September 30, 2016

Monica Bharel, MD, MPH

Commissioner, Department of Public Health

250 Washington St.

Boston, MA 02108-4619

Dear Commissioner Bharel and concerned parties,
The Massachusetts Mobile Integrated Health Alliance (MMA) is grateful for the opportunity to provide these comments on 105 CMR 173, Mobile Integrated Health Care and Community EMS Programs. The MMA is a group of parahealth professionals representing a variety of backgrounds including physicians, paramedicine, fire, and public health. We strive to promote the concept of an integrated health care system and recognize the importance of EMS practitioners in filling gaps in our healthcare system. MIH provides an important step in furthering the field of emergency medical services in an environment of integrated healthcare.

We would first like to commend the Department on this first step towards the realization of MIH programs in the Commonwealth of Massachusetts. While the MIH concept has been in existence for over 50 years, the past decade has seen tremendous progress and a growing evidence base with measurable outcomes supporting its implementation. We are pleased that programs acknowledging the full potential of our EMS health professionals will be realized in the Commonwealth.

Overall, 105 CMR 173.000 provides a solid framework for the implementation of MIH programs in the Commonwealth. The Department has clearly invested a significant amount of time and effort into these draft regulations, and the MMA gives them its full support. We do, however, have some comments.
The Regulations repeatedly reference the profession of paramedic. While the MMA recognizes the specialized skill set required to perform as a MIH provider, it is shortsighted to limit the practice to only those providers with a paramedic certification. Basic and advanced EMTs and even first responders may be able to provide many of the services aspired to by MIH programs. While we do not recommend that any provider at any level of training operate at beyond their ascribed scope of practice, we do suggest that the regulations recognize the abilities of all levels of parahealth providers by substituting the term Emergency Medical Technician for the term paramedic in the definition of a Community Paramedic in 173.020.
Further, the term “Community Paramedic” in itself is troublesome. The term “Community Paramedic” has been trademarked by the Community Healthcare and Emergency Cooperative (CHEC) out of the North Central EMS Institute of St. Cloud, Minnesota. Community Paramedic is a standardized training program with a defined set of training and skills, culminating in a certification. While CHEC has done a commendable job in its efforts to standardized training for MIH providers, and has provided the field with a rigorous, objective, and measurable training program, the term Community Paramedic in 173.000 raises potential conflicts with this existing program and its associated certification. The MMA suggests omitting the term Community Paramedic from 173.000 and instead use a more adaptable term, such as MIH Provider, MIH Technician, or EMT-MIH.
One example of the above can be found in 173.100.A.9.b. The phrase “Grant authorization to practice to Community Paramedics and other EMS personnel…” might be rephrased to “Grant authorization to practice to EMS personnel providing health care services on behalf of MIH Programs;”

105 CMR 173 explicitly prohibits an important and growing component of many MIH programs, that being the concept of call triage. In such a model, a call to a PSAP meeting certain predefined and validated criteria may receive a response other than the traditional primary ambulance response. The call may be answered by a MIH provider or nursing or physician call centers, care rendered and a primary ambulance response avoided. Further, for predefined patients, a more appropriate response such as a MIH provider or alternative method of transport may be dispatched, again avoiding the cost and societal risks of a primary ambulance response. 173.100.A.2 explicitly prohibits this practice. Likewise, the “ED Avoidance” section of 173.020 allows for MIH care to be rendered only after a “primary ambulance response.” The public health might be better served by providing the predefined and highly selective patients with a more appropriate response than a primary ambulance.
We suggest changing the word “readmissions” in 173.040.A.2.a to simply “admissions,” as many MIH programs strive to limit even initial admissions, not just readmissions.

173.100.A.4.l might be amended to read “Transfer of care of a 911 patient to management as an MIH patient resulting in injury”, illness, or serious unintended outcome.
173.020 defines Primary Ambulance Response to mean “first line ambulance response, pre-hospital treatment and transportation…” This definition would seem to conflict with the non-transport components of MIH programs, for example 173.020 definition of ED Avoidance. We would suggest removing the requirement for transport from this definition, or altering the term as used in the definition of ED Avoidance programs.
Overall, the MMA supports the Department’s efforts in developing a thorough, inclusive set of regulations that will no doubt advance the practice of emergency medical services in the Commonwealth. With some minor revisions, these regulations stand to promote the advancement of the profession and the service of our patients and our communities.

We humbly thank you for the opportunity to provide these comments.

Sincerely,

Scott Goldberg, MD, MPH, FACEP
Founder, Massachusetts Mobile Integrated Health Alliance
Director, Emergency Medical Services

Brigham & Women’s Hospital, Boston MA

