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LAUNCH OF A COMMUNITY
PARAMEDIC PROGRAM
WITHIN A HEALTH CARE SYSTEM

SUSAN LONG, ACP, MA, BA, AS
DIRECTOR
OF CLINICAL & SUPPORT SERVICES



OBJECTIVES

SHARE ALLINA HEALTH’S DEVELOPMENT OF CP PROGRAM
LESSONS LEARNED

PROGRAM RESULTS

RECOMMENDATIONS
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ABOUT ALLINA HEALTH

PATIENT CARE FACILITIES:

65 ALLINA HEALTH CLINICS

49 REHABILITATION LOCATIONS

23 HOSPITAL-BASED CLINICS

12 HOSPITALS

15 RETAIL PHARMACIES

2 AMBULATORY CARE CENTERS

HOME CARE, HOSPICE, PALLIATIVE CARE OFFERINGS
HOME MEDICAL EQUIPMENT

EMERGENCY MEDICAL SERVICES
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KEY FIGURES FROM 2016

27,536 EMPLOYEES e 15,364 BIRTHS
1,775 STAFFED BEDS

109,091 INPATIENT HOSPITAL
ADMISSIONS * 231,656 HOME HEALTH VISITS

* 4.5 MILLION CLINIC VISITS

1.5 MILLION HOSPITAL
OUTPATIENT VISITS

31,780 INPATIENT SURGICAL

146,724 HOSPICE VISITS

* 937,619 RETAIL PHARMACY
PRESCRIPTIONS FILLED

PROCEDURES

60,077 OUTPATIENT SURGICAL * 195,666 OXYGEN/MEDICAL
PROCEDURES EQUIPMENT ORDERS
37‘3?@83 EMERGENCY CARE + 107,810 AMBULANCE

RESPONSES
o \ / o



ALLINA HEALTH EMS

POSITIVES: CHALLENGES:

* PART OF A LARGE INTEGRATED

HEALTH SYSTEM * PART OF LARGE INTEGRATED

HEALTH SYSTEM

* LARGE, EMS AGENCY WITH
LARGE NUMBER OF SENIOR e COMPETITION WITH OTHER

PARAMEDICS PROJECTS

* ACTIVE MEDICAL DIRECTORS * NO ESTABLISHED CONNECTION
WITH PRIMARY CARE AND IN-
HOSPITAL PROVIDERS

* MINNESOTA JOBS SKILL PARTNER
GRANT FOR COMMUNITY
PARAMEDIC TRAINING



. ALLINA HEALTH-EMS

- LARGE GEOGRAPHIC AREA (URBAN,
SUBURBAN, & RURAL)

 POPULATION OF 1,000,000 IN PSA

- 270 RESPONSES EACH DAY -
100K/YEAR



MINNESOTA PARTICULARS
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* 2011 - LAW PASSED RECOGNIZING COMMUNITY

PARAMEDIC CREDENTIAL
* EDUCATIONAL REQUIREMENTS
* EXPERIENCE REQUIREMENTS

* AMBULANCE MEDICAL DIRECTOR RECOMMENDATION

* 2012- RECEIVED ABILITY TO B

* 2012 — MINNESOTA JOBS SK
* GOAL TO TRAIN 100 CPS

e —

L MEDICAID

LLS GRANT
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o ALLINA HEALTH MISSION

WE SERVE OUR COMMUNITIES BY
PROVIDING EXCEPTIONAL CARE, AS WE

PREVENT ILLNESS, RESTORE HEALTH AND PROVIDE COMFORT TO ALL
WHO ENTRUST US WITH THEIR CARE.



BUILDING OUR CASE - TRIPLE AIM -
2010

Better Better
Care Health

Reduced
Costs



VISION

WE WILL:

PUT THE PATIENT FIRST

MAKE A DIFFERENCE IN PEOPLE'S LIVES BY PROVIDING EXCEPTIONAL
CARE AND SERVICE

CREATE A HEALING ENVIRONMENT WHERE PASSIONATE PEOPLE
THRIVE AND EXCEL

LEAD COLLABORATIVE EFFORTS THAT SOLVE OUR COMMUNITY'S
HEALTH CARE CHALLENGES



GAP ANALYSIS

Measures of Caring — Allina Strategy Scorecard

February 2011

Click on measure name for definition Allina  Year End  Mnth/Qtr Allina
information & monthiy data Period  Baseline  Goal Goal Overall ANW urtD  MCcY  UTY Reg

Care |
Patient Care Integration
AMI Readmissions Within 30 Days % 1,121 10.84% 10.60% 10.78%
PN Readmissions Within 30 Days % 11,121 15.80% 15.00% 15.60%
HF Readmissions Within 30 Days % 11,12,1 22.16% 17.00% 20.90%
Prevention and Wellness
Breast Cancer Scraening % 1 749% 786%  758% -
Colon Cancer Screening % 1 453% 4B1% 46.0%
Living with lliness L
Diabetes Optimal Care % 2 470% 476% 47.2%
Vascular Disease Optimal Care % 2 469% 471% 47.0%
Hypertension % 2 822% 821% 82.1%
Deprassion (outcomes) 2 153% 20.0% 16.5% 16.1
Acute Care
Cora Measuras Optimal Cara 10,11,12  948% 950%  949% - — (
Stroke Optimal Care 10,11,12 696% 850% 735% \/
End of Life
# of Hospital Days Last 6 Months of Lifa 2 600 570 595 SN -

T4
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Ambulatory Census Dashboard

Identified DCs/Referrals:

277

Selected DCs/Referrals:

277

.
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Selected Filters

<< |

Clear Al Fiters
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Program

Advanced Care Team
Cardiology Care Coordination
Mental Health Care Coordination

The ACO Case-Finding sheet includes hospital discharges for ACO patie
assigned risk for readmission. It also includes ambulatory referrals to ca

Discharges/Referrals of ACO Patients in Last 7 Days

Highest ~  Discharge

‘ Currently
Readmit Risk —  Date

b Enrolled?

Hospital

=

ZT << < << < << <x=<ZT<=<=<==

United
Abbott
Abbott
Abbott
United
Mercy
United
Abbott
Mercy
Abbott
United
Mercy
Abbott
United
United
Abbott

River Falls

Abbott
Abbott

Patient
Type
Inpatient
Inpatient
Emerge...
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Inpatient
Observa...
Inpatient
Inpatient
Inpatient

Oncology Care Coordination

Role

Care Guide
Pharmacist

RN Care Coordinator
RN/Pharmacist

| RN/Sacial Worker

Social Worker

Hosp. Primary
Problem

NSTEMI (nan-ST eleva...
Closed left hip fracture
Chest pain

Effects of radiation, u...
Acute kidney failure, u...
Colitis

Acute on chronic systol...
Unspecified epilepsy w...
Acute pancreatitis
Intervertebral cervical...
Acute gouty arthropathy
Sepsis

Preumania, organism ...
Acute kidney failure wi...
Hemarrhage of gastro...
Olecranon bursitis
Confusion
Hyperkalemia

Days Since DC or Referral Team
0 1 2 3 4 5 6 7 NothRegon gl
Highest Readit Risk et feamn
Ik M Assigned Region ]
~ Moderate-High =
~ Moderate Additional Filters
Low Currently Enrolled v (¢]
ot Assigned LOS Days v 0
#ED Visits in 6 >=2ED
DC Status [I)'gvss ;Et'::tA['):aTte Months v/ Visits in 6 Living Situation
Same Problem Months
Horme Self Care 6.4- 0 N Horme/Indepen...
Skilled Nursing Fa... 145 8/12/2014 0 N Horne/Indepen...
Horme Self Care 0.1 8/11/2014 6 Y -
Home Health 294 - 0 Y Home/Indepen...
Horme Self Care 19 7/22/2014 1 Y Home/Indepen...
Skilled Nursing Fa... 49- 0 Y Home/Indepen...
Home Self Care 21 5/20/2014 1 Y Horne/Indepen...
Skilled Nursing Fa... 27.1  Bf20/2014 0 Y Nursing Horme
Home Health 16.0 6/4/2014 0 Y Home/Indepen. ..
Skilled Nursing Fa... 7.4 8/19/2014 i] N Home/Indepen...
Home Self Care 3.8 5/19/2014 0 Y Home/Indepen...
Home Self Care 39- 0 Y Home/Indepen...
Home Self Care 5.3 8/19/2014 0 N Home/Indepen...
Home Self Care 5.0 7/22/2014 0 Y Horne/Indepen... @
Hore Self Care 6.3 8/11/2014 0 N Home/Indepen...
Skilled Nursing Fa... 0.8 8/18/2014 0 Y Nursing Horne
Home Self Care 09 5/27/2014 0 Y Home/Indepen...
* Still Admitted * 0.7 8/19/2014 0 Y Home/Indepen...
* Still Admitted * 0.9 5/21/2014 0 Y Horne/Indepen...




HOW CAN WE. ...

CONTRIBUTE MORE TO THE ORGANIZATION?
FULFILL OUR MISSIONZ¢
PROVIDE BETTER CARE FOR OUR PATIENTS?

DEVELOP A CAREER TRACK FOR PARAMEDICS?
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S COST OF READMISSIONS

OVER $7,000 PER READMISSION IN
ADDITION TO THE STRESS IT PLACES ON
PATIENTS AND FAMILIES.

Readmission Rates
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2 SMALL TEST OF CHANGE....

PARTNERED WITH RURAL HOSPITAL WITH HIGH READMISSIONS AND
NO STAFF FOR FOLLOW UP

PRIOR TO CERTIFICATION FOR CPS

TEACHING CARE MANAGEMENT STAFF ABOUT OUR CAPABILITIES

COMPETENCIES



- STARTING POINT

* READMISSIONS
* TRANSITION CARE MANAGEMENT
* GEOGRAPHIC CHALLENGES
e STAFFING CHALLENGES
« EMS TO THE RESCUE
* PARAMEDIC OUTREACH PROJECT

+ ON-DUTY STAFF POSITIONED TO ASSIST e Y
iy ‘A” ieal
« SMALL POPULATION W ek
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" PARAMEDIC OUTREACH PARTNERSHIP
- PROJECT

* SELECTION

* TRAINING

* CARE MANAGEMENT RN

* PRIMARY CARE

* SOCIAL WORKERS / CASE MANAGERS



o POPP PILOT

* TRAINED 4 PARAMEDICS TO PROVIDE HOME VISITS
* SPECIFIC TASKS BASED ON TRANSITION CARE STEPS

* SMALL POPULATION
* 4 PATIENTS IN 30 DAYS
* PATIENT SATISFACTION EQUALED OR EXCEEDED RN VISITS

* IN LOWER VOLUME LOCATION, COULD USE ON-DUTY RESOURCES
WITHOUT DETRIMENT TO 911 RESPONSE

u\/ et
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Pt discharged from Allina Hospitals
with Primary DX
of CHF, Pn or AMI

Pt consents to Home Visit

Pt resides in Buffalo or
East Metro Service Area

Home Transition Care Management Notifies
EMS Communication Center with referral of
patient

EMS Takes info and schedules home visit to
occur in next 48 hours

PR

Paramedic Outreach Partnership I

L =

with Transition Care

I

Additional Follow up needed
Directed by
Transition Care Management

Paramedic Communicates findings of
Home Visit to Transition Care

>

AMT Coordinator

MS staff assigned to Patient for Home Visit

>

Home Visit occurs e

Need access to
Excellian

home visit
Need Protocols

AllinaHealth¥:

Need workflow for

4

EMERGENCY

MEDICAL SERVICES

S,
I\
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2 MEASURES

* HOME VISITS COMPLETE WITHIN 48 HOURS OF REFERRAL
* PATIENT SATISFACTION

* SYSTEM WIDE MEASURES OF READMISSIONS




2 CHALLENGES

* SMALL POPULATION BASE
* 4 PARAMEDICS INVOLVED / SCHEDULING

* DOCUMENTATION CHALLENGES
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DOCUMENTATION CHALLENGES

CHF Home Visit-Paper form

Question

Possible answers

Discharge
Information

Location of Assssament

Homs Cinic Cardac Renap  Oman(spacity In noks)

Hospital Diecharge Date

Hospital Diecharged From (fype In the nam
of the hospitsl)

3

Number of days betwsean discharge and
homs wisit

Vitals

Pulss

Biood Pressure

Arm Rigtam or L=t am

BP Position Smng  Standng Lying down
Respirations

$p02

02 (LPM) 12 46

02 Device Cannsa  Mask Omer

Lung Sounds Sagleral Claxr  Saziral Crackies-Coarse

Sezrd Craces-Fine Sizaral Rhonchi

Sizard Diminisha Sigiral Whas2e Respiratory
Left Crackies Coarse — Left Crackies Fine

Lafl Rhonchi L=N Déminishad Lafl Whaaze Reg
Right Craciies Coarse  Right Crackies Fine  Rigr
Rnoncnl

Right Ciminishad  RigmtWha=ze Respiraiory
Unabie 10 3ss285 Omhar

Other

Pesears
Congton

in Excalllan, w

Tiowahast,

Scae Providad?

Today's waight

weight gain? (3

axpanianaing?

N

hen you click the cascade

icon, 3 window opens 80 that you can select
the Heart Fallure group and add it to the

Heart Fallure Questions on paper:
D0 you have 3 sc3e?

Discharga Waight (snter waight)
Ara you waighing daiy?

Ar2 you Writing down your waight daily?
Do you know whan 10 notfy your doctor of 3

s In 1 day; S5 In 1 wask)

Name 2 0ds iow In s3t ?hat you can et

Name 2 fo0ds high In 53t at you shoud avoid

Diat aducaton providad today

Which of 2 following symploms are you

Haarl Falure

Yes or No

Yes or No or

Yas or No
Yes or No
Yas or No

Chickan Fish

NA

Frash frut

Low Sofum Vagatabias

Cannad Food Processad Food Procassad Meadt

Tapis St

Yes or No

Chast Pan  Comfusion
Dry, hacky cough

Si220 =itIng up In char

Cyspnaa
Fatguz Foot and ankde swaling or adama
naoty 1o Ne 3l Parzizient cough
Pk tngad prisgm  Short of braan

Wsigntgan  Omar

-

S

Danies any pan

Dyspnaa on exerson

Struggiing 10 brash

\




GRANT

* GOAL TO TRAIN 100 PARAMEDICS FROM 3 EMS SYSTEMS

* 312 HOUR PROGRAM
* 196 HOURS OF CLINICALS

* CLINICAL NEEDS PROVIDED OPPORTUNITY TO EDUCATE HOSPITAL &
PRIMARY CARE PROVIDERS

* HELPED IDENTIFY NEW OPPORTUNITIES / GAPS
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_Clinical sites

* CARDIOVASCULAR
* RESPIRATORY
* HOSPICE

* SENIOR CARE
TRANSITIONS

* COMMUNITY
OUTREACH

* HOME CARE

* BEHAVIORAL HEALTH
* DIABETIC EDUCATORS
* CARE MANAGEMENT
* PRIMARY CARE

* WOUND CARE
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_  CP IMPLEMENTATION - SEPT 2013

* ACCOUNTABLE CARE ORGANIZATION
* FOCUS ON BEHAVIORAL HEALTH PATIENTS

* HOSPITAL READMISSIONS
* HIGH RISK PATIENTS

* EXPANDED TO FREQUENT ED USERS 2014



HOME VISITS

COMPLETE MEDICATION RECONCILIATIONS
PERFORM A HOME SAFETY ASSESSMENT

ADDRESS ANY CONCERNS OF REFERRING PROVIDER — MAY BE
TAKING WEIGHTS OR OTHER VITALS

REVIEW NUTRITION

HELP CONNECT PATIENT AND FAMILY TO RESOURCES THEY MAY NEED
(MAY REFER TO HOME CARE, ETC)

TRANSPORT TO APPOINTMENTS — LIMITED TO BH PATIENTS



Community Paramedic Post-Hospital Discharge

General Home Visit Checklist

Community Paramedic Location of Assessment:
Patient Name: MRN:
Primary Care Provider: Clinic Location:

Discharge Information

Hospital Discharge Date: Hospital:

Discharge Diagnosis:

Vital Signs (if applicable):
Pulse: Blood Pressure Resp. Sp02

Medication Review

Current Medications:

New Medications:

Barriers to taking medication:

Review of Medication Instructions Completed: CYes O No Comments:

Daily Activity Review- Indicate Presence of Concern:

O Yes O No Understanding of lliness Comments:
O Yes O No Independence Comments:
O Yes O No Finances Comments:
O Yes O No Nutrition Comments:
O Yes O No Safety Comments:
O Yes O No Vulnerability Comments:
O Yes O No Environment Comments:
O Yes O No Smoking Comments:

Action Summary



INITIAL RESULTS

e 22 PATIENTS WITH T PREDICTION OF READMISSION AND FREQUENT
ED USE

* 1 READMISSION AT DAY 36 — 97.2% SUCCESS RATE
* 1 READMISSION AT DAY 45

* HIGH UTILIZATION ER

* 78% PATIENTS DID NOT HAVE A RETURN VISIT TO THE ER WITHIN 30
AFTER THEIR HOME VISIT.
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o CP VISITS 2013-2017 (JAN-SEP)

. I

6

2 274

100 200
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Most patients agree that it is helpful to meet with
W/ a community paramedic. (n = 50)

The community paramedic | met with explained Thingi)
in a way that was easy to understand. -

The community paramedic | met with listened cqrefullyo
to me. B

The community paramedic helped me understand why
and how to take my prescription medication(s).

After my visit with the community paramedic, | feel
more confident | can manage my health.

4

g DR T

v

It was helpful to meet with a community paramedic.

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

¢ (U Dﬂ‘
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o EXPANSION OPPORTUNITIES

CARDIOLOGY PATIENTS

EXPANDING CARE MANAGEMENT

DIABETES PATIENTS

AFTER VISIT — DECREASING LOS
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RECOMMENDATIONS

* WHAT IS YOUR BUSINESS PLAN2 CREATE THE DOCUMENT!

* DO YOUR GAP ANALYSIS

* WHERE CAN YOU HAVE IMPACT
* WHO ARE THE STAKEHOLDERS
* GET THEM ONBOARD EARLY

* WHAT ADDITIONAL TRAINING DO YOUR PARAMEDICS NEED?

* METRICS/DATA
* HOW WILL YOU MEASURE SUCCESS?

S \ / S’
N\
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\/, ~  GOOD LUCK IN
DEVELOPING YOUR PROGRAMS!
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