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APPENDIX L 

Good morning, Chairwoman Lee and members of the Health Services Committee. I 
am Tom Nehring, Director of the Division of Emergency Medical Services and 
Trauma of the North Dakota Department of Health. I am here to provide information 
about the study coming from Senate Concurrent Resolution 4002. 

The concept of community paramedics, also known as Community Health Emergency 
Medical Services (EMS), is to use portions of the EMS workforce to address 
community health and medical needs that communities currently do not have the 
resources to address. The program would build on existing skill sets to deliver primary 
care, public health, disease management, prevention and wellness, mental health and 
dental care services. Specific examples of these services could include assessments, 
chronic disease management, blood draws, diagnostic cardiac monitoring, fall 
prevention and medication reconciliation. These services would be delivered in a 
highly mobile environment by trained EMS providers in places such as homes, schools 
and places of employment where the services are currently not available. 

A Community Health EMS program can create major improvements in North Dakota 
while reducing health-care costs. The program has the potential to supplement and 
strengthen health care currently being provided to North Dakotans in rural and urban 
areas. Below are three examples of how the use of Community Health EMS programs 
would benefit citizens of North Dakota: 

1. The provision of services in rural communities where no clinical services or 
hospitals currently exist and to fill gaps within the community healthcare 
system that may exist. A Community Health EMS program in this environment 
will increase access to health care, provide for early detection of problems to 
avoid more complex issues, while reducing travel costs for the patients as well 
as clinical expenses. 

2. Reduction in unnecessary and expensive visits to emergency departments. 
These savings would be achieved by providing a screening process by the EMS 
system, under medical direction, and the delivery of services in the field when 
it is safe and effective to do so. 

3. Sustainment of the existing EMS system by creating revenue streams that are 
not exclusively tied to the transport of patients to or from medical facilities. 
Under the current system design, EMS providers have substantial periods of 
time in which they are not delivering services as they wait for the next 
emergency call and revenue is only generated when patients are transported. 
The Community Health EMS concept would allow EMS to provide revenue 
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generating non-emergency care in the community while maintaining the 
capability to respond quickly to emergency calls. 

A Community Health EMS model can be beneficial because it promotes coordinated 
and integrated care by the EMS system with physicians, nurse practitioners and 
physician assistants, hospitals, home health agencies, long-term care facilities, and 
public health departments. This model creates a team approach to health care from 
home through the entire health care continuum. A Community Health EMS program 
does not replace current health-care systems or positions, change the current defmed 
scope of practice of EMS personnel, remove patient populations from health-care 
providers or decrease the level of care provided. 

The North Dakota Department of Health is moving forward with a small pilot 
program for Community Health EMS as approved by the 2013 Legislative Assembly. 
A Community Health EMS subcommittee has been formed under the Emergency 
Medical Services Advisory Council (EMSAC). We look forward to working with 
legislative management on this study as the pilot project is implemented. 

We have attached a fact sheet that provides additional information about Community 
Health EMS programs. I would be happy to answer any questions you may have. 
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Community Paramedic Fact Sheet 

Problem Statement: 
• Access to healthcare, particularly primary care services, is a growing concern. Primary 

care providers are in short supply, and the uninsured population is on the rise. 
• Uninsured patients are less likely to seek out preventive care services and are more likely 

to go to the emergency room for non-urgent care, increasing the cost ofhealthcare. 
• In rural areas, the problem is exacerbated because of a higher rate of uninsured and a 

shortage of healthcare providers. 

Opportunity: 
• To address the decrease in access to primary care services, it is necessary to evaluate 

current resources within communities and explore innovative solutions. The Community 
Paramedic model is an innovative solution that provides essential primary care services 
for vulnerable populations. 

• Paramedics have the training, expertise and scope of practice to provide primary care 
services such as assessments, blood draws, diagnostic cardiac monitoring, fall prevention, 
and medication reconciliation. They also have the experience of taking health care into 

the home. 
• EMS personnel are already integrated throughout the healthcare system, allowing them to 

easily provide primary care services within their scope of practice. 
• States such as Minnesota, Texas, Colorado, Hawaii, Arizona and North Carolina have 

community paramedic programs already running. A dozen other states are in the process 
of starting one. 

What the Community Paramedic model offers: 
• Enhanced utilization of a health care resource under the current scope of practice. 
• Coordinated and integrated care with physician's offices, hospitals, home health agencies, 

long term care facilities, and public health departments. 

The Community Paramedic model will NOT: 
• Replace current healthcare systems or positions. 
• Change the current defined scope of practice of EMS Personnel. 
• Remove patient populations from healthcare providers. 
• Decrease the level of care provided . 

-Over-
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Community Paramedic Fact Sheet (cont.) 

Statistics 
Primary care shortage 

• In January 2012, all but one county in ND was completely or partially designated as a 
Health Professional Shortage Area. 1 

• In July 2012, all but one county in ND was completely or partially designated as a 
Medically Underserved Area or Population. 2 

• According to the US Census, 3 of the top ten micro areas with the greatest growth from 
April 1, 2010 to July 1, 2011 were in western North Dakota.3 

Uninsured/Underinsured rates 

• In 2010, 6.5% (32,000) ofNorth Dakota residents reportedly did not see a doctor in the 
previous 12 months due to costs.4 

• During 2009/2010, 12% ofNorth Dakota residents were reportedly uninsured.5 

Readmission rates 
• Nationwide, preventable readmissions may be costing up to $12 billion dollars annually 

in the Medicare program alone.6 

Cost of health care in Emergency Departments 
• Emergency Departments charge for minor, non-urgent problems may be two to five times 

higher than charges for a typical private physician office visit. 7 

• According to Johns Hopkins University, between 1997 and 2007, 13 percent of trauma 
patients returned to the emergency room within a month of discharge for routine follow­
up care such as dressing changes. 8 

• From 113 to 3/4 of all ED visits are avoidable depending on patient demographics and 
Emergency Department location. 7 

Preventive services 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9 . 

• In 2009, 73% ofNorth Dakota deaths were caused by chronic health issues.9 

UNO Center for Rural Health NO HPSA Mop Website: http://ruralhealth.und.edu/maps/mapfiles/hpsa.png 

Health Resources and Services Administration, database tool, http://muafind.hrsa.gov/index.aspx. 

http://www.census.gov/newsroom/releases/archives/population/cb12-SS.html 
Henry J. Kaiser Family Foundation: http://www.statehealthfacts.org/profileind .jsp?rgn=36&cat=8&ind=747 

Ibid: http://www.statehealthfacts.org/profileind.jsp?ind=125&cat=3&rgn=36 

Medicare Payment Advisory Commission (MedPAC), June 2005:83-103 

The Impact of Community Health Centers & Community-Affiliated Health Plans on Emergency Department Use, National Association of 

Community Health Centers, April 2007 http://www .nachc.com/client//E D%20Utii%20Red uction%20NACHC-ACAP%20Report%204.07. pdf 

Johns Hopkins press release, August 24, 2011. 

http://www.ndhealth.qov/chronicdisease/Publications/2010 CD Status%20Report.pdf 
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