and illnesses, both acute and
chronic (e.g., disease rates and treatment plans)

(b) Language, cultural diversity, and ethno-specific disease
processes

5.3 Historical Patient Data, Call History, and Demand.
Authorities having jurisdiction (AHJs) should identify potential
prevention and management targets by assessing historical
patient data and call history and analyzing call types or patients
that place a high demand on the system. This information will
be helpful in ascertaining the initial target population to be
managed through a CHP.

5.3.1 Distribution of Demand.

5.3.1.1 A geographic information system (GIS) may assist in
identifying the distribution of calls in a community.

5.3.1.2 The distribution of demand should also be assessed by
periods of the day, as well as months and seasons of the year, to
determine the existence of any temporal trends.

5.3.2 Local Industry. AH]Js should consider assessing areas of
commerce and industry that may have a high occurrence of
injuries and illnesses that have placed a demand on system
resources (e.g., entertainment venues, exposure to hazardous
materials, injuries from machinery).
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5.3.3*% Social Service and Health Care Facilities. AH]Js should
consider areas that offer social services, such as shelters (e.g.,
faith-based, municipal, or otherwise) that may place a demand
on system resources.

5.3.4 Unique Local Geographical or Environmental Conditions
and Demand. AH]Js should consider possible limitations in
accessibility (e.g., special hazards, geographic topography, land
mass separations, waterway and marine boundaries) to the
target population that could affect service delivery.

5.3.5 Public Health. AHJs should coordinate with their public
health department as a resource for assessing the population
for areas of concern that create a demand on the system and
identifying possible gaps in access to health care and preven-
tion.

5.3.6 Other Local Data Resources (as appropriate). AH]Js
should identify and assess other local data sources that can
provide insight regarding demand on the system, gaps in access
to health care and prevention services, or other injury and
illness risks in the jurisdiction.

5.4 Comparable Organizations/Professionals.

5.4.1 Political/Regulatory Organizations. AH]Js should assess
the political and regulatory environments to identify organiza-
tions performing identical or similar work.

5.4.2 Other Health Care Professions or Professionals. It is
possible that other organizations or health care providers are
already performing complementary community health care
work in the jurisdiction, and are doing so through legislative
authority, past practice, or both. AHJs should assess the existing
health care environment for opportunities to build relation-
ships with these groups to fill gaps in the health care delivery
system.

5.4.3 Legal Analysis. AH]Js should perform a legal analysis to
ascertain if the proposed program is supported by state, provin-
cial, or federal laws, rules, and regulations.

5.4.4 Stakeholder Engagement.

5.4.4.1¥ Once a plan for a CHP program has been created,
AHJs should invite internal and external stakeholders to intro-
duce the proposed plan, and be open to receiving their input
and fostering partnerships for service delivery.

5.4.4.2 AH]Js should consider collaborating with resources that
are external to the EMS system.

5.4.5 Lack of Regulatory Authority. AH]Js that are operating
in areas that lack regulatory authority that allow EMS providers
to perform community health care work should partner with
EMS, public health, and public safety advocacy organizations
and labor associations to lobby for change.

5.5 Determination of Prevention and Management Targets.
AH]Js should identify vulnerable population groups or specific
demand types that would benefit from prevention and manage-
ment programs (e.g., age-related primary illness and injury
prevention programs, chronic illness management programs).

5.5.1 Collaborative Process. AH]Js should develop a collabora-
tive process with public health and the local health care
community to identify what vulnerable population groups or
specific demand types would benefit from prevention and
management programs.
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5.5.2*% Selection of Initial Target(s). Once populations of
interest have been identified, the target groups should be
ranked from highest to lowest based on the demand these
targets place on the existing system. It should be noted that the
initial target population may have mixed needs.

5.5.3 Prevention Efforts. Illness and injury prevention and
education efforts should be linked to community needs and
resource availability.

5.6 Establish Program Goals and Objectives. Program goals
and objectives should determine service levels as a function of
community needs identified through AH] evaluation/analysis
and community needs assessments.

5.7 Analysis of Internal System Resources.

5.7.1 Internal Resources. AH]Js should analyze the existing
internal resources available to serve the needs of the initial
patient target(s), including financial resources, equipment and
facilities, and personnel in the system.

5.7.2 External Resources. The program analysis should
consider the resources and accessibility of all health care
resources available to the AHJs.

5.7.3 Required System Resources. Based on the internal and
external resource assessment, AHJs should determine the need
for additional resources, including capital purchases, person-
nel, and partnerships, which may be necessary for operational
success but are not currently part of the system or the system’s
inventory.

5.7.4 Value. The program should be able to articulate the
value this CHP will generate for various stakeholders.

5.8 Program Design. The program design should be flexible
and based on continual evaluation according to defined indica-
tors and performance measures.

5.8.1 Service Levels. Service levels should be linked to
community needs and expectations and be within the scope of
practice.

5.8.2 Providers. The AHJ should identify the roles, responsi-
bilities, staffing, and training requirements of providers for the
CHP to achieve the desired outcomes.

5.8.3% Provider Resources. EMS systems are composed of the
personnel, vehicles, equipment, and facilities used to deliver
emergency and nonemergency care to individuals outside a
hospital. Key services of an EMS system include public access
through a coordinated communications system, public safety,
public health, EMS response, and patient transportation.

5.8.4* Service Types and Descriptions. Each type of service
within the program should be clearly defined and fully
described in the program design.

5.8.4.1 Role Definition. Based on the needs and wants of the
community, several different types and levels of providers may
be required. Roles and responsibilities for each type and level
of provider should be identified to ensure that the desired level
of care is delivered continually and effectively.

5.8.4.2 Community Health Care Provider. The role of each
community health care provider should be clearly defined by
the AHJ.

5.8.4.3 Partner Agencies. The program should identify the
roles and responsibilities of each partner agency needed for
the program to function.

5.8.4.4 Structure. Providers may be supplied by a single
organization or through the combined efforts of multiple
organizations.

5.8.4.5% Telecommunicators. Telecommunicators may be the
initial point of contact for patients who may benefit from the
program. In addition to providing verification of the incident
address, notification of the closest provider, and prearrival
instructions, telecommunicators may be required to perform
additional tasks.

5.9 Analysis of Program Barriers. EMS systems seeking to
engage in a community health program should assess the exter-
nal health care environment and identify regulatory barriers
(e.g., laws, rules, and regulations prohibiting EMS from
performing work outside of the emergency setting) and opera-
tional barriers (e.g., proposed system design that encroaches
on other health care professionals’ work).

5.10 Provider Support. The program should address and
consider methods to support an individual provider’s needs for
addressing caregiver emotional concerns, such as compassion
fatigue.

5.10.1 Provider Training. Providers should receive training on
the local resources available to help meet the needs of patients
enrolled in the CHP.

5.10.2 Provider Safety. The following should be in place to
reduce the amount and severity of injuries incurred by provid-
ers:

(1) Personal safety training

(2) Equipment safety programs

(3) Accountability/tracking/communications systems

(4) Information applicable to location and physical or envi-
ronmental conditions, including neighborhood safety
programs

5.10.3 Wellness. Health and wellness programs should be in
place to monitor and support the overall wellness of providers.

5.11 Finances.

5.11.1 Comprehensive Financial Analysis. The financial status
of the community and its capacity to support the CHP should
be evaluated.

5.11.2 Budget. Each entity should develop a financial plan
that reflects sound analysis and planning of short- and long-
term operating need.

5.12 Oversight.

5.12.1 Medical Oversight. Based on the community needs
analysis, the program may require associate medical directors
whose specialties are closely related to the needs of the target
population. The CHP program may also use other medical
advisors to help develop protocols for specific disease
processes. Providers within the CHP may be authorized to
consult with an enrolled patient’s centered medical home for
specific, individual medical care coordination and interven-
tion.
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5.12.2 Program Administrative Oversight. (Reserved)

5.12.3 Participant Roles. The roles and responsibilities for
each provider agency should be organized in a manner that
ensures that every component contributes to the effectiveness
of the program.

5.13* Continual Risk Assessment and Planning. The program
should have a comprehensive process in place that provides
continual analysis and mitigation of risk.

5.14 Program Design Analysis.

5.14.1 Data Collection and Evaluation. The program should
be examined in detail over time using indicators set forth in
existing industry standards, guidelines, or specific performance
measures.

5.14.2 Data Sharing. Program data should be shared, as
legally appropriate, among agencies and medical facilities in
the community and within an individual patient’s medical care
network to improve program quality and patient outcomes.

5.15 Performance Measures as Program Design Features.
5.15.1 Performance Monitoring.

5.15.1.1 Program performance measures are designed to
function as a framework for a new program design or as a tool
through which a community may monitor the program.
Through the continuous measurement of a program’s struc-
ture, processes, and outcomes using designated indicators and
performance measures, program planners may identify areas of
the program design that require modification or enhancement.

5.15.1.2 Data collection and evaluation is required to assess
the program modification and ensure that the program contin-
ues to be effective. If subsequent data shows that the original
goals and objectives of the program are not being met, modifi-
cation of the program design should be made.

5.15.2 Essential Program Analysis Components.

5.15.2.1 The nature of time presents a classic problem in
semantics because the same term can have different meanings
to different people. Additionally, traditional and unique EMS
system designs have created a language of time incomparability.
Consider creating a time template to differentiate clearly
between discrete points of time versus intervals of time. The
time template should represent the program’s typical core
desired outcomes in time and common operational situations.
It is not expected that every time stamp be reported. Depend-
ing on the program's complexity and level of technology, it is
understood that a function interval may be long or instantane-
ous. However, when reporting program performance, these
consensus terms should be used.

5.15.2.2 AHJs should use consistent data definitions and evalu-
ations for process and outcome measures to determine the
impact of the program on the patients, populations, and stake-
holders.

5.16 Program Expansion or Retraction. After a time, it may
be necessary or advantageous to expand or contract the
program to appropriately meet the community’s changing
needs or modify partnerships. As such, EMS systems that
support a CHP should have a plan for “scope and breadth
review.” The plan for scope and breadth review should follow
the same path described for initial program creation.
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5.16.1* Program Assessment Cycle. The program should
employ an assessment cycle.

5.16.2 Current Conditions. Program data should be used to
identify current conditions and trends.

5.16.3 Changing Needs. The data should consider the nature
of a changing geography and infrastructure over time, popula-
tion distribution and demographics, and the alteration of the
transportation network.

5.16.4 Regional Service Delivery. The AHJ] may consider part-
nerships with other AHJ to form regional service models that
meet the desired goals of health care system stakeholders.

5.16.5 Changing Demographics. The regular review should, at
a minimum, reevaluate the changing demographic trends in
the system.

5.16.6 Short-Term Changes. Individual events, such as
concerts and sporting events or seasonal population shifts, may
cause short-term demographic changes that require additional
analysis and may require short-term program changes.

5.16.7 Long-Term Changes. Long-term changes, such as an
aging population, should be considered when reevaluating the
plan.

5.16.8 Changing Public Health Conditions. The program
should conduct external environmental scans to anticipate or
identify new public health threats to prepare the program for
response.

5.16.9 Unique Local Needs. Unique features and hazards
should be monitored when the program plan is updated.

5.16.10 Data Element/Collection/Analysis/Reporting. Regu-
lar analysis of program component data should be conducted
to determine dynamic needs.

5.16.11 Routine Reevaluation of Data. Program performance
measure data should be reviewed at least annually to evaluate
the specific components within the program. Each component
may need to be evaluated more often based on the original
intent of the program and established goals.

5.16.12 Feedback Loop. A feedback mechanism should be in
place to ensure that proposed and implemented changes in the
program result in the desired improvements and meet the
goals and objectives identified by program planners.

5.17 Preparedness. A CHP should also be used as a means to
enhance disaster preparedness and resilience in addition to its
use as a tool to prevent illness and improve overall community
health. By identifying and tracking vulnerable populations
within a community, a program could better manage a cata-
strophic incident by prioritizing evacuation practices and stag-
ing resources.

5.17.1 Disasters. The potential for disasters as a function of
unique jurisdictional features, characteristics, and risks should
be considered.

5.17.2 Resource Allotment. Resources to manage target popu-
lations should be allocated appropriately within the program to
manage victims who have been evacuated or sheltered in place.

5.17.3 Master Planning/Forecasting. A master plan should be
available that ensures the necessary resources are available to
the program and will meet the needs of future requirements.
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5.17.4 Disaster/Catastrophe Planning. The program should
ensure that a plan is available to manage overwhelming or cata-
strophic events, including coordinating activities between and
among participating entities.

5.18 Prevention.

5.18.1 Public Education and Injury/Illness Prevention. The
program should include public education components
designed to reduce injury and illness in the AH]J’s service area.

5.18.2 Public Health. The AHJ should coordinate with public
health programs to determine how its program can assist.

5.18.3 Other Programs. The prevention and public education
plan should include an analysis of the environment and an
analysis of the need for special prevention programs.

5.19 Quality. AHJs should have a system that evaluates how
the program manages the needs of the target population, the
provision of care, and its compliance with patient management
plans.

5.19.1 Patient/Provider Satisfaction Within the Program.

5.19.1.1 The AHJs should evaluate patient and provider satis-
faction.

5.19.1.2 Patient and provider satisfaction assessments should
be conducted by a third party to avoid the appearance of bias.

Chapter 6 Financial Modeling

6.1* General. Value-based models, shared-risk contracting,
and accountable care organizations (ACOs) are integral to
financial modeling within the health care industry. An under-
standing of these concepts and applications will be needed
when developing a financial model for a community health
care program (CHP).

6.2 Budgeting. The CHP should have a preplanned budget
that takes all costs and factors in its management into consider-
ation, including other services provided by the managing AH]J
and an understanding of how the program affects overall
organizational operating budgets.

6.2.1*% Service Delivery Costs. Determining service delivery
cost is necessary to examine possible alternative payment
models.

6.2.2*% Enterprise Funds. Creating an enterprise fund is a
formal way to fully account for the costs and revenue of a CHP.

6.2.3*% Tax Increment Financing (TIF) Funding. TIF may be
an available tool that allows the CHP to promote economic
development by earmarking property tax revenue from increa-
ses in assessed values within a designated TIF district (Dye and
Merriman 2006).

6.2.4 Intergovernmental Transfer (IGT) Funding.

6.2.4.1*% Variations of IGTs, which are transfers of funds from
another government entity (e.g., county, city, or another state
agency) to the state Medicaid agency, have been used to help
cover the costs associated with traditional or enhanced emer-
gency medical services (EMS) services, such as CHPs. Under-
standing how these programs are structured, the applicable
federal requirements, and the considerations and risks is
important.

6.2.4.2 One variation of IGTs, the ground emergency medical
transportation (GEMT) services supplemental reimbursement
program, is a certified public expenditure (CPE)-based
program that provides additional funding to eligible govern-
mental entities that provide GEMT services to Medicaid benefi-
ciaries. (See 6.5.1 for more information on the GEMT program.)

6.3 Economic Models.

6.3.1 The Value Concept. Value in health care is dependent
on the audience. Patients, providers, hospitals, elected officials,
regulators, and medical directors may have different perspec-
tives on what value means.

6.3.1.1* Currently, hospitals, payers, and patients may
perceive value in avoiding preventable readmissions. Hospitals
are financially penalized for high readmission rates and payers
pay the cost of preventable readmissions, and patients may
experience less than desirable outcomes. Readmission penal-
ties are also being assessed to physicians, as well as home health
and skilled nursing providers. Any of these providers may feel
that readmission prevention programs are valuable. Providers
doing CHP could expect that payers will use value-based meas-
ures for payment purposes.

6.3.1.2 CHP providers may be able to demonstrate value
through improved patient satisfaction scores by conducting
follow-up visits on patients discharged from hospitals and SNFs,
which may be perceived as valuable to hospitals, physicians,
home health, and skilled nursing providers because they are
held financially accountable for these scores.

6.3.1.3 EMS agencies that can help reduce the cost of care for
members of a specific payer group would be perceived as valua-
ble. Collaborative development with these specific stakeholders
is the best way for CHPs to demonstrate their value to each

group.

6.3.2 Pricing Models. There are several common pricing
models currently in place that can be used by CHPs.

6.3.2.1 Patient Contact Fees. Patient contact fees are fixed
rates per patient contact for services.

6.3.2.2 Enrollment Fees. Enrollment fees are fixed amounts
for each patient enrolled in the program. There are no patient
contact fees once the enrollment fee is paid, and the patient
contacts required to achieve the desired outcome are a risk
borne by the agency.

6.3.2.3 Population-Based Payments. Population-based
payments are fixed payments per member per month (PMPM)
for all members of a defined population. For an insured group,
this would be the amount paid to the agency for each member
in the payer group.

6.3.2.4 Incentive-Based Payments. Under this model, the
agency would be paid an incentive based on achieving a
desired outcome. For example, if the goal of the agency’s
program is to reduce preventable emergency department visits
by 10 percent in patients enrolled in the program, the agency
would be eligible for an incentive payment once that goal is
achieved.

6.3.2.5% Expenditure Avoidance. This could be a combina-
tion of the shared-risk contracting and the incentive-based
payment. Similar to participation in an ACO, the expenditure
avoidance model pays the agency a percentage of the expendi-
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ture reduction, either per enrolled patient or across the popu-
lation of enrolled patients.

6.3.2.6 Subscriptions Programs. (Reserved)
6.4* Payment Regulation.

6.4.1 Medicaid Legislation and Regulation. Currently, some
states use Medicaid dollars to cover the cost of community
health care services. Medicaid funding is generally a more flexi-
ble program because state legislation controls Medicaid
payment policy, whereas, Medicare payment policy is deter-
mined through federal legislation.

6.4.2*% Medicare Legislation and Regulation. As of the writing
of this guide, Medicare has only funded CHPs in small trial
batches.

6.5 Cost Reporting.

6.5.1* State Models for Reimbursement for Uncompensated
Care. Some states may have supplemental reimbursement
programs that provide additional funding to eligible govern-
mental entities that provide ground ambulance services to
Medicaid beneficiaries. Service providers eligible to participate
in this program will receive supplemental reimbursement
payments by completing a Centers for Medicare and Medicaid
(CMS)-approved cost report form annually. The supplemental
reimbursement payment is based on claiming federal financial
participation on CPEs that have already been incurred by the
public provider. The supplemental reimbursement amount is
determined by the methodology approved by the CMS.

6.5.2*% Developing Cost Reports. To participate in GEMT
reimbursement programs authorized by a state Medicaid office,
each publicly owned or operated GEMT provider must submit
a CMS-approved cost report to their state Medicaid office by
the deadlines required by the state.

6.5.2.1% Each GEMT provider should maintain fiscal and stat-
istical records for the service period covered by the cost report.

6.5.2.2 Records should be accurate and sufficiently detailed to
substantiate the cost report data.

6.5.2.3 Each GEMT provider should maintain fiscal and statis-
tical records for the service period covered by the cost report.

6.5.2.4 Records should be accurate and sufficiently detailed to
substantiate the cost report data.

6.5.2.5 Programs should retain necessary records for a mini-
mum of three (3) years after the end of the quarter in which
the provider submitted its cost reports to DHCS.

6.5.2.6 If an audit is in progress, all records relevant to the
audit should be retained until the completion of the audit or
the final resolution of all audit exceptions, deferrals, or disal-
lowances.

Chapter 7 Medical Oversight

7.1 General. Because the provision of community health care
is a practice of medicine, the necessity and value of effective
and engaged medical oversight cannot be overstated. Treat-
ment modalities may include such things as medication admin-
istration, therefore the designated medical director must be an
appropriately board-certified, licensed physician who under-
stands how out-of-hospital medical care is delivered in the
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community and, ideally, has appropriate clinical oversight of
the emergency medical services (EMS) system that is being
utilized for the provision of nonemergency health care (e.g.,
online and off-line medical direction, evidence-based protocol
development, clinical quality management, understanding of
emergency operations, understanding of longitudinal health
care objectives, field experience). There are documents availa-
ble to assist those physicians who are involved in medical direc-
tion and oversight of out-of-hospital health care delivery
systems.

7.2 Medical Authority. The program should have a single
medical authority (i.e., the medical director) or medical
authority structure — with the medical director serving as its
leader — in place that is responsible for patient care oversight.
Individual agencies in the system may have medical directors
that provide agency-specific or program-specific oversight.

7.3 System Support of Medical Authority.

7.3.1 The EMS system seeking to establish a community health
care program (CHP) should ensure that the medical authority
tasked with overseeing the program has an opportunity to
provide input and direction in the initial planning, design, and
implementation of the program.

7.3.2*% The system should ensure that the medical director has
the resources necessary to optimize obligation fulfillment.

7.4 Medical Authority Role.

7.4.1 The medical director for a CHP typically also provides
medical oversight for the EMS system. Because every program
is unique, however, medical authorities may be different physi-
cians with subject matter expertise specific to the goals and
objectives of their programs. In such instances, the physician
medical director of the participating agency should ensure that
medical care, whether emergency or nonemergency, provided
by his or her crew members falls under the oversight of the
single medical authority.

7.4.2 The role of the medical director for the program should
be clearly defined and should include the following responsi-
bilities:

(1) Recommending credentialing, recredentialing, and
decredentialing of nonphysician community health care
personnel to the appropriate credentialing agency

(2) Establishing an advisory committee consisting of stake-
holders to review community needs and the effective-
ness, safety, and value of the CHP

(3) Providing direction and authorization for the develop-
ment and revision of the program’s protocols; policies;
standing orders; and procedures for all patient care
activities, from enrollment into the program to schedul-
ing of visits, dispatch of emergency/nonemergency
resources, if necessary, and final disposition

(4) Establishing criteria for providers to be trained and
certified for community health care work; licensed, if
applicable; and credentialed to function within the
program

(5) Establishing criteria for when a patient may unexpect-
edly meet emergency medical criteria requiring trans-
port to a hospital or other medical facility

(6) Ensuring that personnel who provide direct medical
oversight to prehospital personnel (e.g., physicians,
midlevel providers, nurses) are familiar with the out-of-
hospital environment and capabilities of responders
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(7) Establishing the procedures or protocols under which
online medical control is required

(8) Providing direction and authorization for the education
and testing of practitioners to ensure competency at
providing extended and longitudinal nonemergency
health care

(9) Providing direction for, and participating in, an effective
quality management (QM) program

(10) Ensuring patient-centered care

(11) Establishing methods to coordinate applicable and
appropriate stakeholders (e.g., medical home/primary
care physicians, specialty care physicians, referring physi-
cians, hospitals, pharmacists, nursing staff, home health,
respiratory therapy, case managers, public health, legisla-
tors, government officials, payers)

(12) Establishing criteria for enrollment of patients into the
program, using input from the stakeholder advisory
committee as a guide

(13) Establishing criteria for equipment used in patient care
(e.g., functional, effective, evidence based)

(14) Planning for certification of personnel and accreditation
of the CHP

7.5 Medical Director Responsibilities.

7.5.1 The primary responsibilities of the program’s medical
director should be ensuring quality patient care and overseeing
all patient care activities.

7.5.2 If the community health care program’s medical direc-
tor is different from the agency’s medical director, the physi-
cians should work collaboratively to do the following:

(1) Serve as patient advocates
(2) Set and ensure compliance with patient care standards,
including communication standards and medical proto-
cols
(3) Develop and implement the process for the provision of
online medical oversight, if needed
(4) Establish the appropriateness of initial qualifications of
prehospital personnel involved in nontraditional,
nonemergency patient care
(5) Ensure maintenance of qualifications, education, train-
ing, and competency of prehospital personnel involved
in patient care
(6) Provide direction for QM
(7) Promote research and contributions to medical litera-
ture
(8) Maintain liaison with stakeholders
(9) Interact with local, regional, state, and federal authori-
ties (as applicable) to ensure resources are optimized
and all compliance and regulatory requirements are
fulfilled
(10) Plan and participate in regularly scheduled continuing
education activities for the participating providers to
help them maintain the highest levels of awareness,
training, and education in medicine
(11) Promote patient education to engage them as stakehold-
ers in their own care
(12) Maintain knowledge levels appropriate for a physician
medical director through appropriate continuing medi-
cal education (CME) activities
(13) Actively participate in direct, on-scene medical care to
bolster understanding of the program and the chal-
lenges inherent in the delivery of out-of-hospital care

7.6 Online and Off-Line (Direct and Indirect) Medical Direc-
tion. Medical directors can provide online and off-line medi-
cal oversight.

7.6.1 During online medical direction, the medical director,
or designee, provides voice, video, or other real-time communi-
cation to the practitioner.

7.6.2 Off-line medical oversight includes prospective and
retrospective medical evaluation.

7.6.2.1 Prospective methods can include participating in the
training, testing, and certification of providers; protocol devel-
opment; operational policy and procedures development; and
legislative activities.

7.6.2.2 Retrospective activities should include participation in
QM.

7.6.2.3 Various aspects of prospective and retrospective medi-
cal oversight can be handled by individuals or committees func-
tioning under the medical director with representation from
appropriate stakeholders.

7.6.3 Policies should be established for the certification, train-
ing, and monitoring of other system physicians, if applicable.

7.7%* Medical Director Qualifications. To optimize medical
oversight of CHPs using prehospital fire and EMS personnel,
physicians having medical oversight authority and a license to
practice within the system’s boundaries should ideally possess
American Board of Medical Specialties (ABMS) board certifica-
tion in EMS medicine. If not, they should have specialized
knowledge of EMS, including the following:

(1) Familiarity with EMS care

(2) Experience or training in longitudinal health care/
chronic disease management

(3) Experience or training in medical direction/oversight of
prehospital personnel

(4) An active practice of medicine in an emergency or
hospital or office setting

(5) Experience or training in the instruction of prehospital
personnel

(6) Experience or training in QM processes

(7) Knowledge of laws and regulations pertaining to
prehospital care providers

(8) Knowledge of applicable laws pertaining to the provision
of community health care practices and principals

(9) Knowledge of local medical resources and stakeholders
key to the effective delivery of CHPs

(10) ABMS certification in emergency medicine, EMS medi-

cine, internal medicine, family practice, or any other
applicable specialty required to meet the goals and
objectives of the specified CHP

Chapter 8 Quality Management

8.1 Quality Management Program. A defined quality manage-
ment program should be developed. The program should iden-
tify areas for improvement, evaluate system performance,
prioritize development, establish system controls, monitor
performance indicators, reevaluate system impact, and drive
changes based on outcomes.

8.2 Performance Objectives. A defined quality management
program should establish performance objectives based on
accepted standards, guidelines, and outcomes.
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8.2.1 Patient or client care objectives should be developed
system-wide based on community needs and expectations,
desired patient outcomes, and local resources.

8.2.1.1 The medical or social disposition of the patient should
be incorporated as part of the patient care objectives.

8.2.1.2 Compliance with established protocols should be
monitored.

8.2.1.3 Client or patient satisfaction and feedback should be
incorporated into the system.

8.2.2 System evaluation should be integrated into the quality
management program.

8.2.2.1 Performance measures should be established and suffi-
cient applicable data should be collected.

8.2.2.2 The system evaluation should measure both resources
and availability for the following:

(1) Staffing availability
(2) Ancillary resources
(3) Number of clients or patients

8.2.2.3 Staffing and deployment objectives should be moni-
tored and, based on the evaluation, appropriate for the system
based on outcomes and performance.

8.2.2.4 Standard operating procedures and guidelines should
be established, periodically reviewed, and updated based on
outcomes and performance.

8.2.2.5 Training should be evaluated for continuity and
content based on industry guidelines, desired system perform-
ance, and outcomes.

8.2.2.6 Employee satisfaction should be evaluated as part of
the quality management process.

8.2.2.7 Staff attrition should be evaluated for causes and
effects.

8.2.2.8 Equipment maintenance should be based on manufac-
turers’ recommendations.

8.2.2.9 System design and changes should be evaluated using
a cost/benefit analysis.

8.2.2.10 The health information technology (HIT) system
should be evaluated based on program needs and industry
performance guidelines.

8.2.2.11 Stakeholder relationships and agreements should be
reviewed periodically for effectiveness and system outcomes
and modified accordingly.

8.3 Public Health Outcome Parameters.

8.3.1 Desired outcome measures should be specified based on
professional standards.

8.3.2*% Development of these measures should be incorpora-
ted with, and complimentary to, local/region population
health improvement efforts.

8.4 Physician Participation. A quality management program
should include physician participation and should be reviewed
and approved by the program medical director as detailed in
Chapter 7.
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8.5 Patient Confidentiality. All data management programs
should maintain patient confidentiality, at a minimum in
accordance with federal, state, and local regulations as detailed
in Chapter 10.

8.6 Injury/Illness Reduction and Prevention. The quality
management program should incorporate objectives directed
at reducing injuries and illnesses in the community based on
the system data.

8.7 Complaints. A comprehensive, consistent process should
be in place to address complaints and should include a mecha-
nism to assure problem/complaint resolution and feedback
processes.

8.8* Participation in Studies and Research. The system partic-
ipants may develop relationships with academic institutions
and/or researchers to take an active role in studies and
research using system data including, but not limited to, the
following:

(1) Identify research issues

(2) Utilize appropriate research methodology
(3) Identify research funding sources

(4) Publish or present study results

8.9 System Review. All quality management systems should be
utilized on a regular basis for continuous improvement.

8.10 Documentation. The program should be able to provide
documentation of its quality management program, including
quality management methods, training for providers, preven-
tion strategies, and system performance measures.

Chapter 9 Stakeholder Relations

9.1 General.

9.1.1 The organizations operating a community health care
program (CHP) should create a collaborative communications
network between its management personnel and impacted
organizations.

9.1.2 For purposes of this document, stakeholder groups are
divided into four categories: internal, external, regulatory, and
payers. Program management should identify and work collab-
oratively with all stakeholders in these groups to ensure that
the needs of the community are met.

9.2 Community Health Care Provider Goals. The authority
having jurisdiction (AH]J) leading the CHP should assess the
needs of the community, identify gaps in care and services, and
develop a draft for the types of services needed. Ideally, this
should be done in a collaborative community forum, including,
but not limited to, primary care physicians and local/regional
hospitals.

9.3* Internal Stakeholder Relations. Before development of a
CHP begins, internal stakeholders should be committed to the
program.

9.4* External Stakeholder Relations. External stakeholders
include entities outside of the program’s participants that are
impacted by, or could impact, the success or failure of the
program.

9.5* Regulatory Stakeholders Relations. Engaging early with
regulatory agencies is essential in the program’s success. The
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AHJ needs to determine under which state or local authority
the program is to operate, if appropriate.

9.6 Payer Stakeholder Relations. Potential payers should be
included in the planning and development stages of the
program as early as possible to build valuable partnerships that
yield sustainable revenue. AHJs should explore the payment
and reimbursement options offered through public and/or
private grants.

9.6.1%¥ Grants. Programs should explore the funding options
offered through public or private grants.

9.6.2 Hospitals.

9.6.2.1*% Hospitals are under increasing financial pressure to
reduce utilization for specific patient populations. Programs
should consider partnering with hospitals to help reduce such
utilization and reduce hospitals’ overall expenses.

9.6.2.2 The program should identify the possible motivation
and level of interest for hospitals to participate in funding
programs for specific patient populations.

9.6.3% Other Health Care Provider Agencies. Additional enti-
ties that provide health care to the community should be
contacted and included to identify gaps and needs.

9.6.4% Third-Party Payers. Third-party payers, such as
commercial insurers, Medicare, and Medicaid, have significant
motivation to improve patient outcomes and reduce costs. The
AH]J should be proactive in attempts to collaboratively work
with these payers.

9.6.5 Taxpayer-Funded. In some cases, taxpayer funds are
used for CHPs or emergency medical services (EMS) systems. If
applicable, programs should explore these opportunities for
funding or consider combining programs to leverage funds.

9.7 Achieving Stakeholder Relations Success. To be successful
in obtaining and maintaining relationships with stakeholders,
programs should focus on objectives, including, but not limited
to, the following:

(1) Engage all stakeholders early in the process.

(2) Engage internal stakeholders first.

(3) Keep program sustainability in mind from the start.

(4) Consider regulatory agencies as partners, not competi-
tors.

(5) Always keep the patients/clients at the center of the
program.

Chapter 10 Health Information Technology (HIT) and
Communications Technology

10.1* Interoperability in Health Care Information and
Management Systems.

10.1.1 General. Programs should incorporate integration
with multiple patient care systems, or interoperability.
Interoperability in the health care industry is the ability of HIT
systems of various health care providers, facilities, organiza-
tions, and ancillary services (e.g., laboratories, pharmacies) to
seamlessly collaborate and share information to advance the
effective delivery of health care for individuals and communi-
ties.

10.1.2 Interoperability Types. There are three levels of HIT
interoperability — foundational, structural, and semantic.

10.1.2.1 Foundational Interoperability. Foundational inter-
operability allows data exchange from one HIT system to be
received by another and does not require the ability for the
receiving HIT system to interpret the data.

10.1.2.2 Structural Interoperability.

10.1.2.2.1 Structural interoperability is an intermediate level
that defines the syntax (i.e., structure or format) of data
exchange where there is uniform movement of health care
data from one HIT system to another such that the clinical or
operational purpose and meaning of the data is preserved and
unaltered.

10.1.2.2.2 Structural interoperability ensures that data
exchanges between HIT systems can be interpreted at the data
field level.

10.1.2.3 Semantic Interoperability.

10.1.2.3.1 Semantic interoperability is a high level that allows
two or more systems or elements to exchange and use informa-
tion by taking advantage of both the structuring of the data
exchange and the codification of the data, including vocabu-
lary, so that the receiving HIT system can interpret the data.

10.1.2.3.2 Semantic interoperability supports the electronic
exchange of patient summary information among caregivers
and other authorized parties via potentially disparate electronic
health record (EHR) systems and other systems and improves
quality, safety, efficiency, and efficacy of health care delivery.

10.2 Patient Care Record Accessibility.

10.2.1 Programs should be able to access and utilize electronic
HIT systems, such as the following:

(1)  Electronic medical records (EMRs)
(2) EHRs
(8) Electronic Patient Care Records (ePCRs)

10.2.1.1¥* EHRs, which can help providers make decisions
about a patient’s care when accessed, automate and streamline
provider workflow and can contain, but are not limited to, the
following information:

(1) Medical history
(2) Diagnoses
(3) Medications
(4) Treatment plans
(5) Immunization dates
(6) Allergies
(7) Imaging
(8) Laboratory
(9) Electrocardiograms
(10) Physician documentation

10.2.1.2 EMRs, ePCRs, and EHRs should be integrated and
interchangeable. This will allow providers to access the most
up-to-date information and reduce duplication of efforts and
treatments.

10.3 Data Security.

10.3.1 Data security should be addressed, with privacy protec-
tions in place and current cyber security methods and systems
provided.
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10.3.2 Topics to be addressed should include, but not be limi-
ted to, the following:

(1) Privacy risks and controls

(2) Data security risks, including a risk assessment

(3) Security controls

(4) HIPAA protections

(b) General requirements for data protection in telehealth

(6) Primary authority for telehealth privacy and security over-
sight

10.4 Communications.

10.4.1 The organization should conduct an assessment to
determine their communications needs.

10.4.2 Dispatch system protocols for mobile health technolo-
gies should address, but not be limited to, the following:

(1) Dispatching systems

(2) Online medical direction systems
(3) Nonemergency systems

(4) Nurse lines

(5) Insurance referrals

(6) Primary care physicians

(7)  Scheduling systems

10.4.3 Communications methods should ensure patients are
able to be connected with physicians or specialty services and
able to be prioritized according to their needs utilizing remote
methods. There should be a triage component to assist the AH]J
in determining the appropriate response.

10.5 Delivering HIT. Organizations should investigate emerg-
ing and existing technologies and determine the best options
for transmitting HIT in various forms (e.g., voice, data, video).
Options for transmitting HIT data include, but are not limited
to, the following:

(1) Land mobile radio
(2) Commercial wireless technology (Wi-Fi)
(3) Satellite technology

10.5.1 Wireless Technology (Wi-Fi). Wireless technology, also
known as Wi-Fi is the ability to connect from one wireless
device to another through the use of satellite connection and is
helpful in making information mobile and widely accessible.

10.5.1.1 One concern with Wi-Fi is the hacking of security
systems through wireless networks or systems and obtaining
patient health or personal identification information, which
can be used for identify theft.

10.5.1.2 Intelligence organizations and other government
agencies are reluctant to use Wi-Fi due to the lack of firewall
protection required to safeguard employees’ health and identi-
fiable information.

10.5.2* First Responder Network Authority (FirstNet).

10.5.3 Biometric Systems. If possible, patient biometric data
should be remotely captured for a physician to reference for
follow-up care.

10.5.4* Biometric Monitoring.

10.5.4.1 Biometric monitoring of vital signs and other physio-
logic parameters provides emergency medical services (EMS)
personnel with data that guides their responses and follow-up
care without patient intervention or connection with providers.
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10.5.4.2 Local (i.e., in-home) data storage should be encour-
aged for redundancy, local data analytics, and permitting peri-
odic transmissions rather than requiring a consistent and
continuous transmission of data.

10.6* Telemedicine. Telemedicine utilizes technology to link
a treating or consulting physician with a patient in real time,
which is especially helpful and potentially even life-saving if the
patient is in a remote location. Telemedicine can include, but
is not limited to, remote biometric monitoring of the following:

(1) Blood pressure

(2) Heart rate and rhythm

(3) Respiratory rate and rhythm
(4) Temperature

(5) Fetal heart rate

10.7* Telehealth. The term (lelehealth is often used inter-
changeably with telemedicine. While telemedicine refers to the
practice of medicine over a distance using communications
technologies, telehealth refers to health-related activities such
as, but not limited to, the following:

(1) Continuing education for health care providers
(2) Administration of health care service

(3) Medical and bio-scientific research

(4) Public health activities

Chapter 11 Human Resources

11.1 Introduction. Human resources are important to both
individual agencies and the broader emergency medical serv-
ices (EMS) system. While community health care program
planners and regulators should ensure that minimum stand-
ards exist in the organization for monitoring, managing, and
ensuring appropriate staff performance, they also should
ensure that individual agencies have appropriate personnel
management structures in place.

11.2 Recruitment. The program should recruit according to
its needs, as determined by program analysis, design, and plan-
ning.

11.2.1 Selection. The program should have a candidate selec-

tion procedure that includes, but is not limited to, the follow-

ing steps:

(1) Appropriate/required background checks

(2) Aptitude assessment for the type of practitioner(s)
needed for the program

(3) Verification of necessary qualifications and competencies

11.2.2 Wages and Benefits. A plan for compensation should
be clearly delineated in organizational documents.

11.3 Training, Certification, and Education. The program
should ensure that personnel maintain required certification
or licensure.

11.3.1 Training Program.

11.3.1.1 A comprehensive training program that provides
uniform curricula based on established requirements should
be available.

11.3.1.2 The training program and instructors should be regu-
larly monitored, evaluated, and revised.
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11.3.2* Certification or Licensure.

11.3.2.1 Certification or licensure requirements should be
based on the duties and responsibilities of the providers.

11.3.2.2 The program should track individual certification/
licensure and the need for renewal.

11.4 Retention.

11.4.1 The program should take steps to encourage continued
retention of personnel.

11.4.2 Retention programs should be appropriate to the local
area and may include, but are not limited to, the following:

(1) Length-of-service award programs (LOSAPs)
(2) Incentive plans

(3) Recognition plans

(4) Educational or training opportunities

(5) Job advancement opportunity programs

(6) Provider support

(7) Performance bonus plans

(8) Retirement plans

11.5 Personnel.

11.5.1 Processes. The program should have one or more
processes in place to ensure effective working relationships
between working groups and agencies involved in the program.

11.5.2 Employees/Members.
11.5.2.1 Job task analysis should be clearly defined.

11.5.2.2 The program should ensure that a regularly sched-
uled, objective personnel evaluation process is in place.

11.5.2.3 Individualized levels of training should be appropri-
ate to meet the program’s needs.

11.5.2.4 The program should evaluate, revise, and maintain
the following:

(1) Appropriate staffing and scheduling for adequate delivery
of services, based on the needs assessment
(2) Quality management programs in place

11.5.2.5 The program should ensure that employees/
members have agency- and provider-level identification.

11.6 Rules and Regulations. Rules and regulations should be
structured to provide for uniform management of the
program’s personnel.

11.6.1 The program should have established rules and regula-
tions for acceptable behavior and actions.

11.6.2 The program should have established policies and
guidelines.

11.6.3 The program should have a process in place to manage
discipline, appeals, grievances, and other personnel concerns.

11.6.4 The program should have a process in place to ensure
compliance with all applicable regulations.

11.7 Health and Safety. The program should implement a
written comprehensive health and safety plan.

11.7.1 Appropriate personal protective equipment (PPE)
should be available to all personnel and should be used accord-
ing to program policy, applicable standards, and manufacturer
recommendations.

11.7.2 Health and wellness programs should be in place to
prevent personnel illness and injury.

11.7.3 A peer support team and program should be made
available to personnel.

11.7.4 An employee assistance program (EAP) should be in
place.

Chapter 12 Equipment and Facilities

12.1 General.

12.1.1 The community health care program (CHP) should
have a method to determine the equipment and related specifi-
cations needed.

12.1.2 The selection and specification of vehicles and equip-
ment should be made based on an assessment of the program’s
needs and capabilities.

12.2* Vehicles. The program should identify requirements
for the vehicle(s) used within the CHP.

12.3 Vehicle Maintenance.

12.3.1 The program should have guidelines in place for
preventative maintenance according to manufacturer recom-
mendations.

12.3.2 The program should include a replacement schedule
and maintain reserve vehicles, if available, for use during repair
periods.

12.4 Vehicle Licenses. The program’s vehicles should be
licensed in accordance with all laws and regulations.

12.5 Personnel Driver’s Licenses. Periodic record checks
should be conducted to ensure that licenses are not expired,
suspended, or revoked.

12.6 Operator Training. Personnel should receive the appro-
priate training to effectively operate vehicles.

12.7 Driver Safety. The program should develop measures to
promote safe vehicle operations.

12.8 Medical Equipment. Medical equipment should be
maintained according to the manufacturer’s specifications.

12.8.1 The program should identify and utilize medical equip-
ment based on the program’s needs.

12.8.2 The program should create a method to identify speci-
fications for selecting, maintaining, and replacing medical
equipment used in the program, including but not limited to,
the following:

(1) Biomedical equipment

(2) Durable equipment

(3) Disposable equipment

(4)* Diagnostic equipment

(5) Technology-based equipment
(6) Communications equipment

12.9 Medications.

12.9.1 The program should carry medications based on the
scope of practice and medical director’s input.
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12.9.2 The program should have procedures in place to store
medications based on regulations, and manufacturer’s guide-
lines.

12.10 Inspecting Medical Equipment and Medications. The
program should develop plans for inspecting medical equip-
ment and inventory carried aboard vehicles.

12.11 Replacement Plan. Equipment replacement should be
based on the manufacturer’s recommendations.

12.12 Facilities. Program facilities should be located in a way
consistent with the program’s demands and the community’s
needs.

12.12.1 Facility safety requirements should meet NFPA 1500,
at a minimum.

12.12.2 Programs should provide facilities for disinfecting,
cleaning, and storage of equipment, uniforms, and vehicles.

12.12.3 Facilities should comply with all legally applicable
health, safety, building, and fire code requirements.

12.12.4 Facilities should comply with NFPA 101.

12.12.5 Program facilities should have smoke detectors
installed outside every sleeping area in the immediate vicinity
of the bedrooms and on all levels, including basements.

12.12.6 In buildings other than those protected throughout
by an approved, supervised automatic sprinkler system installed
in accordance with 30.3.5 of NFPA 101 approved smoke detec-
tors should be installed in every sleeping room.

12.12.7 When smoke detectors activate, the general evacua-
tion alarm signal should operate throughout the entire build-

ing.
12.12.8 All facilities should have carbon monoxide detectors
installed in locations in sleeping and living areas, such that any

source of carbon monoxide would be detected before endan-
gering the personnel.

12.12.9 Areas not subject to occupancy by persons who are
hearing impaired should not be required to comply with the
provisions for visible signals.

12.12.10 New buildings should be protected throughout by
approved automatic sprinkler systems.

12.12.11 The program should prevent exposure to personnel
and contamination of living and sleeping areas to exhaust emis-
sions.

12.12.12 Any components of protective equipment that are
contaminated should not be allowed in sleeping and living
areas.

12.12.13 All facilities should be designated smoke free.

Chapter 13 Delivery Model(s)

13.1 Community Health Care Program (CHP) Integration into
Local Emergency Medical Services (EMS) System. The CHP
should be integrated with the local EMS system operations,
including the coordination of multiple system elements. Each
component should be considered not only in the context of its
operational application but also in its relationship to other
factors within the system.
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13.2 System Preparation. Community health care operations
should be implemented based on EMS system planning, analy-
sis, and financial capability.

13.3 Communications Coordination. Communications should
be coordinated with EMS system design and also with available
local partner agencies.

13.4 Service Coordination. Plans for first or initial response,
ambulance response transport, provision of community health
care services, and alternative methods of transport should be in
place as determined by system analysis and planning, including
the availability of additional resources as required by system
demands.

13.5 Patient Management. The function of patient manage-
ment should address routine and episodic responses and
accountability for, all responding personnel and resources.

13.6 Treatment Guidelines. Patient care plans should be
developed by patient-centered medical homes. Agencies can
help to implement the care plans in compliance with scopes of
practice and local medical control authority.

13.6.1 Providers should only treat within their state or region-
approved scope of practice.

13.6.2 Guidelines should be developed to meet the patients’
and communities’ needs as defined in the needs assessment.

13.7 Functional Capabilities of Health Care Facilities. The
CHP agency, in concert with the local medical community,
should create standards for functional capabilities of health
care facilities and determine the types of patients who should
be delivered to those facilities.

13.7.1* The functional information should be disseminated to
CHP personnel as well as emergency care personnel. The plan
should be monitored to ensure that patients are transported or
referred to an appropriate facility.

13.7.2 The CHP should establish patient-centric policies that
provide for transport or referral to appropriate facilities.

13.8 Quality Management/Documentation. Community
health activities, including patient care, referral, transport,
training, and research documentation, should be included in
the quality management program as outlined in Chapter 8.

13.9 Logistics. System-wide supply and equipment programs
should be implemented to standardize equipment selection
and to facilitate interagency supply and logistics.

13.10 Staff Management. Staff should meet the requirements
of Chapter 11.

13.11 Public Information, Education, and Relations. A
program should be in place to allow for an information inter-
face with the community, applicable to state and federal regula-
tions. The authoring having jurisdiction (AHJ) should ensure
that programs providing education to potential CHP system
users is available.

13.12 Regulatory Compliance. The system should ensure that
system-wide operations comply with local, state, and federal
regulations and laws, including, but not limited to, the follow-
ing:

(1) State-mandated reporting

(2) Federal health and safety regulations

(3) Certification requirements
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(4) Financial reporting
() Communicable disease reporting

13.13 Training.

13.13.1 CHPs should establish training requirements and
should develop and utilize a training program based on an
assessment of the communities’ and patients’ needs.

13.13.2 The training plan should be a coordinated effort, and
appropriate agencies should have regular interaction.

13.14 Research and Development. The system should partici-
pate in research-based evaluation of all components and
should use objective criteria for decision making.

Chapter 14 Program Implementation

14.1 Purpose. Once the planning phase is completed and the
stakeholders have reached consensus on the scope of the
program, a written plan detailing the components of the
program and a schedule for its implementation should be
developed.

14.2 Management Oversight. Program management and over-
sight should be clearly articulated and maintained throughout
the life of the program.

14.3 Establishing an Implementation Plan. The plan should
include an overview of the program, the population to be
served, goals and objectives, and strategies to achieve the
system’s needs.

14.4 Communicating the Plan.

14.4.1 An internal/external communications plan should be
established and documented prior to commencing program
operations.

14.4.2 Program communications should include the follow-

ing:

(1)  An understanding of the political/medical community’s
informational needs

(2) Shared access to program organizations’ information

(3) Internal communications among program organizations

(4) Communications to external stakeholder groups

14.5 Marketing Strategies. Marketing strategies should be
developed in concert with partner agencies.

14.6 Financial Considerations. Program finance and budget
should be outlined and planned for in accordance with the
guidance provided in Chapter 6.

14.7 Data Collection. Data collection procedures should be
documented in accordance with the guidance provided in
Chapter 10.

14.7.1 Measureable markers of performance should be docu-
mented and should include appropriate process and outcome
indicators as delineated in Chapter 8.

14.7.2 Program improvements should be made based on eval-
uation criteria.

14.8 Plan Review. The implementation plan should be
reviewed after implementation to ensure that appropriate
implementation markers have been met.

Annex A Explanatory Material

Annex A is not a part of the recommendations of this NFPA document
but is included for informational purposes only. This annex contains
explanatory material, numbered to correspond with the applicable text

paragraphs.

A.3.2.1 Approved. The National Fire Protection Association
does not approve, inspect, or certify any installations, proce-
dures, equipment, or materials; nor does it approve or evaluate
testing laboratories. In determining the acceptability of installa-
tions, procedures, equipment, or materials, the authority
having jurisdiction may base acceptance on compliance with
NFPA or other appropriate standards. In the absence of such
standards, said authority may require evidence of proper instal-
lation, procedure, or use. The authority having jurisdiction
may also refer to the listings or labeling practices of an organi-
zation that is concerned with product evaluations and is thus in
a position to determine compliance with appropriate standards
for the current production of listed items.

A.3.2.2 Authority Having Jurisdiction (AHJ). The phrase
"authority having jurisdiction," or its acronym AHJ, is used in
NFPA documents in a broad manner, since jurisdictions and
approval agencies vary, as do their responsibilities. Where
public safety is primary, the authority having jurisdiction may
be a federal, state, local, or other regional department or indi-
vidual such as a fire chief; fire marshal; chief of a fire preven-
tion bureau, labor department, or health department; building
official; electrical inspector; or others having statutory author-
ity. For insurance purposes, an insurance inspection depart-
ment, rating bureau, or other insurance company
representative may be the authority having jurisdiction. In
many circumstances, the property owner or his or her designa-
ted agent assumes the role of the authority having jurisdiction;
at government installations, the commanding officer or depart-
mental official may be the authority having jurisdiction.

A.3.3.5 American College of Emergency Physicians (ACEP).
Headquartered in Dallas, Texas, ACEP has 53 chapters repre-
senting each state, as well as Puerto Rico and the District of
Columbia. A government services chapter represents emer-
gency physicians employed by military branches and other
government agencies.

A.3.3.49 Interview Ends. This time stamp can occur before or
after resources are identified, dispatched, or arrive on the
scene.

A.3.3.51.1 Advanced Cardiac Life Support (ACLS). The
American Heart Association ACLS and the American Red Cross
ALS provider programs are examples of nationally recognized
programs.

A4.1 See the U.S. Department of Health and Human Services
(DHHS) and Health Resources and Services Administration
(HRSA) document, “Community Paramedicine: Evaluation
Tool,” for more information on policies and regulations.

A.4.2.1.2 The AH]J should coordinate with the state Medicaid
office to determine the reimbursement of services if such reim-
bursement has been approved.

In the United States, the Centers for Medicare and Medicaid
Services (CMS) provides guidance and oversight to state Medic-
aid programs. State Medicaid programs are required to submit
a Medicaid State Plan describing their plan and assuring
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compliance with federal rules and regulations (see 42 USC
1396a).

States seeking to permit payment for community health care
as part of their Medicaid State Plan should submit a state plan
amendment (SPA) for review and approval, which can be
viewed online at www.medicaid.gov/state-resource-center,/
medicaid-state-plan-amendments/medicaid-state-plan-
amendments.html.

A.4.3.1 While planning processes may vary significantly
between AHJs, steps should be taken to ensure that the process
occurs in a2 manner consistent with identified needs.

A.4.3.1.1.4 This can include, but is not limited to, the follow-
ing:

(1) Consumers or users of community health care or EMS

services

(2) Health care finance experts

(3) Health care providers

(4) Hospitals

(5) Public health agencies

(6) Nursing homes

(7) Special populations

(8) Educators

(9) Governmental officials
(10) Payers

A.5.1 Virtually all communities have some form of EMS
system. For any one community, the components of the system
and the level of service should be tailored to the needs and
wants of that community. While an EMS system is unique to the
jurisdiction, the industry recognizes a standard approach to
assessing local needs and meeting those needs with specific
service elements. A steadily increasing demand on EMS resour-
ces has made it necessary for EMS systems to find a means of
better managing it.

NHTSA’s publication, Emergency Medical Services: Agenda for
the Future, shares the following vision: “Emergency Medical
Services (EMS) of the future will be community-based health
management that is fully integrated with the overall health care
system. It will have the ability to identify and modify illness and
injury risks, provide acute illness and injury care and follow-up,
and contribute to treatment of chronic conditions and
community health monitoring. This new entity will be devel-
oped from redistribution of existing health care resources and
will be integrated with other health care providers and public
health and public safety agencies. It will improve community
health and result in more appropriate use of acute health care
resources. EMS will remain the public’s emergency medical
safety net.”

The following was specified in T. R. Delbridge’s publication:
“Before creating an EMS system or implementing any EMS
system design changes, a community should conduct a compre-
hensive community analysis that considers available resources,
customers, geography, demographics, political conditions, and
other unique and special needs of the system. This analysis
should focus on these areas, identifying their potential impact
on the effectiveness of EMS system components including
human resources, medical direction, legislation and regulation,
education systems, public education, training, communica-
tions, transportation, prevention, public access, communica-
tions systems, clinical care, information systems (data
collection), and evaluation.”
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A.5.3.3 Long-term, rehabilitative, and other special health
care facilities — such as dialysis centers — usually add demand
on EMS services and should be considered.

A.5.4.4.1 Stakeholder engagement will help to reduce, and
potentially overcome, barriers to program implementation.

A.5.5.2 For example, the target population may be people
who frequently request assistance through the 911 system. In
an instance such as this, the specific individual needs of the
patient base may be varied and will require additional analysis
and planning.

A.5.8.3 Resources of other nonconventional agencies such as
nonemergency ambulance and municipal mass transportation
services should be considered.

A.5.8.4 For example, the response service may be different
from the transportation service.

A.5.8.4.5 AH]Js should consider opportunities to enhance serv-
ices for call taking, triage programs, and nurse triage programs.
Patients may contact the providers directly via phone or other
electronic communications. Telecommunicators may schedule
appointments with patients.

A.5.13 The risk assessment should examine liabilities both
internal and external to the program. Examples of the liabili-
ties include items such as the following:

(1) Internal risks. Internal liabilities place individual entities
or the program at risk, including, but not limited to, the
following examples:

(a) Workplace accidents and violence
(b) Financial improprieties
(c) Discrimination
(d) Hostile workplace environment
(e) Harassment
(2) External community risks. External system liabilities place
community members at risk, including, but not limited
to, the following examples:

(a) Provider negligence

(b) Inappropriate vehicle operation

(c) Lack of compliance with training standards

(d) Improper maintenance

(e) Inadequate quality management (QM) processes
(3) Risk control. Measures should be taken to guard against

and protect personnel from potential exposures to risks.
(4) Loss control. Measures to limit losses should be taken

through processes such as early return-to-work programs.

A.5.16.1 The program should employ an assessment cycle that
includes the following components:

(1) Data collection
(2) Evaluation

(3) Analysis

(4) Proposing

(5) Planning

(6) Implementation
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A.6.1 Many concepts, such as value-based models, shared-risk
contracting, and ACOs, are resulting in shifts in economic
models within the health care industry. Health care parties are
transitioning away from fee-forservice (FFS) models, which
financially reward providers based on the volume of services
provided, to value-based models, which financially reward
providers based on the value of the services they provide.

A.6.2.1 To obtain the service delivery cost, the first step is to
determine the staffing requirements. The goal is to obtain the
number of employees needed to cover one “seat” — or one
position on the vehicle — for every hour of operation required
by the CHP.

Example:

One seat on a vehicle is required by the program to be
covered for every hour of every day of the year. One year is
equal to 8,760 hours.

A 56-hour/week employee would work 2,920 [365/ (7 x 56)]
hours per year, without leave (e.g., sick time, vacation).
However, most employees would take leave of some Kkind.
Because the average leave used by an employee is 448 hours
per year, the number of annual hours that each employee is
actually in their seat is reduced from 2,920 hours to
2,472 hours.

Table A.6.2.1 Sample CHP Budget

To calculate the number of employees needed to cover one
seat for every hour of every day of 1 year involves dividing 8,760
by the 2,472 hours actually worked — equaling a total of 3.54
people per seat.

See Table A.6.2.1 for a sample cost budget for a CHP.

A.6.2.2 An enterprise fund is defined in the Municipal Securi-
ties Rulemaking Board’s (MSRB) “Glossary of Municipal Secur-
ities Terms” as “a fund established by a governmental entity to
account for operations of an enterprise activity. Enterprise
funds generally are segregated as to purpose and use from
other funds and accounts of the governmental entity with the
intent that revenues generated by the enterprise activity and
deposited to the enterprise fund will be devoted principally to
funding all operations of the enterprise activity, including
payment of debt service on securities issued to finance such
activity.”

The AH]J establishing a CHP should consider using an enter-
prise fund, because it gives program managers the ability to
fully track program costs and revenues, and also provides a
mechanism for reporting costs and revenues to partner organi-
zations and the public.

A.6.2.3 To the extent that a CHP program could help resolve
blighted conditions, proponents point to evidence that assessed

PERSONNEL
Rate Wages  Benefits  Subtotal Total Utilization Allocation
Title ($/hr)  RHE $) )] )] FTEs )] (%) ®
911 Triage Nurse 37 2080 76,960 15,392 92,352 1 92,352 100 92,352
(new)
MHP (new) 26 2288 54,392 10,878 65,270 1 65,270 100 65,270
CCP (new) 30 2288 68,640 13,728 82,368 1 82,368 100 82,368
Nurse Case 40 2080 83,200 16,640 99,840 1 99,840 20 19,968
Manager
Administrative 20 2080 41,600 8,320 49,920 0.5 24,960 50 12,480
Assistant
Supervisor 28 2288 58,552 11,710 70,262 0.5 35,131 20 7,026
Manager 37 2080 76,960 15,392 92,352 0.5 46,176 20 9,235
Billing and 17 2080 35,360 7,072 42,432 1 42,432 100 42,432
Reconciliation
Specialist
Personnel Subtotal — — — — — 6.5 488,530 — 331,132
OTHER EXPENSES
Allocation
Expense Item Additional Information %)
EMS staff education and training Wages for field and communications personnel classes 33,600
Member education — 25,000
Medical equipment and supplies For two vehicles amortized over 4 years [e.g., i-STAT 26,750
(blood analyzer), MRX (cardiac monitor/
defibrillator) ]
Alternative transportation 10 trips per day, $60 per round trip, 365 days per year 219,000
Medical oversight/quality management (QM) — —
Vehicle(s) and vehicle equipment For two vehicles amortized over 5 years (e.g., radios) 13,600
IT and phone lines Two PSAP lines, two Surface Pro computers, two iPhones, 30,000
one additional PSIAM license
Other Expenses Subtotal — 422,950
TOTAL PROGRAM COST — 754,082
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property value within TIF districts generally grows much faster
than in the rest of the municipality and infer that TIF benefits
the entire municipality (Dye and Merriman 2006).

A.6.2.4.1 The ability of a state to use IGTs to fund their Medic-
aid program is recognized in 42 USC 1396b and 42 CFR
433.51. Medicaid has been a joint financing partnership
between the states and the federal government since 1965,
which provides a guarantee that the federal government will
match funds for state expenditures on health and long-term
care services for the low-income population.

A.6.3.1.1 For example, for a hospital seeking to reduce
preventable readmissions, a measure that compares the read-
mission rate for patients in the CHP’s readmission prevention
program would demonstrate value to the hospital.

Similarly, for payers that are concerned about high expendi-
tures for recurrent, nonemergency use of the high-dollar emer-
gency department, a CHP’s that demonstrates a reduction in
emergency department use by the patients enrolled in the
program should certainly demonstrate value.

A.6.3.2.5 A variation of this model can be used internally by
measuring the agency’s cost reduction related to the traditional
EMS service delivery. For example, if the agency measures the
cost of an unreimbursed EMS call as $500, avoiding 30 of these
calls could theoretically save the agency $15,000. Caution
should be observed with this model, however, as loss of the typi-
cal revenue associated with these types of calls would need to
be calculated as well and built into the model.

A.6.4 The key to Medicaid reimbursement is demonstrating to
elected and appointed officials that payment for community
health care services saves the state money. Most states have
significant market penetration of Managed Medicaid, meaning
the program will likely work closely with the Managed Medicaid
payers to lobby for Medicaid coverage of CHP services.

A.6.4.2 As with Medicaid, market penetration of Managed
Medicare programs is significant, and programs may find
payers who are more than willing to cover the cost of services to
Managed Medicare patients as a way to reduce expenditures.

A.6.5.1 A presentation by AP Triton, LLC, with further infor-
mation on GEMT programs can be downloaded from NFPA’s
website at https://www.nfpa.org/NFPA-Membership/
Membership-resources/Member-Sections/Metropolitan-Fire-
Chiefs/Archive-presentations

A.6.5.2 It’s important to note that the GEMT reimbursement
is only for services provided to Medicaid recipients. It does not
include costs or uncompensated care for services to non-
Medicaid patients.

A.6.5.2.1 An example of a cost report can be downloaded
from the California Department of Health Care Services
(DHCS) website at www.dhcs.ca.gov/provgovpart/Documents/
GEMT/GEMT_Cost_Rpt_08-17.xls.

A.7.3.2 Examples of such resources include, but are not limi-
ted to, physical infrastructure, authorization and support of the
agency’s command staff, clerical and staff support, communica-
tions, malpractice insurance, and liability coverage.

A.7.7 For outside of the United States, physicians should be
board certified in medical practice by that country’s equivalent
of the ABMS.
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A.8.3.2 U.S. Public Health Service outcome models, which
include the measurement of the reduction of discomfort,
disability, death, destitution, dissatisfaction, and disease, should
be referenced.

A.8.8 This may be part of the institutional review board proc-
ess (IRB), which can be found at www.hhs.gov/ohrp/register-
irbs-and-obtain-fwas/irb-registration/index.html.

A.9.3 Presenting information and potential benefits specific to
each stakeholder group will help them understand how the
program could not only improve patient care, but help them
achieve their own goals.

See Table A.9.3 for information on likely major internal
stakeholders, including the significant role they would play in
the development and implementation of the program and the
expected outcomes from their participation.

A.9.4 Examples of external stakeholders include, but are not
limited to, hospitals, social service organizations, home health
agencies, nursing associations, emergency physician groups,
skilled nursing centers, hospice organizations, senior care
organizations, public health, separate EMS agencies, and
primary care physicians. These stakeholders share goals and
seek opportunities to work collaboratively with organizations in
your community.

See Table A.9.4 for information on likely major external
stakeholders, including the significant role they would play in
the development and implementation of the program and the
expected outcomes from their participation.

A.9.5 Steps may need to be taken to define this new class of
providers and address regulatory barriers to community health
care initiatives. It is imperative to engage regulatory agencies
and providers at the beginning and throughout the process as
a way to clarify roles, address concerns, and develop strategies
that make optimal use of all provider types. Scope of practice
regulations impact the ability of EMS personnel to deliver
nontraditional health care services. A lack of formal recogni-
tion of this class of EMS personnel has created concerns about
their scope of practice and the oversight system for ensuring
patient safety.

See Table A.9.5 for information on likely major regulatory
stakeholders, including the significant role they could play in
the development and implementation of the program and the
expected outcomes from their participation.

A.9.6.1 Most communities have various grant organizations
that may be patient or health care focused. Most hospitals also
have foundations that may be interested in funding projects
that benefit patients, the hospital, and the community.

A.9.6.2.1 The specific patient populations typically include
unfunded patients, patients who are part of a shared risk
arrangement with payers, patients at risk for preventable read-
missions, and patients who have no payer source.

A.9.6.3 Like hospitals, other health care providers may also
have a financial interest in reducing preventable ambulance
trips, emergency department visits, and hospitalizations. These
providers could include home health agencies, hospice agen-
cies, physician group practices, long-term care facilities, and
post—acute care management agencies. Identifying these agen-
cies in the community and learning what level of interest they
may have in funding the program could be valuable.
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Table A.9.3 Internal Stakeholders

Stakeholder

Role

Participation Contributions

Command staff/Management

Provide direction to the agency
Approve resources

Benefits to patients served

Benefits of increased value in health care
system

Benefits of enhanced public image

Potential revenue stream from contracted
services

Agency communications center

Coordinate dispatches and calls
Address flagging of enrolled patients

Allocate additional resources

Benefits to patients served

Benefits of increased value in health care
system

Benefits of enhanced public image

Potential revenue stream from contracted
services

Medical director

Develop/approve medical protocols
Interface with health care community

Ensure quality management

Benefits to patients served

Benefits of increased value in health care
system

Benefits of enhanced public image

Labor union/Workforce

Politically support implementation
Engage workforce

Benefits to patients served
Potential for enhanced staffing and union

positions

Potential reduction in workload for line
staff through reduced high utilizer
encounters

Enhanced community perception of the
labor union for supporting project

City/County or district board/Local
leadership

Approve budget

Politically support implementation
Engage workforce

Approve program mission and vision

Benefits to patients served

Potential reduction in workload for
response system through reduced high
utilizer encounters

Enhanced community perception of the
labor union for supporting project

A.9.6.4 While it is logical for third-party payers to be funders
for these programs, most programs to date have been chal-
lenged in connecting with these stakeholders. Insurers typically
have a labyrinth of processes that can make it difficult to
connect to the right decision makers. Some may have statutory
or regulatory restrictions that hamper or even prohibit direct
funding of CHPs. One of the best ways to identify potential
partners is to analyze which payers represent the largest
portion of the program’s payments. While Medicare and
Medicaid may factor heavily into those payments, the program
will also find insurers such as Blue Cross/Blue Shield, Aetna,
UnitedHealthcare, or Cigna among the other significant
payment sources. The program can use the amount of money
these insurers are paying to transport patients to high-cost care
settings as a compelling reason to engage in discussions.

A.10.1 Further information on interoperability and integra-
tion with multiple patient care systems can be found on the
Healthcare Information and Management Systems Society
(HIMSS) website at www.himss.org/library/interoperability-
standards/what-is-interoperability. Additionally, interoperability
roadmaps are available in downloadable PDF format at
www.healthit.gov/policy-researchers-implementers/interopera-
bility.

A.10.2.1.1 One of the key features of an EHR is that health
information can be created and managed by authorized provid-
ers in a digital format capable of being shared with other
providers across more than one health care organization. EHRs
are built to share information with other providers and organi-
zations — including laboratories, specialists, medical imaging
facilities, pharmacies, emergency facilities, and school and
workplace clinics — and contain information from all clini-
cians involved in a patient’s care.

A.10.5.2 The Middle Class Tax Relief and Job Creation Act of
2012 created FirstNet as an independent authority within the
U.S. Department of Commerce’s National Telecommunications
and Information Administration (NTIA) to provide emergency
responders with the first nationwide, high-speed, broadband
network dedicated to public safety. FirstNet’s mission grew out
of the public safety community’s commitment to and advocacy
for a dedicated network to address communications challenges
they faced on 9/11, during Hurricane Katrina, and during
similar incidents and events in their communities.

A.10.5.4 Some biometric sensors provide data analytic capabil-
ities — for instance, they notice changes in a person’s gait and
thereby provide fall prediction/detection. Local data analytics
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Table A.9.4 External Stakeholders

Agency

Role

Participation Outcomes

Social service agencies

Connect enrolled patients to necessary services

Deliver services to the enrolled patients

Relationship built as a referral source for
nonmedical needs

Development of access to services through
county or private social service agencies (e.g.,
Council on Aging, United Way) or similar
organizations

Hospitals

Provide primary health care to community
Provide care for common patients

Provide clinical education
Potentially fund program

Collaboration in developing patient care
strategies and protocols

Leveraged financial incentive for hospitals to
reduce visits and readmissions

Quality care improvement measures

Out-of-hospital health care

Provide home health nursing, skilled nursing
facilities, home hospice agencies, and assisted
living facilities

Consist of accountable care organizations

Defined boundaries of service

Development of referral patterns that are
mutually supportive

Other medical professionals

Provide emergency care, primary care,
outpatient clinic care, independent practice
care, behavioral health resources,
pharmaceutical support, and addiction

Identification of opportunities and threats

Development of referral patterns

Access to training resources and opportunities to
improve care

recovery resources

Medication reconciliation
Opportunities for medical direction

Public health departments Collect data

immunization centers

Perform community needs assessment
Provide public access health clinics and

Identification of training needs for staff
Identification of community health care needs
Preparedness planning

Insurance industry

programs

Primary payer of health care services

Provide commercial and government-run

Development of relationships with organizations
that are potential funding sources
Positive financial impact

Development of sources of outcome data

and decision support can provide directed care and can mini-
mize the impact and workload of health care providers.

A.10.6 For more information on telehealth, see “An Informa-
tion Technology Framework for Strengthening Telehealthcare
Service Delivery,” in the jJournal of Telemedicine and e-Health.

A.10.7 For more information on telemedicine, see the Ameri-
can Telemedicine Association’s website at www.americante-
lemed.org. Also, see “Telemedicine liability: Texas and other
states delve into the uncertainties of health care delivery via
advanced communications technology,” in The Review of Litiga-
tion.

A.11.3.2 Licensure represents legal authority granted to an
individual by the state to perform certain otherwise restricted
activities. The scope of practice represents the legal limits of
the licensed individual’s performance. States have a variety of
mechanisms to define the margins of what an individual is
legally permitted to perform.

This authority granted by the state is defined by the term
licensure in this guide, but some states still use the term certifica-
tion to describe legal authority to practice granted to EMS
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personnel. In these cases, the state should not confuse author-
ity to practice with certification for the purposes of verifying
competency.

A.12.2 Requirements may include allowing individual agen-
cies to make purchasing decisions within the restrictions estab-
lished by the EMS specifications or by state or national
standards.

A.12.8.2(4) This may include laboratory testing equipment
and supplies.

A.13.7.1 The system should define medical center capabilities
for the following:

(1) Primary, secondary, and tertiary medical facilities

(2) Alternative health care facilities

(3) Hospice

(4) Specialized care facilities (e.g., trauma, burn, pediatric,
cardiac, hyperbaric, psychiatric, obstetric, spinal cord,
and sexual assault)

(5) Other facilities appropriate to the local system
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Table A.9.5 Regulatory Stakeholders

Agency Role

Participation Outcomes

State department of health

Provide regulatory framework

Provide educational and training requirements

Development of a regulatory framework that
provides oversight
Enforcement of state regulations and standards

State office of EMS Provide agency direction

Provide quality management

Develop/approve medical protocols

Provide educational and training requirements
Interface with the health care community

Development and implementation of strategies
governing medical training and scope of
practice

Enforcement of approved medical policies and
protocols

Training according to state standards

Local or regional EMS
authority

requirements

Provide direction to the program

Develop/approve medical protocols

Establish educational and training

Development and implementation of strategies
governing medical training and scope of
practice

Enforcement of approved medical policies and
protocols

Training according to state standards

Local or regional public health
agencies

requirements

Provide direction to the program direction

Integrate with public health role and goals
Establish educational and training

Development and implementation of strategies
to integrate with public health

Access to resources and integration

Training according to state standards
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