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Vision
A seamless nationwide network of coordinated and 
accountable state, regional and local EMS and emergency 
care systems. The systems use public health principles, data 
and evidence as a basis for safe and effective care……

Roles
Encouraging, Enabling, Planning and Leading System Growth

Protecting the Public

Operations
Limited (Regulatory) 
Intermediate (System Planning/Leadership/Regulation)
Broad/Active (e.g. Maryland, Idaho)

State EMS Agencies

























Statutory Approaches

• Delegated Practice vs. Scope of Practice (e.g. 
Texas)

• No Statutory Change/Current Definitions 
Work as Long as Within Scope of Practice 
(Many; some have regulatory changes needed, 
e.g. WY)

• Statutory Changes Needed for Practice and/or 
Reimbursement (“Emergency” Impediment)
– CP (e.g. MN, ME, CO)
– MIH (MA, CO)



WYOMING	RULES	ESTABLISHMENT



WHAT’S	CONTAINED	IN	THE	RULES?

1. Individuals	are	endorsed	at	one	of	two	levels:
1. Community	EMS	Technician	(40	hours	didactic/40	hours	

lab/clinical)
2. Community	EMS	Clinician

2. Agencies	require	approval	to	provide	the	services.
• At	either	the	Technician	or	Clinician	level.	

3. Education	programs	require	approval.
• At	either	the	Technician	or	Clinician	level

1. General	Requirements
A. Specific	requirements
i. Clarification

2. “Stand	alone”	or	General	Sections



FOUR	LICENSURE	LEVELS:	TWO	LEVELS	OF	ENDORSEMENT



EDUCATION	(DIFFERENCES)

TECHNICIAN CLINICIAN

• May	be	taught	by	CoAEMSP
accredited	institution

• Minimum	40	hours	didactic

• Minimum	40	hours	
clinical/lab

• Ultimately,	more	limited	in	
scope	at	the	Agency	level.	

• Focused	on	reducing	the	
burden	on	the	
911/emergency	care	
system

• Must be	taught	through	a	
college	or	university
• Minimum	of	114	hours	
didactic
• Minimum	of	200	hours	
clinical	in	primary	or	
public	health	setting
• Much	broader	in	scope	
than	the	Technician	level.	
• May	incorporate	
Technician	activities	into	
the	overall	program.



EDUCATIONAL	PROGRAMS:	GENERAL	REQUIREMENTS



EDUCATION	PROGRAMS:	SPECIFIC	REQUIREMENTS



DOCUMENTATION	AND	REPORTING

•Why?
• State	reporting	system	not	structured	for	CEMS
• Anticipating	that	reporting/reimbursement	process	may	
flow	more	easily	by	utilizing	an	existing	EHR



AGENCY	APPROVAL	REQUIREMENTS



AGENCY	REQUIREMENTS

• Why?	
• Require	a	gap	assessment
• Require	the	programs	to	demonstrate	success



SCOPE	OF	PRACTICE	(STAND-ALONE)	

•Why?
•Not	sure	what	new	skills/areas	were	needed,	so	
hold	in	place
•Removes	ambiguity







• Currently No Universal Funding Provisions
– Start-ups:

• Self-funded; Excess Capacity
• Grants

– Medicaid Policy Evolution
• Tx/No Transport: e.g. ME, MN, AZ, MI, NV, UT, 

NC, WI
• CP Services: e.g. MN, AZ, NV

– Health Systems/ACOs: e.g. TX
– Third Party Payors: e.g. MI, KY



PART	440—SERVICES:	GENERAL	PROVISIONS

■ 35.	Section	440.130	is	amended	by	revising	paragraph	(c)	to	read	as	
follows:
§ 440.130	Diagnostic,	screening,	preventive,	and	rehabilitative	
services.
*	*	*	*	*
(c)	Preventive	services	means	services	recommended by	a	physician	or	
other	licensed	practitioner	of	the	healing	arts	acting	within	the	scope	of	
authorized	practice	under	State	law	to—

(1)	Prevent	disease,	disability,	and	other	health	conditions	or	
their	progression;
(2)	Prolong	life;	and
(3)	Promote	physical	and	mental	health	and	efficiency.



• Assessment Conducted September, 2014 to April, 2015

• 49/56 States and Territories Responded (88%)

• 45/49 States/Territories have CP activity (92%)
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