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Executive Summary

The International Association of Fire Fighters (IAFF) Headquarters was engaged in March 2014
by the Key West Professional Fire Fighters Association Local 1424 to develop an Emergency
Medical Services (EMS) integration proposal describing the feasibility of adding 9-1-1 EMS
transport services to the Fire Department. The IAFF was contacted by Local 1424 to prepare this
document in response to a proposal for EMS service presented to the City by the TriData
Corporation. The IAFF reviewed the organization of the Key West Fire Department, herein to be
referred to as the Department, the current response capabilities, performed an assessment of all
requests for EMS service, and examined the geography and demographics of the City.

This proposal provides a number of recommendations that will improve the services the
Department provides to the citizens and visitors of the City, as well as streamline the
Department’s capabilities to respond to any emergency situations from small incidents to large
scale disasters, both natural and man-made. If these recommendations are implemented, the
Department’s response to medical, fire, and rescue emergencies will be dramatically improved
by allowing firefighters to provide a more advanced level of care. By enhancing the service level
provided by the Department from Basic Life Support (BLS) first response to an all Advanced
Life Support (ALS) transport capable agency with matching first response, the Department will
be able to better serve the population of the City. Local 1424 also expressed interest in exploring
the potential costs associated with expanding their service provision to include Advanced Life
Support (ALS) response and transport.

The Department provides fire protection and BLS first response to the City of Key West, Florida
and is located in Monroe County. According to the 2010 census the City of Key West had a
population of 24,649" residents. The Department covers an area of 7.4 square miles with 5.9
square miles being land and the remainder being water. The area is located in a rural zip code.

Fire protection, technical rescue, and medical first response at the BLS level are currently
provided by the Department. EMS transport is provided by a private for-profit EMS agency,
Care Ambulance. The Department maintains three fire stations which are staffed 24 hours a day.
The Department staffs full-time firefighters in a rotating schedule that has firefighters working a
24 hours on, 48 hours off rotation with one Kelly day a month. The Department maintains three
front-line engine companies staffed with one officer and three firefighters and one ladder
company staffed with one firefighter and one officer. Although the staffing of the ladder is
inconsistent with NFPA 1710, the engines are staffed appropriately in compliance with the
standard to perform suppression and rescue activities. Similarly the engines are staffed to

12010 U.S. Census



appropriately administer CPR in the team-centric manner currently recommended by the
American Heart Association to improve survival rates for out-of-hospital cardiac arrests when
supplemented with an ambulance crew of two.

A brief risk analysis was performed to assess the need for the addition of EMS transport to the
Department’s services. According to the 2010 U.S. Census, 17.7% of the population was in a
vulnerable category. This category consists of persons under the age of 5 (4.9%) and persons 65
years of age and older (12.8%), but does not include the special needs population. Additionally
11.7% of the population was living at or below the poverty level?. The City has 14,016 housing
units with the majority being single family residences (55.1%) and the remainder being
multifamily ranging from 2 units to 20 or more (41.5%) and mobile homes (3.4%). Of these
structures, 54.6% are of pre-1970 construction, and 19.3% of these were built in 1939 or earlier.
In addition to these population demographics, the City is also at risk for natural and man-made
disasters. The Monroe County Comprehensive Emergency Preparedness report, published in
2012, states that Monroe County has a high probability of being impacted by a variety of hazards
including hurricanes, mass immigrations, transportation accidents, and tornados®. The County is
at low risk for sink holes, cold emergencies, and nuclear power plant emergencies. These risks
suggest that there is a need for the Department to increase its service delivery to include EMS
transport.

Increasing the service level of the Department to include an ALS first response program,
accompanied by ALS patient transport, would assist the City in being better prepared to
effectively manage the aftermath of any large scale natural or man-made disaster by enhancing
response and transport capabilities for the entire region. Furthermore, integration of EMS
transport services into the Department would mean that command for an incident, where EMS
transport is needed, can be centralized rather than spread out between two separate agencies.

In order to expand services, the Department would have to make a significant investment in
personnel and equipment. The Department lacks ALS equipment and supplies and requires
several essential resources such as a Division Chief of EMS, a billing agency, and a records
system for tracking of medical supplies, among other things. This proposal will discuss a model
for deployment, including the associated operational enhancements and costs.

This proposal is designed to be implemented over several phases in order to properly equip the
Department to operate an EMS transport service. Because the Department currently requires
operational personnel to maintain Basic Life Support (BLS) certification at a minimum, this
proposal will focus on the necessary components to implement an ALS first response and
transport service. The Department will need to lease or purchase a total of two new ambulances
as front-line units, plus an additional two used mechanical reserve units to ensure minimal

2 http://factfinder2.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk
¥ Monroe County Comprehensive Emergency Preparedness report, 2012
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interruption of service in the event of mechanical failures. Reserves units should be maintained
in a “turnkey” ready state, meaning that other than the transfer of personal protective gear,
these units will be equipped and stocked and available to respond if needed.

Phase I of the proposal should commence June 2, 2014 upon approval by the City and will
involve the promoting of personnel to essential management positions, creating initial Standard
Operating Procedures (SOPs), developing specifications for an ambulance fleet, contracting with
a billing agency, developing EMS protocols, and applying for a Certificate of Public
Convenience and Necessity (COPCN) from Monroe County. The Chief of the Department
should be ready to have the Commission approve a promotional process for a Division Chief of
EMS and a contract for a Medical Director by July 1, 2014.

The Department should promote a Division Chief of EMS that is experienced in managing an
EMS system and is familiar with deploying EMS resources. The Department also needs a
Medical Director. Once these two key positions have been filled, they should work together to
fully develop the Department’s EMS system.

Phase 11 should begin on June 16, 2014 and will involve formalizing committees that will be
responsible for developing specific aspects of the new EMS system. These committees will be
responsible for a number of tasks, including but not limited to, developing detailed SOPs,
formalizing and releasing ambulance and equipment specifications, creating medical protocols
needed for an EMS transport service, and developing continuous quality improvement
guidelines. In this phase, the Department should also work with the local government to
modify hiring standards to make Paramedic certification a condition of employment for all new
hires. The Department will need to hire a minimum of 16 Full-Time Equivalent (FTE)
Firefighter/ Paramedics to begin service. This number of FTEs does not include the Division
Chief of EMS or the Medical Director. Near the end of Phase Il, the Department should be
ready to solicit bids for ambulances. The Department could potentially expect to pay
$1,410,378.00 for wages and benefits in year one of service for 16 full-time employees
($1,233,968.00), including the Division Chief of EMS ($130,000) and a Medical Director
($46,410.00).

Phase 111 should begin August 20, 2014 and will involve the Department procuring the fleet of
ambulances. In Phase 11, the Department should have designed and created a plan addressing
the specific needs of the ambulance fleet. Bids for construction of the fleet should be received
and reviewed in accordance with local regulations. If the bids are received, reviewed and
approved in a timely manner, the fleet may be ordered and delivered within a year. Currently,
ambulance manufacturers can deliver ambulances in three to nine months depending on the
manufacturer, size of order, and chassis availability. In order to secure the best deal possible,
the Department should consider purchasing the “best-value bid” rather than the lowest bid. A
best-value bid means that the Department or City could award bids to a more expensive



vendor because of better features, quality, or warranty and technical support options. Lower
bids typically offer fewer incentives and limited warranties.

Phase IV involves the hiring and training of currently certified Paramedics. Additionally, by
this time, the Department should have completed the SOPs, established medical protocols, and
contracted with a billing agency. Following the hiring of employees, additional training should
be provided for all responders, as needed. In order to attract certified and experienced
Firefighter/ Paramedics, the Department should strongly consider implementing a lateral
transfer incentive so veteran Firefighter/ Paramedics from other agencies may be persuaded to

apply.

Phase V of integration involves the Department implementing EMS transport and replacing
Care Ambulance as the primary transport agency on August 1, 2015. In the year following
EMS integration the Department can expect to spend $1,512,109.24 in annual operating costs.

Purchasing of a fleet of four fully stocked ambulances will cost approximately $750,650.32.
This includes both capital and non-capital equipment and supplies. The Department also has the
option to lease the ambulances. When a municipality leases, it is not the same as a traditional
lease for a personal vehicle. It is a municipal loan with a $1.00 buy-out option at the
completion of the lease term. Leases are available in 3-, 5-, and 7-year increments at an interest
rate that is dependent on the municipality’s bond rating. It is infrequent for the interest rate to
exceed 3% and payments are typically made once a year. Under these 3-, 5-, and 7-year lease
options, the Department could purchase ambulances for $243,076.48, $154,727.90, or
$117,250.59 respectively. These prices only include the cost of the ambulance plus cardiac
monitors and reusable equipment such as patient cots, stair chairs, and backboards. The price
does not include perishable or one-use items. This way, the Department avoids paying costly
interest on disposable items with a limited shelf life. If the lease option is selected, the
Department will need to spend an additional $83,302.08 to stock an ambulance with perishable
supplies. An additional estimated $3,600.00 for oxygen and $27,693.00 for disposable medical
supplies can also be expected annually.

It was possible to produce an estimate of revenue generation for the Department by reviewing
historical data on requests for EMS service. However, age demographics were unavailable due
to patient privacy laws. In Key West, a two-month average of EMS responses revealed the
Department could potentially transport percentages of patients in the following categories BLS:
25.21%, ALS: 36.4%, and ALS2: 0..43%. Additionally, requests for EMS service that result in
a transport are also able to submit for mileage which is assessed from the location the patient
was placed into the ambulance to delivery at a hospital. An assumption for distance traveled
with a patient were made by using the average travel distance from fire stations to the hospital,
as pick-up points for patients were too numerous to individually calculate. For this proposal,
rates were assessed using the Medicare Ambulance Fee schedule, as it is potentially the only



publically available ambulance transport fee schedule.

Using the fee schedule, it was estimated that in 2013, if EMS transport revenue was collected
from 100% of those transported, that the Department could generate an estimated
$1,004,007.95 in gross annual revenue, minus 8% for the billing agency. Net collections would
then be $923,687.31. However, the Medicare Ambulance Fee schedule is generally the lowest
cost fee schedule and it is atypical to collect 100% revenue. It is legally allowable, and
encouraged, that the Department selects rates that are above the Medicare rates in order to
maximize revenue. Additionally, many fire-based EMS systems are beginning to directly
invoice patients for services delivered that do not result in a transport to the hospital- such as
lift assists, administration of medication during diabetic emergencies, and other interventions.
Although these invoices are typically low in cost, they still offer a means of revenue recovery
for services and materials.

In conclusion, the City should add ALS EMS transport to the menu of services provided to the
residents and visitors of the area. The addition of EMS transport will dramatically improve the
level of service the Department offers. In addition to a more efficient distribution of resources
and improved disaster mitigation capabilities, it will also present an appreciable revenue stream
for the Department that has not been realized before. Furthermore, these additional resources will
provide the Department with supplementary personnel available to respond to incidents requiring
a greater number of firefighters needed to mitigate high hazard incidents.
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Background

The Department provides fire protection and BLS first response to the City of Key West, Florida
and is located in Monroe County. According to the 2010 census, The City of Key West had a
population of 24,649*. The Department covers an area of 7.4 square miles with 5.9 square miles
being land and the remainder being water. This provides an estimated population density of
approximately 4,411.8 residents per square mile in the City. The area is also in a rural zip code.
The Medicare Fee schedule allows for a higher rate to be charged in rural areas.

In the City, EMS transport is provided by a private, for-profit EMS agency, Care Ambulance.
The Department maintains three fire stations which are staffed 24 hours a day. The Department
staffs full-time firefighters in a rotating schedule working 24 hours on, 48 hours off, with one
Kelly day per month. The Department staffs three fire engines with one officer and three
firefighters and one ladder truck with one officer and one firefighter.

A brief risk analysis was performed to assess the need for the addition of EMS transport to the
Department’s service provision menu. According to the 2010 U.S. Census, 17.7% of the
population was in a vulnerable category. This category consists of persons under the age of 5
(4.9%) and persons 65 years of age and older (12.8%), but does not include the special needs
population. Additionally, 11.7% of the population was living at or below the poverty level. The
City has 14,016 housing units with the majority being single family residences (55.1%), the
remainder being multifamily ranging from 2 units to 20 or more (41.5%), and mobile homes
(3.4%). Of these structures 54.6% are of pre-1970 construction, and 19.3% of these built in 1939
or earlier. In addition to these population demographics the City is at risk for natural and man-
made disasters. The Monroe County Comprehensive Emergency Preparedness report, published
in 2012, states that Monroe County has a high probability of being impacted by a variety of
hazards including hurricanes, mass immigrations, transportation accidents, and tornadoes®. The
County is at low risk for sink holes, cold emergencies, and nuclear power plant disasters. These
risks suggest that there is a need for the Department to increase its service delivery to include
EMS transport as this specific service provision will enhance the Department’s ability to meet
the needs of the community.

The Department is already well situated to provide timely EMS transport to the citizens and
visitors of the City. Assuming all apparatus are responding from assigned quarters, the
Department is able to provide coverage to 78.6% of roads in four minutes or less and 93.4% of
roads in eight minutes or less. These travel times were modeled using ESRI ArcGIS version
10.1. Fire stations were identified on Geographic Information System (GIS) maps as starting
points with vehicles traveling at posted road speeds.

42010 U.S. Census
® The Monroe County Comprehensive Emergency Preparedness, 2012
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Map 1. Key West Fire Department 4-Minute Response Coverage from Station 1.

The Department can provide coverage from Station 1 to 53.1% of City roads within 4 minutes.



Map 2. Key West Fire Department 4-Minute Response Coverage from Station 2.

The Department can provide coverage from Station 2 to 44% of City Roads within 4minutes.



Map 3. Key West Fire Department 4-Minute Response Coverage from Station 3.

The Department can provide coverage from Station 3 to 39.1% of City roads within 4 minutes.
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Map 4. Key West Fire Department 4-Minute Response Coverage from All Stations.

The Department can provide coverage from all stations to 78.6% of city roads within 4 minutes.
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Map 5. Key West Fire Department 8-Minute Response Coverage from All Stations.

The Department can provide coverage from all stations to 93.4% of City roads within 8 minutes. This
highlights how the Department is well situated to meet national standards for response to requests for EMS
transport.
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Fire Department EMS Operations

In recent years, the provision of emergency medical services has progressed from an amenity to a
citizen-required service. More than 90% of career and combination fire departments provide
some form of emergency medical care, making fire departments the largest group of prehospital
EMS providers in North America. In many fire departments that deliver prehospital care, EMS
calls can equate to over 75% of total call volume.

In an analysis of data from over 300 fire departments in the United States, first responder units,
which are typically fire engines, arrived prior to ambulances approximately 80% of the time.®
This is likely due to the fact that fire stations housing first responder units, which are equipped
and staffed with dual-role firefighter/ emergency medical service technicians and supplies, are
more centrally located and are able to affect a quicker response and provide life-saving
procedures in advance of an ambulance. This reinforces why it is in the best interest of the public
good for the fire department to provide EMS transport as well as first response.

The benefit of adding EMS transport to fire department operations is that fire departments are
already geared towards rapid response and rapid intervention. Strategically located stations and
personnel are positioned to deliver time critical response and effective fire suppression and are
therefore equally situated to provide effective response to time critical requests for EMS service.
Both fire suppression and EMS response are required by industry standards to have adequate
personnel and resources operating on scene within 8 minutes’. In both fire suppression and EMS
incidents, time is directly related to the amount of damage, either to the structure or the patient.

Before continuing, it is important to explain common private ambulance practices. It is rare that
private ambulance companies solely provide emergency 9-1-1 patient care and transport.
Frequently these companies provide a mixture of non-emergency inter-facility transports, both
scheduled and unscheduled, along with 9-1-1 EMS response. In order to maximize revenue it is a
common practice among these private companies to staff as few ambulances as possible to
manage workloads. Because of the unpredictability of requests for 9-1-1 EMS service as well as
low numbers of ambulances in field, there is a high probability that all ambulances may be
engaged on non-emergency requests for service leaving none available for emergency requests.
To increase the likelihood of having an ambulance available, private ambulance companies will
frequently set a longer response time for arrival at the assigned destination. It is not uncommon
in the private ambulance industry to see contractual response times for emergency requests be in
the area of 12 to 15 minutes from time of initial dispatch. This practice gambles with the odds of

® Lori Moore-Merrell and others, Report on Residential EMS Field Experiments, (September, 2010); pp. 10.
" NFPA 1917: Standard for the Organization and Deployment of Fire Suppression Operations, Emergency Medical
Operations, and Special Operations to the Public by Career Fire Departments
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requests for emergency service versus the availability of ambulances in order to increase
profitable opportunities. This can place the population in danger.

This is exceedingly common in EMS patient care models where a fire department provides first
response only and patient transport is provided by a private ambulance company. This is because
private ambulance providers rely on the fire department’s rapid response to the patient to justify
a longer ambulance response time. This practice can and has, increased the likelihood of patients
waiting longer for transport to the hospital. It also engages other emergency resources
unnecessarily and poses a threat to the community. Fire departments that provide EMS transport
do not typically provide inter-facility transports or dialysis transports and only provide transport
for emergency requests for service. This increases the likelihood of having adequate resources
available to respond when a citizen has a medical emergency.

One result of a prolonged ambulance response time is that a patient will be further delayed in
reaching a medical facility to receive definitive care. This is especially dangerous for incidents of
chest pain, stroke, and survivable cardiac arrest. Many times, patients experiencing symptoms
associated with these events may not recognize the onset indicators and immediately call for
assistance® %1 Acute Coronary Syndrome (ACS), or heart attack, is the number one leading
cause of death in the United States. Experts agree that an ACS event should receive definitive
care from a hospital within one hour of onset of symptoms. One study found that definitive care
for ACS within one hour of onset improves survivability by 50% and 23% if definitive care was
given within 3 hours*.

Strokes, which are the number three cause of death in the U.S., as well as a leading cause of
disability, also benefit from expedient treatment in definitive care. Ischemic stroke, which is a
stroke caused from a blood clot, can be effectively treated if definitive care is received within 3
to 4.5 hours™® of onset of symptoms. The sooner a patient receives definitive treatment from
onset of symptoms, the less likely a patient is to suffer disability from this type of stroke.
However, it is important to emphasize that before the time critical treatment can be administered
to the patient in the hospital, there is a time intensive assessment that must be performed to
ensure the patient is qualified to receive the treatment.

8 American Heart Association, Heart Disease and Stroke Statistics-2005 update, Dallas, TX: AHA 2005

® Time from Symptom Onset to treatment and outcomes after thrombolytic therapy. Newby LK, et al. J Am Coll
Cardiol. 1996:27:1646-1655

1% An International Perspective on the Time to Treatment of Acute Myocardial Infarction. Dracup, K. et al. J Nurs
Scholarsh 2003;35:317-323

! Prehospital and In-hospital Delays in Acute Stroke Care. Evanson, KR, et al. Neuroepidemiology 2001;20:65-76
12 Association of patient delays with symptoms, cardiac enzymes, and outcomes in acute myocardial infarction.
Rawles, JM. Et al. Eur Heart J. 1990; 11:643-648.

3 Thrombolysis with Alteplase 3 to 4.5 Hours after Acute Ischemic Stroke. Hacke, W. et al. N Engl J Med.
2008;359:1317-1329
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The current benchmark for an ischemic stroke patient “door to needle”** is less than or equal to

60 minutes. However, Steps Against Recurrent Stroke (STARS) registry shows that the median
door to needle time is 96 minutes or 1 hour and 36 minutes.™

Because fire department-provided EMS is typically reserved for emergency responses, there is
an increased likelihood that a patient will receive an ambulance and a first responding fire
apparatus in not only a timely manner, but also frequently at the same, or close to the same, time.
This is extremely beneficial to the patient as most EMS responses, particularly the previously
mentioned conditions, are labor intensive. Patients suffering from ACS should not perform any
form of exertion as to minimize any damage that is occurring. Patients suffering from strokes are
frequently unable to exert due to physical disabilities caused by the incident. An optimally sized
crew is able to provide simultaneous interventions while assessment is being performed thereby
reducing the on-scene time. Following completion of critical tasks, the crew can then facilitate a
safe removal of the patient to the ambulance and minimize the risk of injury to patient and
provider.*®

One of the most labor intensive and time critical requests for EMS response is cardiac arrest,
which affects 20-140 out of every 100,000 people. Traditionally, the American Heart
Association (AHA) taught a method of cardiac resuscitation that involved single rescuer
performance of prioritized action®’. However, there was a gap between instruction and practice
which led to confusion and may have potentially reduced survival. In reality providers respond
and function in teams larger than two.

In 2010, the AHA released a newly revised guideline for cardiac resuscitation that focused on a
team-centric approach. More important than this change was evidence-backed research that
suggested that the manner in which CPR was being performed was inherently inefficient and
only provided 10-30% of the normal blood flow to the heart and 30-40% to the brain®*°. This
was linked to provider fatigue from administering chest compressions, and as such, these studies
indicate that providers should be rotated to ensure effective depth and rhythm of chest
compressions. Consensus documents from the AHA recommend that providers should rotate

Y «“Door to Needle” is an industry specific term that refers to the time the patient entered the emergency department
to the time the received the treatment. A drug named recombinant tissue plasminogen activator (rt-PA) is utilized to
dissolve the thrombosis causing the stroke. Current FDA approvals limit this drug’s use to 3-4.5 hours from initial
symptoms and require a CT scan and labs before administration.

> Improving Door-to-Needle Times in Acute Ischemic Stroke: The Design and Rational for the American Heart
Association/American Stroke Association’s Target: Stroke Initiative. Fonarow, Gregg, et al. Stroke 2011;42:00-00
18 National Institute of Standards and Technology Report on Residential EMS Field Experiments September, 2010
7 Highlights of the 2010 American Heart Association Guidelines for CPR and ECC

'8 Determinants of Blood Flow during Cardiac Resuscitation in Dogs. Halperin, HR et al. Circulation 1986;73:539-
550

19 Increased Cortical Cerebral Blood Flow with LUCAS, a New Device for Mechanical Chest Compressions
Compared to Standard External Compressions during Experimental Cardiopulmonary Resuscitation. Rubertson S, et
al. Resuscitation. 2005;65:357-363
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with every two-minute cycle of CPR. It was also recommended that requests for EMS service for
cardiac arrest also have a team leader to organize priorities and direct resources as they arrive or
are needed. The team leader would also be responsible for identifying symptoms of fatigue and
making appropriate assignment adjustments to ensure maximally efficient CPR.

Although the AHA and other researchers have not identified what an optimally sized crew for
effective team-centric CPR should be, some consensus literature from AHA has mentioned that
five providers were best suited to perform resuscitation. However, providers may be required to
perform multiple tasks. Industry best practices, through the guidance of Medical Directors, have
suggested six providers would be most successful in minimizing confusion and redundancy.

An EMS crew consisting of 6 personnel would require 4 personnel arriving with the first
responding fire apparatus and 2 with the ambulance.? For an all-ALS system, two of the six
should be Paramedics, with a minimum of one assigned to each of the responding apparatus.
Some ALS systems require two Paramedics on the ambulance and a minimum of one on the first
responding fire apparatus. However, these deployment options are determined by State directive
or Medical Director’s discretion. Regardless of the make-up of the EMS certification level of the
providers on scene, an ALS integrated cardiac arrest response should provide for the following: a
lead provider, an airway manager, two providers to interchangeably deliver chest compressions,
a provider to establish an intravenous medication line and administer medications, and a provider
to operate the monitor.

To support the EMS mission, the Department will not only need to increase its daily staffing to
meet the needs of an integrated EMS transport system, it will also need to increase the daily
staffing needed to perform time critical tasks to ensure more effective lifesaving procedures. By
integrating EMS transport, the Department will also be able to enhance service by guaranteeing
that patient care-associated training is received by all employees.

% NFPA 1917: Standard for the Organization and Deployment of Fire Suppression Operations, Emergency Medical
Operations, and Special Operations to the Public by Career Fire Departments
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Ambulance Distribution

Before discussing how many ambulances the Department should deploy, it is important to
discuss two basic concepts of ambulance deployment- distribution and depth of coverage.
Distribution describes the geographic area that emergency units, in this case ambulances, can
cover. Stations should be located in such a manner as to ensure expedient response from the
station to the scene in four minutes (240 seconds) or less 90% of the time for EMS first
response by any unit, BLS transport unit or first fire engine for a fire?, and eight minutes (480
seconds) or less 90% of the time for an ALS transport or full alarm assignment for a fire.?? In
addressing distribution, it is important to have a certain degree of overlap in coverage areas to
ensure that the aforementioned response benchmarks can be met. Depth of coverage refers to
the number of simultaneous incidents that the Department is capable of responding to. Ideally,
departments should be staffed and equipped in such a manner as to be able to handle a number
of simultaneous incidents within stated response time goals.

These benchmark distribution and depth values are defined by industry standards in the
National Fire Protection Association (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. However, due to geography and
population factors they may not be achievable or appropriate for all departments and
communities. As such the Department should determine what a desirable and achievable
performance benchmark is as determined by examining its current responses and identifying
the 90™ percentile response time. Fire Stations in Key West appear to be appropriately located
to meet NFPA 1710 performance objectives. As previously stated, the stations are located in
such a manner as to provide 93.4% coverage of all surface roads in eight minutes or less and
44% in four minutes or less. With the exception of the ladder truck, all suppression apparatus
are appropriately staffed®® 2* % In order to add EMS transport the Department will require
additional personnel to staff ambulances. Once these minimal personnel criteria have been
achieved and ambulances have been purchased, the Department will be well equipped to deal
with multiple simultaneous incidents. Due to call volume demands and location of existing fire
stations, it would be appropriate for the Department to use statically deployed ambulances to
provide prompt coverage to the City.

2L NFPA 1710 Standard: EMS First Responder 5.3.3.3.2, BLS Transport 5.3.3.3.3*, First Engine 5.2.4.1.1
22 NFPA 1710 Standard: ALS Transport 5.3.3.3.3*, Full Alarm Assignment 5.2.4.2.1

2% National Institute of Standards and Technology Report on Residential Fireground Field Experiments April, 2010
2 National Institute of Standards and Technology Report on High-Rise Fireground Field Experiments April, 2013
% National Institute of Standards and Technology Report on EMS Field Experiments September, 2010
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EMS GAP Analysis

In order to expand service to include EMS transport, the City and the Department would need to
make a significant investment in personnel and equipment. An explanation of operational needs
has been included in order to inform decision makers of the intricacies of service. This proposal
will discuss one model for deployment, and with it, the requirements and associated costs to
provide ALS transport. This proposal speaks directly to the implementation of an ALS service as
it represents the largest investment and is the apex of prehospital care. If the Department and
City wish to implement a BLS level of transport, costs and supplies have been included in the
Appendices.

Given the Department’s current staffing and certification levels, it will be critical for the
Department to hire employees who already possess Paramedic and NFPA Firefighter 11
certification. It would also be beneficial for the Department to offer Paramedic training to
current employees. However, as an incentive to existing employees, the Department should take
appropriate steps to assure employees that increasing certification levels is voluntary and non-
punitive. The Department should also consider offering pay incentives. Additionally, in order to
transition from a BLS first responder service to an ALS transport service with consistent ALS
first response, the Department will need to increase current staffing levels to accommodate the
enhanced service. It is essential that the Department and decision makers understand the
complexities involved in establishing a prehospital care transport service. This section will
outline the minimal needs to accomplish that task prior to the implementation of the service.

Once the needs of the community and the Department have been identified, decision makers
should work together to determine how service will be implemented, when and how fast
capabilities will increase, and the deadline for the moratorium of primary service with Care
Ambulance. Additionally, the Department should show due diligence in collecting information
and understanding requirements for the initiation and maintenance of a public 9-1-1 transport
service. During the preparation of this report, the IAFF has made every effort to collect and
disseminate information regarding the laws surrounding a publicly managed 9-1-1 transport
service. Ultimately, it will be the responsibility of the Department to ensure all applicable laws
and rules are followed throughout this transition and going forward.

This report will discuss an immediate implementation, where within an established time frame,
Care Ambulance will be allowed to continue service while the Department prepares to assume
EMS transport. Then, on a pre-arranged day and time, Care Ambulance service will cease
and the Department’s service will begin.

The implementation of EMS transportation, as with any sweeping service change, is not simply
a matter of employing the right people, purchasing equipment and supplies, and then placing the
whole operation in service. Instead it will involve a period of strategic planning that includes
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creating Standard Operating Guidelines (SOGs), developing EMS medical protocols, identifying
risks and ways to address those risks, developing contingency plans, budgeting, educational
planning for personnel and the community, making human resource decisions aimed at attracting
experienced providers to the Department who can fill the experience gap, and finally, stand-
alone implementation.
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Division Chief of EMS

The Department should promote an employee to a Division Chief of EMS within the
Department. This position is intended to perform the administrative tasks necessary for a
successful prehospital program. This position will be an integral part of the operation, and will
work in conjunction with the Medical Director. Once the Department makes the transition from
first response to transport there will be a number of additional tasks that must be carefully
managed and monitored. This list includes, but is not limited to, managing a dynamic medical
supply chain, tracking patient care records, working with a billing agency, maintaining a larger
supply of technical equipment and meeting the required service intervals to maintain them,
collecting and analyzing data that is pertinent to the function and operation of the Division of
EMS, and acting as liaison between the Department, the Medical Director, and the hospital in
regards to infectious exposure notifications and patient care misadventures. The Division Chief
of EMS should also be responsible for handling and investigating patient and citizen complaints.
Because the Division Chief of EMS will be responsible for the management of an ALS system, it
would be advisable to hire a candidate that holds Paramedic certification, has been a Paramedic
field provider for a minimum of five years and possesses supervisory experience. Experience
does not always have to be with the Department.

The Division Chief of EMS will also be required to act as the Health Insurance Portability and
Accountability Act (HIPAA) Compliance Officer. HIPAA compliance and a Department-wide
annual update are required in order to bill Medicare. This position is responsible for maintaining
HIPAA compliance, conducting or directing periodic training for employees, assessing
compliance and developing standards. Additionally, a compliance officer is responsible for
ensuring any agency with access to medical records, such as billing companies, are using the
information appropriately in accordance with the HIPAA rules. A Compliance Officer is also
responsible for the development and implementation of contingency plans in the event that
information is transmitted inappropriately or if the information’s security has been compromised.

In addition to the HIPAA Compliance responsibilities, it is also important for the Division Chief
of EMS to be familiar with and understand the intricacies of EMS billing. How and why the
Department should contract a billing agency rather than hiring a civilian for EMS billing will be
discussed later in this report. The Division Chief of EMS will need to ensure that billing
processes and claims are being performed fairly, equitably and lawfully by the billing company.
Current Medicare billing rules indicate that providers that have contracted with a billing agency
to manage their revenue collection are just as culpable for ensuring the law is followed as the
billing agency itself.

The future Division Chief of EMS should have experience with the grant writing process, even if
the Department currently has an employee assigned for this responsibility. Grants will be
necessary for the Department to offset costs associated with purchasing apparatus and
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equipment. Grant monies, will help ease the Department’s burden of the initial start-up costs
associated with EMS integration.

By employing a person with extensive knowledge in the operation of a prehospital care program,
the Division Chief of EMS will be instrumental in establishing criteria to provide service,
purchase equipment, and hire and retain EMS providers. This position will also be instrumental
in selecting an appropriate Medical Director for the Department. Because the Department has
already shown a desire to grow its services, it would be best if the Department employed a
dynamic Division Chief of EMS who will, or has proven in previous positions, to be a forward
thinker who stays up-to-date with current best practices and can adapt these practices into the
EMS protocols.

The Division Chief of EMS should also be certified to provide EMS instruction for the
Department since they will be responsible for introducing new procedures and equipment to the
Department. As such, the Department should also require the candidate to have completed or
complete, within one year of employment, “Developing Course Content” offered by the National
Fire Academy or a comparable entity.

These minimum criteria will support the Department in achieving and maintaining a high
performance EMS system by encouraging Department leadership to stay informed of current
practices in the field of prehospital care.

22



Medical Director

The Department currently operates under Care Ambulance’s Medical Director. The Department
will need to contract with a physician to provide medical direction once service has been
severed. It is not uncommon for departments to share a Medical Director. However, it is
important to emphasize that, regardless of the arrangement, the Medical Director should always
act in the best interest of the Department and the community.

It will not be necessary for the Medical Director to be an officer with the Department, but this
does not exclude the position from being an integral part of the leadership matrix. In the
prehospital environment, EMS providers operate as an extension of a licensed physician, with
standing orders, or protocols, when delivering patient care. The physician who will become the
Medical Director for the Department will be responsible for the creation of protocols, medical
oversight via Continuous Quality Improvement, and will be a key asset in the development of
training regimens, especially with the addition of new skills.

The Medical Director should be an involved and integral member of the chain of command who
advises the administration on medical issues and unusual medical occurrences, but maintains a
high-level authority over all clinical and patient care aspects of EMS resources. A more specific
job description can be developed to meet local needs. The Medical Director should have the
ability to immediately limit the patient care activities of providers that deviate from protocols
and/or do not meet training standards. However, the Medical Director should have a protocol that
allows for justifiable variance in the performance of protocols. This allows for flexibility in the
provision of care and allows for practitioners to defend actions that may have deviated from
protocol. This does not excuse or defend reckless behavior, but identifies the fact that all patient
situations or encounters are different and that patient needs are not always consistent with in
protocols.

The Medical Director should be Board Certified in Emergency Medicine and be clinically active
in its performance. Additionally, the Medical Director should understand the designs and
operations of EMS, be familiar with local and regional EMS activities, be familiar with the
administrative and legislative processes that impact EMS, be familiar with the different scopes of
practice, and be knowledgeable of local, regional and State mass casualty and disaster plans.
More information can be found in the Handbook for EMS Medical Directors, which was created
by FEMA in March of 2012 and is included in the Appendices as a supplement for decision
makers.

Per the State of Florida Department of Health, the Department has no flexibility regarding the
purchasing of medications. Medications and other prescription devices are purchased through the
Medical Director’s license and DEA number. The State of Florida requires that the Department’s

% Handbook for EMS Medical Directors. March 2012 FEMA page 21
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Medical Director maintain the appropriate license and waivers to distribute prescription level
medications.

Although the Medical Director is ultimately responsible for the licenses to provide patient care,
the Department will need to understand the other associated requirements to operate a transport
service. It will be of value for the administration, particularly the Division Chief of EMS, to
know and understand what licenses and certificates are required.
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Continuous Quality Improvement

One of the many EMS system components the Medical Director is responsible for, and that will
be developed in concert with the Division Chief of EMS, is that of Continuous Quality
Improvement (CQI). In this process, the Medical Director reviews data from the Patient Care
Report (PCR) to assess protocol compliance, as well as any areas in need of improvement and/ or
additional training. This can be accomplished in a number of ways, including but not limited to,
direct review exclusively by the Medical Director or through a committee review. The committee
may consist of Department providers, line officers, training officers and the Medical Director.
Regardless of the design of the membership or size of the CQI committee, the Division Chief of
EMS and Training Officer should be involved in the event training courses need to be developed
or revised.

No matter what the configuration of the CQI process, the overall goal should be to observe
treatment trends, look for inefficiencies and deficiencies, create strategies and educational
opportunities, and adjust benchmarks with the goal of improving emergency medical services
delivery.

The CQI process should evaluate a number of issues regarding patient care. Criteria will vary
depending on the level of care provided by the Department as well as the conditions, both
physical and environmental, that were present at the incident. Furthermore, the CQI process can
be flexible in its assessment from the extreme of evaluating every incident through the CQI
process or a sampling of incidents by type, percentage, or date. It is essential that the Medical
Director decide how to direct inclusion criteria for incidents. Table 1, on the following page, has
a minimal list of incident types that should be included in any CQI review process.

The results of a CQI process should be shared with the individual who provided the patient care
or was the lead provider and with the provider’s immediate supervisor, so it can be used in the
annual review process. This knowledge will be a helpful tool for supervisors so that they can be
aware of an employee’s needs and use this to enhance their ability to act as a mentor. One thing
CQI should never be used for, unless actions and care standards are reckless, purposeful, and
habitual, is as a device for punitive action. The true purpose of a CQI process is constant
improvement, as the name indicates. Using the CQI process for punitive action will be
detrimental to the EMS transport program by creating a gap between administration and
providers. Providers should embrace EMS service without reservation and trust that the CQI
process is specifically a tool for improving the overall level of care.
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Continuous Quality Improvement Assessment Criteria

BLS Physician on Scene
Deaths Multi-Patient Incident
Restraints Used Mass Gatherings
Refusals Patient in Police Custody
Instances where the ambulance was Tactical EMS Deployments
Disregarded by First Responders
Births Wilderness EMS Rescue
Airway Management Technical EMS Rescue
ALS

Rapid Sequence Intubation

Chest Decompression
Cardioversion

Cardiac Arrest

ST segment Elevation Myocardial
Infarction (STEMI)

Table 1. Continuous Quality Improvement Assessment Criteria. The above table shows the

minimal criteria for a Continuous Quality Improvement process. Incidents that meet these criteria should be
reviewed by the Medical Director and adjustments to protocols and Department operations made as
necessary. It is important to note that the criteria mentioned above is a minimal list and can be expanded
based on the medical needs and demands of the patients.
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Just Culture

In regards to the CQI process, the Department should adopt the philosophy of a “Just Culture.”
In this instance “Just” refers to Justice, but the philosophy itself is part of the larger idea of a
“Culture of Safety.” A “Just Culture” recognizes that in many instances where a patient or
provider was harmed, it was not done so in a malicious manner but rather as a result of simple
human error or lack of detailed training. A “Just Culture” is an atmosphere of trust in which
people are encouraged to provide essential safety-related information, but in which they are also
clear about where the line must be drawn between acceptable and unacceptable behavior.?’ In
this culture, practitioners are empowered to be accountable for their actions by realizing that
even the most well trained provider will make mistakes and develop short cuts. These actions are
not performed with malicious intent, and through CQI and self-reporting they can be identified
and rectified without retribution, all while maintaining a zero tolerance for reckless behavior.

In the real world there are three behaviors that can be expected; human error (mistakes), at-risk
behavior (short cuts), and intentional and repetitive reckless behavior. Although many believe
that a “Just Culture” is an entirely non-punitive philosophy, it does not allow for reckless
behavior. Reckless behavior is described as behavioral choices that consciously disregard a
substantial and unjustifiable risk. In these instances existing models of “Just Culture” dictate
inclusion of the disciplinary process. In the other instances, human error and at-risk behavior
should be counseled and coached respectively. Although this is just an outline of the “Just
Culture” and its inclusion into the larger “Culture of Safety,” it is important to note that at the
root of this is identifying the problem, identifying the issues that caused the action, creating
manageable ways to correct and prevent the action, and implementing the corrective actions.?®

A “Just Culture” and “Culture of Safety” would help to allow employees to identify unsafe acts
and conditions and provide a forum with management without fear of retribution to address these
issues, identify solutions and implement corrective actions. If applied correctly, this type of
culture could potentially reduce sick and injury leave by creating a safe and content work force
that knows it has been empowered to improve health and safety.

2T «just Culture” Presentation, The New Mexico Hospital Association.
% patient Safety and the “Just Culture” presentation, David Marx, JD
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“Just Culture” Accountability for Behaviors®

Inadvertent Action
Manage Through Changes
In:

Processes

Procedures
Training

Design
Counsel

Unintentional Risk Taking
Manage Through:

Removing Incentives for
At-Risk Behavior
Create Incentives for
Healthy Behaviors
Increasing Situational
Awareness

Coach

Intentional Risk Taking
Manage Through:

Remedial Actions

Punitive Actions

Punish

Table 2. Just Culture Accountability of Behaviors. This table displays how aspects of human behavior

should ideally be handled in a “Just Culture.” The basic idea behind a “Just Culture” is to create an open
and fair culture that is based on identifying issues and behaviors that negatively impact the health and
safety of patients and providers. A combination of the CQI process and self-reporting can create strategies
to correct and improve these issues and behaviors for the benefit of the Department.

Ideally the findings of the CQI process should be unavailable to Freedom of Information Act
(FOIA) requests with the exception of those dealing with reckless behavior. However, many
states have a Peer Review law that protects findings in a CQI forum from FOIA only in regards
to hospital caregivers and not regarding prehospital care practitioners. The Department should
request an opinion from the Florida’s Attorney General’s office on this matter. This in effect may
limit any immunity in the event of human error or unintentional at-risk behavior. Although this
does not negate the need for a “Just Culture and “Culture of Safety,” it is certainly in the
Department’s best interest to be familiar with the State and Federal Laws regarding immunity

and peer review.

% patient Safety and the “Just Culture” presentation, David Marx, JD
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EMS Billing

When the Department begins transport service it will be necessary to bill patients for the EMS
services that have been received in order to offset the cost of service provision. Although some
may speculate that they are paying taxes for the service, it should be made clear that tax revenues
support preparedness and availability of the service, rapid response, and early intervention but
not for the transport service. Patient transportation is typically a user fee-supported service. This
tax revenue versus user fee difference can be explained by looking at how fire suppression or
preventative services benefit a “community” and an EMS response with transport benefits an
individual. If a fire is not extinguished it will spread to adjacent occupancies and potentially
threaten a large area and multiple taxpayers. However, most medical emergencies remain unique
to the individual and do not “spread” to other taxpayers. As such, it is appropriate for the
Department to charge a user fee for the specific, and typically individual, response to a request
for EMS and transport service.

Because the Department will be providing a municipally-based service there are a variety of
options that can be utilized for billing patients. The most frequent billing method is that of
“insurance only billing.” In this option, unless the patient has no insurance or the insurance
company elects to send the bill to the patient, the patient receives no bill for service. For the
majority of bills sent to an insurance company the patient will not be aware that they have been
billed for service, as typically there is no co-pay required for non-Medicare emergency transport
services. The Department should also be aware that private insurance companies do not typically
pay the bill in its entirety and frequently pay a negotiated or “assigned” amount just above the
approved Medicare rate for the State and Region, or may deny payment all together.

For Medicare patients, the Centers for Medicare and Medicaid Services (CMS) uses a legislated
fee schedule based on the type of transport service provided plus mileage. The manner in which
CMS pays is different from a typical private insurance payment. Regardless of the amount billed
for the service, Medicare is only required to pay 80% of the amount determined by the fee
schedule for the level of service provided. The other 20% is to be paid by the patient as part of
their cost-sharing plan. However, in the case of a municipal service, the co-payment is typically
assumed to be covered by the amount a user has already paid in municipal taxes. The fee
schedule itself is a set reimbursement list that is broken down by State, Region, and whether or
not the service was provided in an urban, rural, or super rural community.

The Department can establish its own rates and fees and is not limited to charging only at
Medicare rates. Charging higher than the Medicare rates would be advantageous, since the
population of Key West that qualifies for Medicare, 65 years of age and older, is 12.8%>°. Table
3, on the following page, displays the 2014 Medicare fee schedule rates for Key West, the City
should not submit rates lower than these.

30 Key West, Florida: State and County Quick Facts 2010 US Census
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It should be noted that the Medicare rate typically covers fuel and equipment usage, but does not
cover the actual cost of providing personnel and time. This is why the Department should set
rates and fees at levels designed to generate revenues sufficient to offset the marginal costs of
providing added services. To match rates to cost, the Department should examine a few sample
emergency runs and identify the types of procedures and medications that would be used in the
response, assessment, transport and transfer of one patient. This would include a minimum of
two providers, medications, supplies, non-invasive and invasive procedures, supplies and
medication delivery routes, and cost of fuel per mile. The cost for these should be calculated as
the cost of the supplies and medications used plus the true cost of two employees for the
estimated total time of a patient transport, which given the proximity to a hospital should be
averaged around one work hour. This calculation will provide the base cost of a patient
encounter and transport. Once the true cost of a patient encounter and transport has been
determined, decision makers should consider adding a “value” amount to the service provided as
a means of increasing revenue. Many business models generally add a minimum of 20% of the
base cost of service as a value addition.

Generally, billing is reserved solely for transported patients. One exception is in-field
pronouncement of death, which Medicare will pay at the BLS rate for service. Some agencies
have started direct billing patients who were not transported, as these payments are typically
denied by CMS and private insurance. In these instances, agencies have achieved a higher
collection rate by charging minimal fees such as $50-$100 dollars. Residents and visitors
typically feel it is easier to pay these nominal fees out of pocket rather than encounter collection
issues with unpaid larger sums. This way, the City may recover some of the cost, at a minimum,
versus none of the cost.

Medicare Billing Rates for Key West, Florida 2014

A0425 Mileage $10.85
A0429 BLS $370.92
A0427 ALS $440.47
A0433 ALS2 $637.53

Table 3. Medicare Rates for 2014.The above table shows the amount approved for payment in the 2014
CMS Ambulance Fee Schedule for the City. The mileage rate is paid at the posted rate and is accrued to the
nearest 10" of a mile. The total charge for the BLS, ALS, or ALS2 rate, plus mileage, will receive an 80%
payment from Medicare leaving the other 20% to be paid by the patient. Typically this 20% is assumed to
be equal to the municipal taxes paid by the patient. It is important to note that the Department may set its
rates higher than the Medicare rates. However, if the patient is a Medicare patient, the Department can only
collect at the Medicare rate. Furthermore, mileage is charged per the “load mile,” which is considered to be
from the point where the patient is placed in the ambulance until arrival at the final destination.

Another area that allows the Department some flexibility in billing is the decision to charge
different rates for residents versus non-residents. In this situation, the residents of the City are
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charged a lower rate than non-residents. This provides a means of acceptance from residents as
they will look favorably on being charged a lower rate. Some jurisdictions only charge non-
residents while absorbing the cost of service provided to residents. It is not the recommendation
of this report to follow the latter option as the call volume and service provision will need
adequate funding to be self-sustaining.

The Department needs to determine if it will “hard bill” or “soft bill” for service. Hard billing is
a billing system where after several unsuccessful attempts are made to collect, the bill is
submitted to a collections agency. In soft billing, after several unsuccessful attempts are made to
collect a billed amount, the cost of those services is written off by the agency. Typically
municipal departments engage in soft billing, which allows for more political support from
residents; however there is a growing trend in municipally provided EMS where jurisdictions are
soft billing resident patients but hard billing non-resident patients. If the Department opts to send
unpaid bills to collections it should do so by contracting with a collections agency, as billing
agencies do not typically perform this type of work. In lieu of using a collections agency, some
departments and municipalities have used their legal department to perform this duty. If the
Department uses a collection agency, there will be additional costs paid out to contractors for
service. Even if both billing and collecting agencies are used it may be potentially more cost
effective than the Department needing to hire for and maintain its own separate billing
department.

It is strongly recommended that the Department contract with a billing agency. The process of
billing is complicated and requires agencies to stay up to date on billing laws and practices. This
may not be feasible for the Department to attempt in-house. EMS billing agencies will provide
the Department with the assistance necessary to apply for a Medicare provider number, establish
billing rates, develop HIPAA compliance, and many other items necessary for implementing an
EMS transport service.

Billing agencies are typically paid by a department based on a percentage of actual collections so
it will be important for the Department to select an agency that has a high collection rate and a
low percentage charge.
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Finding a Successful Billing Agency

When considering a billing agency it is important to determine how successful the agency is in
collecting revenue for other departments. The Department should require that potential
candidates show their raw and true collection rates using comparable departments, as well as the
Revenue per Transport (RPT). Raw collection rate is simply the total revenue divided by the total
charges and expressed as a percentage.

Total Revenue
X 100% = Raw Collection Rate

Total Charges

Depending on rates charged, billing policies and patient demographics, this percentage should
range from 50% to 70%.

The true collection rate, which is slightly more complex, more accurately reflects the billing
agency’s effectiveness in collecting the revenue that is actually “available.”

Revenue + Contractual Adjustments + Resident Write of fs

Total Charges X 100% = True collection rate
The true collection rate neutralizes the effects of higher rates, contractual adjustments, and
resident write-offs and should range from 85% to 98% if Office of the Inspector General
approved billing practices are used. Office of the Inspector General (OIG) Billing refers to the
Federal OIG office that issues decisions regarding Medicare Billing. OIG billing decisions
include the waivers of co-payments by patients transported by municipal EMS providers based
on the assumption that their taxes are equal to the co-payment amount for services rendered.

A third method to assess the billing agencies effectiveness is to assess their Revenue per
Transport (RPT). This value reflects the average revenue that is collected per patient transport
across their entire client base. The RPT can also be assessed on an individual department basis as
well. 1t would be in the best interest of the City and Department to see the total RPT as well as
that of individual RPT for comparable cities. It is difficult to find identically comparable cities
simply due to differing service demands and demographics. The Department and City should
develop an acceptable range of comparison by taking call volumes and age demographics into
consideration for potential comparable departments, as there may be a substantial range of RPTs
dependent upon these factors.

Once the Department has selected a billing agency, leadership should hold regular meetings with
the billing agency for the purpose of constantly monitoring billing rates and considering
adjustment. Rates will fluctuate as cost of service and the economy changes. It is important to
remember that low rates will yield high collection results but low net revenue, where much
higher rates will yield low collection results, but potentially higher net revenue. The Department
should consider finding a balance in their rates and bill aggressively to ensure an acceptable
billing to revenue collection ratio.
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A further consideration when selecting a billing agency is that some billing agencies may offer
software and hardware for patient care reporting free of charge.
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Patient Care Reporting

The Department will require a patient care reporting system. It will be in the best interest of the
Department to use an electronic Patient Care Report (ePCR). Depending on the system selected,
this may increase the initial start-up costs of the EMS integration process. Some billing agencies
provide their own software while others offer a menu of programs to choose from. Typically
agencies that offer a menu of software options will provide the software and mobile reporting
devices and collect a higher percentage of collections. However, this should not be the only
deciding factor when selecting a billing company and an ePCR system.

The Department should select software that is produced by a company that securely stores the
data, has the ability to retrieve data and generate operational and demographic reports, and can
be used by the Medical Director to perform CQI, as well as generate data reports. Using an ePCR
system will eliminate the need for local paper and data storage as well as eliminate the need for
the Department or the City to make significant changes to their own computer operating systems,
especially if the software allows wireless submission of reports. A key aspect of the data
collected and stored by ePCR companies is that the companies do not assume ownership of the
data. Data generated by an individual department is specifically the property of each department
and should be surrendered in its entirety upon severance from the contract with the company.
The Department should confirm this in writing. All manufacturers of ePCR software that store
data should have secure data transmission and storage capabilities that meet or exceed HIPAA
requirements for electronic transmission of records. The Department should also confirm that the
ePCR manufacturer has offsite single or multiple backup locations to ensure that there is no data
lost in the event of a system failure.

Using ePCR has been shown to improve collection rates due to the ease of data entry by field
providers. It also contains defined data points that must be satisfied for the report to be closed
successfully. This is essential because Medicare and insurance companies rely on certain
benchmarks, as well as certain procedures performed, to be documented in reports to justify
payment. Handwritten reports that must be “re-entered” into a computer data base can be entered
faster into a computer by omitting certain benchmarks in order to hasten data entry. These
omissions can cause billing claims to be denied due to lack of a justifiable medical need.
Electronic reporting relies on real time, point of contact data entry, which eliminates the need to
enter reports twice. It additionally facilitates error free data transfer to hospitals for the patient
care record, which is frequently a problem with handwritten reports. It alleviates frustration of
field providers, especially if the software can auto-generate information such as patient data for
frequent callers, patient address information based on social security numbers, certain medicine
doses, or record narratives.

Frequently, fire departments will seek to use an ePCR system that may be manufactured by the
same company that is currently used to generate fire suppression reports and track day-to-day
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operations data such as inspections or public education events. Although the simplicity of using
only one data collection system is attractive, the Department should do its best to avoid this line
of reasoning and find a system that best suits the needs of EMS field providers. The ePCR
program selected should be easy to use and flow in a logical manner, while allowing for the user
to move back and forth through the user fields without confusion or difficulty. The software
should also be fully customizable with the exception of mandatory blocks that have been put in
place due to State and National data collection requirements. It should also allow for any
additional documents the Department will need for operations such as EMS treatment variance
reports, controlled substance proof of use forms, refusals, and any other forms pertinent to
patient care. Additionally, the software and selected mobile devices should be able to
communicate with heart monitors wirelessly so that data from heart monitors can be captured
and added to the patient care report.

Although it may seem like a daunting task to use two separate reporting systems, one for fire and
another for EMS, it is possible with a brief adjustment period. A significant benefit is after the
customization period is over, the software will predominantly operate independently. The
majority of ePCR software available on the market now comes equipped with a number of
prepared data report templates and is customizable so that administrators can pull any needed
data from the data bank. Furthermore, there are a few ePCR systems that are now also capable of
generating NFIRS reports. This is advantageous for field supervisors as they can generate reports
immediately on the scene of an incident if necessary. The Department should seek software that
can submit data wirelessly in an encrypted format and can also print directly to the emergency
room printer or fax. This will eliminate the Department’s need to purchase a hospital-based
printer or place mobile printers on the ambulances. Selecting software that submits wirelessly
also ensures that the report is submitted to the billing agency more quickly and with fewer errors,
allowing for payments to be processed more quickly. Using a wire as a backup connection in the
event no wireless signal is available is appropriate, but should not be a primary means of data
transmission.
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Operational Licensure and Certification

The Department will require a number of additional licenses and certifications to legally provide
a transport service. Laws regarding the application for an ambulance service can be found in 8
64J-1 of the Florida Administrative Code (FAC) and at the following web link to the Florida
Department of Health (FDOH), http://www.floridahealth.gov/licensing-and-regulation/ems-
service-provider-regulation-and-compliance/index.html. The Administration of the Department
should contact the Florida Department of Health to confirm and/or request assistance with
acquiring and completing the forms required for a prehospital provider to implement a transport
service and to assess if there are any required fees for licensing. At a minimum, the above listed
web link will provide a number of resources that explain what type of equipment should be on
the ambulance.

The Department will first need to apply to the Monroe County Commission for a Certificate of
Public Convenience and Necessity (COPCN). Once the COPCN is approved, the Department
can apply for state licensure as an ambulance service.

The State of Florida, per Chapter 401.34 of the Florida Statutes, requires EMS services to pay
fees for ambulance service licensure. The license fee for ALS service is $1,375.00 and an
additional $25.00 vehicle permit fee per ambulance. The license is good for two years and the
Department can expect an inspection within 90 days of licensure.

The Medical Director is required by the State of Florida to possess a valid Drug Enforcement
Agency (DEA) license®!. The appropriate forms can be found on the DEA Office of Diversion
Control website using the “Application for Registration under Controlled Substances Act of 1970
for New Applicants.” The Department and Medical Director may need Form 224 MLP-
Ambulance Service. The fee for this application is $731 and is valid for three years. Frequently,
municipal provider charges are waived. It is important to note that since the Medical Director
usually holds a DEA license as a Practitioner, the Ambulance Service license may not be
necessary. The Medical Director and/or Division Chief of EMS should contact the DEA
Diversion Control Office directly for clarification.

Because the Department will be providing an ALS model it will be important for the Medical
Director and the Department to be familiar with DEA Form-222. This form is required for
ordering schedule 1 and 2 controlled substances. The forms can be ordered from the DEA
Headquarters Registration Unit at 1-800-882-9539 or through the nearest DEA registration field
office. The Department and the Medical Director should also familiarize themselves with the
forms and procedures required to destroy/remove expired controlled substances and other
medicines, as well as the State and Federal requirements for tracking controlled substance
inventory and usage.

%1 §64J-1.004 Medical Direction (4) Duties and Responsibilities of the Medical Director (a)
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The Department and the Medical Director will also need a Clinical Laboratory Improvement
Amendments (CLIA) Certificate of Waiver. CLIA was passed by Congress in 1988 and
established quality standards for all laboratory testing to ensure the accuracy, reliability, and
timeliness of patient test results regardless of where the test was performed. Requirements are
based on the complexity of the test and not the laboratory where the testing is performed. The
CLIA waiver will give the Department the ability to perform in-field tests with human biological
samples, such as blood glucose monitoring. A waived test is categorized as “simple laboratory
examinations and procedures that have an insignificant risk of an erroneous result.”* The CLIA
waiver costs $150.00 and needs to be renewed every two years, however Florida may have
additional fees or alternate expiration dates that could exceed the federal regulations. As such, it
is imperative that the Division Chief of EMS verify with the Florida’s Agency for Healthcare
Administration. Because the Department is a not-for-profit local government laboratory that
engages in limited public health testing, only one waiver will be required per renewal cycle.

The Department can be enrolled as a laboratory by completing FORM CMS-116 which can be
found online at www.cms.hhs.gov/clia or from the State Survey Agency,

Agency for Healthcare Administration
Laboratory Licensing Unit

2727 Mahan Drive, Mail Stop 32
Tallahassee, FL 32308

(850)410-1511

Contact: Patty Lewandowski
LABSTAFF@ahca.myflorida.com

In addition to licensing the service and the ambulances, the Department will also need to apply to
become a Medicare provider if it intends to bill Medicare for patient transports. Although a
billing agency will be able to provide assistance for meeting necessary requirements, it is
important that decision makers understand a few details about the application process. Without
enrollment and approval as a Medicare supplier, the Department cannot be issued payment. To
become an ambulance service supplier the Department will need to apply for its National
Provider Identifier (NPI). The NPI paper application can be found at the web address
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS10114.pdf or
electronically at https://nppes.cms.hhs.gov/NPPES/Welcome.do. The NPI number will be
required to complete the Medicare billing application, CMS-855B. CMS-855B can be found on
the CMS website at http://www.cms.gov/Medicare/CMS-Forms/CMS-
Forms/downloads/CMS855B.pdf,or electronically using the Provider Enrollment, Chain and
Ownership System (PECOS) https://pecos.cms.hhs.gov/pecos/login.do. This form may take
upwards of 180 days to process depending on the method of transmission.

%2 Clinical Laboratory Improvement Amendments, How to Obtain a CLIA Certificate of Waiver. DHS/CMS 2006
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It will be essential that the Department have its own, or use the City’s, tax-1D number for this
process. The Department will also need to have a billing company, state licenses, vehicle
information such as type and Vehicle Identification Number (VIN), CLIA certification, and other
information to complete the applications. As was mentioned earlier, a billing agency will be
helpful in completing this process.
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Narcotic Security

As previously stated, since the Department will be operating as an ALS transport model it will be
important to know how to order, track and dispose of controlled substances that will be used for
pain management, seizure cessation, sedation and other situations. It will also be necessary for
the Department to determine procedures to ensure the security of narcotics. Security of
Medication can be found in 8§64J-1.021 of the FAC.

Many states require that narcotics be maintained under a two-lock system. In many instances a
seal on the medication kit is considered one lock and the locks on the ambulance are the second.
The Department should verify the State’s recommendations for such applications. However, if
possible, the narcotics should be secured in the medication kit. This keeps the narcotics portable,
which is helpful for the patient and providers in situations that require prolonged extrication or
removal. This will also provide additional safety to providers. By keeping all the
pharmaceuticals in the medication Kit it will increase the likelihood of the provider being able to
remain in a seated position in the ambulance while treating a patient who requires
pharmacological interventions. In the instances of patients who begin to actively seize in the
ambulance during transport, having controlled pharmaceuticals in the kit will allow for a more
rapid intervention than having to retrieve the medicine from a wall locker.

Regardless of the method for transporting controlled substances, any security methods chosen
should include the ability to track. If the Department wishes to keep controlled substances in a
medication Kit, the kit should have a smaller sealable pouch on the interior specifically for these
medications. The seals used should, size and space permitting, be security seals that cannot be
resealed once broken and should also have a tracking number. This will ensure that any
tampering is detectable and track-able. The pouch should be sealed and the main compartment of
the bag where the controlled substances pouch is located should be sealed. The number on the
main compartment seal should be recorded every shift rotation to ensure continuity. When the
main compartment is opened, whether narcotics are used or not, the narcotics pouch seal and the
new main seal should be recorded to monitor for discrepancies and ensure further continuity.
Additionally, the zippers to the main controlled substances pouch and the main compartment of
the medication kit should have a lockable zipper that ensures the zippers cannot be manipulated
in such a manner as to allow controlled substances to be removed from the pouch either through
direct removal or with a syringe. Figure 1 shows the type of zipper that should be present on the
pouch and medication Kit.

If the Department decides, or is required, to have a vehicle mounted safe for secure storage of
controlled substances, it should invest in electronic safes that are programmed with track-able
identifier codes specific to each provider. These electronic safes should have the capability to
report openings and identify who opened them. The controlled substance pouch in the safe
should also be sealed and have a seal log for tracking.
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Figure 1. Sealable Zippers The above picture is an example of the type of zippers that should be on the
medication kit and controlled substance pouch. As can be seen when the zipper sliders are next to each
other there is a double ring formed. This ring is where tamper resistant seals should be placed as it will
eliminate a void space where vials could be removed or emptied via a syringe.

The Department may require a surplus of controlled substances in order to restock after use.
Although ideally, each individual station housing an ambulance would have a limited amount of
restocking supplies and pharmaceuticals, the Department should have a central supply station
where the bulk of supplies and pharmaceuticals are kept. Rather than have multiple locations it is
best that the Department maintain surplus controlled substances at a central supply station only.
This will allow limited access to the main supply. The Shift Commander and alternates should
have access and be responsible for providing items to restock the ambulances. The surplus
controlled substances should be kept in a secure room and accounted for through a medication
tracking management system.

There a variety of medication tracking systems available on the market. These systems can track
supply, use, and notify when supply is low or close to expiring. Additionally these management
systems provide secure lock boxes for controlled substance storage and can be set to monitor for
tampering and miscounts. These types of tracking systems will help to ensure the security control
of all pharmaceutical stock
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Implementation

Once the Department has completed a needs assessment and identified risks and costs, it will
need to create an implementation plan that involves the establishment of a timeline for
integration. This should involve dates for hiring and the acquisition of equipment and supplies. It
would be in the best interest of the Department to pay close attention to the planning phase and
be as focused and detailed as possible. A successful integration will take a minimum of 15
months for the planning phase and another year for the acquisition and hiring of operations
employees, at a minimum. Currently the ambulance manufacturing industry can deliver a single
ambulance in three to nine months, depending on the manufacturers’ size, capabilities, and work
load. This timeline does not include the amount of time required to plan, assess vendors, initiate
a bidding process, select a manufacturer, or proceed through the ordering process. Patient
handling devices such as cots and patient care devices such as cardiac monitors also will require
a wait period. For example, a single cot could take 4-6 weeks for delivery. For these reasons, the
Department will need to consider the following issues regarding implementation.

Ambulances

Key West Fire Department should plan for a minimum of four ambulances, two new ambulances
as front-line units, with two used ambulances as mechanical reserves.

The Department maintains three stations that are staffed on a 24 hour basis. In 2013, Care
Ambulance responded to approximately 5,603 requests for EMS service, which led to 4,420
EMS transports. This volume of EMS requests can be handled by ambulances that are statically
deployed, meaning that they will be assigned to a station unless dispatched to a location for
service. Because of the call volume demands, the Department will minimally require two front-
line ambulances and two mechanical reserve ambulances. Reserve ambulances should be
maintained in a “turnkey” ready state. A turnkey ready state means that the reserve unit is kept
fully stocked and equipped for immediate service.

The purchasing of ambulances and other essential equipment is a major component associated
with EMS integration. The Department should consider the type or types of ambulances that it
wishes to purchase. The State of Florida has a list of resources that are required on ambulances
listed in 864J-1.002 and 8§64J-1.003 in the FAC. Additionally, the State requires that
Ambulances be constructed to the Government Services Administration (GSA) KKK-A-1822
ambulance specification. However, this specification model will be expiring in the near future.
As such it will be in the Department’s best interest to familiarize itself with NFPA 1917:
Standard for Automotive Ambulance. Both documents outline a number of required ambulance
specifications, but do not dictate the specific chassis that agencies can purchase. The NFPA
standard builds on many aspects of the KKK-A-1822 specification standard.
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Currently, private transport ambulance services have begun to use the Sprinter van as their
primary mode of patient transport. Although this is an extremely fuel efficient and cost efficient
model, it may not meet the rigorous needs of a 9-1-1 service. The chassis are light-duty and lack
the compartment space for housing fire service personal protection equipment and SCBAs.
Additionally, the patient compartment may be restrictive to accommodate a larger patient or a
large patient care team. The vehicle could be easily overloaded with the transport of a morbidly
obese patient. The vehicles that would best suit the needs of the Department would be Type I, 111
or I1I-AD (Additional Duty) chassis ambulances.

A Type | chassis ambulance has a square modular ambulance body that is mounted onto a cab
chassis with a 10,001 Ib. to 14,000 Ib. Gross Vehicle Weight Rating (GVWR). Although it can
be a van or pick-up truck chassis, it is typically the latter of the two. A Type I-AD is an
ambulance with a 14,001 Ib. or more GVWR constructed on a cab chassis with a modular
ambulance body. Department decision makers should keep in mind that the vehicle’s GVWR
limits how much weight can be safely carried by the chassis. Adding the weight of the patient
compartment box, cabinets and equipment impacts this weight, meaning the amount of additional
weight placed on the chassis reduces the ability to safely operate the ambulance.

A Type Il ambulance is one with a 10,001 Ib. to 14,000 Ib. GVWR constructed on a cutaway
van chassis with integrated modular ambulance body, while an I11-AD is an ambulance with a
14,001 Ib. or more GVWR on a cutaway van chassis with integrated modular body.*

Figure 2. Type I ambulance

% NFPA 1917 Standard for Automotive Ambulances 2013 Edition.
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Figure 3. Type IIl ambulance

Figure 4. Type III-AD ambulance

The major difference between the Type I and Type Il is that of the integrated versus non-
integrated modular body. An integrated body is one that has an area that passes through into the
cab from the patient compartment. A non-integrated body is one that either has a small window
between the cab and the modular body or no access point at all. Both have a set of pros and cons
that can be discussed with the manufacturer.

One of the benefits of using a Type I or Il chassis is that they get better fuel mileage than the
Additional Duty, and are suited for stations with low call volumes. Although starting and
shutting off the ignition after short periods of times wears on any engine, with appropriate and
timely maintenance, these units handle this practice well. Additional Duty trucks, on the other
hand, do not handle frequent starting and shutting off of the ignition well. These vehicles are best
suited to prolonged periods of engine activity, either idling or driving, and without long
operation times some engine components may malfunction, leading to costly repairs.

Another consideration is how the unit handles the disposal of diesel particulate. Depending on
the type of engine selected for the Additional Duty there may be a periodic requirement to allow
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the engine to “Re-Gen.” In these instances the engine either needs to be driven at a
recommended speed until a set engine temperature is reached to eliminate particulate or allowed
to idle until Re-Gen is complete by setting the engine in a Re-Gen mode. The engine will notify
operators when this is needed, and if ignored for too long, the engine will automatically shut
down as a protective measure. Typically a driving Re-Gen takes less time than an idling Re-Gen.

Another advantage of the Additional Duty is its high GVWR. This type of vehicle can
adequately handle morbidly obese patients and can be enhanced to do so by adding a patient
lifting device. The Department should consider utilizing a standard automatic cot and/or lift arm
that has the capability of supporting at least 600 Ibs. This type of lifting system will also reduce
the potential for back and knee injuries associated with repetitive motion and heavy loads. The
major manufacturers of cots all offer an extension platform that can accommodate larger
patients. The automatic cot and lift arm will perform the loading and protect the modesty of the
patient.

In regards to the chassis of all the possible ambulance configurations, decision makers should
pay special attention to the speed at which an ambulance sent to service for engine issues can be
returned. An ambulance with a van chassis may require two to three times a greater amount of
time to service than an ambulance on a pick-up truck chassis or a chassis with a “tilt-hood”
(such as the International DuraStar seen in Figure 4). This is due to the manner in which the
engine and its working parts can be accessed. For example, making repairs to the engine of a van
chassis may require a mechanic to remove the radiator and disassemble other parts of the
chassis. A pick-up truck chassis or chassis with a tilt-hood provides more advantageous access
to the engine as a whole. As such, the latter of the two options have a faster turn-around time
regarding engine repairs.
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Purchasing Ambulances

Although it is a common practice for Departments to directly purchase apparatus and capital
investment equipment, it does pose a significant monetary hardship when multiple pieces of
apparatus and equipment are purchased at once. This large investment can be a significant
deterrent for smaller agencies looking to expand service, but there are more plausible options
than direct purchasing. Additionally, purchasing may be an option that is better suited for
replacement of ambulances on an as-needed basis or for adding ambulances a few at a time.

Another consideration for expanding service is through fleet leasing. Leasing apparatus is a
suitable option especially if the service is new and will require assembling a fleet of ambulances
all at once. The lease option for apparatus is different from the traditional lease option for
personal vehicles. In an ambulance lease, the lease is a municipal loan from a broker with a
$1.00 ownership buyout option at the end of the lease. This way the Department can design and
equip an ambulance with monitors, AEDs, cots, stair chairs and other patient care devices that
are considered capital expenditures, and built into the design and price. The total cost of this will
then be spread out over the length of the lease, which minimizes startup costs and allows for
better budget planning of resources.

Lease options are available in three, five, and seven year plans and depending on the City’s bond
rating, interest rates are typically around 2-3%. With the three and five year options, the first
payment is typically waived, but the seven year option normally requires a 10% down payment,
which is then considered to be the first payment.

Projected cost will be discussed later in this proposal.
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Integration

Once decision makers have identified the system and vehicle options that best suit the needs of
the City, it will be necessary to establish an implementation timeline.

How implementation is performed will have pros and cons regardless of whether the Department
has an immediate implementation plan or one that is phased in over years. One issue is the cost
of implementation. Although an immediate implementation of EMS transport service does
present a large cost up front, it can typically be offset with discounts from bulk purchasing,
especially when buying ambulances, cots, stair chairs, monitors, and other capital expenditures.
By spreading these costs out over time there may be significant increases in equipment costs
each year that will cause unforeseen expenditure increases. Alternatively, spreading
implementation out over time allows for apparatus to be purchased and replaced on a more
dynamic timeline, ensuring that the entire fleet will not require replacement at once.
Additionally, implementation over a period of time potentially allows for hiring to be spread out
and gives the Department the opportunity to develop job experience throughout the Department
rather than all providers having the same lower levels of experience at the onset. Phasing in the
implementation allows for the Department to develop providers to later act as infield training
liaisons via a mentoring and employee development program.

Because of the Department’s current staffing, call volume and projected call volume, there is no
need or reason to integrate EMS over time. The Department should acquire the required
equipment and ambulances and after the planning, employing and purchasing phase, designate a
day and time where service will transition from the current provider to the Department. This will
avoid the creation of a contentious environment between the two agencies by providing a “clean
cut” rather than phasing out existing resources.

The Department may seek to alleviate alienation of Care Ambulance providers by considering
offering them employment. However, it is essential that the Department’s administration and the
City realize that single-role paramedics and EMTs do not qualify for the cost saving FLSA 7(k)
exemption unless they are required to become firefighters and act as firefighters on the job. If the
Department hires single-role paramedics they will be required by federal mandate to receive
overtime compensation when they work in excess of 40 hours/week. This will cause a significant
inflation to straight time personnel costs due to the additional personnel that would be required to
manage the provision of EMS, as well as significant overtime costs if needed to work longer than
a 40 hour work week. By hiring multi-role Firefighter/ Paramedics and EMTSs, the Department
would realize some savings by requiring fewer additional employees necessary to proceed with
the EMS integration. Opening the hiring process to single-role paramedics and EMTs would
expand the hiring pool, but employees should be required to immediately become NFPA
Firefighter 11 certified as a condition of employment after they have been hired.
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Integration is not an overnight process. There will be many issues and training topics that will
need to be addressed as has been explained. However, given time and consideration, there is no
reason the Department could not begin with a full integration immediately after all the
components are in place. Again, this will require the department to have hired administrative
positions, a billing company, and additional personnel and procured all the necessary equipment,
supplies, and miscellaneous requirements for service. Successful integration, taking into
consideration time to hire, train, and procure and construct the fleet could take 12 to 18 months
for a seamless and successful integration.
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Immediate Implementation

Due to the Department’s size and the estimated call volume, implementation should be
immediate; however, the title “immediate implementation” should not suggest that
implementation can happen as soon as resources are received. Immediate implementation means
that after a prolonged period of evaluation, planning, and acquiring, the service will begin on a
designated time and day, replacing the current service. Metaphorically, it is equivalent to turning
one light off and another on. To contrast, a “step implementation” would mean that after a
prolonged planning period, replacement resources come into service and are increased steadily
over an extended period of time while the existing provider reduces their resources until a
deadline is reached. This would be more appropriate for a large department that, due to financial
and mechanical concerns, would need to spread the purchasing of a large fleet out over many
years.

Because the Department will be providing EMS transport service out of three stations and
replacing one agency, an immediate implementation would be more appropriate than a step
implementation. Furthermore, this will eliminate conflict that may occur between outgoing
providers and the Department when summoned to provide care at the same location. This type of
conflict will frequently result in poor on-scene patient care.

It will be essential for the Department to utilize several phases for implementation. As will be
noted, these phases are listed without proposed dates. This is to allow decision makers a means
to determine their own timeline structure while following these phases for implementation. This
way the Department will be more familiar with the needs for hiring personnel and acquiring
resources in accordance with existing standards and laws.

The phases of integration discussed here will reflect the best case scenario of integration in 15
months starting June 2, 2014, after the Commission has approved this plan, and concluding
August 1, 2015. Due to the 15 month window, many of these phases must be conducted
simultaneously. This proposal assumes calendar days when calculating timelines. This proposal
also does not consider Commission recesses, which may also cause alterations to the timeline.
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Phase I-Planning and Hiring Essential Management

Phase | will commence June 2, 2014 after the Commission has approved integration. The
Department will require a Division Chief of EMS and a physician to act as the Medical Director.
It is assumed that the Department will require two weeks for the City Commission to approve a
promotional process for a Division Chief and six to nine months to complete the process and
appoint a Division Chief. For a Medical Director, the Department will need 90 days to create,
open, and approve the Requests for Proposals (RFP) for a physician. Because of this, the Chief
of the Department, or his designee, will be required to direct the process of integration until
these essential positions are filled.

At the Start of Phase I, the Department will begin the process of assuming 9-1-1 EMS transport,
currently delivered by Care Ambulance. Decision makers should begin by identifying all
employees who possess a Paramedic certification or license so as to calculate how many
Paramedics will be needed to provide a fully integrated ALS service with ALS first response. It
would be also be beneficial to identify any employee who wishes to increase their EMS
provider level to Paramedic, keeping in mind the amount of time required to gain initial
certification. With these assessments in mind, decision makers can then have a reasonable idea
how many currently certified Paramedics they will have to hire to meet the proposed ALS
service level. Depending on how decision makers and the Medical Director desire to arrange
the service, an all ALS service will require, at a minimum, one Paramedic on all fire apparatus
and front-line ambulances.

As stated the Department should promote a Division Chief of EMS for the Department who can
handle the administrative aspects of an EMS agency. When the Department has employed a
Division Chief of EMS and contracted with a Medical Director, the two should begin the process
of creating the EMS service. Working in concert, the two should begin to identify the needs of the
population based on an assessment of historical call volumes and demographics. Once the needs
have been identified it will be essential to determine the resources, supplies, and equipment
required to meet these needs. However, due to limitations regarding promotions and third party
contracts it will be impossible for both of these positions to be appointed at the same time. A
physician to act as a Medical Director could be contracted within as early as 90 days following
approval, and a Division Chief of EMS as early as six months, but as late as nine. As such, the
Department will have to move through these phases under the direct supervision of the Chief of
the Department, an interim Division Chief of EMS, or a designee of the Chief. However, these
limits will interfere with the application process in regards to applying to be an ALS service. It
would be in the Department’s best interest to perform as much of the work as possible so when
the positions are filled they can easily transition into work with minimal assistance. The Chief
should plan to seek council approval for a promotional process for Division Chief of EMS and a
contract for a physician at the Commission meeting on July 1, 2014.
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Given the best case scenario of implementation in 15 months, it will be essential for the Chief
of the Department, or his designee, to begin the process of applying for a COPCN with Monroe
County. The Chief of the Department should also form managerial committees, consisting of
supervisors and line personnel, to begin working on the numerous requirements for EMS
integration.

Phase II- Managerial Committees

The Chief of the Department should identify issues that require a committee and post an
announcement for interested employees to participate. The Chief of the Department will be the
Chair of every committee, but should have an officer co-chair on each committee to report to
him. It should take no longer than two weeks for the Chief to post and form committees. In
order to incentivize participation, employees should be appropriately compensated for their
time. The announcement for managerial committees should begin on Monday June 2, 2014 and
close Monday June 16, 2014. Work groups should be assigned and notified by Friday June 20,
2104, with work beginning Monday June 23, 2014.

With a needs assessment completed, committees should be formed to address and create the
foundations of the new EMS system. Committee activities include, but are not limited to,
finding an EMS billing company and ePCR, preparing Standard Operating Procedures,
developing specifications for the ambulance fleet and equipment, writing EMS protocols (if
none exist), and other considerations necessary for successful implementation. This phase could
be enhanced if current non-supervisor operational Department personnel are allowed to
participate in the committees.

Allowing non-supervisor operational employees to participate in the committees will provide a
number of benefits to the creation of the EMS service. Primarily, inclusion will increase the
likelihood of veteran and junior employee acceptance by promoting a sense of pride in
ownership. The support of existing personnel in the transition from a first responder to a
transport capable service will be one of the keys to successful integration, as these employees
may occasionally be required to serve a rotation on the ambulance. As such, some of the
committees that would benefit most from current employees’ participation would be, but not
limited to, committees on ambulance specifications and manufacturer selection, equipment and
supply selection, and protocol development. The Department benefits the most by utilizing
these all-inclusive committees because they all affect the end-user, namely the EMS provider,
and their ability to perform the job-specific tasks required in the provision of care.

As with other aspects of this proposal, participation should be voluntary and non-punitive, with
employees being appropriately compensated for their time worked. Furthermore, decision
makers should provide an appropriate amount of time for committees to not only meet, but to
achieve their assigned objectives. For example, the average production time for a fleet of
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ambulances ranges from three to nine months, depending on work load, availability of chassis,
and standard design versus a customized design. This does not include the time needed to
design the ambulance, select a manufacturer, or conduct a bidding process if one is required.
Additionally, equipment the Department wishes to use in the ambulances needs to be selected,
purchased, sometimes manufactured, and shipped to the ambulance manufacturer before
assembly begins. As such, it may be prudent for decision makers to allow this committee a year
or more to perform the task. Another example would include the creation of the EMS protocols
beyond the scope of first response. If the Department wishes to create an entirely new set of
protocols it may take at least one year with monthly meetings to accomplish the task. However,
there are many prehospital protocols available that could simply be adopted.

Phase III-Purchasing the Fleet

Much of the work to purchase the fleet will be completed by the managerial committees.
Entering Phase 11l indicates that the specifications for equipment and ambulances have been
completed and the Department is ready to proceed into the RFP process. If the committees work
diligently to accomplish this, the specifications for ambulances could be completed in two
months with the Chief of the Department seeking council approval for the fleet purchase, using
best-value bid selection, on August 20, 2014. Specifications should include all the capital
equipment that will be required on the ambulance.

In this phase the Department should have prepared its desired specifications and needs
assessment for ambulances, equipment, and supplies and opened the bidding process as directed
by local law or rule. The bid process should be open for as long as Key West requires it to be.
Once the bids have been successfully awarded to the manufacturers and vendors, the
Department should expect to receive the completed fleet within three to nine months of placing
the order, dependent upon on the manufacturer and availability of ambulance chassis. If the
Commission approves the fleet by August 20, 2014, the Department could expect a
manufacturer to be approved by December 2, 2014. Following meetings with the selected
ambulance and equipment manufacturers, the Department could expect to place the final orders
by month’s end, with manufacturing starting January of 2015.

In order to increase the likelihood of receiving a reliably manufactured fleet with a good
warranty package, the Department should make an exception to the bidding process. If not
currently a practice, decision makers should allow for accepting a “best value bid” over the
“lowest bid.” By allowing the Department to purchase based on best value, vendors are de-
incentivized to cut corners and offer little technical support. Instead it encourages vendors to
offer better value through quality features and better technical support, as they know that there
is the potential they will not be selected solely on the lowest dollar value.

Additionally, the State of Florida has a cooperative fleet bid purchasing program through a
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partnership with the Florida Sheriff’s Association and Florida Association of Counties. A
contract extension has been granted through to December 31, 2014 and more information can be
found using the following link,

http://www.flsheriffs.org/our program/purchasing programs/cooperative-fleet-bid-awards/.

This could present savings to the City and Department in the purchasing of a new fleet.

Phase IV-Hiring Essential Personnel

Given the Department’s work schedule and average vacation and sick leave usage, the
Department has a staffing factor of 4.03. The staffing factor is the number of personnel that
would need to be hired to fill one position on a piece of apparatus 24 hours per day, 365 days
per year. With two daily ambulances in service each staffed with a crew of two personnel the
Department will need to hire 16 additional Full-Time Equivalents (FTEs). These additional
FTEs per day do not include the addition of a Division Chief of EMS or a Medical Director.

In order to maintain a minimum of one firefighter/paramedic on each engine and ambulance,
using the 4.03 staffing factor, the Department would need a minimum of 20 firefighter/
paramedics. The Department has 13 firefighter/ paramedics currently employed and an
established hiring list with 14 applicants, 5 of which are paramedics. By hiring the five
firefighter/ paramedics, and assuming one of the current employees will be promoted to
Division Chief of EMS, the Department will need to hire three more firefighter/ paramedics.
The Department will then need to employ eight more firefighters, ideally with paramedic
certification.

The current Department ALS provider pool is suitable for providing an acceptable base-of-
experience and institutional knowledge to provide quality guidance to newly certified and less
experienced providers. However, with such a significant expansion of employees, there is the
potential to hire a large pool of inexperienced providers. Although experience will be gained
over time, it would not be in the best interest of the Department or current personnel to have a
large pool of employees all at the same lower experience levels. This could lead to the potential
for critical errors if unchecked by more seasoned providers. As such, the Department should
make the effort to employ currently certified and experienced Paramedics.

By employing previously trained Paramedics with field experience, the Department will
potentially have a stable provider platform on which to build a successful operation. The
Department should consider hiring employees so that every ambulance has at least one
Paramedic and every engine has two Paramedics. In doing so, the Department will be able to
address most requests for EMS service without reducing depth of coverage. Furthermore,
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having two paramedics on the engine will allow for an available second paramedic to
transition to the ambulance for critical runs requiring additional ALS personnel while allowing
the engine to maintain ALS first response capabilities. Additionally, by having a mixture of
ALS and BLS providers, the Department can maintain a flexible rotation for ambulance
service and reduce the incidence of care-giver stress which can be high among prehospital care
providers.

In order to attract experienced paramedics the Department will need to do more than simply
award additional testing points. It is a standard practice that pay scales are developed based on
time of service with an organization, and that leaving one agency for another means taking a
pay decrease to start at the bottom of a pay scale. Experienced and successful candidates are
likely already employed full-time by other agencies and would be de-incentivized to consider
changing employment when a pay cut would be involved. As such, the Department should
strongly consider instituting a lateral-entry pay scale. A lateral-entry pay scale would allow a
new and experienced employee to transition from another department at a pay step comparable
or equal to the pay step they are leaving. Although the Department may not be able to match
the exact pay step, by minimizing the potential for a large pay decrease, it may be able to attract
a larger applicant pool of experienced candidates.

Phase V-In Service

With a January 2015 manufacturing start date for the ambulance fleet, there is the potential
that ambulances could arrive June 30, 2015. When the ambulances arrive, the vehicle
information required by the State of Florida must be added to the ambulance service license
application and the application must be submitted. Approval can be expected in as little as
two weeks to 30 days. By Phase V the Department should have the minimum personnel,
ambulances, equipment, supplies and authorizations required for the implementation of
transport services. On August 1, 2105 the Department will assume responsibility of 9-1-1
patient transport in the service area and Care Ambulance service will stop. Ideally the time for
transition of service should occur at the start of the Department’s day tour rather than at
midnight so that any issues that develop can be addressed while providers are well supported
by administration and staff.

Also in this phase the Department should have all the required information to complete the
application to submit for Medicare reimbursement.
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Considering a Future 9-1-1 Ambulance

A third frontline ambulance is a strong possibility. However, it will require future data collection
and planning. An additional frontline ambulance should be considered post-implementation to
allow the Department and City the appropriate amount of time to assess its need.

Care Ambulance currently provides two ambulances (Med-1 and Med-2) staffed with two
prehospital care providers and one ambulance staffed with a lone supervisor (Med-3). If Med-1
and Med-2 are assigned to incidents and a third incident is received, Med-3 and a fire apparatus
respond to the request for EMS service. If the patient requires transport to the hospital, a member
from the fire apparatus must transfer to the ambulance. Additional requests rely on a mixture of
ambulances assigned as interfacility transport units from Care Ambulance and/or ambulances
from other jurisdictions, typically Monroe County.

Available data for the frequency of these occurrences was limited. For tracking simultaneous
incidents, Care Ambulance divided a day into hour slots from midnight to 11:00 PM. The
number of simultaneous incidents over the course of a month in a given time slot was then
recorded. However, this data does not account for specific time of dispatch or day of the week.
Although the additional data needed would not be difficult to determine, the amount of data
available during the development of this proposal made it impossible to justify a third staffed
ambulance with confidence.

Once service is implemented with two frontline ambulances, ALS first response, and established
billing rates, the Department should begin a study to ascertain the need for a third frontline
ambulance. This study should precisely document the frequency of simultaneous incidents, when
and where they occur, the level of prehospital care required, and how long it took a mutual aid
ambulance to respond. Using this data the Department will be able to determine a number of
deciding factors to support the addition of a third ambulance, the principle factor being how long
a patient in need of transport to the hospital must wait for the arrival of an ambulance. If the risk
versus benefit supports the addition of a third ambulance, then the City and Department should
make the investment to add apparatus, equipment, and eight additional personnel. The second
factor is that the Department will be able to determine how much potential revenue is being lost
to mutual aid agencies. If the amount of revenue lost is enough to offset the cost of service
provision, then the City and Department should invest in the additional resources.

It is not the recommendation of this proposal to provide mutual aid ambulances, whether they are
private- or government-based, a subsidy per transport. Collecting revenue for transport should be
the responsibility of the agency providing the transport, not the Department’s or City’s. By
providing mutual aid ambulance agencies with a subsidy per transport, the City and the
Department risk losing monies if they are unable to collect the same amount from insurance
companies or Medicare for the transport.
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Cost

Ambulance costs will be impacted by the number of ambulances purchased, the type of chassis
selected and the number of customizable items added. Typically, ambulance manufacturers will
install all patient transport related items, but it may be the responsibility of the purchaser to order
and have the equipment delivered to the manufacturer for installation. Similarly the manufacturer
may install the radio antennas and electrical wiring to support a communications system, but will
not actually install the radio or a Mobile Digital Communicator (MDC). These items must be
arranged during the meetings with the ambulance manufacturers. The Department should plan
on spending approximately $180,000 per Type I or Il chassis, and Additional Duty ambulances
will cost approximately $250,000. This pricing would include the chassis, mounting and
manufacturing of the modular ambulance patient treatment compartment, and vehicle striping.
Purchase costs for vehicles could potentially be offset using the cooperative fleet bidding process
and grants.

It has been stated by executive membership of IAFF Local 1424 that all transports by the
Department will be to a local hospital. Given this information, this proposal will focus attention
towards purchasing Type | chassis. As previously discussed, this is because the short travel and
idle times prevent Additional-Duty chassis ambulances from generating enough heat to function
efficiently. Additionally, the van-chassis of Type 11l ambulances require more time for engine
repairs due to their construction and position of the engine.

The estimated cost of supplies to stock one ambulance for BLS service is approximately $19,338
and the cost for ALS is $65,172.58. These estimates include costs of items that may not be
needed or required according to protocol or by the service, and removing these items will reduce
the proposed cost. The details for the items in this proposal are included in Appendix B and C
respectively. Items on the list were compiled based on the Equipment for Ambulances list
produced by the joint efforts of the American College of Surgeons, American College of
Emergency Physicians, National Association of EMS Physicians, Pediatric Equipment
Guidelines Committee, and the American Academy of Pediatrics. The prices also only reflect the
minimum compliment of equipment that must be purchased in order to stock one ambulance and
equip each with patient monitoring devices such as cardiac monitors, pulse oximeters, etc. Some
item prices represent the cost of “per item” and “per box.” This is due to the packaging and
distribution of specific items and not the quantity that an ambulance is required to have, although
the cost charts in Appendix B and C include some recommendations for quantities required.
Additionally, these price lists do not include the cost of supplies that must be purchased to
maintain reserve supplies to restock ambulances after patient encounters. It is also important to
note that although supplies may not qualify for grants, AEDs and a few other patient monitoring
devices typically do. This can further offset costs. Savings may also be realized by contacting
and negotiating with the supply distributers who may be willing to adjust prices.

57



There are a few costs that were ascertained using data submitted by Care Ambulance to TriData
for their proposal. These include the cost of oxygen for both portable and main oxygen cylinders:
$3,600, and disposable medical supplies: $27,693.00*.

The Department may not require additional costs for housing additional personnel or storage for
equipment and supplies. Existing stations have enough space to accommodate the increase in
personnel, apparatus, and storage. Additionally, monies have already been allocated for the
construction of a new station which can be designed to increase storage and housing capacity as
needed.

The State of Florida also requires that ALS services provide insurance verification. A
government service must carry a minimum limit of $200,000.00 total for bodily injury and
property damage coverage. Medical malpractice coverage does not appear to be required unless
the Department intends on providing air-medical transport®. However, the Department and the
City should consult with the State of Florida Department of Health.

* Determining the Future of EMS in Key West, March 7, 2014, TriData.
% §64J-1.002 F.A.C.
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Cost of Personnel

As previously stated, the Department will be required to hire a minimum of 16 additional
personnel in order to provide an EMS transport service. This number does not include the
Medical Director or the Division Chief of EMS positions. Table 4 reflects the costs of additional
full-time personnel, which will see a potential decrease in following years depending on the
frequency of the purchase of Personal Protective Equipment.

Estimated Cost of Full-Time Personnel

Personal Protective Equipment $3,050.00

Uniforms $1,020.00

First Year Salary, Benefits & Pension $73,053.00

Total Cost for a Single Firefighter $77,123.00
16 Firefighters $1,233,968.00

Table 4. Estimated Cost of Full-Time Personnel. The above table highlights the estimated cost of hiring 16
full-time employees with NFPA Firefighter 11 and Paramedic certification in 2014. Cost of Personal Protective
Equipment was calculated as follows, Bunker Gear: $1,800.00, Combat Fire Boots: $400, SCBA Mask: $600.00,
Fire Helmet: $250.00. This excludes the cost of a Division Chief of EMS and a Medical Director.

The original TriData proposal for EMS integration included a salary for the Department’s
Medical Director of $20,000.00 for 15 hours per week, or 780 hours per year. This is a low
estimate for the hours of work proposed. If the Department uses a minimum 10% true Medical
Direction CQI review of all EMS incidents, it would account for 540 incident reviews per year.
Estimating a minimum of 20 minutes per review would be 180 hours of work, it is assumed that
the remainder of the hours (600 hours) will be spent providing training or participating in field
observation with the ambulance crews.

An emergency department physician could, on an average, work twelve, 12-hour shifts per
month, which equals a 36-hour work week. With the additional 15-hours per week proposed by
TriData, the Medical Director would then have a 51-hour work week. This would equate to a 0.3
FTE in costs. In 2011, a southeastern United States emergency department physician averaged an
annual income of $273,000.00, which equates to a salary of $81,900.00 for a 0.3 FTE. On the

% Emergency Physician Compensation Report: 2013,
http://www.medscape.com/features/slideshow/compensation/2013/emergencymedicine
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lower end of service, emergency department physicians average between $100 and $400 per hour
treating patients. This would equate to a salary of $78,000.00 given the time proposed.

If the Department wishes to approve no higher than $20,000 per year for Medical Direction,
using the minimum of $100 per hour, the physician would be required to work 3.8 hours per
week. It is possible that the Department could partner with other departments to share a Medical
Director. Additionally, there is the possibility that the Department may find a physician who will
work for the proposed amount.

To adequately assess the hourly requirements of medical direction, the Department should
compile two itemized lists of needs and wants. These lists should be all-inclusive and as concrete
as possible and include administrative meetings such as strategic planning, phone availability,
CQl, field observation, scene response, education, protocol development, regulatory time such as
DEA licensure, program and initiative development, hospital/ Department relations, and
infectious exposure issues, to name a few. Once these lists have been compiled, the Department
will have a more realistic assessment of how many hours of the Medical Director’s time will be
required.

For this proposal it was assumed that the Department would require a Medical Director for only
half of the time that was proposed by TriData. This would provide a physician for 7.5 hours per
week, or 0.17 FTE, which equates to a contracted salary of $46,410.00 per year.

In addition to the Medical Director, the Department will require approximately $130,000.00 for a
Division Chief of EMS. This total includes benefits and pension. Table 5 demonstrates the total
cost of personnel.

Total Cost of Personnel

16 Firefighter/ Paramedics $1,233,968.00

1 Division Chief of EMS $130,000.00

1 Medical Director $46,410.00
Total Cost $1,410,378.00

Table 5. Total Cost of Personnel: The above table displays the total cost of personnel in year one of operations.

60



Dispatch

In the TriData proposal, it was recommended that the City invest in increasing its dispatch
capabilities to include priority dispatching. Priority dispatching is a protocol driven system that
provides dispatchers the ability to appropriately prioritize calls. Specifically, the system provides
9-1-1 call takers with a scripted series of questions that changes based on answers provided by
the caller. This allows the dispatcher to select the appropriate resources and provide appropriate
pre-arrival instructions to assist the caller with their immediate emergency.

Providing dispatchers with a standard protocol and script based on the primary request for
service also prompts dispatchers to gather as much information about the emergency
environment as well. This reduces the likelihood of failing to collect information that may lead to
better tactical decisions as well as enhance the safety of responders and bystanders. With the
script, protocols, and decision-making algorithms, dispatchers are able to assign response codes
to incidents which dictate how emergency vehicles respond to requests for service. For example
a person having a heart attack would receive a high priority code which would necessitate a full
emergency response with lights and sirens. However, a finger laceration would necessitate a non-
emergency response without lights and sirens and a strict adherence to local road speeds and
traffic control devices.

There are three major producers of priority dispatch software; the most notable is Priority
Dispatch. The company offers three individual platforms for EMS, fire, and police. In order to
transition to this software platform the City will have to assess the existing hardware for
compatibility. If incompatible this may lead to an increased cost. As the City is currently only
assessing EMS, the costs in this proposal will be isolated to the EMS platform.

Currently, dispatch for 9-1-1 EMS transport is provided by the City of Key West police
department. The dispatch center maintains three terminals, one back-up terminal, 10 full time
dispatchers, and 3 back-up dispatchers. Dispatch of incidents is broadcast using common
language format. All units respond using an emergency lights and sirens response, unless
dictated by SOPs.

To upgrade to a priority dispatch system the City and Department would minimally need to
purchase software for all the dispatch stations, potentially purchase a client/server software,
purchase the second language option to meet the needs of the population, quality
improvement/case review software, the medical module, dispatch cards in first and second
language, and provide training for all dispatchers and software maintenance. This could
potentially add another $135,000.00 or more to start-up cost®’. This cost also assumes that the

3 Approximate cost was determined using public domain, Priority Dispatch quotes found on-line on a number of
municipal and county government agencies web-sites.
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terminals being used by the Key West dispatch center are compatible with the software, if not
additional costs could occur.

Because of these additional costs, it is not the recommendation of this proposal to expand the
dispatch center’s capabilities at this time. However, in the future, the City would benefit from
increasing its dispatch capabilities to priority dispatch for not only EMS response, but police and
fire as well.

Acquiring Ambulances

Although it may be attractive to purchase a used ambulance, the Department should consider the
life expectancy of a used ambulance and the subsequent maintenance issues that may result from
age and previous service history. Similarly a used, refurbished, or manufacturer demonstration
model ambulance may have a limited warranty which may lead to increased maintenance costs.
Used ambulances may not have a warranty at all. On the other hand, these types of ambulances
can be purchased quickly since they are already manufactured, allowing for service to start
sooner. Additionally, purchasing a mixture of used and new ambulances allows for the
Department to create an ambulance replacement schedule to avoid having to replace the entire
fleet at once. It is a recommendation of this proposal to purchase two new ambulances and two
used ambulances to initiate service.

It is recommended that the Department purchase or lease ambulances for service.

Based on estimated call volumes the Department should acquire a minimum of four ambulances,
two to act as the primary ambulances and two to act as mechanical reserves. This will allow the
Department to deploy a primary and a secondary ambulance to meet the demands of overlapping
requests for EMS service. Additionally, all mechanical reserve ambulances should be
maintained in a “turnkey” ready state. A turnkey ready state means the units are fully stocked
and equipped and can be deployed immediately if the need should arise. Although this may mean
that the department will have to increase its capital resources, the investment will pay off in
maximizing preparedness and response capabilities.

The startup costs for ambulances shown in Table 6 are only representative of the cost to purchase
and outfit one ambulance. This does not include the cost of supplies required in reserve to
restock. Annual operating costs have been provided by Care Ambulance and will be discussed
later. To ensure cost effectiveness the Division Chief of EMS should constantly evaluate
historical usage data to make accurate predictions of how much stock should be ordered to
maintain service. During the first few years this may require monthly reviews until the
Department’s EMS transport capabilities have been well established.

It is important to understand the cost of supplying and stocking an ambulance to determine how
much will be needed to initiate an EMS transport service. Table 6 shows the estimated start-up
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cost of the ambulance fleet of two new ambulances and two used ambulances with supplies and
equipment, both perishable and capital. If the Department wishes to purchase the apparatus,
equipment, and supplies as a bulk purchase there may be a reduction in cost from a bulk
purchase discount. This bulk purchase discount is a matter between the manufacturer and the
purchaser and should be clarified during the negotiation process.

Estimated Startup Cost per Ambulance

Type | or 11l Ambulance (New) $180,000.00%
Ferno 35X PROFIlexX cot $5,283.00
Stat Track Cot Fastener $1,744.00
Ferno EZ-glide Stair Chair $2,963.00
ALS Equipment and Supplies $65,172.58
New ALS Total $255,162.58
2 New Ambulances $510,325.16
Type 11 Ambulance (Used) $30,000.00
Paint and Re-stripe $15,000.00
Ferno 35X PROFIlexX cot $5,283.00
Stat Track Cot Fastener $1,744.00
Ferno EZ-glide Stair Chair $2,963.00
ALS Equipment and Supplies $65,172.58
Used ALS Total $120,162.58
2 Used Ambulances $240,325.16
Ambulance Fleet $750,650.32

Table 6. Estimated Startup. The above table details the estimated total cost per ambulance based on the
type and capabilities. These price estimates have some flexibility depending on the vendor, manufacturer,
size of bulk purchase, and available grant monies. Furthermore these prices include items that the
Department should not include as build-ins on the true purchase price; rather it reflects the total cost to
stock and purchase a fleet. The line titled, “ALS Equipment and Supplies,” is the estimated cost of
perishable and re-usable supplies as well as some capital purchases such as a heart monitor.

The Department also has the option to lease the ambulances, thereby spreading the cost of the
ambulances out over a period of time. When ambulances are acquired in this manner, the
equipment that is, or would be considered, a capital purchase can be rolled into the cost of the
ambulance. Perishable supplies are generally not purchased in this manner, as the Department
would then be paying interest on disposable goods. Table 7 shows the estimated cost of starting
service with five ambulances on a lease program. Because it would not be cost effective to stock
an ambulance with perishable supplies using lease monies, the cost of these supplies was not
included in Table 7. This is why there is a noted difference between the ALS total of Table 6 and
Table 7.

% |t is possible to purchase or lease this type of ambulance using the Florida Sheriff’s Association and Florida
Association of Counties State bid schedule, which has lower negotiated prices.
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Estimated Startup Costs with Lease Agreement

2 New Type | or Il $180,000.00 $360,000.00
Ambulance
2 Used Medium Duty $30,000.00 $60,000.00
Ambulance
2 Stripping and Painting $15,000.00 $30,000.00
for Used Ambulance

4 35X PROFlexX Cot $5,283.00 $21,132.00

4 Stat Track Cot Bracket $1,744.00 $6,976.00

4 EZ-Glide Stair Chair $3,298.00 $13,192.00

4 Portable Suction Unit $1,154.00 $4,616.00

4 2 Backboards $505.76 $2023.04

4 Reeves Stretcher $304.95 $1,219.80

4 KED $217.90 $871.60

4 Scoop Stretcher $828.50 $3,314.00

4 Vacuum and Traction $1,203.95 $4,851.80

Splints
4 Cardiac Monitors LP15 $39,788.00 $159,152.00
4 Ambulance Fleet $667,348.24
L ease Option | Interest | Amount per Year | Total Repayment

3years | 3% | $243,076.48 | $729,229.44
5years | 3% | $154,727.90 |  $773,639.51
7years | 3% | $117,250.59 |  $820,754.16

Table 7. Estimated Startup with Lease. The above table details the estimated annual cost to lease an
ambulance fleet. The Department would require a Capital lease which ends with a nominal fee of $1.00 to
complete the purchase. Purchasing ambulances in this manner allows for the total operational cost to be
spread out over a number of years eliminating the need to have a large sum of money available with the
first year of service. This estimated startup cost accounts only for the ambulance and other non-disposable
items, most of which would be considered capital purchases. It also allows the Department to receive an
ambulance that is, with the exception of perishable supplies, ready for service. This explains the cost
difference of ALS totals between Table 6 and Table 7. Additional capital or reusable purchases such as
equipment bags, flashlights, extrication equipment and other equipment with a variety of choice and cost
options were excluded from this estimate.

Lease option costs in Table 7 were calculated using an equation for determining the amount of
money owed after a determined amount of time at a fixed rate.

nt

A() = A, (1 +§)

Using the principal amount borrowed (Ao), which is the cost of the ambulance fleet from Table 7,
the annual percentage rate (R), or 3% expressed as a decimal, the number of compounding
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periods (n) which is 1 (as the payment is annual), the number of years (t) which is 3, 5, or 7, it is
then possible to calculate A(t) which is the total amount owed after (t) years. It should be noted
that these values are estimates and are subject to change based on the City’s bond ratings and if a
down payment was applied towards the loan. All estimates were calculated assuming the
Department had not made a payment. True cost may depend on a number of factors that the
leasing agency and Department will discuss at the time of lease.

The Department should be aware that there will be additional costs associated with operations
beyond initial purchasing of supplies and equipment. These additional costs will come by way of
fees charged to provide service and maintenance on equipment. A service contract that is valid
and renewable can be purchased with patient monitoring devices, but in the case of grant monies,
must be purchased separately as grants do not frequently provide for additional warranties and
service contracts. This service contract covers service to meet manufacturer’s recommendations
and repairs, with no unexpected costs. Patient handling devices such as stair chairs and
anchoring/ bracket devices can be serviced annually and patient cots bi-annually. This is a
service that is provided exclusively by a company named EMSAR. Prices for service vary
depending on the type of equipment receiving service, and fees for labor and parts when
warranted. It is essential that the department invest in these service agreements to reduce liability
when handling patients.

The Department will also be required to increase its fuel budget with the addition of several
transport units. Since it is difficult to project the total number of miles traveled and fuel
consumed per trip, an equation was created to estimate the amount of distance traveled and
associated fuel costs necessary to support operations. Using EMS responses from 2013, the
Department responded to 5,388 requests for EMS service. It is important to note that in order to
avoid an under-estimate in fuel cost projection, it was assumed that all requests for service would
result in a transport. As such there will be some savings in fuel cost.

This value was then multiplied by the estimated travel distance per call, which was assumed to
be the average distance traveled from a fire station to the hospital. The average distance with the
fastest and most direct travel route was used, 4.0 miles. This value was then multiplied by 2, to
represent the roundtrip distance from station and back. The product was then divided by 8, which
is the average miles to the gallon rate for an ambulance. The quotient was then multiplied by the
number of responses and the current cost of a gallon of retail diesel fuel per the U.S. Energy
Information Administration (EIA). This was in turn multiplied by a factor of 1.30 to represent a
30% increase for additional travel unrelated to emergency response and idling time. This
provides the following equation,

Avg Miles to Hospital X 2 Diesel

Cost of Fuel = Responses X | 8 Miles/Gallon | x Cost of Gallon 1.3
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It should be noted that if the Department decides to purchase a gasoline engine chassis, fuel costs
may decrease since diesel is a more expensive fuel choice at current market value. However,
gasoline chassis tend to use more fuel when idling. Table 8 shows the projected cost of fuel.

Costs were projected using the anecdotal evidence to show the potential costs of fuel used in
service provision. Using historical data from the EIA it was observed that the cost of diesel fuel
has had little fluctuation in the last few years. It should be noted that the cost of diesel per gallon
is the retail price for fuel. If the Department or City purchases their own fuel there may be
additional savings in the cost for a government rate. Other issues that may impact the cost of
diesel are unpredictable surges and declines in the fuel market from issues involving a wide
spectrum of cultural, natural and/or economic events. These impacts may have positive or
negative effects on the cost of fuel and cannot be adequately addressed or predicted in this
report.

Estimated Fuel Costs

CY 2013 5,380 4 2 $3.85 30% $26,926.90

Table 8. Estimated Fuel Cost. The above table details the estimated annual cost of diesel fuel that will be
required to maintain the ambulance service. The additional travel factor represents a minimal increase of
ambulance operational time that corresponds to additional operational use such as travel to maintenance,
training, inspections, idling, or any other necessary Department use. This estimate is also calculated
assuming that ambulances are statically deployed and are not idling in posted locations waiting for
dispatch, as would be the case with a dynamic deployment model. Additionally, if the Department
purchases ambulances with gasoline engines, there may be a reduction in fuel costs.

Estimated Annual Operation Cost

Firefighter/ Paramedics $1,270,987.04
Division Chief of EMS $133,900.00
Medical Director $47,802.30
Uniform Replacement $1,200.00
Oxygen $3,600.00
Disposable Medical Supplies $27,693.00
Fuel $26,926.90
Total Annual Cost $1,512,109.24

Table 9. Estimated Annual Operation Cost, Year 2. The above table details the estimated annual cost
of operations for year 2 that will be required to maintain the ambulance service provided by the
Department. This cost excludes $73,200.00 in Personnel Protective gear that will only warrant replacement
on an as needed basis. This cost includes a contractual 3% pay increase.

* http://www.eia.gov/petroleum/gasdiesel/
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Additional Supply Costs

The Department and IAFF Local 1424 also requested the cost of increasing from a BLS first
response to an ALS first response. It is assumed that the engine companies already carry a fully
stocked BLS response bag and an Automated External Defibrillator (AED). As such, these
apparatus will each require the addition of a stocked medication kit and a cardiac monitor. The
addition of these items, plus associated supplies such as medications, defibrillator pads, cardiac
electrodes, etc., will cost an additional $41,363.44 per engine company for a total of
$124,090.32.

This cost could be offset by trading-in the existing AEDs to the vendor selling the cardiac
monitors to the Department. Additionally, this proposal does not include the cost of increasing
the ladder company to an ALS capable response vehicle due to its low staffing.

67



<THIS PAGE INTENTIONALLY LEFT BLANK>

68



Funding & Revenue

Typically, private for- and not-for-profit agencies require the municipality that they serve, as the
primary provider of emergency transport, to pay an annual subsidy to ensure continued service.
Additionally, these private companies will also aggressively bill patients in order to maximize
profits. Even with hard billing they often require a continued subsidy to maintain service. This
subsidy is usually minimal during the first few years of service and then, as contracts for service
are renewed, private providers will increase their subsidy requirements once they are established
as the exclusive provider of EMS service.

In addition, private companies will maximize profitability by deploying the minimum number of
resources necessary to support the community or meet contract requirements. This minimum
number of resources means that a private company will often have longer response times than the
fire apparatus in a community. Frequently, in an effort to minimize costs, these companies adopt a
response time that is over the 8 minute standard for response to an ALS incident. They do this by
requiring initial assistance from fire apparatus that would arrive in less than 8 minutes, as a means
of stopping the response time clock. This requires fire departments to staff and stock fire
apparatus with EMS personnel and equipment necessary to provide an adequate skill level
required to effectively stop the response time clock. Private ambulance companies also rely on
fire department personnel to supplement their crews in the event that a critical patient has care
requirements that demand additional personnel, either as extra providers or as a driver for the
ambulance. There is typically no reimbursement for fire department services provided, which
contributes to increased fire department operational costs while reducing the transporting
agency’s costs.

It is important for the Department and Local 1424 to realize that the Department will increase its
spending with the addition of the EMS transport service. However, there are several areas where
the Department could reduce cost by securing revenue from other sources.
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Funding

During implementation planning and preparation it will be essential to gather funding from grants
to reduce the financial impact on the Department. The Department should search for grants
through private as well as public sources to offset these costs. Currently the State of Florida has a
number of grants available through the Department of Health. These grants can be found online at
the following address, http://www.floridahealth.gov/provider-and-partner-resources/ems-
grants/index.html. The Department can plan to apply during the planning and development phases
of integration. Additionally manufacturers of some of the medical and patient transport devices
have grant specialists that can assist the Department in finding and applying for grants.

The federal government has three specific grants that may provide additional resources- the
Assistance to Firefighters Grant (AFG) through the Department of Homeland Security, the
Community Development Block Grant (CDBG) through the US Department of Housing and
Urban Development, and the SAFER Grant. The CDBG grant has an open filing period, while
the AFG has a set deadline every year. Departments filing for an AFG have had more success
with purchasing equipment such as cots and monitors than with ambulances due to annually
changing criteria within the grant process. There have been successful ambulance purchases
through this grant. More information can be found by visiting the following websites for
specific grant details.

e AFG: http://fema.gov/firegrants/

e CDBG: http://www.hud.gov/offices/cpd/communitydevelopment/programs/

e SAFER: http://fema.qov/firegrants/

Because Key West is located in a rural zip code it may also qualify for USDA Rural Public Safety
Agency Grant and Loan Program, which has an open deadline.

e USDA: http://www.rurdev.usda.gov/HCF CF.html

Another source of funding is through private and corporate philanthropy grants. These grant
sources, similar to government grants, focus on a target industry that they are interested in
financially assisting, although there are a number of philanthropic grants that may have monies
available to assist any non-profit organization. Many large corporations are interested in assisting
governments and non-profits to better serve the community, which in turn provides free
advertising for them as well as customer devotion to their company. The Department should
conduct additional research to try to ascertain which corporate entities will provide grant monies
for purchasing new equipment, and potentially, ambulances. A few corporate grants are available

through the following resources:
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e National Emergency Medicine Association (NEMA) Grant- the Association is concerned
with emergency at every stage of trauma, with particular attention paid to excellence in
first response at the time and place of an emergency.
http://www.nemahealth.org/index.htm.

e  State Farm Safety Grant-focuses on prevention and education programs related to fire,
home safety and roadway safety. https://www.statefarm.com/about-
us/community/education-programs/grants-scholarships/company-grants/.

Smaller sources of funding may be available by faith-based groups that will be predominately
encouraged by the charitable aspects of prehospital care provision, as well as the ability to
identify as a member of the Community. Some faith-based organizations that could provide
funding are Catholic Charities, The Knights of Columbus, The United Methodist Church
Foundation, smaller independent community churches and other faith-based organizations.
Unlike the government grant process which may simply require an application, philanthropic
and faith-based organizations may require a letter of intent as well as a presentation for
decision making and tax purposes. If the Department decides to move forward with
implementation, it would be in its best interest to have a presentation available describing the
benefit of fire department-based EMS transport. This presentation can be used to garner
community, as well as financial, support from private foundations.

Additional funding from grants, philanthropic foundations, and other partnerships will be most
useful in the year when ambulances and equipment are actually purchased for the Department.
That year will be the most expensive spending year due to the purchasing of vehicles, supplies,
and other capital expenditures. Other sources of income can be generated by fees charged for
other services provided by the Department. Some of these fees will require passage of an
ordinance or other city approved method for assigning fees, if not already in place. If the
Department is not already doing so, it should consider charging a building inspection fee when
performing fire and life-safety inspections. This fee would be for the first and second inspection
of a structure and then an additional “penalty fee” for follow up inspections. The Department
could also increase revenues if it cites property owners for serious life/safety violations after the
third inspection. Examples of violations are blocked egress, inactive egress lighting, un-
illuminated exit signage, and other violations the Department determines to need immediate
attention. The Department could also increase revenue by charging for plans review of new
construction and permits for special events.

Some communities that are the home to colleges, universities, and other large non-profit
organizations are at a disadvantage in generating tax revenue from these facilities due to their tax-
exempt status. This is a hardship on emergency services because even though there is a lack of
income from these institutions, there is still a demand on service, and in some instances, a
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significant one. As such, some communities, through a contract, have developed a means to
generate “tax” revenue for service in the form of fees. The Department and City should consider
creating such a pact with universities, colleges, and non-profits that exist within the response
jurisdiction if one is not in place already. This is especially valid for those institutions that house
students. Any monies generated should be dedicated solely to the Department and its operations
budget. Fees can either be paid directly by the university/ college or passed on to students and
charged as a fire and life safety fee on a “per- semester” basis. This fee should be attached as a
line item to the student’s tuition bill as with other fees. If the University pays a fee directly, the
amount can be determined a number of ways. For example, the fee could be a percentage based on
the total property appraisal for all properties owned by educational institutions within the response
jurisdiction. This is similar to how residential property tax is determined. It can also be calculated
as a percentage of operating costs, which includes apparatus, equipment, fuel, and personnel costs
and based on the frequency that resources are tasked with response to the campus and other
university owned properties. A sample contract between the Town of Plymouth, New Hampshire
and The Plymouth State University has been attached for reference in Appendix D.

In addition to these measures to increase revenue the Department should also consider
billing for Motor Vehicle Accidents (MVAs), extrications, and establishing air-medical
evacuation landing zones, if not already doing so. Some billing companies have been
successfully billing auto-insurance companies for these types of responses for some time
and a majority of auto-insurance providers have monies earmarked in policy payments for
emergency response mitigation. Similar to EMS billing, the person being billed for the
MVA may never know that they have been charged.

Unlike EMS billing, billing for MV As allows the Department to generate revenue for all the
resources on the scene including apparatus, personnel, supplies, and certain skill sets such as
extrication or scene clean-up. An exception to this is that of personnel and apparatus that are
specifically assigned to patient care. Billing for medical personnel and apparatus would be done
by billing Medicare or private medical insurance, despite the fact that some auto-insurance
policies do have a provision for emergency medical care. This prevents double billing.
Furthermore, if an auto-insurance payment does include payment for the transport, the
Department must return that portion of payment regarding emergency medical care to the auto-
insurance company. In MVA billing, the individual assigned as the payer of the bill is typically
the person who has been identified as the person at fault for the incident, which is similar to how
billing is determined for hazardous materials spills. As such, when performing MVA billing, the
Department will require a crash report from the police in addition to any other reports required.
This will take some coordination between municipal departments for information exchange, but
involves minimal additional effort for the increased revenue.
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Revenue

For this report the IAFF was able to create a revenue projection for the EMS call volume since
there were sufficient records from calendar year 2013. This model does not count the cost of
ambulance, equipment, and supplies. This projection also does not include the cost of personnel or
continued cost of medical supplies (which may vary due to demand and shelf life).

It was assumed that all patient transport bills would be paid in the same calendar year. In reality,
bills are not always paid this predictably due to a variety of reasons, including but not limited to,
inaccurate billing information, incomplete EMS reports, lack of insurance, or denied claims due to
lack of medical necessity. Once all appropriate data has been submitted, payment typically is made
as follows- Medicare: 14 days, Medicaid: 14 days, commercial insurers: 30-45 days. Due to
changes in healthcare coverage, the lack of insurance may be less of an issue than in previous
years. Electronic billing has substantially shortened this period of time for Medicare claims
compared to previous years; nevertheless, there is still a delay.

This projection also assumed that the private insurance billing fees for ALS, ALS2, BLS, and
mileage was equal to the established Medicare rates for the region. As has been previously
discussed, due to Medicare’s cost sharing plan it was assumed that the Department only receives
80% of each bill, since this is the portion that Medicare is responsible for paying. The remaining
20% was assumed as a write off in the event that the Department adheres to OIG billing practices
and assumes property tax payment as the remaining 20%. The adjusted 80% payment for
Medicare was multiplied by the projected call volumes to determine the annual gross collectables
over the projection period.

Loaded miles were calculated by calculating the average distance from all the stations to the
hospitals. This distance was determined to be 4.0 miles; however, in reality transport mileage
will be smaller or larger depending on the proximity of location of the EMS incident to the
hospital. This distance was then multiplied by number of projected transports per year, rounded
to the nearest 10" of a mile per the mileage payment rule established by Medicare, and then
multiplied by the fee per loaded miles from the Medicare fee schedule for the region. It was also
assumed a billing company would deduct 8% from each successfully collected bill as its service
fee.

Using data provided by Care Ambulance the following percentages were used per billable
transport category, BLS: 25.21%, ALS: 36.40%, ALS2: 0.43%, in-field pronouncement of death:
22,

Table 10 provides the revenue projections that could potentially be generated from billing for
EMS transport if 50%, 60%, 70%, and 80% of all patients pay. On average departments typically
see revenue collection rates between 55% and 80% with improved billing rules and practices. It is
important to note that this projection assumes that the amount of revenue generated is equal to
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that of the 80% that Medicare pays. In reality this amount could be higher for non-Medicare
patients. However, the Medicare rate system provides a stable model to be used in this type of
revenue projection. Appendix E provides a detailed breakdown of how this revenue stream was
constructed. Using the percentages of billable transports mentioned above, the total billed amount
using the Medicare Fee Schedule would equal $1,255,009.94. Minus a 20% credit adjustment,
and assuming Medicare approves payment for 100% of the transport invoices submitted, the City
would receive $1,004,007.95.

Estimated Gross Revenue Projections

50% 60% 70% 80%
Estimated Gross Revenue
$502,003.98 $602,404.77 $702,805.57 $803,206.36
Estimated Raw Collection Rate
40% 48% 56% 64%
Estimated Revenue per Transport
$183.28 $219.94 $256.59 $293.25
Net Revenue after 8% Billing Agency Deduction

$461,843.66 $554,212.39 $646,581.12 $738,949.85

Table 10. Estimated Gross Revenue. The above table shows the gross revenue projections for the
proposed EMS service the Department can expect. This gross prediction only takes into consideration the
amount of revenue generated assuming 50%, 60%, 70%, and 80% of the total transport population pay
for the service. Projection values were generated by assuming that all payors would pay 80% of the
approved Medicare rate as it is a stable model of billing. These projections represent revenue earned
before and after an 8% billing deduction. The cost of fuel, personnel, startup costs, and perishable
medical supplies were not considered in this projection.

The estimated revenue projection does not include billing for other types of EMS service delivery,
such as treatment without transport. As previously discussed, the Department could directly bill
patients who have been treated but not transported. The bill must be submitted directly to the
patient, as typically, insurance will not pay for it and Medicare will only pay for transport.
However, there is one exception to Medicare billing regarding no transport and that is infield
pronouncement of death. In these instances, if after an ambulance is dispatched to a request for
EMS service and finds that the patient is deceased or terminates resuscitative efforts and
pronounces the patient deceased, then the service can bill Medicare at the BLS rate using a
modifier. Since it is difficult to predict this number from the call volume estimates it was not
included in the projection.

Other revenue projections, although not displayed in the body of this proposal, from billing

agencies, that are located in the region or in the state, have been included in appendix F. These
billing agencies provide service to other fire departments in the state and elsewhere.
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The revenue generated through EMS billing and other revenue generators discussed in this
proposal should ideally be used to fund the Department and offset costs. If there is a way for the
City to withdraw monies from the Department’s funds then it should consider creating an
enterprise fund.

An enterprise fund establishes a separate accounting and financial reporting mechanism for
municipal services for which a fee is charged in exchange for services. In this case- EMS care and
transport. In this type of accounting system the revenues and expenditures for services are
separated into different funds with their own financial statements, rather than being placed into the
general fund for other agencies to have access to.

Specifically, an enterprise fund is established for a utility, health care, and recreational or
transportation facilities. In the Department’s situation this would fall under the health care option-
specifically an ambulance service. Enterprise funds may not be established for normal government
operations or services. They also do not create a separate or autonomous entity from the
municipality, meaning the Department will still be required to fulfill financial and managerial
reporting requirements like any other division or department in the City. Additionally, financial
transactions are reported using standards similar to private sector accounting. Revenues are
recognized when earned and expenses are recognized when incurred. This provides management
and taxpayers with information to measure performance, analyze the impact of financial decisions,
determine the cost of providing a service, and identify any potential subsidies that can be garnered
from the general fund for the provision of service.

Forming an enterprise fund will also allow the Department to demonstrate to the public the
portions of total costs of the service that are recovered through user charges and the portions that
are subsidized by tax levy or other available funds. This could be an ideal accounting system for
the Department with a new service provision since enterprise funds are frequently used to
account for services that are partially funded by fees and charges, as will be the Department’s
case.

At the end of the year, operating surplus translates into retained earnings that are maintained in the
fund rather than returning back to the general fund. However, with an enterprise fund, if an
operating loss is incurred, the loss must be raised in the following year’s budget.

Generally an enterprise fund may be adopted with the approval of a council vote. It is
recommended that the municipality accept the enterprise statute in advance of the budget process
and clearly state what services will be provided and when the fund will commence. Typically,
unless otherwise designated, the enterprise fund will commence as of the next fiscal year once it
has received municipal approval. Once adopted, the municipality may begin the process of
transferring the estimated revenues and operating budget of the service to the fund and identifying
the capital items, other assets, and liabilities to be transferred from the general fund to the
enterprise fund. Once enacted, the Department’s budget will be subject to the appropriation
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process. Requests are prepared like any other department: any transfers among enterprise line
items require action by municipal meetings and the budget will include both revenue and
expenditures.
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The Future of Key West Fire & EMS

Once EMS transport has been successfully integrated into the Department and the City it will be
important for the administration to find ways to maintain the value of EMS. In recent years
changes to healthcare laws and delivery have created many unique opportunities never before
thought of, especially in regards to EMS.

Nationally, fire-based EMS departments have branched out into many other types of care outside
of the traditional 9-1-1 response and transport models. Some of these types of care come with
additional sources of revenue and some are simply a means to improve service to the community.
This section of the proposal will briefly discuss some additional value-added services as well as
specific revenue-added service. It is important to note that the discussed future services are simply
a sampling of the possible future service the Department could offer. Additionally, any value-
added service, regardless of revenue-generating capabilities, should only be implemented after
identification of need and careful planning.

Interfacility Transport

It has been mentioned by a City Commissioner as well as discussed by leadership of IAFF Local
1424 that the Department should consider providing non-emergency interfacility transport within
the City limits of Key West. Due to its rural geographic location, and with the loss of 9-1-1
transport, it may potentially be untenable for a private ambulance agency to maintain interfacility
transport. The likelihood of this has been enhanced by recent changes to the Medicare Fee
Schedule for non-emergency BLS transport of end-stage renal disease (ESRD) patients. Effective
October 1, 2013 this level of service received a 10% reduction in reimbursement rates*. Given
these issues, there may be future opportunities for the Department to provide this level of service to
add supplemental revenue.

Interfacility transport is charges patients for local transports to a hospital, a critical access hospital,
a skilled nursing facility (SNF), a beneficiary’s home, or a dialysis facility for ESRD patients, and
is eligible for reimbursement if the transport is medically necessary and reasonable. Necessity of
service is established when the patient’s condition suggests that any other method of transportation
would endanger the health of the patient. Reasonableness refers to the level of service provided,
and then only if the services are medically necessary given the patient’s condition. More
information can be found in The Medicare Benefit Policy Manual, Chapter 10- “Ambulance
Services” and The Medicare Claims Processing Manual, Chapter 15- “Ambulance.”

0 CMS Manual System, Pub 110-04 Medicare Claims Processing, Transmittal 2703, May 10, 2013
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Mobile Integrated Health-Community Health Provider

Recent changes in healthcare law have created a number of opportunities for prehospital care
providers. Hospitals are currently being incentivized to stop readmissions within 30 days of patient
discharge from in-patient care, such as the intensive care unit. Home healthcare, SNFs, physician
groups and other healthcare organizations are similarly incentivized to keep patients out of the
hospital. These incentives were designed as a means to reduce healthcare costs in the United States
by focusing primarily on the top three patient conditions that result in readmissions and increased
costs. These conditions are patients who have had an Acute Myocardial Infarction (AMI, also
known as a heart attack), Heart Failure, and Pneumonia.

Recently, insurance companies have been contacting benefit recipients who are diabetic to make
sure that they are picking up and appropriately using their diabetic medications and supplies.
Although this is just one example, these insurance providers are also following up with patients
with other conditions as a matter of decreasing costs and improving patients’ quality of life.

The care of these four conditions, and others, are conditions that are within the purview of an EMS
provider’s provision of care, but in many states not in their Scope of Practice. A recent concept
developing in the EMS profession is that of Mobile Integrated Health-Community Health Provider
(MIH-CHP). This level of care uses experienced prehospital care providers with advanced training
to meet the non-emergent medical needs of citizens, especially underserved populations to prevent
the 30-day readmission and hospitalization, particularly for patients with chronic health conditions.
In this type of practice, mobile EMS providers respond in the community to meet non-emergency
medical needs. They are integrated with other healthcare providers as part of the patient’s care
team and are able to provide assessments, point of contact blood lab tests, and on-scene medical
interventions if necessary. This practice is provided through partnerships or contracted service with
hospitals, SNFs, physician offices, and other similarly situated businesses, as a means to improve
service or prevent penalties from Medicare. Revenue for this practice could then be collected as a
percentage of savings realized by the partner or contractee or by a direct fee for service. This
concept is currently operating in several states using fire-based EMS resources as the mobile
provider.

With additional training and partnerships, the Key West Fire Department could be an active
participant in improving patient outcomes and quality of life using this new form of practice.
Florida Statute Title XXIX Public Health, Chapter 401: Medical Telecommunications and
Transportation, § 401.272 “Emergency medical services community health care”, provides
language allowing for the provision of public health programs pertaining to the prevention of
illness and injury.
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Immunizations

Florida Statute Title XXIX Public Health, Chapter 401: Medical Telecommunications and
Transportation, § 401.272 “Emergency medical services community health care”, also provides
language that supports EMS providers performing immunizations. This is an opportunity that could
be performed in conjunction with MIH-CHP or as a stand-alone program.
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Conclusion

In conclusion, the Key West Fire Department is well situated to begin an EMS transport service.
The addition of EMS transport is of value to a growing population, as well as to a significant
group of vulnerable citizens. The implementation of EMS transport by the Department will allow
it to offer the highest level of all-hazards protection available in the area, as well as improve its
existing disaster capabilities. Certainly the enhancement of services under one centralized chain
of command and through a unified dispatch center can only improve the abilities of the City to
efficiently and effectively manage any emergency, no matter how large or small.

Through careful creation of a fair and equitable fee schedule, the Department is equally poised
to increase revenue from other sources to support the addition of EMS transport services and
enhance the safety of the citizens and community at large. Under its current operational model,
the City leadership is under-utilizing its resources and losing patient transport revenue to a
private-for-profit service. In addition to losing patient transport revenue, the Department is
losing revenue through the provision of a necessary first response program that does not receive
reimbursement from the private-for-profit service. By implementing an EMS transport service,
leaders may be creating a revenue stream to support the Department’s all-hazards mission.

Much of the implementation described within this proposal, although frequently regarded as
immediate, is anything but immediate. Implementation of an increased level of any service, no
matter how basic, must be well planned and coordinated to anticipate as many issues as possible,
negative and positive, and to develop protocols for how those issues will be addressed.
Contingency plans must be in place to make immediate adjustments to service as issues develop.

As stated throughout this proposal, if the Department has the funds available for personnel and
equipment, it may be able to successfully implement an EMS transport service across the
response jurisdiction with little difficulty. Although such an implementation presents a large up-
front cost, it does reasonably allow the Department to become the premier provider of pre-
hospital care in the City. However, the City will need to take time to hire, purchase and plan for
the implementation and set a firm date and time for the Department to begin providing transport
service. Additionally some of the up-front costs for service implementation can be reduced
through a leasing program for ambulances and capital equipment and grants.

Regardless of the manner in which implementation occurs the Department should identify all of
the components required by State rules and comparable industry models to ensure a successful
operation. Each EMS system is unique. At a minimum the Department will need a Medical
Director, Division Chief of EMS, an ePCR system, a billing company, ambulances, personnel and
equipment. The Department should become familiar with the rules and regulations for an EMS
service as identified by the State of Florida. This document provides the foundation for tasks that
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the Department must complete, leaving the remainder of choices based on the Department’s
understanding of community needs.
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Appendix B: Cost of Basic Life Support
Equipment and Supplies
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Equipment Size or Type Unit Price Count Sub-Total
Suction
Portable Automatic Suction unit S 1,154.00 1 S 1,154.00
1200 cc Suction Canister with Lid S 5.79 2 S 11.58
Yankauer Suction Tip and Tubing No
vent, Bulb Tip S 3.57 2 S 7.14
Suction Catheters 6 FR S 0.69 1 S 0.69
Suction Catheters 8Fr S 0.69 1 S 0.69
Suction Catheters 10 FR S 0.69 1 S 0.69
Suction Catheters 12 FR S 0.69 1 S 0.69
Suction Catheters 14 FR S 0.69 1 S 0.69
Suction Catheters 16 FR S 0.69 1 S 0.69
Bulb Suction 2 oz. S 1.43 1 S 1.43
Saline drops 30 mL, 40/box S 43.59 2 S 87.18
Oxygen and Delivery
"D" Aluminum with Toggle Valve S 80.99 2 S 161.98
Variable Flow Regulator 1 DISS
Outletand 1 Barb S 142.10 2 S 284.20
Non-Rebreather 7'tubing Adult S 1.86 3 S 5.58
Non-Rebreather 7' tubing Pediatric S 2.29 3 S 6.87
Rebreather 7' tubing ¢ Adult S 1.86 0 S -
Rebreather 7' tubing ¢ Pediatric S 2.39 0 S -
Nasal Cannula with Flared Tip 7'
tubing Adult S 0.59 3 S 1.77
Nasal cannula 7' tubing ¢ Pediatric S 0.89 0 S -
Bag Valve Mask Infant S 19.55 2 S 39.10
Bag Valve Mask Pediatric S 19.55 2 S 39.10
Bag Valve Mask Adult S 14.76 2 S  29.52
Nasopharyngeal Airways 20FR S 4.48 1 S 4.48
Nasopharyngeal Airways 22 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 24 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 26 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 28 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 30FR S 4.48 1 S 4.48
Nasopharyngeal Airways 32FR S 4.48 1 S 4.48
Nasopharyngeal Airways 34FR S 4.48 1 S 4.48
Nasopharyngeal Airways 36 FR S 4.48 1 S 4.48

¢ Indicates an optional piece of equipment




Equipment Size or Type Unit Price Count Sub-Total
Oxygen and Delivery Continued
#5.5, 55 mm
Oropharyngeal Airways Infant S 1.69 1 S 1.69
Oropharyngeal Airways #6, 60 mm Child | $ 1.69 1 S 1.69
Oropharyngeal Airways #7, 70 mm, Child | S 1.69 1 S 1.69
#8, 80 mm, Small
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#9, 90 mm
Small/Medium
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#10, 100 mm,
Oropharyngeal Airways Medium Adult | S 1.69 1 S 1.69
#11, 110mm,
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#12, 120 mm
Oropharyngeal Airways Large Adult S 1.69 1 S 1.69
Pulse Oximeter S 598.00 1 S 598.00
Sensor Adult S 193.45 1 S 193.45
Sensor Pediatric S 193.45 1 S 193.45
Sensor ¢ ear Clip S 205.64 0 S -
Disposable
pediatricand
Sensor neonate S 22.25 1 S 22.25
Carrying Case S 70.00 1 S 70.00
Monitoring and Defibrillation
Defib/Pacing/ECG Pads w/quick
connector 2 ft. Adult S 56.91 2 S 113.82
Prep Razor individual S 0.79 4 S 3.16
AED carrying case included S 2,595.00 1 S 2,595.00
AED pediatric step down Defib pads |Pediatric S 127.20 1 S 127.20

¢ Indicates an optional piece of equipment




Equipment Size or Type Unit Price Count sub-total
Immobilization Devices
C-Collar Infant S 7.25 1 S 7.25
C-Collar Pediatric S 7.25 1 S 7.25
C-Collar Neckless S 7.25 2 S 14.50
C-Collar Short S 7.25 2 S 14.50
C-Collar Regular S 7.25 2 S 14.50
C-Collar Tall S 7.25 2 S 14.50
Head Immobilizer: 2 Support Pads,
Head, Chin Strap, and Base S 99.95 2 S 199.90
Hare Traction splint Adult S 344.00 1 S 344.00
Hare Traction splint Pediatric S 344.00 1 S 344.00
Vacuum splints kit S 515.95 1 S 515.95
Backboard with Pins S 252.88 2 S 505.76
5', 2 piece with
swivel quick
Backboard Straps clips, Nylon S 17.75 6 S 106.50
Infant/Pediatric Immobilization
Board with case S 446.69 1 S  446.69
D-ring Disposable Limb Restraints |2 per package S 6.03 2 S 12.06
Scoop Stretcher S 828.50 1 S 828.50
KED S 217.90 1 S 217.90
Reeves Stretcher S 304.95 1 S 304.95
Bandages
Burn Towels 12'"'X12" S 6.63 1 S 6.63
Burn Towels 15"X20" S 9.11 1 S 9.11
Burn Towels 20"X30" S 12.19 1 S 12.19
Burn Towels Face Mask S 9.53 1 S 9.53
Burn Towels 58"X84" S 47.69 1 S 47.69
Triangular Bandages 36"X36"x51" S 1.00 2 S 2.00
Multi-Trauma Dressing S 4.99 4 S 19.96
ABD pads 20/box 8"X10" S 6.00 8 S 48.00
4X4 12 ply 100/ box S 9.11 1 S 9.11
4"x4 yards
Gauze Rolls 12/box S 13.89 1 S 13.89
2"X 4 yards
Gauze Rolls 12/box S 9.60 1 S 9.60
Band-Aids 1"X3" 100/box S 7.10 1 S 7.10
Occlusive Dressing With Valve S 22.50 2 S 45.00
Occlusive Dressing Without Valve S 27.95 2 S 55.90
1" X 10vyards
Transpore Surgical Tape 12 rolls/box S 21.62 1 S 21.62
2" X 10yards
Transpore Surgical Tape ¢ 6 rolls/box S 21.62 0 S -
Arterial Tourniquet S 38.00 2 S 76.00

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
Communication
Will require the use of cellular devices and radios.
Obstetrical Kit
OB Kit S 13.65 2 S 27.30
Foil Baby Bunting ¢ included in kit S 5.95 0 S -
Miscellaneous
Sphygmomanometer Infant S 34.75 1 S 34.75
Sphygmomanometer Child S 34.75 1 S 34.75
Sphygmomanometer Adult S 34.75 1 S 34.75
Sphygmomanometer Large Adult S 42.59 1 S 4259
Sphygmomanometer Thigh S 46.95 1 S  46.95
Stethoscope Adult S 97.10 1 S 97.10
Stethoscope ¢ Pediatric S 117.59 1 S 117.59
Digital Hypothermia Thermometer |78°F-111.9°F S 11.50 1 S 11.50
Thermometer Sheaths 100/ box S 4.59 1 S 4.59
Trauma Shears S 6.49 2 S 12.98
Instant Cold Compress 24/Case S 22.99 4 S 91.96
Sterile water
Irrigation Solution 1000 mL S 3.87 4 S 15.48
NaCl 0.9%
Irrigation Solution 1000 mL S 4.23 0 S -
Pen Light (Disposable) 6/pack S 8.12 1 S 8.12
Blanket ¢: Normally provided by
Hospital S 14.09 0 S -
Disposable with
pillow case, flat
sheet and heavy
Linen Pack ¢ : Normally provided by |duty fitted sheet
the hospital 25/case S 85.86 0 S -
Towels ¢ : Normally provided by the
hospital 16"X27" S 64.99 0 S -
Triage Tags 50/bag S 64.13 1 S 64.13
Emesis Bags S 2.07 4 S 8.28
Disposable Bed Pan ¢ S 2.63 0 S -
Disposable Urinal ¢ S 0.97 0 S -
Water Based Sterile Lubricant 144/case S 13.67 1 S 13.67

¢ Indicates an optional piece of equipment




Equipment Size or Type Unit Price Count
Infection Control
Safety glasses S 13.44 2 S 26.88
with fluid shield
Face Protection 25/box S 41.03 4 S 164.12
surgical mask
without fluid
shield, with ear
Face Protection loops 50/box S 15.95 4 S 63.80
Nitrile Gloves Small 100/box S 15.06 2 S 30.12
Nitrile Gloves Medium 100/box| $ 15.06 2 S 30.12
Nitrile Gloves Large 100/box S 15.06 2 S 30.12
Nitrile Gloves X-Large 100/box | S 15.06 2 S 30.12
Nitrile Gloves XX-Large 90/box | S 15.06 2 S 30.12
Coveralls Medium S 7.70 2 S 15.40
Coveralls Large S 7.70 2 S 15.40
Coveralls X-Large S 7.70 2 S 15.40
Coveralls XX-Large S 7.70 2 S 15.40
Boot Covers Universal Size S 2.96 2 S 5.92
Personal Protection Kit S 8.40 2 S 16.80
Waterless Hand Sanitizer S 2.32 2 S 4.64
24 OZ Spray
Cavicide bottle S 13.38 1 S 13.38
Sharps Container 1 Quart S 4.25 1 S 4.25
Sharps Container 5 quart S 5.18 2 S 10.36
Bio-Hazard Bags 5gal 12"X15" S 0.47 4 S 1.88
wastebasket
Standard Trash Bags 500/box S 17.05 1 S 17.05
N95 respirators MUST be fit tested and are not necessarily required
N95 respirator with nose flange X-Small, 20/box | S 27.70 1 S 27.70
N95 respirator with nose flange Small, 20/box S 27.70 1 S 27.70
N95 respirator with nose flange Medium, 20/box | S 27.70 1 S 27.70
N95 respirator with nose flange Large, 20/box S 27.70 1 S 27.70
N95 Fit Test Kit S 276.65 1 S 276.65
N95 Fit Test Hood S 59.70 1 S 59.70
NO95 Fit Test Nebulizer #1 S 99.52 1 S 99.52
N95 Fit Test Nebulizer #2 S 99.52 1 S 99.52
Bitrex Test Solution 6 vials/box S 14.28 1 S 14.28
Bitrex Threshold Screening Solution |6 vials/box S 14.28 1 S 14.28
Injury Prevention Equipment
Car Seat-Refer to NHTSA.gov for a list of EMS Approved Child Occupant protection devices
Emergency Response Guide S 3.69 1 S 3.69
Highway safety warning triangles 3/box S 34.78 1 S 34.78
International Safety Vest Universal Size S 19.87 2 S 39.74

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
Airway

Secondary, Blind Insertion device  |Assorted Sizes S 41.85 1 S 41.85

Other Advanced Equipment
Glucometer
Note: Most distributors will give
glucometers away for free on
request if purchasing test strips, ask
distributor for details S 47.49 1 S 47.49

capillary blood
Glucometer test strips 50/box S 50.95 1 S 50.95
Lancets 100/box S 17.68 1 S 17.68
Medications
Oxygen Price will vary depending
on amount and method of purchase
3tubes/ pack

Oral Glucose 15gm S 14.72 1 S 14.72
NaCl 0.9% flushes 10 mL S 1.05 4 S 4.20
Epi-Pen Auto-Injector ¢ S 295.55 0 S -
DuoDote Auto-Injector S 62.52 2 S 125.04

Other Necessary Equipment
First In Bag S 418.97 S 418.97
Trauma Bag ¢ S 187.00 S 187.00
C-collar Bag S 69.55 S 69.55
clip board
Needed if doing paper reporting S 42.84 0 S -
Paper reports prices will vary depending on a number of factors, contact a printer
Panasonic Tough Book
Needed for electronic reporting S 4,500.00 1 S 4,500.00
Software cost may be free to have attached cost, contact vendor for details
Hardware may be included contact vendor for details
Seals | 100/pack S 29.39 1 S 29.39

¢ Indicates optional equipment included in cost figure

Sub-Total $17,563.37




Equipment Size or Type Unit Price Count Sub-Total
Optional
Generator,
CPAP ¢ fixed flow S 525.00 1 S 525.00
procedure Kit
10cm H20
CPAP ¢ 10/case S 624.72 2 S 1,249.44

¢ Indicates optional equipmentincluded in cost figure

Notes:

e It is assumed that the agency will be using a Computer based reporting (ePCR) system.
Prices of software and hardware may vary depending on the billing agency used or

subcontractor that is supplying software and/or equipment.

e The prices selected for this estimated represent median list prices, there could be
variation within cost by purchasing in bulk or choosing cheaper supplies. Additionally
there are a limited number of supplies that could serve a dual role in patient care and can
eliminate redundancies n purchasing, for example certain varieties of bulky trauma

Sub-Total S 1,774.44

TOTAL

$19,337.81

dressings can also be used as burn sheets and dressings as per manufacturer claims.

e MAST trousers are not included in this estimate.
e Patient handling devices such as cots, stair chairs or lifting devices are not included here,

but are in the body of the report in Ambulance cost.
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Appendix C: Cost of Advanced Life Support
Equipment and Supplies
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Equipment Size or Type Unit Price Count Sub-Total
Suction
Portable Automatic Suction unit S 1,154.00 1 S 1,154.00
1200 cc Suction Canister with Lid S 5.79 2 S 11.58
Yankauer Suction Tip and Tubing No
vent, Bulb Tip S 3.57 2 S 7.14
Suction Catheters 6 FR S 0.69 1 S 0.69
Suction Catheters 8Fr S 0.69 1 S 0.69
Suction Catheters 10 FR S 0.69 1 S 0.69
Suction Catheters 12 FR S 0.69 1 S 0.69
Suction Catheters 14 FR S 0.69 1 S 0.69
Suction Catheters 16 FR S 0.69 1 S 0.69
Bulb Suction 2 oz. S 1.43 1 S 1.43
Saline drops 30 mL, 40/box S 43.59 2 S 87.18
Oxygen and Delivery
"D" Aluminum with Toggle Valve S 80.99 2 S 161.98
Variable Flow Regulator 1 DISS
Outlet and 1 Barb S 142.10 2 S 284.20
Non-Rebreather 7'tubing Adult S 1.86 3 S 5.58
Non-Rebreather 7' tubing Pediatric S 2.29 3 S 6.87
Rebreather 7' tubing ¢ Adult S 1.86 0 S -
Rebreather 7' tubing ¢ Pediatric S 2.39 0 S -
Nasal Cannula with Flared Tip 7'
tubing Adult S 0.59 3 S 1.77
Nasal cannula 7' tubing ¢ Pediatric S 0.89 0 S -
Bag Valve Mask Infant S 19.55 2 S 39.10
Bag Valve Mask Pediatric S 19.55 2 S 39.10
Bag Valve Mask Adult S 14.76 2 S  29.52
Nasopharyngeal Airways 20FR S 4.48 1 S 4.48
Nasopharyngeal Airways 22 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 24 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 26 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 28 FR S 4.48 1 S 4.48
Nasopharyngeal Airways 30FR S 4.48 1 S 4.48
Nasopharyngeal Airways 32FR S 4.48 1 S 4.48
Nasopharyngeal Airways 34FR S 4.48 1 S 4.48
Nasopharyngeal Airways 36 FR S 4.48 1 S 4.48

O Indicates an optional piece or equipment




Equipment Size or Type Unit Price Count Sub-Total
#5.5, 55 mm
Oropharyngeal Airways Infant S 1.69 1 S 1.69
Oropharyngeal Airways #6, 60 mm Child | S 1.69 1 S 1.69
Oropharyngeal Airways #7, 70mm, Child | S 1.69 1 S 1.69
#8, 80 mm, Small
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#9, 90 mm
Small/Medium
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#10, 100 mm,
Oropharyngeal Airways Medium Adult S 1.69 1 S 1.69
#11, 110mm,
Oropharyngeal Airways Adult S 1.69 1 S 1.69
#12, 120 mm
Oropharyngeal Airways Large Adult S 1.69 1 S 1.69
Pulse Oximeter S 598.00 1 S 598.00
Sensor Adult S 193.45 1 S 193.45
Sensor Pediatric S 193.45 1 S 193.45
Sensor ¢ ear Clip S 205.64 0 S -
Disposable
pediatricand
Sensor neonate S 22.25 1 S 22.25
Carrying Case S 70.00 1 S 70.00
Monitoring and Defibrillation
Monitor with Masimo Sp02, SpCO,
SpMET, NIBP, 12-Lead ECG, EtCO?2,
Bluetooth, Trending S 36,595.00 1 $36,595.00
Battery Charger S 1,725.00 1 S 1,725.00
Carrying Case S 268.00 1 S 268.00
Li-ion battery S 400.00 3 S 1,200.00
Defib/Pacing/ECG Pads w/quick
connector 2 ft. Adult S 56.91 2 S 113.82
Defib/Pacing/ECG Pads w/quick
connector 2 ft. Pediatric S 64.27 1 S 64.27
Ambu Blue Sensor electrodes
25/pack Adult S 11.59 2 S 23.18
Pediatric Electrodes 3/strip 10
strips/box Pediatric S 11.99 1 S 11.99
Monitor paper 3/pack S 15.49 1 S 15.49
Prep Razorindividual S 0.79 4 S 3.16
AED ¢ if ALS unit S 2,595.00 0 S -
AED pediatric step down Defib pads
¢ if ALS unit Pediatric S 127.20 0 S -

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
Immobilization Devices
C-Collar Infant S 7.25 1 S 7.25
C-Collar Pediatric S 7.25 1 S 7.25
C-Collar Neckless ) 7.25 2 ) 14.50
C-Collar Short S 7.25 2 S 14.50
C-Collar Regular S 7.25 2 S 14.50
C-Collar Tall S 7.25 2 S 14.50
Head Immobilizer: 2 Support Pads,
Head, Chin Strap, and Base S 99.95 2 S 199.90
Hare Traction splint Adult S 344.00 1 S 344.00
Hare Traction splint Pediatric S 344.00 1 S 344.00
Vacuum splints kit S 515.95 1 S 515.95
Backboard with Pins S 252.88 2 S 505.76
5', 2 piece with
swivel quick
Backboard Straps clips, Nylon S 17.75 6 S 106.50
Infant/Pediatric Immobilization
Board with case S 446.69 1 S 446.69
D-ring Disposable Limb Restraints |2 per package S 6.03 2 S 12.06
Scoop Stretcher S 828.50 1 S 828.50
KED S 217.90 1 S 217.90
Reeves Stretcher S 304.95 1 S 304.95
Bandages
Burn Towels 12'"x12" S 6.63 1 S 6.63
Burn Towels 15"X20" S 9.11 1 S 9.11
Burn Towels 20"X30" S 12.19 1 S 12.19
Burn Towels Face Mask S 9.53 1 S 9.53
Burn Towels 58"X84" S 47.69 1 S 47.69
Triangular Bandages 36"X36"x51" S 1.00 2 ) 2.00
Multi-Trauma Dressing S 4.99 4 ) 19.96
ABD pads 20/box 8"X10" S 6.00 8 S 48.00
4X4 12 ply 100/ box S 9.11 1 S 9.11
4"x4 yards
Gauze Rolls 12/box S 13.89 1 S 13.89
2"X 4 yards
Gauze Rolls 12/box ) 9.60 1 ) 9.60
Band-Aids 1"X3" 100/box S 7.10 1 S 7.10
Occlusive Dressing With Valve S 22.50 2 S 45.00
Occlusive Dressing Without Valve S 27.95 2 ) 55.90
1" X 10 yards
Transpore Surgical Tape 12 rolls/box S 21.62 1 S 21.62
2" X 10yards
Transpore Surgical Tape ¢ 6 rolls/box S 21.62 0 S -
Arterial Tourniquet S 38.00 2 S 76.00

O Indicates an optional piece of equipment

C-5




Equipment Size or Type Unit Price Count sub-total
Communication
Will require the use of cellular devices and radios.
Obstetrical Kit
OB Kit S 13.65 2 S 27.30
Foil Baby Bunting optional included in kit S 5.95 0 S -
Miscellaneous
Sphygmomanometer Infant S 34.75 1 S 34.75
Sphygmomanometer Child S 34.75 1 S 34.75
Sphygmomanometer Adult S 34.75 1 S 34.75
Sphygmomanometer Large Adult S 42.59 1 S 4259
Sphygmomanometer Thigh S 46.95 1 S 46.95
Stethoscope Adult S 97.10 1 S 97.10
Stethoscope ¢ Pediatric S 117.59 1 S 117.59
Pediatric Drug Chart S 14.69 1 S 14.69
Digital Hypothermia Thermometer |[78°F-111.9°F S 11.50 1 S 11.50
Thermometer Sheaths 100/ box S 4.59 1 S 4.59
Trauma Shears S 6.49 2 S 12.98
Instant Cold Compress 24/Case S 22.99 4 S 91.96
Sterile water
Irrigation Solution 1000 mL S 3.87 4 S 15.48
NaCl 0.9%
Irrigation Solution 1000 mL S 4.23 4 S 1692
Pen Light (Disposable) 6/pack S 8.12 1 S 8.12
Blanket ¢: Normally provided by
Hospital S 14.09 0 S -
Disposable with
pillow case, flat
sheet and heavy
Linen Pack ¢ : Normally provided by [duty fitted sheet
the hospital 25/case S 85.86 0 S -
Towels ¢ : Normally provided by the
hospital 16"X27" S 64.99 0 S -
Triage Tags 50/bag S 64.13 1 S 64.13
Emesis Bags S 2.07 4 S 8.28
Disposable Bed Pan ¢ S 2.63 0 S -
Disposable Urinal ¢ S 0.97 0 S -
Water Based Sterile Lubricant 144/case S 13.67 1 S 13.67

¢ Indicates an optional piece of equipment




Equipment Size or Type Unit Price Count sub-total
Infection Control
Safety glasses S 13.44 2 S 26.88
with fluid shield
Face Protection 25/box S 41.03 4 S 164.12
surgical mask
without fluid
shield, with ear
Face Protection loops 50/box S 15.95 4 ) 63.80
Nitrile Gloves Small 100/box S 15.06 2 S 30.12
Nitrile Gloves Medium 100/box| $ 15.06 2 S 30.12
Nitrile Gloves Large 100/box S 15.06 2 ) 30.12
Nitrile Gloves X-Large 100/box | S 15.06 2 S 30.12
Nitrile Gloves XX-Large 90/box | S 15.06 2 ) 30.12
Coveralls Medium S 7.70 2 S 15.40
Coveralls Large S 7.70 2 S 15.40
Coveralls X-Large S 7.70 2 ) 15.40
Coveralls XX-Large S 7.70 2 S 15.40
Boot Covers Universal Size S 2.96 2 S 5.92
Personal Protection Kit S 8.40 2 S 16.80
Waterless Hand Sanitizer S 2.32 2 S 4.64
24 OZ Spray
Cavicide bottle S 13.38 1 S 13.38
Sharps Container 1 Quart S 4.25 1 S 4.25
Sharps Container 5quart S 5.18 2 ) 10.36
Bio-Hazard Bags 5gal 12"X15" S 0.47 4 S 1.88
wastebasket
Standard Trash Bags 500/box S 17.05 1 ) 17.05
N95 respirators MUST be fit tested and are not necessarily required
N95 respirator with nose flange X-Small, 20/box | S 27.70 1 S 27.70
N95 respirator with nose flange Small, 20/box S 27.70 1 ) 27.70
N95 respirator with nose flange Medium, 20/box | S 27.70 1 S 27.70
N95 respirator with nose flange Large, 20/box S 27.70 1 S 27.70
NO5 Fit Test Kit S 276.65 1 S 276.65
N95 Fit Test Hood S 59.70 1 S 59.70
N95 Fit Test Nebulizer #1 S 99.52 1 S 99.52
NO95 Fit Test Nebulizer #2 S 99.52 1 S 99.52
Bitrex Test Solution 6 vials/box S 14.28 1 S 14.28
Bitrex Threshold Screening Solution |6 vials/box S 14.28 1 S 14.28
Injury Prevention Equipment
Car Seat-Refer to NHTSA.gov for a list of EMS Approved Child Occupant protection devices
Emergency Response Guide S 3.69 1 S 3.69
Highway safety warning triangles 3/box S 34.78 1 S 34.78
International Safety Vest Universal Size S 19.87 2 S 39.74

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
REQUIRED ALS EQUIPMENT
Laryngoscope Handle Small or Medium| $ 59.94 2 S 119.88
"C" batteries for Adult Handle each S 1.45 2 ) 2.90
"AA" batteries for Pediatric Handle |each S 0.79 2 ) 1.58
Laryngoscope Blade Disposable
Metal 0 Miller S 7.41 1 S 7.41
Laryngoscope Blade Disposable
Metal 1 Miller S 7.41 1 S 7.41
Laryngoscope Blade Disposable
Metal 2 Miller S 7.41 1 S 7.41
Laryngoscope Blade Disposable
Metal 3 Miller ) 7.41 1 ) 7.41
Laryngoscope Blade Disposable
Metal 4 Miller ) 7.41 1 ) 7.41
Laryngoscope Blade Disposable
Metal 2 Maclntosh ) 7.41 1 ) 7.41
Laryngoscope Blade Disposable
Metal 3 Maclntosh ) 7.41 1 ) 7.41
Laryngoscope Blade Disposable
Metal 4 Maclntosh ) 7.41 1 ) 7.41
Uncuffed Endotracheal Tubes 2.5mm S 1.95 2 S 3.90
Uncuffed Endotracheal Tubes 3.0mm S 1.95 2 S 3.90
Uncuffed Endotracheal Tubes 3.5mm S 1.95 2 S 3.90
Uncuffed Endotracheal Tubes 4.0 mm S 1.95 2 S 3.90
Uncuffed Endotracheal Tubes 4.5mm S 1.95 2 ) 3.90
Uncuffed Endotracheal Tubes 5.0 mm ) 1.95 2 ) 3.90
Uncuffed Endotracheal Tubes 5.5mm ) 1.95 2 ) 3.90
Cuffed Endotracheal Tubes 6.0 mm ) 1.95 2 ) 3.90
Cuffed Endotracheal Tubes 7.0 mm ) 1.95 2 ) 3.90
Cuffed Endotracheal Tubes 8.0mm ) 1.95 2 ) 3.90
Meconium Aspirator S 6.81 1 ) 6.81
10 cc syringe S 0.20 2 ) 0.40
6 FR
(2.0-3.5mm)
stylette 30cm long S 3.04 1 S 3.04
10 FR
(4.0-6.5mm)
stylette 44 cm Long S 3.04 1 S 3.04
14 FR
(7.0-10mm)
stylette 45 cm long ) 3.04 1 ) 3.04
Adult and
Endotracheal Tube Holder Pediatric sizes ) 4.00 2 ) 8.00
Magill Forceps Adult ) 6.43 1 ) 6.43
Magill Forceps Pediatric ) 6.43 1 ) 6.43

0 Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
REQUIRED ALS EQUIPMENT
Intubation Detection Device SyringeorBulb | $ 9.12 1 S 9.12
Colorimetric
End tidal CO2 Detection Adult S 12.89 2 S 25.78
Colorimetric
End tidal CO2 Detection Pediatric S 12.89 1 S 12.89
Capnoline
Pediatric
End tidal CO2 Detection non-intubated S 13.94 1 S 13.94
Capnoline Adult
non-intubated
with Oxygen
End tidal CO2 Detection tubing S 13.38 1 S 13.38
Capnoline
Intubated
End tidal CO2 Detection Pediatric/Adult | S 10.29 1 S 10.29
Secondary, Blind Insertion device  |Assorted Sizes S 41.85 1 S 41.85
Adult and Child
Needle Cricothyrotomy sizes S 186.63 1 S 186.63
Vascular Access
0.9% NaCl USP IV Fluid 14/case price for
Note: Itis cheaperto buy the 1000 |individual units
cc bags over the 500 cc = S 3.15 4 S 12.60
Alcohol Preps Large 100/box S 4.93 1 S 4.93
Prep Pads
Povidone lodine optional 100/box S 5.43 0 S -
Intravenous Safety Catheter 14 ga X 1.25" S 3.19 4 S 12.76
Intravenous Safety Catheter 16 ga X 1.25" S 3.19 4 S 12.76
Intravenous Safety Catheter 18 ga X 1.25" S 3.19 4 S 12.76
Intravenous Safety Catheter 20ga X 1.25" S 3.19 4 S 12.76
Intravenous Safety Catheter 22gaXx1" S 3.19 4 S 12.76
Intravenous Safety Catheter 24gaX.75" S 3.19 4 S 12.76
Carpuject
Note: Distributor may give
carpujects for free with purchase of
medications, ask distributor S 1.09 2 S 2.18
1ccTB,
25ga X .625"
Syringe safety 100/ box S 72.80 1 S 72.80

¢ Indicates an optional piece of equipment




Equipment Size or Type Unit Price Count sub-total
Vascular Access Continued
3cc
23gaX1"
Syringe safety 100/ box S 42.74 1 S 4274
5cc
21gaX1"
Syringe safety 50/box S 49.42 S 49.42
Latex free tourniquet 1X 19", 50/box S 18.65 S 18.65
Tagaderm 100/ box S 48.41 S 48.41
21 gax 1.5"
Transfer Needles (Hypodermic) 100/ box S 8.29 1 S 8.29
18 ga X 1.5"
Transfer Needles (Hypodermic) 100/ box S 8.29 1 S 8.29
Disposable Arm Board Adult 3"x18" S 1.31 2 S 2.62
Disposable Arm Board Pediatric3"X9" | $ 1.15 2 S 2.30
Macro Drip 10 gtts S 4.75 4 S 19.00
Micro drip 60 gtts S 4.99 2 S 9.98
NOTE: I10's are not optional themselves, instead these are options for an 10 device | $ -
EZ10 0 Driver S 295.00 1 S 295.00
15 mm Needle
EZIO O 5/box Pediatric | $ 520.00 1 S 520.00
25 mm Needles
EZIO O 5/box Adult S 520.00 1 S 520.00
45 mm Needles
5/box
EZI0 0 Large Adult S 575.00 1 S 575.00
BIGIO ¢ Adult S 88.46 0 S -
BIGIO ¢ Pediatric S 88.46 0 S -
Disposable Infuser S 23.78 2 S  47.56
Other Advanced Equipment
Nebulizer S 1.27 2 S 2.54
Glucometer
Note: Most distributors will give
glucometers away for free on
request if purchasing test strips, ask
distributor for details S 47.49 1 S 4749
capillary blood
Glucometer test strips 50/box S 50.95 S 50.95
Lancets 100/box S 17.68 S 17.68
Needle for Decompression 14ga X 3.25 S 20.97 S 4194

¢ Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count sub-total
Medications
Oxygen Price will vary depending
on amount and method of purchase
Cardiovascular

1mg/ 10 mL

1:10,000 epinephrine pre-filled 5.98 6 35.88
6mg/2mL

Adenosine pre-filled 42.75 1 42.75
12mg/4mL

Adenosine pre-filled 78.74 2 157.48
1mg/ 10 mL

Atropine pre-filled 8.07 3 24.21
150 mg/ 3 mL

Amiodarone Vial 11.69 4 46.76
Sublingual Spray
0.4mg/4.9gm
60 metered

Nitroglycerin doses 299.00 1 299.00
81 mg,
36 tabs/ bottle
Children's

ASA chewable 1.84 1 1.84
20 units/ mL,

Vasopressin Vial 8.04 2 16.08

Cardiopulmonary

.083%
2.5mg/3mL

Albuterol 25/box 15.93 2 31.86
.02% 2.5 mL

Ipratropium Bromide vial, 25/box 22.00 2 44.00

1:1,000 epinephrine ampule 1 mg/mL 2.58 2 5.16
prefilled

Furosemide 40 mg/4 mL 5.37 2 10.74

Diabetic

Adult, pre-filled

Dextrose 50% 25 gm 50 mL 6.59 1 6.59
Pediatric
pre-filled

Dextrose 25%, 10 mL 7.49 1 7.49
3 tubes/ pack

Oral Glucose 15gm 14.72 1 14.72
Emergency Kit

Glucagon 1 mg/mL 227.00 1 227.00

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count Sub-Total
Analgesics
Class Il
Controlled
Luer Locking
Carpuject
10 mg/ mL
Morphine 10/box S 27.53 2 S 55.06
Anti-Seizure
Class IV
Controlled
Vial
5 mg/mL
Midazolam (versed) 10/box S 51.39 2 S 102.78
Miscellaneous
pre-filled
8.4% 50 mEq
Sodium Bicarbonate 1mEq/mL S 7.26 2 S 14.52
pre-filled
Magnesium Sulfate 50% 5gm/10mL | S 8.51 0 S -
pre-filled
Naloxone hydrochloride (Narcan) |2mg/2mL S 25.84 2 S 51.68
NaCl 0.9% flushes 10 mL S 1.05 4 S 4.20
pre-filled
Lidocaine 100 mg/5 mL S 6.46 1 S 6.46
Epi-Pen Auto-Injector ¢ S 295.55 0 S -
Diphenhydramine Luer lock
carpuject 50 mg S 4.22 1 S 4.22
DuoDote Auto-Injector S 62.52 2 S 125.04
pre-mixed 400
Dopamine mg/250 mL S 33.68 1 S 33.68
Other Necessary Equipment
First In Bag S 418.97 1 S 41897
Trauma Bag ¢ S 187.00 1 S 187.00
Drug Box S 180.65 1 S 180.65
Intubation Pack S 84.89 1 S 84.89
C-collar Bag S 69.55 1 S 69.55
clip board
Needed if doing paper reporting S 42.84 0 S -
Paper reports prices will vary depending on a number of factors, contact a printer
Panasonic Tough Book
Needed for electronic reporting S 4,500.00 1 S 4,500.00
Software cost may be free to have attached cost, contact vendor for details
Hardware may be included contact vendor for details
Seals |100/pack S 29.39 1 S  29.39

O Indicates an optional piece of equipment
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Equipment Size or Type Unit Price Count Sub-Total
Optional
Mucosal Atomization Device (MAD)O{with 3 mL syringe| S 4.95 2 S 9.90
IV warmer¢ S 434.60 1 S 43460
Portable Fridge-Freezer0 S 1,090.82 1 S 1,090.82
Morgan Therapeutic Lens¢ S 29.83 2 S 59.66
Generator,
CPAPO fixed flow S 525.00 1 S 525.00
procedure Kit
10cm H20
CPAP Mask Kit¢ 10/case S 624.72 2 S 1,249.44
Ventilator¢ S 2,624.00 1 S 2,624.00
¢ Indicates an optional piece of equipment Sub-Total $§ 5,993.42
TOTAL $65,172.58
Notes:

It is assumed that the agency will be using a Computer based reporting (ePCR) system.
Prices of software and hardware may vary depending on the billing agency used or
subcontractor that is supplying software and/or equipment.

The prices selected for this estimated represent median list prices, there could be
variation within cost by purchasing in bulk or choosing cheaper supplies. Additionally
there are a limited number of supplies that could serve a dual role in patient care and can
eliminate redundancies n purchasing, for example certain varieties of bulky trauma
dressings can also be used as burn sheets and dressings as per manufacturer claims.
MAST trousers are not included in this estimate.

Patient handling devices such as cots, stair chairs or lifting devices are not included here,
but are in the body of the report in Ambulance cost.

If an ALS service is initiated the department does not need to purchase an AED as it will
have more advanced cardiac monitors. Since the Department will more than likely be
maintaining EMT-Basic level providers it should invest in monitors that have an AED
mode.
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7/18/2007 Final Agreement
LIFE SAFETY SERVICES
AGREEMENT

THIS AGREEMENT (the “Agreement”) dated February 23, 2004 by and between the Town of
Plymouth, a municipal corporation organized and existing under the laws of the State of New
Hampshire, with an office and place of business at 6 Post Office Square, Plymouth, New
Hampshire

03264 (the “Town™), and Plymouth State University, a nonprofit Corporation organized and existing
under the laws of the State of New Hampshire with an office and place of business at 17 High
Street, Plymouth, New Hampshire 03264 (the “University”)

Whereas, the Town and the University have agreed to work cooperatively for their
collective well-being and future;

Whereas, the Town recognizes that the University is tax-exempt under the laws of the State of
New Hampshire;

Whereas, the Town recognizes that, unless and until the NH Legislature requires the State of
New Hampshire to compensate the Town for public safety costs incurred because of the presence of
the University in the Town, the University has no legal requirement outside of this agreement to pay
any money to the Town to offset public safety costs. The Town further recognizes that despite the
unequal bargaining power of the parties, the University is assisting the Town by contributing to the
Town’s public safety costs.

Whereas, the University recognizes that the Town is obligated to provide life safety services
to the citizens of the Town and that there are significant costs for the Town to deliver those
services;

Whereas, the Town acknowledges the economic, cultural, and social value of having the
University as part of the community;

Whereas, the University understands and agrees that students who live on the University
campus are the direct responsibility of the University;

Whereas, the Town acknowledges its direct responsibility for citizen safety and protection to
all persons and property within the boundaries of the Town; and

Whereas, the Town recognizes USNH Board of Trustee policy BOTIIIL.D concerning payment
for municipal services.

NOW THEREFORE IN CONSIDERATION of the mutual covenants, agreements and
other consideration of the parties described herein, covenant and agree as follows:

1. The University will pay the Town its fair share of the costs for dispatch services for as
long as the University continues to subscribe to the service. The University’s fair share
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is based on the number of calls handled for the University as a percentage of the cost to

the Town to provide dispatch services.

2. The University will continue its current practice for payment of ambulance services.
The University currently reimburses the Town for each ambulance service response

provided on-campus for which there is no payment to the Town. If the Town does not

receive payment for an on-campus ambulance response within six months from the time
of service, the University will reimburse the Town for the cost of that ambulance

response and the University will bill and collect the charge from the student.

3. Inrecognition of the special equipment needs of the fire department for service to the

University and its buildings, the University will make an annual payment as follows:

a. The University will pay the Town an amount to cover operating costs of the

fire department equal to 28% of the fire department annual budget.

b. The University will pay the Town $70,000 per year towards fire department
capital expenditures. The Town and University acknowledge that, during the term
of this Agreement, the Town intends to incur capital expenditures for the fire
department to purchase property and construct a new building to house the fire
department and that any such building may also house other Town departments.
During the term of this Agreement, the Town also expects to create a capital
reserve account to replace the ladder truck but the Town does not expect to
purchase the truck until after termination of the first term of this Agreement. The
dollar amount under this section is calculated with a long-term view (20-25years)
of capital and is inclusive of the university’s current share of all of the above
capital assets. Capital expenditures under this paragraph do not include ambulance
replacement, dispatch equipment or single pieces of equipment that cost less than
$10,000.
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5.

The University will pay the Town for providing fire department plan review of

campus projects expected to cost $1,000,000 (one million dollars) or more at an
hourly rate (based upon salary and benefits divided by the average hourly week)
when the University desires a fire and life safety compliance review. The cost of the
review will be mutually discussed and estimated prior to conducting the plan review.
It is understood that fire and life safety plan reviews for projects costing less than

$1,000,000 will be conducted as part of the annual fire department operating budget.

The University will further support the Town in the following ways:,

a. The University will reimburse the Town for the cost of creating and
maintaining a full-time code enforcement officer. This officer will be an
employee of the fire department and her/his job description is shown in attachment
“A”. The cost of this position for salary, overtime, benefits, and other associated
costs is calculated at

$50,000 for FY2004. Any future increases for this position will be reimbursed to
the Town by the University and will be based on the average pay increase and
increases to other associated costs for all fire department employees.

b. The University and Town believe that a cause of the social problems on
campus and in Town is the direct result of the misuse of alcohol and drugs,
including underage drinking and the illegal sale of alcohol to minors. To help
with this problem, the University will pay $50,000 to the Town beginning FY
2004 to support the prosecutor’s office. Increases in the future years will be
limited to the average pay increase for other municipal employees.

The University will reimburse the Town for expenses incurred for extraordinary,
one-time services as a result of large gatherings of on-campus students in off-
campus settings, such as after the Red Sox loss in October 2003. The Town and the
University shall make every effort, in planning appropriate deployment of forces
and measures to be taken in anticipation of such gatherings, to agree in advance on

the relative cost sharing between the parties.
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6. The University System of New Hampshire Board of Trustees, through the UNH
Chancellor, delegates to the President of Plymouth State University the responsibility
to ensure for the safety and security of the University. Police Officers are employed
for the purpose of law enforcement and security of the students, faculty, staff, and

visitors.

The Town of Plymouth, New Hampshire, by and through the Board of Selectmen and
with the approval of its Chief of Police, agrees to provide police appointments to
designated members of Plymouth State University Police Department provided that
such members have complied with all relevant administrative rules and regulations of
the New Hampshire Police Standards and Training Council and have passed all of the
requirements for appointment required by the Town, and are accepted and continue to
be acceptable in all aspects including training. All persons so appointed shall have the
same police powers consistent with other standard police officer appointments made by
the Town of Plymouth, New Hampshire Board of Selectmen. Said grant of law

enforcement authority confers no right of employment with the Town.

It is understood that the Town of Plymouth, New Hampshire and Plymouth State
University each recognize that the citizens of the Town of Plymouth should not be
burdened with providing law enforcement services to the University community
without adequate compensation. Therefore, Plymouth State University agrees to
assume the responsibility of law enforcement on all University property within the
Town of Plymouth, New Hampshire, subject to the oversight of the Town’s Police
Chief. Plymouth State University recognizes that pursuant to New Hampshire statute
the Town of Plymouth Chief of Police is the chief law enforcement officer within the
Town of Plymouth. The Town recognizes that the President of Plymouth State
University is the Chief Executive Officer at the University and is charged with the
management of all University employees, including those of the University Police

Department.

a. Appointment of Police Officers for Plymouth State University
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The Town of Plymouth, New Hampshire shall, upon request of the Plymouth State
University Chief Law Enforcement Officer, or in his/her absence his/her designee, provide
police appointments to those persons so designated to serve as police officers for the
Plymouth State University Police Department. All persons whose names submitted for
appointment shall be subject to and conform to all relevant administrative rules and
regulations of the New Hampshire Police Standards and Training Council and those of the

Town.

The Town of Plymouth Chief of Police shall have the right to immediately suspend, the
Towns grant of appointment pending a hearing and may reinstate or permanently terminate
the police appointment, after notice and hearing, of any Plymouth State University police
officer, except that said termination shall only be for reasons which are neither arbitrary or
capricious and only after a presentation of reasons to the Chief Law Enforcement Officer
for Plymouth State University. However, the decision of the Town’s police chief shall be
final and binding upon the University. The University shall promptly notify the Town’s
Chief of Police upon the University’s discipline of or termination of employment of a

Plymouth State University Police Officer.

b. Police Authority

Generally, and by virtue of their police appointments by the Town of Plymouth Board of
Selectmen, Plymouth State University police officers shall have law enforcement
authority within the Town of Plymouth without limitation, except as herein provided or

as otherwise proscribed by law.

c. Exercise of Police Authority/Plymouth State University

The Plymouth State University Police Department shall have primary responsibility for law
enforcement, including the investigation and prosecution of offenses that may arise
therefrom, on Plymouth State University properties. Plymouth State University police
officers shall refrain from exercising their law enforcement authority on non-University
ways and

properties except when violations of law occur in their presence, when in pursuit of a law

violator or suspected law violator for an offense committed on a University way or

property,
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when conducting an investigation for an offense that was committed or may have been
committed on a University way or property, when requested to do so by a Plymouth
Police Department official, or in all other situations when the safety and/or welfare of the

public requires immediate law enforcement action.

d. Exercise of Police Authority/Town of Plymouth

Police Officers employed by the Plymouth Police Department shall defer from exercising
their law enforcement authority on Plymouth State University ways and properties except
when violations of law occur in their presence, when in pursuit of a law violator or
suspected law violator, when conducting criminal investigations, when requested to do so
by a University Police official, when the Plymouth Police Chief decides that it is in the best
interest of justice to do so or in all other situations when the safety and/or welfare of the
public requires immediate law enforcement action. When appropriate the Town Police
Chief will consult with the Plymouth State University Police Chief or other appropriate
University

official before taking action on campus. The terms expressed herein shall not be interpreted
as limiting in any way the statutory authority of the Plymouth Police Department or any of

its officers.

e. Special Details

Necessary traffic control or direction that may be required upon ways maintained by the
Town of Plymouth arising prior to, during, or immediately following an event sponsored by
or held at Plymouth State University facilities shall be the responsibility of the Plymouth
State University unless Plymouth State University specifically requests the Plymouth Police

Department to assume said traffic responsibilities.

The Plymouth State University Police Department will coordinate operational plans with
the Town of Plymouth Police Department when major events that have an impact upon the

Plymouth community are anticipated.

f. Reporting of Campus Crimes and Arrests to the Town of Plymouth
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It is recognized that the Plymouth State University Police Department houses, maintains
and operates a law enforcement computer system also utilized by the Plymouth Police
Department. All Plymouth State University crime and arrest data is available 24 hours a

day for review by the Town of Plymouth Police Department.

The Town of Plymouth Police Department agrees to provide access to its record system so
that the Plymouth State University Police Department can correlate crime and arrest data
as may be necessary to fulfill the University’s requirement to report under the Federal

Campus Crime and Cleary acts.

g. Mutual Aid Agreements

Only the Plymouth Police Department, being a “town or city” police agency, may enter into
Mutual Aid Agreements as defined by RSA 105:13. It is therefore understood that any
agreement the Plymouth Police Department has with another town or city extends to all

sworn members of the Plymouth State University Police Department.

The Plymouth State University Police Department may request of the Plymouth Police
Chief that other agreements be entered into in cases where such assistance of a specific
community is desired, and whereas such an agreement does not already exist. Any such
agreement must include language to the effect that the cooperating Town will assume all

responsibility of any kind for the participating Plymouth State University Police officers.

As these documents change frequently due to changing police administrations, an annual
list of all current Mutual Aid Agreements shall be prepared by the Plymouth Police

Department and sent to the University Police Department.

h. Plymouth State University Police Department Policies and Procedures
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The Plymouth State University Police Department desires to maintain an agency that is
committed to excellence and will as a condition precedent to the continuation of this
agreement, obtain and maintain accreditation status at least equal to that of the Plymouth
police Department within two years by using the New Hampshire Accreditation step

system.

The Plymouth State University Police Department may author and maintain policies and
procedures for all situations and practices that do not imply the use of their sworn police
appointment, understanding that many tasks are security functions that do not imply the use
of their sworn authority. In instances where situations and practices imply the use of their
sworn police appointments, the Plymouth State University Police Department shall not
maintain a policy or procedure that conflicts with the policy or procedure of the Plymouth
Police Department or the appointing authority. Examples of topic areas considered to imply
the use

of police appointments include, but are not limited to, Laws of Arrest, Use of

Force, Vehicular Pursuits, and Authorized Weapon Systems.

i Police Training of Plymouth State University Police Department Members

As required by law, the Plymouth State University Police Department agrees to comply
with all administrative rules and regulations of the New Hampshire Police Standards and
Training Council. Additionally, Plymouth State University will also comply with any and
all rules and regulations pertaining to police training that are promulgated by the Town.
Records of compliance shall be kept at the University Police Department and copies shall be

provided to the Chief of the Plymouth Police Department upon request.

j. Insurance Requirements and Indemnification of the Town of Plymouth

for actions of the Plymouth State University Police Officers

(1) Plymouth State University agrees to carry general liability insurance for members of the
Plymouth State University Police Department with minimum limits of Two Million Dollars
(%$2,000,000) as the single limit for each occurrence of bodily injury, personal injury and
property damage, with a Four Million Dollars ($4,000,000) umbrella policy. The policy

shall be written on an occurrence made basis and name the Town as an additional insured.
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Certificates of insurance shall be obtained by the University and shall be provided annually
to the Town. The University shall immediately advise the Town of any claim or litigation
that may result in liability to the Town. For any and all causes of action resulting from,
arising out of, or relating to the Town’s grant of law enforcement authority to a University
officer, the University’s insurance coverage shall be primary insurance as respects the
Town, its officers, officials or employees and any insurance or self-insurance maintained by
the Town, its officers, officials or employees shall be in excess of, and not contribute with

the University’s insurance.

(2) Plymouth State University shall completely and fully indemnify and hold harmless

the Town of Plymouth and its respective officers, boards, commissions, employees,

agents and contractors (hereinafter referred to as “TOWN Indemnities™) against any and
all causes of action resulting from, arising out of, or relating to the Town’s grant of law
enforcement authority to a University officer without regard to the nature or location or
the acts or omissions alleged to have caused the injury or damages which may include,

but are not limited to negligent hiring, retention, training, discipline and any other acts or
omissions on the part of any University Police Officer while acting in their official
capacity or otherwise, regardless of where said acts may allegedly occur within or outside
the Town of Plymouth and regardless of whether the act or omission was authorized and
the University Police Department’s failure to comply with any Federal, State or local
statute, ordinance or

regulation. Specifically by agreeing to fully and completely indemnify the Town
Indemnities, the University is agreeing not only to satisfy any judgments or settlements
against the Town

as the result of any action brought against the Town resulting from, arising out of, or
relating to the Town’s grant of law enforcement authority to a University officer, but also
to pay for any and all expenses reasonably incurred by the Town Indemnities including but
not limited to reasonable attorney’s fees, reasonable costs of defense and preparation of the
Town’s employees and any other reasonable costs. The University specifically agrees that
the Town retains the right to use its own attorneys to defend any claim if it so chooses or to
protect its interest. This indemnification provision shall survive the termination of this

Agreement as related to causes of action accruing during the term of this Agreement.
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k. Mutual Understanding

Plymouth State University and the Town of Plymouth agree that the primary duty and
obligation of each of their respective law enforcement agencies is to provide professional
law enforcement protection services within their primary geographical areas as herein
above defined, and further that each shall comply, where practicable, with requests for
assistance from the other. It is understood by each party to this agreement that honoring
such requests

for assistance are voluntary, but in no instance shall such assistance be unreasonably withheld.

The parties agree that consistency and uniformity of criminal law enforcement within the
entire Plymouth community is of paramount importance in spite of the fact that there are
two separate police departments operating within the community. Accordingly the Town of
Plymouth and Plymouth State University recognize, affirm, and agree that their approach to
criminal law enforcement will not be altered or abridged by virtue of the fact that the
University population is primarily students, faculty, and staff of Plymouth State University,
or as a result of the fact that the Plymouth State University police may provide additional
services of a security or other nature to the campus residents and the

University administration beyond what a municipal police officer might

normally provide.

7. The Town Administrator and the University’s Vice President for Financial Affairs
will meet in January of each year to determine the annual cost of this Agreement for the
University. A follow-up meeting will occur after Town Meeting to finalize the

payment.

8. Should legislation be enacted that requires the University to pay property or other local
taxes, or to make payments in lieu of taxes in any form or to have such payments made on
behalf of the University, this agreement shall terminate upon the commencement of such

tax or payment in lieu of the tax obligations.

9. The Town agrees to appoint two representatives with voting rights from the University
to the Town’s advisory budget committee. Representatives for the University will be

chosen by
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the University President in consultation with the Chair of the Board of Selectmen and each

University representative shall reside in the Town of Plymouth.

10. This agreement shall not give rise to a partnership, agency or other relationship
between the parties, except as otherwise provided herein. This Agreement does not
establish an employee-employer relationship between the Town and University. Neither
party shall represent itself to be the agent, employee, partner, or joint venture of the other
party and may not obligate the other party or otherwise cause the party to be liable under a

contract or otherwise.

11.Notices. Any notices in connection with this Agreement must be sent to each party at
the addresses set forth on the first page of this Agreement, or in the event of a change of
address or fax number, then to such other address or fax number as to which notice of the
change is given. Such notices will be effective (a) on the delivery date if delivered
personally to the party; (b) on the delivery date if delivered by a commercial overnight
carrier with written verification of receipt; (c) five (5) business days after the mailing date,
whether or not received, if sent by US mail, return receipt requested; and (d) on the
delivery date if transmitted by confirmed facsimile.

Town: Board of Selectmen

Town of
Plymouth

6 Post Office
Square

Plymouth, NH
03264

University: ~ Plymouth State University

President Donald
Wharton

17 High
Street

Plymouth, NH
03264

12. This Agreement is not intended to be a third party beneficiary contract or to confer

any rights on any person other than the parties to this agreement.
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13. Should a court of competent jurisdiction deem any portion of this agreement void, then all
remaining parts hereof shall remain in effect.

14. This Agreement may not be assigned by the University without the prior written consent of the
Town and any purported assignment in violation of this provision shall be null and

void.
15. This Agreement constitutes the entire agreement and understanding between the parties

regarding the subject matter hereof, and merges all prior discussions, proposals, and agreements
between them relating thereto. No waiver, modification or amendment to this Agreement shall be

valid unless in writing and signed by the parties hereto.

16. No failure or delay on the part of either party in the exercise of any right, power or remedy under
this Agreement shall operate as a waiver thereof; nor shall any single or partial exercise of any right,
power or remedy preclude other or further exercise thereof, or the exercise of any other right, power

or remedy.

17. Dispute Resolution and Governing Law. This agreement will be governed by, and
construed in accordance with the laws of the state of New Hampshire.

18. The terms of this Agreement shall remain in full force and effect from July 1, 2003 until
June 30, 2010.

John H. Tucker Date Donald P. Wharton Date
Chair, Board of Selectmen President Plymouth State University
Paul SanSoucie Date Edward R. MacKay Date
Selectman Vice Chancellor for USNH
Quentin Blaine Date

Selectman
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2013 Medicare Fee Schedule for Key West, Florida

Description Payment

Mileage $10.74
BLS $369.75
ALS $439.08

ALS2 $635.51

Estimated Revenue for Mileage

Description Payment Avg. per Transport Total Payment
Mileage $10.74 4 $42.96

Estimated Gross Revenue for Key West

Description Mileage Total Charge Transports Sub-Total
BLS $369.75 $42.96 $412.71 1,113 $459,346.23
ALS1 $439.08 $42.96 $482.04 1927 $774,638.28
ALS2 $635.51 $42.96 $678.47 38 $12,890.93
DOA* $369.75 N/A $369.75 22 $8,134.50
Total Charges $1,255,009.94
Medicare Payment (80%b) $1,004,007.95
Write-Off (20%) $251,001.99

* DOA means In-Field Pronouncement of Death, with the appropriate modifier this will be billed at the BLS rate
and will not qualify for mileage.

Estimated Revenue by Percentage of Collection

Percent Collected Gross Revenue Net Revenue After 8% Billing
Deduction
50% $502,003.98 $461,843.66
60% $602,404.77 $554,212.39
70% $702,805.57 $646,581.12
80% $803,206.36 $738,949.85
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