AMBULANCE COMMITTEE REPORT

TOWN OF WINTERPORT, MAINE
March 8, 2021

Introduction

The Ambulance Committee {the “Committee”) was established in 2020 by the Town of Winterport, Maine as an ad
hoc committee to review the current ambulance services performed specifically by the Winterport Volunteer
Ambulance Service (WVAS or “the Ambulance Service”), part of Winterport Fire and Rescue, Inc. a 501 (c}3
nonprofit organization (the "Assoclation”}. The Committee was created through an amendment (Appendix A) to
warrant article 28 in the 2020 town meeting agenda, which contained a $30,000 funding request on behalf of the
ambulance service, and was directed specifically to “research and report back to the town council options for
ambulance services for the Town of Winterport. Included in the report would be a complete detailed financial
disclosure from the current ambulance association, or other entities interested in providing services to the town.”
This report is duly presented to the Town Council by the Committee in satisfaction of the aforementioned charge.

The Committee members were selected from a pool of applicants and approved by the Town Council. The
Committee complied with open meeting requirements and adopted Robert’s Rules of Order. The Committee
established a schedule of meetings and has been meeting biweekly since November 2020. Meeting minutes are
availahle at the town office.

The intent of the Committee is to provide an informative and concise report with definitive conclusions and
recommendations for the Town Council and citizens. A thorough review was conducted of the finances,
operations, and equipment status of WVAS. The report does not delve into the daily operational aspects of the
ambulance services, personnel, nor does involve any aspects of the fire department. The Committee also gathered
information about costs and other pertinent facts from other services in the area to assess alternative options for
ambulance services, Additional pages containing information collected during the existence of the Committee are
attached as appendices. These attachments are referenced throughout the body of this report for substantiating
information.

Ambulance Service Background

The Association was established in 1972 as a 501 (c)3 nonprofit to fundraise for the municipal fire and rescue
service and to provide ambulance services to the residents of Winterport. The Ambulance Service was operated
entirely by volunteers until 2012. WVAS performs “911" calls, or “runs”, for the Town of Winterport and the Town
of Frankfort along with limited transfers and lifting services. The Town of Frankfort does pay a remuneration to
WVAS to provide “911” services to their area, which is discussed in more detail below.

Historically, investments have accumulated due to billings and in-kind denations by the individuals while on call or
performing services on the ambulance. The runs are billed based on the patient’s medical coverage to Medicare,
MaineCare, commercial insurances, or to the individual in the case of self-pays. Uncollectible payment balances for
ambulance services are sent by the Ambulance Service’s billing service to a collection company. The town
periodically contributed a stipend to the Ambulance Service for the purpose of capital reserves {to purchase
ambulances); the last such stipend was $5,000 in 2003, which the Ambulance Service returned to the Town. Funds
have also accumulated through the subscription of households in the Town of Winterport, which in 2020 were
made available to all Winterport households for an annual cost of 555 and entitled the household to a waiver from



the ambulance service for any non-reimbursed {out-of-pocket) cost for emergency transport by the Ambulance
Service, and through the annual contribution from the Town of Frankfort. In 2015 a fund balance was established
and has accumulated due to the previously described revenue streams. The fund balance has been invested due to
the generosity and dedication of the members of the Association. Since the beginning of the COVID-19 pandemic
(March 2020) the return on investments has decreased.

As this report will demonstrate, WVAS does and will for the foreseeable future require funding support to sustain
operations. The volume of runs has increased in recent years, while the rate of reimbursement has been
Insufficient to cover expenses. Expenses have increased substantially, largely driven by a decline in volunteerism
which has caused the Ambulance Service to rely increasingly on per diem and part-time staff. The Ambulance
Service is currently operating by drawing down financial reserves, which will likely not be sufficient to sustain
operations through the end of 2021. However, the Committee’s research demonstrates that providing funding to
sustain WVAS operations is substantially more cost effective than seeking alternative sources. For 2021, funding
WVAS would be half the cost of contracting with an alternative service.

The increase in the runs is more than likely due to the aging population along with declining health and
comorbidities of the residents. Comorbidities are a systematic and national health issue that has affected the
entire population. The Committee did not review the specific patients or diagnoses of the patients that were
transported due to protected health information {PHI} privacy statutes.

Finally, it must be noted that the services the Ambulance Service performs are unquestionably necessary services.
The ongoing dedication of all the volunteer individuals and those in the past should be noted and recognized by
the Town Councll and the Town of Winterport on an ongoing basis. The Ambulance Service ensures our community
is safe and provides emergency services to us as residents of this community. The Committee formally recognizes

and appreciates the services performed by the Winterport Volunteer Ambulance Service.

Committee Members

Committee: Lee Bowden, Logan Craig, Margaret English-Flanagan, Kevin Kelley {Chair}), William Olver, Ethan
Tremblay, Joseph Tyler

Attendees: Town Manager Michael Crooker



REPORT

Need

Winterport Volunteer Ambulance Service has requested funding from the Town of Winterport, Maine to sustain
operations and continue delivering 911" services.

Description

The Committee contacted several resources as part of its fact-finding including the Maine Ambulance Association,
Northern Mobile Health, Delta Ambulance, Northern Light Ambulance Service and more than twelve ambulance
services -- both municipal and associations. Every municipality that the committee contacted provided funding to
support their ambulance service, and typically concluded that municipal or association services wera more
cost-effective than private services.

The Maine Ambulance Association {MAA) advocates for its constituents through education and training, legislative
representation, and Maine licensing authority for medics. Along with other useful information, MAA informed the
Committee that under current market conditions ambulance services typically do not break even without serving
at least 1,500 runs per year. WVAS averages close to 500 total runs per year from Winterport and Frankfort
combined. There are very few rural ambulance services that will break even within their budgets without some
form of funding assistance.

One of the publications provided (Appendix F} is a paper entitled “Engaging Communities to Preserve Access to
Emergency Medical Services in Rural Maine” published by the Maine Rural Health Action Network and provided to
the Committee by MAA. The paper discusses Emergency Medical Services {(EMS) capabilities within a community,
how communities are dependent on such services and the financial aspects to sustain the services. It is more than
evident the future of ambulance services such as Winterport’s are dependent on workforce and financial
sustainability. The paper also describes a process for rural communities to complete a self-assessment “to help
communities and local EMS agencies co-design services that fit with local resources and capacities and that reflect
community preferences.”

Review of Winterport Volunteer Ambulance Service

A detailed fiscal review of the 2012 through 2012 profit and loss statements submitted by the Ambulance Service
was performed by the Committee. The Ambulance Service's budget is based on cash accounting, calendar year
with the annual budget approved by the Association. The noted highpoints of the budget are payroll expense,
medical supplies, and occupancy fees (Figure 1). Occupancy fees began in 2016 at 510,000 and increased to
$14,023 in 2018 as part of the lease agreement with the Town of Winterport for the new building which houses
the ambulances. The medical supplies are consumables to provide emergent services and are a variable expense
based on call volumes. The salary expense is chviously the bulk of the expenses and has increased and will
continue to increase for several reasons. Spetifically, a significant share of ambulance staffing hours, particularly
drivers, have been filled by volunteers in prior years. The Ambulance Service faces an aging volunteer force and
anticipates needing to replace retiring volunteers with paid per diem or part time staff. This will result in a
substantial increase in the budget deficit from $80,000 in 2020 to $249,000 in 2021 (see Appendix E).



Figure 1 - Increasing expenses are driven largely by the
increase in payroll expenses as volunteer hours decline
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Revenue comes largely from reimbursement paid by patients ar their insurance provider {see Figure 2). The “payer
mix" describes the portion of reimbursement sought from Medicare, MaineCare, commercial/private insurers, and
self-paying patients each year. Although this varies year to year, the trend in recent years has been toward more
Medicare and MaineCare reimbursements and fewer from commercial insurers. Maine Ambulance Association was
successful in working with the legislature and the commercial insurance carriers this past year to increase
MaineCare and commercial reimbursement rates. The current MaineCare reimbursement for “911” runs is equal
to the Medicare reimbursement rate, and commercial reimbursement is up to 200% above the Medicare rate until
September 30, 2021. The commercial reimbursement will be renegotiated in summer 2021, When reimbursement
rates do not cover the full cost of the run, the patient is billed for the remainder except in the case of MaineCare,
when the remainder is written off. Certain commercial insurances reimburse the patient, rather than the
ambulance service directly. Unpaid balances are sent to a collections agency. There is little doubt the commercial
insurance carriers will continue the high reimbursement trend or that Medicare/MainaCare will increase rates.
Additional revenue has been raised by the Association through household subscriptions ($2,480 in 2020, periodic
community fundraisers, and a budget allocation from the Town of Frankfort (57,500 in 2020).



Figure 2 - The largest revenue source for Winterport Volunteer
Ambulance Service is reimbursement for ambulance runs
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Since the inception of the Association in 1972 volunteers have supported and donated their time for 911"
services. Volunteers have steadily declined in the past decade. Consequently, the volunteer hours have been
replaced with paid per diem staff with on call pay to support the shortfall in staffing of the ambulance. The
Association sustained losses in the most recent four fiscal years (see Figure 3). A final trial balance was performed
for 2020 and the profit and loss statements are attached {Appendix G).

Figure 3 - Operating shorifalls are driven largely by increased payroll, which
is necessary due to declining volunteerism and workforce shortages
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The Association’s 2021 fiscal budget is pending approval by the Association in March 2021. The budget will reflect
a substantial in salary expenses to account for additional volunteer retirements, to remain competitive within the



ambulance workforce and hopefully stabilize the shortfalls. The shortage of workforce has been and will continue
to remain a challenge based on the environmental factars and will have a direct impact to the budget.

Survey of Comparable Services

The committee designed a survey questionnaire {Appendix D) to guide conversations with ambulance services in
other communities. The questionnaire was designed with three objectives: to contextualize the status of the
Ambulance Service by gathering similar information about services in similar towns; to understand what other
service models, challenges, and best practices other communities could share; and to determine whether nearby
ambulance services would consider providing service to Winterport. The questionnaire was targeted toward
ambulance or emergency service directors, town managers, or other municipal/volunteer staffers with operational
knowledge of their town’s service. A map of ambulance services providing coverage in Waldo County is Included in
Appendix C.

The Committee received from the state a list of ambulance services with statistics for ambulance runs. The list was
used to select ambulance services of similar size to Winterport. The Committee contacted nine services during the
survey, with annual runs ranging from 361 to 918 for the calendar year 2020 {Appendix E). The services contacted
were a mix of municipalized and association {typically nonprofit) models.

The municipal ambulance models were typically classified as a department of the town and their budgets consisted
of supply expenses as a budgeted item, Salaries for the ambulances were rolled into the overall municipal budgets.
In the association models, the salary expense line is delineated as a separate line-item and clear on the subsidy
from the municipality. One association model charged a per capita fee of $5 per person for the covered towns. All
nine ambulance services were subsidized to cover their losses based on limited runs and salary expenses. The
subsidy is typically dependent on salary expense and reimbursable runs. A few of the ambulance services were
heavily dependent on grants for equipment purchases and ambulances.

With regard to the workforce, some services kept staff on site during the day. Another model shared staff between
the ambulance and the fire and rescue. The assoclations have virtually all shifted away from volunteers and now
have paid per diem staff. Several towns did solicit bids from private ambulance services but considered them cost
prohibitive. The Committee did inquire whether several nearby services would consider extending coverage to
Winterport but did not identify any substantive interest. As an example of the constraints facing ambulance
services across the region, Hampden informed WVAS at the end of 2020 that they will no longer respond to mutual
aid calls, except in the case of a mass casualty event.

Review of Additional Options

The Committee reached out to three . . A
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Conclusions

Based on the research described above, the Committee concluded that;

1.

Continuing to provide ambulance services is essential to the Town of Winterport for both the short- and
long-term.
The immediate options for ambulance services are those provided by the Winterport Volunteer
Ambulance Service or a third-party private service such as Delta Ambulance or Northeast Mobhile Health.
a. Absorbing ambulance services into municipal operations and/or consolidating services with
nelghboring municipalities may be options in the medium- to long-term, but neither is
compatible with the goal of sustaining ambulance services in the short-term.
In order to continue operations, the Winterport Volunteer Ambulance Service requires funds from the
Town to cover an expected annual budgetary shortfall.
a, The financial viability of the ambulance service in the past was due to the substantial generosity
of volunteers. The decline in volunteerism has made this model no longer a viable option.
The cost of the contribution from the town to sustain WVAS is substantially lower than the cost of
contracting for service from a third-party provider.
8. Furthermore, the town is more likely to retain greater input on cost escalations with WVAS than
with a third-party contractor,
The funding challenges created by declining volunteerism; workforce shortages; increasing training,
equipment, and compliance costs; rural population trends; and other factors are not unique to
Winterport, nor do they appear to have been sustainably resolved in other communities.

Attached to this report is a matrix {Appendix B) that outlines options for future ambulance services for the
residents of the Town of Winterport. The matrix covers all options to deliver 911" services to the residents of
Town of Winterport and Frankfort, as well as eliminating the service altogether. The committee does not
recommend eliminating ambulance service for the town. The need has been demonstrated by the amount of
911" runs for the past year with increasing predictable run rates for the future.

Recommendations

Based on the conclusions identified above, the Committee developed the following recommendations for the
Town of Winterport:

1.

3

The Committee recommends the town continue to rely on Winterport Volunteer Ambulance Service to
provide 911 coverage to the town,
The Committee recommends the town appropriate funds annually sufficient to cover the operating loss
for WVAS.
a. Specifically, the Committee recommends Option 1 from the attached Matrix of Options.
b. The Committee recommends that WVAS submit periodic financial statements to the town based
on generally accepted accounting principles (GAAP),
The Committee recommends applying for grant funding for capital expenses as appropriate.
a. The Committee recommends revising and keeping current Dun & Bradstreet and Sams.gov
profiles for Winterport Volunteer Ambulance Service to support application for federal grants.
The Committee recommends the ambulance service advertise all open positions at the town office,
through direct mailing to licensed staff, and on the following websites: Town of Winterpart, Maine
Ambulance Association and Maine Municipal Association. Any additional advertising venues that may be
fruitful should be considered as well.
The Committee recommends a thorough reading of the “Engaging Communities to Preserve Access to
Emergency Medical Services in Rural Maine” report.



a. The town should consider completing the Informed Community Self-Determination (ICSD}
assessment as described in the report.
6. The Committee recommends continued engagement from the town with respect to sustainable models
for ambulance service, including consideration of regional collaboration with neighboring communities
where such collaboration may be beneficial to the town.

The availability of workforce has been an ongoing issue and will be an ongoing hurdle to overcome. The availability
of volunteers is not a viable solution for the future. The budget submitted by the Association does include some
rate increases that are necessary to stay within the market range for drivers and medics (Appendix G).

The Committee wishes to express our gratitude to the Town Council for allowing us the opportunity to participate
in the review of ambulance service for the Town of Winterport.

Appendices

Amendment to 2020 warrant article 28passed by Winterport voters authorizing the Committee
Matrix of options for Winterport ambulance service

Map of ambulance services in Waldo County

Ambulance service questionnaire developed by the Committee

List of ambulance services surveyed by the Committee

Maine Rural Health Action Network, "Engaging Communities to Preserve Access to Emergency
Medical Services in Rural Maine” white paper

g. Winterport Volunteer Ambulance Service 2021 draft budget (as of March 8, 2021)
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Town of Winterport Options for Ambulance Services Committee
Interview Guide

Date:
Time:

Interviewee name and title:
Organization:

Phone:

Email:

Interviewer(s):

Brief opening statement
Thank you for your time today.
In 2020 the voters of Winterport directed the town council to create a special committee to
evaluate options for ambulance services for the town. l/we am a/are representative(s) of that
special committee. Our committee has two objectives for this discussion:
1. First, to collect information about ambulance services in our neighboring communities to
inform our town's discussion of our own service options;
2. Second, to gauge interest in providing ambulance services to Winterport and Frankfort to
inform our town about what alternatives might exist should we choose to pursue them
(for example, by issuing a request for proposals).

Service

How many towns does your ambulance service serve?

How many calls per year? What's your average response time?

What hospital(s) do you typically bring patients to, and why? How many hospital transfers do
you complete annually?

How is your ambulance service structured (nonprofit, municipal department, etc.)? Has that
changed recently?

Has your town considered other options (e.g. issued an RFP, changed service organization
structure, etc.)? If so, how would you characterize that process?

Budget

What's your ambulance service’s annual revenue? What are your annual expenses? Do you
typically run a surplus, deficit, or break even? How has that changed over the past few years?
How much does your town coniribute annually, if any? How has that changed over the past few
years?

Ambulances/equipment

How many ambulances do you have? What service level are they certified to? How old are
they/how many miles? What are your plans for replacing them?

How much do you spend on supplies annually? How has that changed over the past few years?
Where do you source your supplies?



Town of Winterport Options for Ambulance Services Committee
Interview Guide

Staffing
How many medics do you have overall? How many paramedics, advanced, basic, other? How
many drivers? How many of each are on duty/on call regularly? What are your pay rates?

Do you have volunteers, and if so, how many? How many drivers vs medics? How has the level
of volunteerism changed over the last few years, if at all?

What percentage of your annual expenses go to payroll? How has that changed over the past
few years, if at ali? Do you have enough qualified staff? Why/why not?

Billing

Do you handle billing or contract it out? If the latter, at what cost? How would you characterize
your payer mix recently? How has it changed over the past few years, if at all? What percentage
to do you typically write off annually?

RFP
If the town of Winterport were to issue a request for proposals for 24/7 coverage of 911 calls in
Winterport and Frankfort, would your service consider responding? If not, why not?

If yes, what would you estimate the cost of providing such service would be? How many years
would you expect to contract for? What cost escalation would you anticipate during and at the
end of that contract period?
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Introduction

As rural hospitals close and other medical services centralize around urban hubs, rural emergency medical
services (EMS) have become increasingly relied upon by the communities that they serve. The EMS
personnel staffing them have always served as informal medical advice and care resources for their
neighbors. In Maine, the percentage of patients who call 9-1-1 for an ambulance, receive treatment in
place, and then aren't transported to a hospital has always been higher the more remote the setting. In
over a dozen Maine communities, this non-emergency health role has been formalized as “community
paramedicine” by EMS agencies to address otherwise unmet health needs. This growing non-emergency
use is happening while preventable emergencies are increasing in number, presumably because primary
care is less accessible. At the same time, the need to transport patients to or between more distant
remaining hospitals adds to EMS demand. This growing burden threatens to crush services that grew from
volunteer roots and are already encountering workforce and financial barriers.

This paper goes to the heart of assuring EMS response in emergencies: that EMS capabilities in a given
community are understood by the community, that they are the type and level desired, and that they are
adequately paid for by those who depend upon them.

The COVID-19 emergency will have underscored how fragile rural EMS resources are and how little the public
knows of what they are and are not capable. COVID-19is a particular threat to older individuals. The National EMS
Assessment 2020" shows that the average age of EMS licensees is 60 years or older in 9% of the states reporting.
EMS responders from 70 to over 89 years of age are still working, and experts believe that most of these older
clinicians are part of rural volunteer systems. Maine is similar with almost 1 in 10 EM licensees over 60 years of age
and 1in 4 EMS responders over 50 years of age. The Town of Houlton experienced a threat to their EMS response
when core crew members were diagnosed with COVID-19. Rural hospitals have experienced acute difficulty in
arranging interfacility transfers when the local ambulance service refused to take COVID-positive patients.

As communities examine their emergency health preparedness in this and other health and medical emergencies,
a process like Informed Community Self Determination {ICSD), as described in this paper will be invaluable. It
proved beneficial in Jackman, Maine {an example cited below), despite COVID-related inability to hold in-person
town meetings, because it aided voters in being informed about a complicated health clinic decision that they
needed to make.

The Maine Rural Health Action Network (RHAN) is an initiative of rural health experts and stakeholders from
business, philanthropy, education, health and social services which targets Maine’s growing rural health
care crisis. RHAN members believe that access to emergency medical services is a foundational component
of the rural heaith system and consider EMS to be an essential building block of rural health access. EMS is
addressed in a paper written by a RHAN member, Building Blocks for Healthy Rural Communities: Guidelines
and Foundational Services.?

This paper focuses on rural EMS issues, and how ICSD might be implemented to address them in Maine.
However, the issues are almost universally experienced in rural America and this tool has been developed
and endorsed by national rural emergency care experts and groups. It is now being considered for use in
several states.
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Rural EMS Realities Don’t Match Community Expectations

In more than a dozen rural communities in Maine, the continued availability of local emergency medical
services is seriously threatened by challenging finances, workforce shortages, and other problems. In most
cases, citizens expect that emergency medical services are available should they need them. Moreover, they
expect those services to have a very high level of capability to handle complex, life-threatening problems.

It would be a surprise to many, however, that with very rare exceptions (estimates vary between four and
fourteen states), emergency medical services are not considered an “essential service” assured by state statute
or by other incentives such as fire department rating impact on the cost of homeowner’s insurance.**5 Indeed,
as indicated by one study illustrated below, only 11 states have laws designating EMS as an “essential service”.
Yet, if rural citizens were asked what local health services they consider most important, EMS would likely rank
at the top of the list.

EMS services deemed essential in only 11 states

Unlike fire and police departments, EMS agencies are not considered an essential, or
required, service in more than half of the country.

Il EMS is essential EMS is not essential

HE
»

Source: NBC News “Inside the collapse of America’s emergency medicol services.” https://www.nbcnews.com/health/health-
care/there-s-shortage-volunteer-ems-workers-ambulonces-rural-america-n1068556 (state data sourced from state health
departments and state EMS ogencies),
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In 1993, a consumer survey conducted for Maine’s Office of Emergency Medical Services revealed that 87% of
respondents expected that a 9-1-1 call for a heart attack would be answered by the highest level of equipped
and trained paramedics. Popular media representation of EMS has reinforced these expectations. In most
urban areas, EMS agencies run by municipalities, health systems, or private companies have developed
capabilities that meet these expectations. In rural communities, however, mostly volunteer-based EMS
providers have struggled to remain viable, let alone meet the very high standards of urban-based EMS systems.

Rural EMS Capacity Has Evolved Unevenly

In rural areas, volunteer ambulance services have tended to be the foundation of ambulance response. While
rural communities throughout the 1970s seemed to generate an adequate supply of community members
willing to take first aid, first responder, and EMT courses and serve for a variety of personal reasons, the 1980s
brought new pressures that threatened the rural volunteer-based model. Changing economic circumstances
required families to pursue more than one paycheck, reducing their ability to volunteer their time. In addition,
while advanced EMT and paramedic life support capabilities offered the temptation for ambulance services

to do more for patients with enhanced equipment, the requisite training, experience, staffing, and continuing
education to provide advanced care became almost prohibitive on a volunteer basis.

A declining supply of volunteers precipitated the need to pay staff, often token amounts, to be on call and/or for
their time while on calls. If this model failed to produce sufficient volunteers, many rural ambulance agencies
then had to adapt their staffing models from completely volunteer-based to a mix of paid and volunteer staff.
Patient billing and local government subsidy revenue were then often added to that generated from traditional
volunteer-run bake sales and community suppers to enable agencies to pay staff.

While many Maine EMS agencies have transitioned to a purely paid or mixed staffing model and are able

to provide paramedic response, progress has stagnated in many rural communities. This is largely because

of increasing workforce challenges. Lower volume services are often unable to generate sufficient patient-
based revenue to meet the pay requirements to compete for advanced EMTs and paramedics. They settle for
providing solely basic EMT level care, or basic level supplemented occasionally with advanced care when such
staff are available.

In most cases, rural EMS has evolved haphazardly. its very existence is largely based on the generous donations of

time, self, talent, money, and energy of community volunteers. Its fate thereafter balanced these nurturing factors
with complex and sometimes destructive ones. These included staffing pressures, increasing requirements for
training and equipment to meet perceived needs to provide more advanced service, lack of management training
for valunteer leaders, local politics and personalities, conflicts among local EMS leaders, and other local factors.

State and national EMS leaders periodically provided tools such as volunteer agency management training, as
well as recruitment and retention resources. EMS agency leaders did take advantage of these when available,
but over time these resources would wane and those who had used them faded from the system. This left
newer generations of leaders to pursue band-aid fixes as issues or needs arose, typically without a longer-
range plan for ensuring the sustainability of local emergency medical services.
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The Fate of Rural EMS Is Linked to Other Rural Health Services

Adding to the challenge of assuring rural EMS, a growing number of rural communities in Maine have lost
or are at high risk of losing key components of their health care system, including community hospitals and
specialty medical offices.

The remote community of Jackman, Maine, and its local EMS are currently facing a potential reduction of
hours and services at the community’s health center. For over two decades, Maine EMS has allowed the
Jackman ambulance to transport patients to the health center’s 24/7 emergency facility, despite the absence
of an attached hospital. This saved the volunteer ambulance service many 90-minute transports to hospitals
for conditions that could be handled locally. Any scaling back of local health center operations will mean
more long transports that create an added burden on EMS volunteers, as well as extended periods when

the ambulance is not present in the community to respond to other emergencies. Ironically, with decreased
availablility of the health center, more ambulance calls will also result.

More and more rural EMS agencies are experiencing increased call volumes from patients who are
underserved by primary care. These agencies have more calls for issues which primary care might have
prevented, longer transports to remaining health care facilities when lacal services close, and are increasingly
being called upon to do interfacility transfers between distant facilities for patients from the community.

All of these pressures exacerbate the challenge of providing adequate EMS response to a citizenry that may be
unaware of the response limitations that increasingly exist. In the extreme, the public’s first awareness of an EMS
problem occurs when the ambulance service closes its doors. This occurred in Ellsworth in 2018 where, with eight
days’ notice, the community lost its EMS provider, leaving Ellsworth and 17 other Maine towns without service.

A Bangor regional EMS agency stepped in to cover that area, but the resulting solution for some of thase towns
remains uncertain as they debate continuing to use Ellsworth-based resources or trying to support their own.®
Similar issues have evolved even more recently in central Aroostook County and in the Knox County area.

Federal and State Resources Are Not Enough to Solve Rural EMS Challenges
It is often said that all politics are local. The same can be said of EMS. Despite federal and state EMS training,
wide dissemination of workforce recruitment and retention tools, volunteer ambulance service leadership

development, and other improvement programs, few have successfully mitigated the on-the-ground chalienges
that local EMS agencies and rural communities face.

In addition, ambulance certification/accreditation programs, which ensure some level of quality response,

are not financially practical for most rural EMS agencies. Defining and establishing a standard “minimally
acceptable” EMS response capability has been discussed nationally for decades, failing to gain traction because
of debate over the definition of “minimally acceptable” and the looming objection to unfunded mandates.

Similar issues revolve around having states declare EMS to be an essential service like police response. The end
result is that many EMS agencies lack the capacity to provide adequate basic or more advanced services to
meet their communities’ expectations of what will be available when they dial 9-1-1.
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Recognizing this growing problem, state and national EMS leaders have proposed a different approach to
helping rural communities evaluate and plan for building a more sustainable local EMS capacity and services.
The model, labeled “Informed Community Self-Determination” {ICSD), engages citizens in rurai communities
to work with EMS experts to develop a plan for local emergency medical services. With expert support, ICSD
engages community members in an evaluation of their EMS system capacity and, based on an assessment of
specific options, what they could expect in the future, and at what cost.

In the remainder of this paper, the ICSD model and its applicability to rural EMS in Maine are described. The
final section presents discussion of the community engagement approach used in the ICSD model and how
it might be offered in Maine with the goal of ensuring continued access to emergency medical services in
Maine’s rural communities.

ICSD: A New Community-Centered EMS Planning Model

The Rural and Frontier EMS Agenda for the Future, a book published by the National Rural Health Association
(NRHA) in 20047, proposed the informed community self-determination model of community-engaged
planning to help communities and local EMS agencies co-design services that fit with local resources and
capacities and that reflect community preferences.

Most simply stated, ICSD is designed to credibly inform taxpayers regarding the type and level of EMS they
currently have, reveal flaws or limitations for the agency to address, explain alternative levels of basic

or advanced care and types of response that could be available, approximate the cost of adopting those
alternatives, and facilitate a taxpayer decision to fund their current coverage or adopt a new plan. The ICSD
process also provides the basis for discussion of comprehensive and innovative financing models, including
out-of-community subsidies by state or county governments for essential levels of service.

Specifically, ICSD provides a process in which:

* An outside expert or entity conducts an objective evaluation of the EMS agency using a standardized
evaluation tool;

e The evaluator reports openly on the level of care, method/speed/availability of response, and any issues
which affect those factors;

= The evaluator reports to the agency leadership any deficiencies which jeopardize service performance in
order that they can be addressed immediately by leadership or entered into the ICSD discussion as indicated;

e Based on accepted national practices and state EMS law and regulations, options are presented and their
implementation and financial impacts explained in terms of costs, projected revenues, other sources of
funding, and the effects of changes on local, tax-based subsidies; and

e The community holds one or more meetings of taxpayers and/or their representative decision-makers to select a
level and type of service it desires and establish the level of funding needed to implement and sustain it.
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The 2004 NRHA report describes the aspiration of ICSD:

As a result of informed self-determination, communities without access to systems of advanced

levels of care, and/or that have difficulty raising sufficient crew to always respond, devote financial
resources and/or find alternative methods of making more effective use of existing resources (e. g.,
community paramedicine approach or combination of other community jobs) to increase levels of care
and staff availability. Annual EMS system evaluations are done by a local team including community
membersand local leaders, using the standards, recommendations, and baseline data contained in the
original community EMS system assessment report. These evaluations are shared with the community,
along with public education on the appropriate use of the EMS system.

A basic premise of the 2004 NRHA report and the proposed ICSD model is that every rural community should
have the opportunity to have a community EMS system assessment conducted by an objective technical
assistance team from outside that community. The model presumes that the assessment team would conduct
a local, on-site evaluation to provide a baseline review for community and agency leaders of their local EMS
system'’s current capabilities. The baseline would be adjusted and the adjustments funded by the tax base or
other resources, and used to measure progress in future bench-marking for the EMS agency.

Community Self-Determination in Maine

The informed self-determination principles and process have been used to some degree in several ambulance
service evaluations. In Maine, they was used successfully in planning efforts throughout Franklin County in
2001 to 2003 and in St. George in 2010.®

Franklin Memorial Hospital was tasked with integrating five ambulance services that covered Franklin County
into one hospital-based service. It accomplished that, but was faced with converting the reimbursement
methodology for those services under Medicare from independent ambulance services to hospital services.
The towns in Franklin County had paid ambulance subsidies previously but the hospita!, faced with the new
less advantageous reimbursement reality, was forced to request substantial subsidy increases. To provide
some options, ICSD was employed to offer different levels of service at different subsidy rates {basic EMT or
paramedic levels). Over a year, the choices were explained to town budget, town select board, and general
town meetings. All towns eventually selected coverage at the paramedic level.

In Saint George, the local volunteer EMS agency was faced with an inability to provide paramedic coverage to
five villages spread along a peninsula. A secondary challenge was the significant elderly population living at
home who, without community support, were transitioning to long term nursing care outside the community
at significant distance. The economic goal was to see if the project could keep nine residents safely at home
for at least nine additional months. The long-term tradeoff to MaineCare would more than cover the cost of
adding a full-time paramedic to the community. The ICSD process brought the community together, resulting in
a transformation of the budget and the identification of resources to develop a community paramedic project,
assure 24-hour paramedic coverage, and develop new community-wide strategies to help the significant
elderly population continue living safely at home.
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National Acceptance of the ICSD Model

Nationally, ICSD has gained little momentum, largely because it initially lacked a standard template that
potential evaluators might use. More recently, the Joint Committee on Rural Emergency Care (JCREC), a
committee of the National Association of State EMS Officials, the National Organization of State Offices of Rural
Heailth, the National Rural Health Association, the National Association of EMS Physicians, and the National
Rural Health Resource Center’s Technical Assistance and Services Center, has formally embraced the concept of
ICSD in its workplan and in a forthcoming follow-on document to the 2004 NRHA report. They have prioritized
the creation of an 1ICSD template with which teo train statewide cadres of evaluators who might employ the
methodology. In addition, the Federal Office of Rural Health Policy is allowing states with funding from the
Rura!l Medicare Hospital Flexibility Program (FLEX) to explore its use in community EMS evaluation projects.

In 2019, two members of the national EMS agency evaluation community received grant funding to create and
publish a draft ICSD process template which is now available.? The template is undergoing JCREC consensus
review and is expected to be piloted in at least two western states in 2020 as the COVID process allows. The
template provides states and EMS evaluation teams with a more structured process and specific tools for
employing ICSD in their EMS evaluations.

ICSD Gives Rural Communities System-Wide Perspective

In 2018, an ad hoc group of health professionals began meeting to establish a policy and action framework

for addressing Maine’s rural health challenges. With a vision of building a modern and sustainable rural

health system in Maine, RHAN members (see Appendix C) set forth five major goals for rural health system
transformation focused on mobilizing leaders and community partnerships to begin to address Maine’s rural
health challenges, rethinking rural health delivery systems, redesigning payment systems, leveraging data

and technology, and building the essential rural health workforce. With the knowledge that many rural EMS
agencies in Maine are facing critical financial and operational challenges and the conviction that EMS is an
essential service to which all rural Mainers deserve access, RHAN prioritized EMS as one strategic starting point
for addressing Maine's rural health challenges.

Experienced state and regional EMS system leaders have identified at least a dozen rural Maine community EMS
agencies and systems at risk for failure across the state. Some of these are in communities where EMS has
undergone regional changes with individual communities pursuing different strategies, as in the greater
Ellsworth area. Some may be individual EMS agencies where leadership and/or workforce are unstable. Some
are in isolated communities where citizens are losing health care services, requiring them to seek care outside
the community and often using EMS transportation to do so. Others may be seeking alternative local resources,
such as EMS (e.g. community paramedicine), for health care delivery.

To illustrate how the ICSD process works, consider again the example of Jackman, the isolated community

in Maine whose residents are having to decide how they want to maintain accass to health center services.
The health center is currently open 24/7 and used as a transport destination for some ambulance transports.
The community’s EMS capability, while limited to basic level care, is essentially intact. However, the long-
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established local health center is faced with personnel and financial challenges that could force it to reduce
hours of availability, leaving the community without the night and weekend urgent care resource it currently
enjoys. The only recourse, other than a 90-minute car trip to a hospital, would be to call EMS to either
transport them or provide ad hoc treatment in place with the patient subsequently refusing transport. This
scenario could significantly increase the EMS call volume with long roundtrips to the most local hospitals.
Without sufficient volume to enable the community to employ a full-time paid service to cover during those
transports, the current level of service would be jeopardized.

A variant of the ICSD process is being used in Jackman to enable the community to explore options for
primary and urgent care coverage. Community members are discussing whether they want a weekday-only
clinic coverage scenario to become reality, or whether they want to pilot a transition to off-hours coverage by
community paramedics supported by telehealth-linked emergency physicians. The weekday-only option carries
no tax increase while the 24/7 access option would increase property taxes. Weekday-only clinic coverage will
increase pressure on local EMS, which is allowed by the State of Maine to use the health center as a transport
destination for many patients. Inability to do this “after hours” may jeopardize the current EMS workforce,
and may require another ICSD process to examine EMS options. If the community chooses to maintain a 24/7
health center access using telehealth-connected paramedics, a marriage between EMS and primary care
resources may evolve that addresses their mutual security. Either way, the community will be informed of the
consequences of the choices they make.

As this example illustrates, decisions regarding EMS inevitably involve questions about primary care, urgent
care, and often hospital services. In rural communities with a hospital, for example, the hospital's need for
inter-hospital transfers directly affects the response capacity of the local EMS provider. One of the potential
benefits of the ICSD process, therefore, is that communities have the opportunity to discuss broader needs
of the local health system on which they depend for primary care, hospital-based emergency care, and other
essential services.

Next Steps: Implementing ICSD Pilots in Maine

The ICSD model holds promise for helping communities secure the future of their emergency medical services.
Yet, the model is new to most EMS organizations and communities and, in most cases, requires an expenditure
of resources to support the process. The model also requires process dexterity when more than one community
and set of decision-makers are involved. For these reasons, the Rural Health Action Network is proposing that
the model be formally piloted and evaluated in three to five Maine communities and/or regions.

While the iCSD template is also expected to be piloted in western states in 2020 by a Maine-led team, Maine
offers unique benefits for initial piloting:

» There is a supportive state administration environment in which to pilot ICSD and explore other uses for it,
such as was endeavored in Jackman. The importance and fragility of the rural EMS system is more broadly
understood and appreciated in Maine than in many states.
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¢ The ICSD process and other contemporary EMS system development concepts such as“community paramedic”
were crafted in Maine, and those involved are available to refine the Maine pilots as they proceed.

¢ In addition to Jackman, Maine communities have already been identified that would benefit from the
process, and in at least one case, may partially fund the first process.

» Each pilot would employ a national !ICSD expert as lead evaluator who also has long experience in Maine’s
EMS system. The initial pilots would not require a coordinating entity, as the lead evaluator could contract
to serve this purpose on an interim basis. This would provide time to create or select the coordinating
entity discussed below.

* In each pilot, a second evaluator (an experienced paramedic service chief) would apprentice under the
lead evaluator. By the end of the pilots, a small cadre of ICSD evaluators would be available to the eventual
coordinating entity.

* Pilots would enable ICSD system builders to implement the process in a variety of community EMS settings,
from single municipality to regional service provision.

Appendix B outlines the steps, time, and effort required to conduct an ICSD assessment and pracess. The
process ideally involves two evaluators. Based on ICSD processes conducted in Maine and other states, the
average total cost of an ICSD process is estimated to be approximately $14,000. This figure assumes average
travel within Maine and an average ICSD process. It also assumes that there is essentially one community/
municipality with one decision-making process. This was the case for the St. George ICSD process in 2010, but
not the 2001-2003 Franklin County experience with 21 towns/plantations and several unorganized townships.

The logistical implications, and therefore costs, may vary widely. It may be necessary to adjust the scope of the
process to accommodate complexity. In Franklin County, the options for decision-makers to choose among were
reduced to: basic level, paramedic level, or no service from the five EMS bases that now constitute NorthStar EMS
{all chose paramedic level). Multiple communities currently being served by a single EMS agency often organize
together to contract with that agency. The logistical complexity may be less than it first appears as a result.

To ensure that the ICSD processes are consistent, reliable, and well-coordinated, it is advisable to establish a
cadre of trained evaluators coordinated under the umbrella of Maine EMS or another qualified entity. There
are many options for managing and coordinating the ICSD pilots. The roles of Maine Emergency Medical
Services (Maine EMS), Maine Division of Rural Health and Primary Care, Maine Ambulance Association, Maine
Hospital Association and others in helping to manage and/or coordinate the ICSD pilots need to be explored.

Ideally, a partnership of organizations, including philanthropic entities such as the Maine Health Access
Foundation and others, can be forged to promote, support, and coordinate the ICSD pilots. This coordinating
organization would promote the ICSD concept, schedule processes, administer the financial and logistical
details, support and renew the evaluator cadre through classroom training and apprenticeship, and assure
performance improvement and program accountability. Assuming that evaluators are experienced paramedic
service chiefs, a one-day trafning program followed by a one- or two-day ICSD process apprenticeship with an
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experienced evaluator should suffice to qualify them to lead processes. The purpose and availability of the
ICSD program should be disseminated through EMS, municipal management, and hospital and health service
netwarks in the State.

The Rural Health Action Network believes there are communities in Maine that are willing and ready
to undertake an ICSD assessment of their EMS system. Some communities will be able to fund the ICSD
assessment through their own resources. Others may require funding support.

Conclusion

Informed community self-determination holds promise for addressing the increasingly distressed situation

in which rural EMS agencies find themselves today. The future is brighter with recent changes in MaineCare
funding of ambulance services and the increasing potential for the funding of com munity paramedicine. But
short of a legislated declaration of EMS as an “essential service” accompanied by the state funding necessary
to assure a border to border EMS system capability, the immediate infrastructure needs of EMS in rural Maine
can only be addressed by the communities themselves and their EMS agencies. The ICSD process can help the
taxpayers of those communities make decisions about how robust their emergency response system willbe.
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Appendix B
Estimated Time, Effort, and Cost of an ICSD Process in EMS

The ICSD template discussed in this paper was created and reviewed by EMS systems evaluation professionals. The
process ideally utilizes two evaluators. This estimate of time, effort, and cost assumes a single ambulance agency
jurisdiction with centralized decision making.

Resources and process required:

(Sixteen hours plus up to eight hours travel and expenses, assuming one evaluator travels). Meeting among
community principals to conduct initial logistical preparation and the development and execution of an
agreement between the community (generally one or more municipalities) and the EMS agencyon:

o what the evaluation entails, including process, community interaction and reports,

o evaluator access to records, personnel, community members and agencies, facilities andequipment,
o format of community meetings to receive information and make decisions,

o publication and dissemination of information, and

o process for implementing community decision and reviewing progress annually.

(Twelve hours). Pre-visit administration and completion of surveys on agency organization and performance,
followed by preparation of results to inform inspections and reporting.

(Forty-eight hours on-site and up to sixteen hours travel assuming two evaluators; plus local travel, lodging and
related expenses). Visit by evaluators to inspect records, facilities, equipment, and to perform patient care report
(PCR) run review and conduct approximately thirty interviews. Phone interviews are only utilized for follow-up
information or as a last resort for interviewees who are otherwise unavailable. Interviews with hospital and
other personnel may require travel outside the locale.

(Thirty-two hours). Establishment and casting of options, preparation of report and other reporting, logistical and
administrative details.

{Twenty hours on-site and up to sixteen hours travel, assuming two evaluators; pius local travel, lodging and
related expenses). Hold community meeting for reporting, option discussion, and option selection.

(Five hours). Completion and delivery of final report. Logistical and administrative detailcompletion.

Cost Assumptions (to be adjusted for local EMS pay conventions):

Evaluator resources required are approximately 173 hours, or $10,380 at $60/hour. At an average travel distance of
200 miles ($116 at $0.58/mile), lodging/meals/incidentals at $160/persan/day, the travel projected above would
cost approximately $2,500. The total direct expenses required would then be approximately $12,880. A ten percent
administrative overhead charge would bring the total to just over $14,000.
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Appendix C
Maine Rural Health Action Network

MEMBERS
Arthur Blank, President and CEO, Mount Desert Island Hospital
Jeff Brown, Principal, Safer Healthcare LLC
Andrew Coburn, Professor Emeritus and Senior Fellow, Maine Rural Health Research Center, University of Southern Maine
Ann Marie Day, Executive Director, New England Rural Health Roundtable
Rick Erb, President, Maine Healthcare Association
John Gale, Senior Research Associate, Population Health and Health Policy, University of Southern Maine
Morgan Hynd, Director, The Bingham Program
Yvonne Jonk, Deputy Director, Maine Rural Health Research Center
Thomas Judge, Executive Director, LifeFlight of Maine/LifeFlight Foundation
Laurie Kane-Lewis, Chief Executive Officer, DFD Russell Medical Centers
Kevin McGinnis, Rural EMS Advisor, National Association of State EMS Officials
Maureen O’Connor, Director of Resource and Member Development, Maine Primary Care Association
Diana Prescott, Clinical Psychologist, Hampden Psychological Consultation, PLLC

Jonathan Sprague, President, Rocky Coast Consulting, LLC

OTHER PARTICIPANTS
Nicole Breton, Director, State Office of Rural Health, Oral Health and Primary Care, Maine CDC
Charles Dwyer, Senior Program Officer, Maine Health Access Foundation

Carol Kelly, Managing Director, Pivot Point Inc. {facilitator)
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Winterport Fire & Rescue Association
Profit and Loss by Tag Group

2021 budget

January - December 2020 DRAFT
ACTUAL - FIXED PROPOSED
| Ambulance | Ambulance

Income Income
Ambulance Fees $175,290.81| Ambulance Fees $180,000.00
Ambulance Subscriptions $2,890.00] Ambulance Subscriptions | $2,000.00 [1)]
Donations - Unrestricted $4,951.00] Donations - Unrestricted $2,000.00
Fundraising $2,390.00 Fundraising $2,000.00
Other Income $7,500,00{ Other Income $7.500.00

Total Income $193,021.81|Tota! Income $193,500.00

Gross Profit $193,021.81|Gross Profit $193,500.00

Expenses Expenses
Accounting/Billing Fees $10,333.18| Accounting/Billing Fees $11,000.00
ALS Support $7,150.00| ALS Support $9,000.00
Clothing $180.75| Clothing $1,000.00
Donations $0.00| Doanations $100.00
Dues & Subscriptions $570.00| Dues & Subscriptions $1,200.Q0

Education $4,000.00 [2)
Emergency Supplies $1,156.00] Emergency Supplies $1,500.00
Equipment $957.00| Equipment $2,000.00
Fees $287.89] Fees $300.00
Insurance $4,595.00] Insurance $5,000.00
Medical Supplies & Medical Supplies &

Materials $11,389.01 | Materials $12,000.00 [3]
Miscellaneous $43.62| Miscellaneous $500.00
Mobile Hotspot $882.26] Mobile Hotspot $900.00
Occupancy $14,022.61| Occupancy $14,022.61
Office/General Office/General

Administrative Expenses $2,115.54 | Administrative Expenses $2,200.00
Oxygen $675.67| Oxygen $800.00
Payroll Payroll
Payroll Processing Fees $1,936.62 Payroll Processing Fees $2,300.00
Employer Liahility [4] $13,833.87[4 Employer Liability $24,443.40 [5]
Payroll Wages $182,572.56| Payroll Wages $320,359.11
Total Payroll $198,443.05| Total Payroll $347,102.51
Postage $1,159.45] Postage $200.00
Vehicles Vehicles [8]

Vehicle Fuel $5,608.92 Vehicle Fuel $6,500.00
Vehicle Registration $80.00 Vehicle Registration $80.00
Vehicle Repairs $5,378.13 Vehicle Repairs $6,000.00




Total Vehicles $11,067.05| Total Vehicles $12,580.00
Workers' Compensation $9,918.00| Workers' Compensation |$17,395.50 [8]
Total Expenses $274,950.08 | Total Expenses $442,800.62
Net Operating Income $193,021.81 | Net Operating Income $193,500.00
Net Income -$81,928.27 | Net Income -$249,300.62

Thursday, Jan 21, 2021 07:11:44 AM GMT-8 - Accrual Basis

Wages

License Hourly Rate
Driver $14.00
EMT $16.00
AEMT $17.00
Medic $20.00




[1] Reduced. Always budget for reduced income, increased expenses

[2] Anticipate employee asking for education funding per Association Policies
[3] Increased. Always budget for reduced income, increased expenses

[4] Changed line title for clarification

[5] Reflects 2020 ADP Records

[6] Based off 2020 ADP data, rate is 7.63%

[7] Reflects 2020 ADP data

{8] Consider adding line to save for new/remounted ambulance. Ballpark cost $300k. $60k/year needed to
achieve goal. Grants may help

(9] Based off 2020: (workers comp)/{payroll wages)= 0.0543

{0.0543)*(payroll wages)= estimate



