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Office of the General Counsel

Department of Public Health

250 Washington Street, Boston, MA 02108
RE: Draft MIH/Community EMS Programs 105 CMR 173.000, et seq
To Whom It May Concern;
I am writing to you on behalf of the Metropolitan Boston EMS Council (MA EMS Region IV) regarding the proposed new regulations, 105 CMR 173.000: Mobile integrated Healthcare and Community EMS Programs.

The Metropolitan Boston EMS Council believes strongly that MIH will usher in a more beneficial, patient focused form of healthcare that will align the patient with the right resources at the right time in the right place. 
As the proposed regulations are written they layout a very cumbersome, and at times, unclear path to being able to implement an MIH program in the Commonwealth. The proposed regulations put forth criteria for a review process, fees, penalties but it does not specify any timelines for the Department to adhere by, who the entity is that will be reviewing the proposed programs, and many other specific process details that intimate lengthy delays whilst the administrative requirements clarifying these process details are constructed and promulgated.
Of even greater concern is the creation of the two separate programs, MIH Program and Community EMS Program. While we fully support a review process for an establishing an MIH program that treats patients outside of an ED or transports patients to an alternate destinations but we have a problem with requiring services to go through an official approval process and need a certificate of approval from DPH to provide basic educational evidence based illness and injury prevention services within their communities. EMS programs for many years before this proposed regulation have been using EMS data and follow-up to perform BP screening and referral, elder falls risk assessment and referral, BP screenings at local events, etc. for their communities. Including this type of program in this regulation, or any regulation, would require a Community EMS program certification to perform functions that by definition are components of the EMS system.  What about community CPR programs?  Are they included in the regulation, and if an EMS agency has an academy or training center that has already engaged in various community programs, does this regulation mandate a Community EMS Program?  Is it exempt?  Do any of the community outreach programs that helicopter EMS programs provide require a Community EMS program as part of any of their activities as well? If you look at the NHTSA documents from 1995 and 1996 – “EMS – NHTSA Leading the Way”, and “EMS Agenda for the Future” you will see that they both explicitly describe public health and prevention as integral components of an EMS system.  This Community EMS Program regulation is creating a new (and unnecessary) regulation that hampers what is already defined (and performed) by EMS systems nationwide.  The Community EMS program serves a different role than that of the MIH program. The Community EMS Program regulatory requirements hinder public health initiatives by EMS agencies rather than help since virtually ALL of these programs do not require any expanded scope of practice beyond what EMS providers are currently authorized to provide. If this regulatory requirement remains in the final version of the MIH regulations one of two things will happen; services will stop providing these basic illness and injury prevention programs or the will ignore the regulation and continue to provide the basic education and prevention services as they have for the decade plus that they already have.
In addition to the concerns and comments that have been outlined above the region also has these additional enumerated comments/recommendations:

A) Include within the regulations a timeframe for the review process for MIH programs.
B) Remove 173.0606 from the proposed regulations, Community EMS Program, and all references to Community EMS Programs. Its inclusion in these regulations goes against the NHTSA idea of these programs being part of the existing EMS system as it functions now.

C) Remove 173.050 regarding an MIH program with an ED Avoidance component. These few requirements should be included under the general requirements for applying to be an MIH program (173.0404).

D) 173.070 Certificate of Approval length of validity should be increased from two (2) years to four (4) or six (6) years. The Department requests that those services that are approved to be MIH programs submit data to be analyzed by the Department to ensure the efficacy of the program and to see if the program is meeting its stated application goals. In order for the data to be considered valid a much larger amount needs to be collected than can be collected over the course of a two year period especially if we are talking about the initial few years. By increasing the number of years for the certificate of approval the Department will be able to receive a more robust data set for analyzation.
E) Definition of what training is required for qualifying MIH staff needs to be made much clearer. Is this a program by program decision or will there be a State standard establishing a minimum training level for all paramedics participating in MIH programs. It is the Regions opinion that a reasonable standard should be developed establishing a minimum level of training that qualifies MIH staff across the Commonwealth.

F) 173.100(U) – Amend this regulation to be yearly as opposed to quarterly. History has shown with other programs across the country that you cannot really analyze the effectiveness of the program until at least a year in and on a yearly basis. Trying to analyze the program without a sufficient amount of data each quarter may lead to false outcomes and lead to incorrect conclusions regarding the efficacy of the program.

G) 173.100(9)(a) – This regulation needs to be more clearly defined. Is one medical director responsible for all health staff involved in the MIH program or is this a collaborative between the different medical director entities of each health profession. Anything prescribed by the MIH medical director (whether an EMS physician/AHMD or not) must be reviewed and approved by the AHMD since in the end the individual EMS provider is working under the authorization of that person and NOT the MIH program medical director.  The MIH paramedic should have final authorization through the AHMD.  This is the current established relationship for EMS providers and should not change, nor should it introduce confusion with multiple MD’s involved in “authorization.”

H) Include an exam requirement of the OEMS Statewide Treatment Protocols. It is fair to ask ANY physician to at least be familiar with the MIH paramedic’s baseline scope of practice and be authorized to provide on-line medical direction only after an assessment defined by the AHMD

I) Remove EMS First Responder (EFR) from the proposed regulations. There is NO discussion ANYWHERE in the proposed regulations other than in the definitions section on the role of the EFR in community EMS.  As an example, a fire department recently hosted free IN naloxone training to the general public at various fire houses throughout their city in conjunction with public health.  Based on the definitions of this regulation, should they be required to enter into a Community EMS Program, there are no references anywhere to describe the role the EFR in similar programs.  Does it make sense that we regulate the EMS professionals that have more medical knowledge and experience than most of our PD/FD EFR’s they are not subject to the same regulation?  

J) ED Avoidance – The terminology needs to be changed. Is this the best terminology to describe what the definition states?  ED avoidance sends out a negative connotation, rather something such as Alternative Destination or disposition seems to better reflect the spirit of what MIH is trying to accomplish.  Anyone (even as part of MIH assessment) should still have the ED considered as a viable disposition since MIH cannot manage every anticipated case to avoid the ED.  ED avoidance as described in this definition implies that one of the MIH goals is to avoid the ED, which even for some MIH patients is still appropriate.
The MBEMSC is very committed to seeing MIH move forward in the Commonwealth and will continue to work with the Department to push forward with commonsense regulation and oversight for these programs. Please accept the comments and recommendation of MBEMSC for consideration in your review of the proposed MIH Regulations CMR 173.000.
Should you have any questions or need further clarification of any of our comments please feel free to contact me at (781) 505-4367 or dcongdon@mbemsc.org.

Respectfully Submitted,
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Derrick Congdon, M.S., NREMT-P

Executive Director
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