
Evolving EMS Economic Models 
Beyond MIH & CP



Asking the Really Tough Questions…



Why do supermarkets make the sick 
walk all the way to the back of the 

store to get their prescriptions…

…while healthy people can buy 
cigarettes at the front?





Healthcare Economics Scan
• $10,372 per capita health expenditures (2016)!!
o 18.1% GDP

•Due in large part to quantity-based payments

http://content.healthaffairs.org/content/early/2017/02/14/hlthaff.2016.1627.full

http://content.healthaffairs.org/content/early/2017/02/14/hlthaff.2016.1627.full


Courtesy of Dan Swayze



Healthcare Economics 3.0





Anthem Blue Cross Nears 60% Value-Based Care Spend
By Bruce Japsen
April 27, 2017

Anthem’s top executive says the health insurer is paying out 58% of its reimbursements via value-based care models that 
are quickly dominating the U.S. medical system.

Anthem, which operates Blue Cross and Blue Shield plans in 14 states, this week opened a window into the health 
insurance industry’s shift away from the traditional fee-for-service approach that is based on volume of care delivered and 
can lead to overtreatment and unnecessary medical tests and procedures. Rival insurers, 
including Aetna and UnitedHealth Group, are also moving aggressively away from fee-for-service medicine.

“Aggregate spend regarding value-based contracts tally up to about 58% of our total medical spend across all lines of 
business, and over 75% is represented by shared savings agreements, shared risk arrangements [and] population-based 
payment models,” Anthem CEO Joe Swedish told analysts on the company’s first-quarter earnings call earlier this week.

Value-based pay is tied to health outcomes, performance and quality of care of medical care providers who contract with 
insurers via alternative payment vehicles like accountable care organizations (ACOs), a delivery system that rewards 
doctors and hospitals for working together to improve quality and rein in costs. 

https://www.forbes.com/sites/brucejapsen/2017/04/27/anthem-blue-cross-nears-60-value-based-care-spend

http://www.forbes.com/companies/anthem/
http://www.forbes.com/companies/aetna/
http://www.forbes.com/companies/unitedhealth-group/
https://www.forbes.com/sites/brucejapsen/2017/04/27/anthem-blue-cross-nears-60-value-based-care-spend


BCBS of Georgia to stop covering ED visits it deems unnecessary
Written by Morgan Haefner
May 31, 2017

Starting next month, Anthem Blue Cross Blue Shield of Georgia will no longer cover emergency department services it 
determines are unnecessary for members with individual plans.

The insurer said the policy aims to steer patients with nonemergent symptoms to see a primary care physician, urgent care 
provider or use its LiveHealth telehealth app to limit costly ED visits. If a BCBS of Georgia policyholder receives care for 
nonemergent symptoms, a medical director will use the prudent layperson standard to deem whether the service is 
necessary.

Jeff Fusile, president of BCBS of Georgia, told WABE, "The cost of care's been going up so much faster than people's earnings. 
We have got to find a better way to do some of this stuff, taking some of that unnecessary spending out of the system."

The policy does not include referrals from a physician to the ED for nonemergent services, nonemergent services provided 
to children under age 14, instances when an urgent care clinic is more than 15 miles away and when care is administered on 
Sundays and major holidays.

http://www.beckershospitalreview.com/payer-issues/bcbs-of-georgia-to-stop-covering-ed-visits-it-deems-unnecessary.html

http://www.beckershospitalreview.com/payer-issues/bcbs-of-georgia-to-stop-covering-ed-visits-it-deems-unnecessary.html


No-Pay Policy for Non-Emergent ED Use Spreading
Rich Daly
June 7, 2017

By mid-summer, Anthem Blue Cross and Blue Shield (BCBS) plans in at least four states are expected to offer no payment for 
non-emergent use of the emergency department (ED).

BCBS Georgia individual-market plans on July 1 will become the newest group to implement the policy. Anthem added the 
policy for its Missouri plans on June 1 and for its Kentucky plans in late 2015. Meanwhile, New York plans have had a “similar 
program in place for several years,” said Gene Rodriguez, director of public relations for Anthem Inc.

“This is not a new area of focus for Anthem,” Rodriguez said in an email. “Our current effort to decrease inappropriate use of 
the emergency room [ER] is timely given our work over the past few years to improve access to care for non-emergency 
conditions and the increase we are seeing in the inappropriate use of the emergency room.”

Other insurers are implementing “similar” plans, said Cathryn Donaldson, a spokeswoman for America’s Health Insurance 
Plans (AHIP). Specific figures on the extent of such policies were unavailable as of publication of this article.

https://www.hfma.org/EDUse/

https://www.hfma.org/EDUse/


Healthcare Economics 3.0

•ACOs
o 923 as of April 2017
o 32 million covered lives

http://healthaffairs.org/blog/2016/04/21/accountable-care-organizations-in-2016-private-and-public-sector-growth-and-dispersion/

http://healthaffairs.org/blog/2016/04/21/accountable-care-organizations-in-2016-private-and-public-sector-growth-and-dispersion/
http://healthaffairs.oilyqzi36akjprmk.netdna-cdn.com/wp-content/uploads/Muhelstein_Exhibit-1.jpg


Healthcare
Economics 3.0
• Payment based on VALUE

oReadmissions & VBP Penalties

oNo longer just hospitals

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-
Methodology-slide-deck.pdf

Healthcare Economics 3.0

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MIPS-Scoring-Methodology-slide-deck.pdf


Why do people order double 
cheeseburgers, large fries…

…and a diet coke?



https://sca.advisory.com/Maps/Home/MapView?var=p4p

https://sca.advisory.com/Maps/Home/MapView?var=p4p




Healthcare
Economics 3.0
• Mergers and Acquisitions

oCatholic Health Initiatives & Dignity Health

oUnitedHealth Group & DaVita

oAscension Health & Providence St. Joseph Health
• 191 hospitals in 27 states and annual revenue of $44.8 billion

oCVS & Aetna

oWalmart & Humana?

Healthcare Economics 3.0





North Carolina treasurer asks UNC Health Care for $1B bond to ensure cost savings from pending merger
Written by Ayla Ellison 
February 14, 2018  

North Carolina Treasurer Dale Folwell is calling for Chapel Hill, N.C.-based UNC Health Care to issue a $1 billion 
performance bond to guarantee cost savings from the health system's pending merger with Charlotte, N.C.-based Atrium 
Health, according to The News & Observer.

UNC Health Care and Atrium Health, previously named Carolinas HealthCare, signed a letter of intent to merge in August 
2017, but the systems have released few details about the proposed deal.

"With a lack of details on this merger and little evidence that mergers like this have generated savings for the public, I feel 
I have a fiduciary responsibility to pursue this guarantee that will protect North Carolina taxpayers," Mr. Folwell said in a 
statement to The News & Observer.

UNC said it will work with the state treasurer to develop ways to meet state employees' healthcare needs at the lowest 
cost. However, cutting costs is not the system's top priority. "Our No. 1 job is taking care of patients. We do not control 
inflation or other variables associated with the cost of care," UNC said in a statement to The News & Observer.

https://www.beckershospitalreview.com/finance/north-carolina-treasurer-asks-unc-health-care-for-1b-bond-to-ensure-cost-savings-from-pending-merger.html

https://www.beckershospitalreview.com/finance/north-carolina-treasurer-asks-unc-health-care-for-1b-bond-to-ensure-cost-savings-from-pending-merger.html


Why do banks leave 
vault doors open…

…but chain the pens 
to the counters?



EMS Economics 1.0
•You call

•We haul

• That’s all



Question??
• How has “EMS” done in proving value?



EMS Economics 1.0

•Misaligned Incentives
o Only paid to transport
o “EMS” is a transportation benefit
o NOT a medical benefit

•Downstream healthcare costs
o ED; admission?



How Can You Demonstrate Value to Healthcare 
Providers and Payers?



Demonstrating Value for EMS



Why do we leave cars 
worth thousands of 

dollars in our driveways

…and put our useless 
junk in our garage?





131 Million ED Visits (2011)

https://www.hcup-us.ahrq.gov/reports/statbriefs/sb174-Emergency-Department-Visits-Overview.pdf

https://www.hcup-us.ahrq.gov/reports/statbriefs/sb174-Emergency-Department-Visits-Overview.pdf


http://www.acepnow.com/article/emergency-medical-services-arrivals-admission-rates-emergency-department-analyzed/

http://www.acepnow.com/article/emergency-medical-services-arrivals-admission-rates-emergency-department-analyzed/


ED Expenditure Analysis

All ED Visits (2011) (2) $           131,000,000 

Average Expenditure (3) $                          969 
ED Expenditure $   126,939,000,000 

% EMS ED arrival (1) 17%

Patient Arrivals 22,270,000 

Average Expenditure (3) $                          969 

EMS ED Expenditure $     21,579,630,000 

% EMS ED Arrivals Discharged 61%

Patients Treated & Streeted 13,584,700 

Average Expenditure (3) $                          969 

Total $     13,163,574,300 

References:
1. http://www.acepnow.com/article/emergency-medical-services-arrivals-admission-rates-emergency-department-analyzed/ 
2. https://www.hcup-us.ahrq.gov/reports/statbriefs/sb174-Emergency-Department-Visits-Overview.pdf 
3. http://www.cdc.gov/nchs/data/hus/hus12.pdf

% of EMS patients Alt. Dest. 15%

ED Patients Referred 2,037,705 

Average Expenditure (3) $                          969 

Potential ED Savings $        1,974,536,145 

http://www.acepnow.com/article/emergency-medical-services-arrivals-admission-rates-emergency-department-analyzed/
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb174-Emergency-Department-Visits-Overview.pdf
http://www.cdc.gov/nchs/data/hus/hus12.pdf




Why don't you ever see the headline
‘Psychic Wins Lottery’?



Anthem supports EMS transformation!

• Decouple payment from transport
o Allow EMS to make patient-centric, clinical decisions

• VS. Economic decisions for the EMS agency

• HCPCS Code A0998
o Ambulance Response and Treatment, without Transport

o Historically not funded, a non-covered benefit

• Anthem will pay at…
o 75% of the state average of allowed payment for all ambulance trips

o Missouri example:
• $688 average allowed x 75% = allowed amount of $516.08



Measures of Success

• Use of the code

• Repatriation within 6 hours of the original contact

• Reduction of expenditures

• Balancing measures
o Impact on providers and other healthcare stakeholders

• ED visits vs. Other (Urgent Care, MD, etc.)



Legislative/Regulatory Issues

• Likely will not require legislative or regulatory changes
o Patients always have the right to refuse transport

• WE “convince” them to go
o Based on clinical need?

o Based on economics?

• If alternate destinations used
o Agreements with alternate locations

o Patient outcome feedback for QA



States Using Emergency Medical Techs to Expand Health Care Services
By Debra Miller
September 12, 2016

States are increasingly turning to community paramedicine to help fill the gap in the health care workforce. States have been 
experimenting with community paramedicine programs for the last five years or more. Expanding the role of licensed or certified 
emergency medical technicians—or EMTs—and paramedics to provide non-emergency preventive health care services directly to 
patients in their communities can be cost-effective and make up for health care work force shortages.

“Community paramedics offer extensive background experience and will provide for better access to health care,” Oscarson said. 
“Nevada now has an opportunity to fill unmet or unrealized community primary care and health needs. Using EMS providers in an
expanded role will increase patient access to primary and preventive care, save health care dollars and improve patient outcomes.” 

In late August, Nevada received approval of a state plan amendment from the Centers for Medicare and Medicaid to provide Medicaid 
reimbursement for medically necessary community paramedicine. 

Janet Haebler, senior associate director of state government affairs for the American Nurses Association, said community 
paramedicine “strives to fill in gaps in services that previously had been provided by public health and home care nurses but were lost 
with funding cuts.” 

http://knowledgecenter.csg.org/kc/content/states-using-emergency-medical-techs-expand-health-care-services

http://knowledgecenter.csg.org/kc/content/states-using-emergency-medical-techs-expand-health-care-services


A New Kind of Paramedic for Less Urgent 911 Calls
Community paramedicine, which can drastically reduce unnecessary ER visits, could be the future of emergency care.
by Mattie Quinn
September 2016

If there is one issue confronting our health-care system on which just about everyone agrees, it’s this: 
Unnecessary emergency room visits are a significant driver of costs. But getting the people who most abuse 
emergency services under control has been an uphill battle.

Some of the big insurance players involved with government health-care programs are starting to get in on 
the action as well. Blue Cross and Blue Shield of New Mexico has begun pilot programs for its Medicaid 
patients in a few of the state’s more urban areas. The company says a group of patients identified in one of 
the programs has cut its ER use by 60 percent. One former super-utilizer hasn’t been to the ER in the 11 
months he’s been enrolled in the program, says Kerry Clear, the company’s manager of community social 
services. 

http://www.governing.com/topics/health-human-services/gov-community-paramedicine-emergency-care.html

http://www.governing.com/topics/health-human-services/gov-community-paramedicine-emergency-care.html




Blue Cross paramedic program cuts ER overuse
By Steve Sinovic / Journal Staff Writer
May 18, 2017

ALBUQUERQUE, N.M. — Getting the people who overuse emergency services under control has been an uphill battle, but 
one major health insurer has been teaming with metro area emergency medical services agencies for over a year to put a 
dent in the numbers of ER visits by some of its Medicaid members.

During that time, a handful of Albuquerque paramedics have been making house calls through a program designed to 
reduce hospital readmission rates while helping discharged patients stay on the road to good health.

It seems to be working.

The insurer saw an almost 62 percent drop in emergency room visits and a 63 percent decrease in ambulance use by 
frequent flyers, many of whom live alone, have a limited support network, lack transportation or have a housing 
situation that’s in flux.

The insurer is in contract talks with ambulance and fire agencies to expand the program to other New Mexico communities.

https://www.abqjournal.com/1005425/blue-cross-paramedic-program-cuts-er-overuse.html?__prclt=ifWRWVO1

https://www.abqjournal.com/1005425/blue-cross-paramedic-program-cuts-er-overuse.html?__prclt=ifWRWVO1


New Riders of the Purple Sage: Community Paramedicine
BCBS of New Mexico Blog
March 31, 2017

Say the word “paramedic” and most people think of the men and women who respond with flashing lights and 
screaming sirens when someone suffers a medical crisis.  But what if there were a way to provide help before 
the crisis happens?

Across the country, health care companies are implementing a new strategy to deliver help to the people who 
need it most, and in some cases prevent needless and costly trips to the emergency room. And it’s paramedics 
who are providing the help – without the drama of a speeding ambulance.

Providing a Solution
Realizing that prevention and education are critical to reversing costly, inappropriate ER usage and hospital 
readmission, the team at BCBSNM had a hunch. In a pilot program, it contracted with two state-based 
emergency medical service companies to assign a paramedic to each of the 15 members. It was one of New 
Mexico’s first ventures into community paramedicine, and it was a perfect match. Since they had frequently 
relied on paramedics to get to the hospital, these members trusted their new medical guardians.

https://connect.bcbsnm.com/making-it-work/b/weblog/posts/community-paramedicine



The clients saw paramedics as healers rather than paper pushers, Clear said. The results were impressive. We 
were able to reduce ER visits for all 15 members from 686 visits to an average of 115 visits per month within the 
first couple of months.

BCBSNM has seen similar success. Since January, contracted paramedics have visited more than 1,100 high-ER 
users and Medicaid recipients recently discharged from the hospital. Of those visited, repeat visits to the ER 
have dropped 61 percent while hospital readmission rates have dropped to where just 9.7 percent of the 
members are readmitted The company is hoping soon to expand community paramedicine to San Juan County 
and the cities of Santa Fe and Taos.

To serve its Medicaid members, BCBSNM has contracted with three ambulance companies – Albuquerque 
Ambulance, American Medical Response and Rio Rancho Fire Department. Currently 18 full- and part-time 
paramedics serve Medicaid recipients in areas most in need: Bernalillo County, which includes Albuquerque 
and the nearby East Mountains; parts of Sandoval County, which includes Rio Rancho, Corrales and Bernalillo; 
Valencia County to the southwest; and Doña Ana and Otero counties to the south, home to Las Cruces and 
Alamogordo. 

https://connect.bcbsnm.com/making-it-work/b/weblog/posts/community-paramedicine



Why is 'abbreviated' such a long word?



Future EMS Economic Model
• Per Member/Per Month (Capitation)
o No FFS billing

• Shared Savings
o Total cost of care reduction
o Case-rate reduction



Happening Now…



From: Mark McDowell [mailto:Mark_T_XXXXXXXXXXX@XXXXXXX.com] 
Sent: Wednesday, October 4, 2017 9:56 AM
To: Matt Zavadsky
Subject: RE: Follow-Up

Good morning Matt,

Thank you for the documents, XXXXXXXXX is working with the internal team to move the contracting forward. At this time I believe we can leverage the information you 
currently track and report for inclusion into the contract language, we need to confirm what is covered in our standard contract language and then add any 
remaining specific metrics. The following is my suggested metrics for inclusion.

MIH Metrics - Mobile Integrated Healthcare Program – Measurement Strategy
Q5 – Unplanned Acute Care utilization (e.g.: emergency ambulance response, urgent ED visit)
Q6 – Adverse Outcomes
E1 – Patient Satisfaction 
U2 – Hospital ED Visits
U3 – All-cause Hospital Admission
U4 – Unplanned 30-day Hospital Readmission
C1 – Ambulance Transport Savings
C2 – Hospital ED Visit Savings
C3 – All-cause Hospital Admission Savings
C6 – Total Expenditure Savings

MIH Metrics – 911 Nurse Triage – Measurement Strategy
S5 – Organizational Readiness Assessment – Medical Oversight
S9 – Specialized Training and Education
Q3 – Call Processing Safety
Q9 - Adverse Outcomes 

Once we have confirmed the time lines with IT and Network, we can schedule the follow meetings with Clinical Analytics and the IT team discuss any outstanding issues or 
deliverables. 

Thanks, Mark

mailto:Mark_T_Mcdowell@XXXXXXX.com


From: Marnie Staehly [mailto:marnie.staehly@xxxxxxxx.com] 
Sent: Monday, April 9, 2018 8:11 AM
To: Matt Zavadsky
Subject: RE: Logis//MedStar Summit - PPTs and Evaluation Link

Morning Matt – so, I finally have upper leadership’s attention.  They are wanting me to put together a business use-
case based on this new 3.0 EMS model.  

Couple questions for you:
• What if we are dealing with multiple ambulance agencies?
• I believe Rebecca and Larry indicated you were interested in being a third-party administrator, correct?  How 

would that work?



Why do they sterilize the needle used 
for lethal injections?









Who’s Paying?

• Hospitals {Reduced penalties and uncompensated care}
oReadmission prevention

oSuper Utilizers

oBPCI programs

• Home Health {More referrals; narrow network contracts}
oPreventable ED and admission reduction

• 9-1-1 Notification and care coordination

• After hours back-up support



Who’s Paying?

• IPAs {Shared risk contracts}
oReadmission prevention

oSuper Utilizers

oBPCI programs

• Hospice {Cost of care; reduce revocations}
oRevocation prevention

oCare coordination
• 9-1-1 Notification and care coordination

• After hours back-up support



Who’s Paying?

• Post Acute Care agencies {Shared risk contracts}
oAdmission/readmission prevention

oSuper Utilizers

oBPCI programs



Who’s Paying?

• 3rd Party Payers {Expenditure savings}
o9-1-1 Nurse Triage

oAmbulance Transport Alternatives 

oReadmission prevention

oSuper Utilizers

• Medicaid
o FFS

• MN, NV, AZ, NM

oDSRIP/1115a
• ID, TX



Who’s Paying?

• Managed Care {Expenditure savings}
oMedicare

oMedicaid
• Medical Expense Issues

▪ 15% vs. 85%

• ACOs
oMedicare/Commercial



Future EMS Economic Models

• Supplier to Provider status
• Part of a bundled payment
• Shift to outcome-based payments

o Like the rest of healthcare

• Shared risk contracting
oPayers, other providers
oPart of an ACO (for real)
oCapitated fees (happening now)

• Pay for performance
oAdherence to clinical bundles
oProven to make a ‘clinical’ difference

• STEMI, Stroke, Trauma, COPD clinical bundles



Why don't sheep shrink when it rains?



Rural EMS Connection
• Primary care access point

• CAH/Rural hospital closures

• EMS becomes the default primary care
o Only care?

• Expanded role in the community

• Physician extender models
o Telemedicine?

• Value: Economic Models still apply
o Prevent long trips to medical care

o Prevent SNF admissions
• “Safe at Home” projects

Maybe bring ALS care to rural areas?



http://www.naemt.org/initiatives/ems-transformation

http://www.naemt.org/initiatives/ems-transformation
















Follow the $$
• Who’s at risk for the cost/spend

• Who makes the VALUE decision

• Don’t talk to mid-level managers
oPerceive this ‘work’ without reward

oCFO buy in key



Takeaways…

• Our external environment is changing

• WE have to prepare

• Know your cost of delivery

• Know your VALUE

• Try new models

• Follow the money!!
oWho is at risk for the expenditure?





EMS
Metamorphosis






