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Executive Summary
The Merced County EMS System utilizes a countywide Exclusive Operating Area for emergency 911
EMS response, as well as for non‐emergency, interfacility and critical care transports. The system
was implemented in January 2015 following an RFP process. The 911 system design reflected
prevailing industry standards as a high‐performance EMS system incorporating response time
standards and associated penalties. However, numerous clinically and politically desirable but
expensive enhancements were also added to the system, including response time and breach
provisions applicable to non‐emergency, interfacility and CCT transports, a full‐time, dedicated in‐
county ground CCT unit, the imposition of a variety of fees assessed on the contractor, and negative
subsidies secondary to the design of the system.
The performance standards in place in the 911 system in the County are comparable to other high‐
performance systems in California and nationally. However, stakeholders are concerned that Merced
County – being one of the poorest counties in California – cannot economically sustain such a high
performance 911 system – or the enhancements in the other aspects of the system as mentioned
above – as in counties with higher population density and a more favorable payer mix. It should be
noted that EMS systems are failing or have failed even in counties with more favorable demographics
than Merced County.
Although the Merced system is ostensibly a “zero subsidy” EMS system, the reality is that the
contractor is subsidizing aspects of the system beyond EMS response and transport, resulting in an
effective negative subsidy. Examples include prolonged E.D. patient offload times; fees, fines and
penalties; CCT and BLS interfacility response time requirements and other costs that have the net
effect of subsidizing other entities, including the County and the area hospitals.
In this report we begin with a macro view of EMS economics and oversight, then examine whether
the revenues in the Merced County EMS system at present are capable of supporting all system
activities and performance goals. We conclude that revenues fall short of supporting system
requirements by approximately 23%. We estimate that additional annual revenue of approximately
$3.3 million is necessary to sustain the present system and meet current performance goals. We
present a variety of options that County decision makers can consider to reach this goal, from which
they can choose any combination of approaches (i.e., fee increases, performance incentives to reduce
penalties, strategic use of Enhancement Funds, etc.)
Virtually all stakeholders in the current system believe it is a high‐functioning system that delivers
quality patient care. We therefore strived to present options that we believe will not materially
degrade the system that is in place. Decisions are committed to the sound discretion of the County
policymakers. Implicit in this discretion is the need to make choices on the allocation of limited
resources, and resources in Merced County are more limited than most. The options presented focus
on areas where, in our experience, cost savings can be realized without modifying the most
significant aspects of the emergency care and transport system. Where these options reflect
competing choices and policy interests, we tended to favor options which bolstered the emergency
response system as compared to the non‐emergency and interfacility transport aspects of the system.
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Summary of Findings and Options Presented
The following is a summary of the major system modification options that are discussed
throughout this report. Please note that these are not the only options, but the ones chosen for
presentation in this report are based on stakeholder input, the present EMS system design, and
analysis of pertinent documents. Below we summarize each option that is discussed in the
report and provide page references to where the complete discussions can be found.
1. System Revenues: Additional system revenues of approximately $3.295 million are
required annually to support the current system, increase deployment to a level where
outlier penalties would be avoided, adequately capitalize the system, and assure
commercially reasonable reserves. These revenues can derive from any combination of
the various options presented, including increasing rates, reducing or eliminating outlier
penalties, subsidizing CCT staffing, eliminating non‐emergency and interfacility response
time penalties, granting response time exceptions for offload delays, implementing tiered
EMS response under priority dispatch response determinants and others. (See pp. 23‐
27.)
2. Deployment: Contractor deployment is sufficient to meet performance standards under
the zone Fractile Response Time criteria. Deployment is insufficient to avoid the
imposition of Outlier Response Time penalties. The estimated marginal costs for
additional unit hours necessary to achieve the level of deployment necessary to satisfy the
current outlier performance criteria (were outlier penalties to continue to be part of the
system) are estimated to be $1.25 million annually. (See pp. 28‐29.)
3. Emergency Response Times: The contractor has achieved 100% compliance in all
periods for Fractile Response Time compliance. Substantial penalties have accrued for
Outlier Response Time non‐compliance. The County should consider providing a response
time incentive to the contractor to waive outlier penalties for any zone in which fractile
compliance improves by a specific benchmark (e.g., 92%) for a compliance period. Other
options are (a) that the outlier penalties be changed from mandatory to permissive, (b)
that the outlier penalties be assessed only when fractile zone compliance drops below
90% for a compliance period, (c) modifying the methodology for calculating 911 response
times by aggregating Priority 1 and 2 responses for each zone; or (d) elimination of the
outlier penalties (which would then reduce the need for additional system subsidies by an
estimated $1.25 million annually for the additional required deployment). (See pp. 30‐
32.)
4. Non‐Emergency and Interfacility Response Times: While response time requirements
for 911 emergency responses are expensive and have little demonstrated clinical benefit
for most conditions, there is virtually no clinical justification for imposing response time
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penalties for non‐emergency transports (NETs) and interfacility transports (IFTs). The
County can increase 911 system performance by eliminating NET and IFT penalties, and
there are still market‐based incentives for the contractor to maintain performance
standards for NET and IFT services. (See pp. 33‐34.)
5. Ambulance Rates: Local limitations on ambulance rates are perceived as a consumer
protection, but generally do not have that effect. Instead, they serve primarily as a
subsidy to commercial insurance companies in that they prevent cost‐shifting from losses
on governmental health programs to higher‐paying commercial carriers. Accordingly, the
County should grant contractor rate increases and/or eliminate local rate regulation from
the system. Alternatively, the County could permit automatic annual increases on a “not‐
to‐exceed” basis. (See pp. 35‐38.)
6. Emergency Department Offload: Prolonged E.D. offload times hamper efficient EMS
system unit hour utilization and lie largely beyond the control of the ambulance provider.
Hospitals bear legal responsibility for patients once they come to the hospital, and
accordingly the hospital should fund an E.D. Offload Coordinator position for periods of
peak E.D. demand so the hospital can meet it legal duty to assume responsibility for
patients upon arrival in the E.D. In the alternative, the County should consider the use of
System Enhancement Funds for such a position. Also, once sufficient data are available
under the state’s new standardized Ambulance Patient Offload Time (APOT) Methodology
Guidelines, stakeholders should establish a consensus benchmark for acceptable average
offload times in the County. Response time penalty exceptions should be granted as a
matter of course for late responses that are attributable to E.D. offload times exceeding
this consensus benchmark. (See pp. 39‐44.)
7. Critical Care Transport Program: The County CCT program is unsustainable as
currently configured due to high overhead and low utilization, and further burdens the
911 system. The program does not operate as a facility partnership and the hospital does
not ordinarily send its clinical staff to accompany CCT patients during transport despite
federal law which has been interpreted to require it in some cases. As a result, the
contractor incurs disproportionately high costs with little opportunity to recover these
costs. The contractor must therefore increase its CCT volume by seeking business
originating outside of Merced County, which, if successful, may necessitate a renegotiation
of CCT response time standards and/or penalty provisions. Other options to improve
sustainability include (1) hospital staff accompanying CCT patients during transport; (2)
hospital subsidies for CCT nurses; and/or (3) the use of System Enhancement Funds for
CCT nurse staffing. (See pp. 45‐48.)
8. Tiered EMS Response: National standards of care and federal regulations clearly support
tiered EMS system deployment whereby the level of service dispatched is based on
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medically valid, differential response determinants. As a clinically appropriate, protocol‐
based dispatch system is already in place in Merced County, the County should consider
implementing a tiered EMS response system in which BLS ambulances may be deployed
for any 911 calls for which BLS response determinants are deemed appropriate under the
system dispatch protocols, as reviewed and approved by the County. The County could
require the contractor to perform 100% audit of 911 BLS responses for a prescribed
period of time, and consider stopping the response time clock for responses in which a
paramedic arrives (for ALS‐level calls) within the prescribed time period, even if the
paramedic arrives in a non‐transport ALS intercept vehicle. (See pp. 49‐51.)
9. West Side Healthcare District: The overlapping jurisdiction of two Local EMS Agencies
(MCEMSA and MVEMSA) regarding ambulance deployment in the West Side Healthcare
District creates a situation in which contractor compliance with both agencies’ directives
is rendered practically impossible. The two Local EMS Agencies with jurisdiction in the
West Side Healthcare District should execute an interlocal agreement so that performance
requirements applicable to operations in the District are consistent, and the County
should open a dialogue with Stanislaus County regarding possible increases in the special
tax which subsidizes ambulance services in the District. (See pp. 52‐55.)
10. Community Paramedicine: Community paramedicine programs can improve the
effective management of many patient conditions in the out‐of‐hospital environment, thus
reducing deployment costs within the EMS system. Though there is no express authority
to implement a Community Paramedicine program in Merced County at the present time,
the County and the contractor should explore the feasibility of implementing such a
program at the earliest opportunity, as it appears that system efficiency could be
improved through Community Paramedicine. (See pp. 56‐58.)
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Introduction
On June 7, 2016, the Merced County Board of Supervisors approved a contract to engage Page,
Wolfberg & Wirth, LLC, a national EMS industry law and consulting firm, to conduct a focused
review of certain aspects of the EMS system in Merced County. This review was prompted by
months of ongoing dialogue between stakeholders in the Merced County EMS system regarding
concerns over the sustainability and economic viability of the system.
The backdrop of this dialogue was several recent high‐profile EMS system failures or near‐
failures in other California counties that necessitated, to varying degrees, subsidies and contract
concessions during the terms of those contracts to prevent a trigger of the takeover provisions.
Takeover provisions, which give counties the right to utilize the contractor’s assets and
resources to maintain the operation of the EMS system, are rightfully viewed as “options of last
resort” and present their own complex and expensive challenges when invoked.
To the credit of the County and the EMS system stakeholders, the need for an unbiased and
independent outside assessment was recognized as a preemptive measure to maintain a high‐
quality EMS system in Merced County. The overriding purpose behind this project, therefore, is
to present County decision makers with a range of possible EMS system modification options to
reduce the possibility of an EMS system collapse.
The stakeholders interviewed for this project gave insightful, candid and thorough responses to
our questions in this process. The County is fortunate to be served by such a dedicated and
cooperative group of professionals. A summary of selected stakeholder comments is attached as
Appendix C.
To the maximum extent possible, our review focused on presenting options intended to preserve
the essential elements of the EMS system that is currently in place in Merced County. It is not
our role to redesign the system; that is a task that is properly addressed during the next
scheduled procurement cycle.
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Methodology
This project involved primarily a review of documents and interviews of identified EMS system
stakeholders. A list of the documents that were initially requested from the County, the
contractor, and other EMS system stakeholders is attached as Appendix A. A list of the
interviewed stakeholders is attached as Appendix B.
Document collection and offsite review by consultant staff was initiated in June 2016 and
continued throughout the period of the project through numerous supplemental document
requests, which were promptly fulfilled both by County staff and the contractor.
Onsite stakeholder interviews were conducted in Merced County over the period August 16‐17,
2016. A second onsite visit to observe EMS operations and evaluate contractor deployment in
more depth was held on November 9‐10, 2016.
The contractor revenue integrity portion of the project was undertaken by obtaining from the
contractor a report of all closed, paid accounts from January 1, 2015 through August 31, 2016 in
which Medicare Part B was the primary payer. The contractor then utilized the RAT STATS
statistical software program, from the United States Department of Health and Human Services,
Office of Inspector General, to randomly select a sample of thirty (30) paid claims for audit.
Following selection of the random claims, the contractor was asked to assemble the documents
that are pertinent to reimbursement for services, including patient care reports (PCRs),
physician certification statements (PCSs), beneficiary signature forms, computer‐aided dispatch
(CAD) reports, Explanation of Benefits (EOB) reports and other relevant documents. All
documents were then reviewed in strict accordance with applicable statutes and the
reimbursement rules of the Centers for Medicare and Medicaid Services (CMS).
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Limitations and Disclaimers
This project and report were undertaken with several important limitations. Our firm was
engaged in a consulting capacity, not in a legal capacity. Accordingly, it is beyond the scope of
this engagement for us to provide a legal analysis of the issues presented. Nevertheless, the
options presented in this report may raise important legal issues for the County and its
stakeholders, including, but not limited to:
‐

Whether any of the modification options, if implemented, would require a new
competitive procurement process;

‐

Whether any such modifications would be subject to legal challenge and, if so,
the likelihood of success of such potential challenges;

‐

Whether any contract modifications would be approved (or need to be
approved) by the California EMS Authority and, if not, whether antitrust
immunity would be compromised with regard to the continued enforcement of
exclusivity in the ambulance market;

‐

Whether any or all such modifications would necessitate changes to County
laws, regulations, resolutions or ordinances

Accordingly, we express no opinion on the legality of (1) the mechanism by which any such
modifications may be made; or (2) the legality of an amendment of the provider contract in any
such regard. We are happy to provide such legal analysis in a future engagement if desired by
the County. Otherwise, if any of the options presented in this report are to be implemented, it is
up to County decision makers to determine whether such changes can be implemented during
the term of the existing provider contract, or whether such changes would have to wait until a
future competitive procurement cycle after the completion of the term of the current agreement.
Also beyond the scope of this engagement is the performance of an independent audit or forensic
analysis of the financial statements or financial representations of the contractor. Our services
do not constitute the rendering of professional financial, accounting or bookkeeping services.
Accordingly, we cannot independently verify representations regarding the contractor’s financial
situation or the impact of specific EMS system standards on the contractor’s financial position.
The representations of the stakeholders in this regard are taken as true for purposes of this
assessment. The County is strongly advised to require that the contractor demonstrate, to the
County’s satisfaction, the financial impact of any standards considered for modification as well as
the resulting cost savings of the proposed modifications.
Methodologies employed to conduct this review (i.e., stakeholder interviews and review of
certain available data) have inherent limitations. Stakeholder interviews, while important to any
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EMS system assessment, naturally tend to reflect built‐in biases and political considerations of
the stakeholders interviewed. In addition, any assumptions or options presented based on
available data will inevitably depend upon the accuracy, completeness and suitability of the data
provided by the relevant stakeholders.
The Claims Audit Report, although specifically intended to assess the contractor’s compliance
with applicable Federal laws and regulations pertaining to Medicare billing, cannot be
interpreted as a guarantee of any such compliance. The claims review presented in this report is
based on documents, records and information supplied by the contractor and cannot be
independently verified by us. The contractor bears sole responsibility for its billing, coding and
compliance practices, and it is solely responsible for any overpayment, judgment, settlement or
demand, and legal fees and costs, incurred as a result of any audit, action or investigation. Any
identified Medicare overpayments must be refunded in accordance with Federal law within 60
days of being identified.
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Background Discussion
The Reality of Ambulance Revenues
At the outset, it is important to frame
the issue that underlies every EMS
system design: an EMS system can
perform only to the level of the
revenues that support it. An EMS
system that places mobile
emergency departments with an
emergency physician and critical
care nurse every 3 miles
throughout a county would be
publicly and politically desirable,
but utterly unaffordable. On the
other hand, a system with one Basic
Life Support (BLS) ambulance
serving 100,000 people would be
highly affordable, but completely
undesirable from a public health
and safety perspective.

Summary
An EMS system can deploy resources and perform only
to a level that is allowed by the revenues that support it.
EMS system revenues derive only from a subset of
patient transports, yet transport revenues fall short of
covering broader system costs. In the Merced County
EMS system, substantial costs above those reimbursed
transports are added via response time requirements
not only for 911 calls but also for non‐emergency,
interfacility and critical care transports, as well as
penalty provisions, a high‐cost but underutilized nurse‐
based ground CCT program, and other factors. Certain
aspects of the system also have the effect of creating a
“negative subsidy” EMS system. The highly unfavorable
payer mix in Merced County makes the current EMS
system unsustainable, particularly when the need for
capital reinvestment and reasonable reserves are
factored in. Other systems in California have faced and
are facing insolvency or collapse with much more
favorable payer mixes than that of Merced County.

Somewhere between those extreme
examples lies the optimum EMS
system configuration for each county.
EMS system design is always an accommodation of necessity between the public’s desire for the
fastest EMS response and the highest level of care with the reality of the resources available to
support that system.
The challenge in every EMS system is to find that balance, that equilibrium.
To Payers, EMS is a Transport Commodity. EMS is, unfortunately, viewed primarily as a
transport commodity by healthcare payers. Insurers pay for ambulance transports, not EMS
systems. Thus, revenues are available only for calls that result in covered transports. Most payer
criteria require that the transport meet medical necessity guidelines, that the patient be
transported to a covered destination, that the patient receive covered services at the origin or
destination, and other stringent criteria. Unfortunately, reimbursement is insignificant for
cancelled calls, “treat no transport” responses, standbys, patient refusals of care, waiting time,
extra crew members when needed, non‐transport intercept services and other services. Patient
transport is only part of what an EMS system does, but it comprises the vast majority of the
revenue available to support all of these vital EMS system activities.
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Even when an EMS response does result in a patient transport, it is important to note that many
payers are limiting, denying or retrospectively recouping reimbursement for transports that the
payer believes fail to meet medical necessity and other payment criteria. It is vital to understand
that while EMS systems must respond to all 911 calls, not every 911 patient will result in
reimbursement – even when transported. This is because Medicare, Medi‐Cal, and commercial
payers often refuse payment for transports where they unilaterally determine that the patient
could have been safely transported by means other than an ambulance. The simple fact in most
communities is that a number of patients who call 911 do not have true emergencies and do not
genuinely require transport by ambulance from a clinical perspective.1 Yet, legal duties of care
obligate EMS systems to respond to all 911 calls (within the mandated response times, of course)
and transport the vast majority of these patients. So, even though EMS system reimbursement is
available only for patient transports, there is a subset of patient transports that simply are not
reimbursable.
Therefore, most direct revenue available to an EMS system is strictly transport‐related, despite
the fact that many responses – and even some transports – do not result in reimbursement.
Many responses are not reimbursable, even though the cost of readiness for those responses is
substantial. The federal government is the single largest payer for ambulance services, yet
federal studies have demonstrated that ambulance transport revenues fall short of compensating
most ambulance services for their transport costs. And again, reimbursement is generally not
even available for the multitude of responses that do not result in patient transport. Put simply,
a non‐subsidized EMS system must survive only on the revenues generated by a subset of that
EMS system’s responses. And the revenue picture is bleak even for those calls that do generate a
covered transport.
Most EMS Reimbursement Falls Short of Costs. A study by the United States Government
Accountability Office (GAO)2 found that Medicare reimbursement results in an average Medicare
margin of negative 6 percent for ambulance providers without shared costs.3 Put another way,
the rates paid by Medicare, which is the single largest payer in the payer mix for most ambulance
services in the United States, falls short of covering costs by an average of 6%. Again,
reimbursement from Medicare and most other payers is available only for calls which result in a
medically necessary ambulance transport, not for responses which terminate without transport,
One stakeholder with direct knowledge of this phenomenon indicated that since the advent of the Affordable Care
Act (ACA), he has seen an anecdotal increase in the number of patients with complaints of questionable medical
necessity, such as “general malaise.”
2 Ambulance Providers: Costs and Expected Medicare Margins Vary Greatly. United States Government
Accountability Office, Report GAO‐07‐383, May 2007.
3 In the context of the GAO report, “providers without shared costs” meant those ambulance services that were not
part of a hospital or a municipality. The GAO concluded that it was impractical to evaluate costs in EMS agencies
that were operated as departments of larger entities like hospitals or cities. Accordingly, the GAO report focused on
independent ambulance services whose revenues and costs could be allocated only among ambulance transport
services and not other, unrelated products or services. In this regard, the contractor fits into the type of ambulance
services studied in this report.
1
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or for transports deemed to be medically unnecessary. By extension, the costs for most
responses that terminate without transport or that result in non‐covered transports must
therefore necessarily be shifted onto those patients who receive covered transports.
In California, the average losses from the transport reimbursement offered by governmental
payers like Medicare and Medi‐Cal are even more pronounced. One study identified the average
costs of a private sector ambulance transport to be $589.4 Medi‐Cal pays an average of $130 to
$150 per transport. Medicare pays about $507 for an average ALS transport. Governmental
payers comprise about 85% of the payer mix in Merced County, and virtually all of those
transports are done at a loss based on these reimbursement rates.
The Reality of “Zero‐Subsidy” EMS Systems. The challenge of operating a high‐performance
EMS system is particularly acute in “zero subsidy” systems; that is, systems in which the
ambulance transport provider is required to subsist entirely on the transport revenues collected
from patients and third party payers. This creates a zero sum proposition. However, a
macroeconomic look at the Merced County EMS system reveals that it is, in reality, a “negative
subsidy” system, in that the contractor is obligated to essentially subsidize other facets of the
EMS system. This is through the direct imposition of fees (approximately $100,00 per year) and
penalties (which currently exceed $600,000 per year), and through indirect subsidies which
benefit other EMS system stakeholders, such as interfacility and CCT response time
requirements, CCT nurse staffing, E.D. offload delays and other costs which have the effect of
subsidizing other aspects of the system. This concept will be discussed in later sections of this
report.
The net effect of a “negative subsidy” EMS system in a county with an unfavorable payer mix is
that system failure or the need for subsidies are inevitable. Such has been the case in other
California counties that have even more favorable demographics than Merced. EMS agencies in
California that wish to sustain one or more Exclusive Operating Areas must recognize that an
EMS system can barely sustain itself in the new healthcare environment when it must subsist
solely on transport revenues. When a sizable portion of those revenues must go to penalties,
fees and subsidies to other components of the EMS system, the recipe is unsustainable. A recent
white paper focused on EMS reimbursement in California pointedly concluded, “EMS systems in
California may require subsidies, may have to significantly restructure their operations or will
become insolvent.”5
County Demographics Create Built‐in Obstacles. To compound the already‐ugly reality of
transport‐based EMS economics, systems which serve areas with built‐in disadvantages such as
high unemployment, an unfavorable payer mix, a largely rural low population density, and other
similar socioeconomic and geographic factors make the sustainability of zero or negative subsidy
EMS systems highly questionable. Although the ACA has ostensibly resulted in a higher
California Ambulance Association, California’s Ground Emergency Ambulance Transportation (GEMT) Certified
Public Expenditure, July 17, 2013.
5 Petrie, M., EMS Reimbursement in California: Discerning the Facts, April 2016.
4
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percentage of insured patients, many of those patients are insured by Medi‐Cal, which by far
pays the lowest reimbursement rate of any payer (well below the cost of providing an ambulance
response and transport), and many commercially‐insured patients, which used to be the most
desirable payer class, are covered by high‐deductible plans. The deductibles in such plans
typically exceed the entire charges for the ambulance transport, which effectively converts the
payer status from “insured” to “self‐pay,” the net effect of which is to result in an unreimbursed
service due to the difficulty in obtaining payment from the patient.
In 2015, the estimated population of Merced County was 268,455. The percent of that
population in poverty, based upon earning less than 200% of the Federal Poverty Level (FPL),
was 53.1%. In comparison, that percentage in California is 35.9% and in the United States is
34.2%. In 2014 the unemployment rate was 12.8% in Merced County compared to 6.8%
statewide and 5.4% nationally.
In 2014, 16,048 of Merced County residents were enrolled in Medi‐Cal, with 13,805 newly
eligible due to the Medi‐Cal expansion based primarily on the maximum income requirement for
participation in Medi‐Cal increasing from 100% of the FPL to 138% of the FPL. Also, 8,403
residents were enrolled in Covered California , with 94% of them eligible for subsidies. Despite
Affordable Care Act (ACA) enrollment increasing the number of Merced County residents
enrolled in Medi‐Cal and Covered California, 38,259 patients (25.2% of all patients) served at the
Merced County health clinics in 2014 were uninsured. Also, all of Merced County is considered a
Health Professional Shortage Area due to a very low number of primary care providers.
It has been suggested that the implementation of the ACA should be increasing provider
revenues, as more individuals become insured. However, a recent white paper6 on EMS
reimbursement in California stated the nature of this fallacy succinctly:
_____________________________________________________________________________
“The significant growth in the number of Medi‐Cal insured, Medi‐Cal’s
exceptionally low reimbursement rate, and Medi‐Cal’s prohibition against
balance billing suggests that EMS system that have high proportions of
Medi‐Cal insured are not financially solvent now, or will not be financially
solvent, if: (1) the proportion of high paying commercial insurance plans
decreases; or (2) the average amount paid by commercial plans
decreases; or, (3) populations transition from higher‐paying commercial
insurance to Medi‐Cal. Conversely, in those EMS systems where the
proportion of uninsured and private pay decreases, while the
proportion of Medi‐Cal insured increases, and the proportion and
reimbursement of other payer groups remain unchanged,
average net revenue may increase.”
_____________________________________________________________________________
Available data suggest that it is the first of these two scenarios which is occurring in Merced
County. That is, the percentage of Medi‐Cal patients is growing, the percentage of commercially‐
6

Petrie, M., EMS Reimbursement in California: Discerning the Facts, April 2016.
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insured patients is declining, and more of the commercial insurers are paying less due to the
imposition of arbitrary “usual and customary charge” limitations and through the increase in
high‐deductible plans. 7
Clearly, Merced County has a very poor population, with limited access to primary care. This is a
recipe for increased visits to hospital emergency departments. In 2015, 11.7% of visitors to
Merced County emergency departments cited lack of access to care as the cause.
With the increased number of persons insured by Medi‐Cal and Covered California, the
contractor is reimbursed more often for its services than Riggs Ambulance Service had been
reimbursed, but the payments it receives from Medi‐Cal are below its costs, and many persons
covered by Covered California are unable to pay their cost‐sharing amount for an ambulance
service due to a high deductible. Also, the contractor has experienced a decrease in the
percentage of commercial payers for its services, and commercial insurers ordinarily pay higher
rates than Medicare and Medi‐Cal.
The payer mix as presented in the 2014 RFP, compared to the payer mix on a 12‐month lookback
period from 10/31/16 is found in Table 1.

Table 1: Payer Mix Comparison: 2014 vs. 2016
Payer
Medicare
Medi‐Cal
Medicare/Medi‐Cal
Commercial Insurance
Private Pay
Agency

2014 Payer Mix
23.85%
31.45%
21.78
11.50%
10.45%
0.96%

2016 Payer Mix
25.70%
41.02%8
18.53%
9.91%
4.29%
0.56%

% Change
⬆ 1.85%
⬆ 9.57%
⬇ 3.25%
⬇1.59%
⬇6.16%
⬇0.40%

No Relief in Sight on the Revenue Side. Neither the EMS Agency nor the contractor is to blame
for the reality that both find themselves facing when an EMS system appears to be headed
toward collapse. The fact is that the largest payers for healthcare services – the federal and state
governments – have been utterly neglectful in assuring adequate reimbursement rates that
recognize the reality that EMS is more than a ride to the hospital. Yet, that is the only service for
which these payers reimburse, and at an amount less than cost even for that service.

As of the writing of this report, the future of the ACA appears to be in doubt. It is likely that during the term of the
current ambulance contract, the ACA Medicaid expansion will be repealed, as will the availability of ACA health
insurance exchanges and the individual/employer coverage mandates. However, it is likely that high‐deductible
premium plans will persist and commercial insurance coverage will decrease following the likely repeal of all or part
of the ACA. This is likely to exacerbate the revenue problems experienced by healthcare providers.
8 Available estimates at the time of this report suggest that the Medi‐Cal population in Merced continues to grow and
now exceeds 50%.
7
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Until Medicare and Medi‐Cal recognize that EMS systems incur legitimate costs for response/no
transport services, and for other non‐transport healthcare services like ALS intercepts,
community paramedicine and other integrated healthcare services, then counties and EMS
agencies will have to continue to make hard choices when it comes to allocating already scarce
resources when designing or redesigning their EMS systems.
The upshot is that EMS revenues barely cover EMS response and transport as is. Every dollar
that a contractor is required to pay in fines, penalties, franchise fees and other costs, and every
dollar the contractor is required to use to effectively subsidize other aspects of the healthcare
system, there is one less dollar to cover the basic EMS response and transport system. In the
words of one (non‐contractor) stakeholder interviewed for this project, “even a contractor that is
still in the black doesn’t take much to get pushed into the red. A chest cold can become
pneumonia pretty quickly in this business.” That aptly describes the situation facing Merced
County at the beginning of 2017. Though our analysis shows that the contractor has not yet
encountered a negative net income position in its year‐end financials, the contractor has
consumed the overwhelming majority of its cash reserves, and a negative net income position is
likely based on the current trajectory.
Meeting Operating Expenses is One Thing, Making Capital Investments is Another. Even
when a contractor can cover operating expenses with their transport revenues, other needed
investments in people and capital may lag. Part of every dollar earned ought to go to the
replacement of vehicles, medical equipment and other capital expenditures, and part should
ideally be invested in cash reserves to cover contingencies. These issues are discussed later in
this report. In addition, investment is also necessary in the retention of human capital in the
form of bonuses, retirement matching and other incentives. Contractor financial reports and
stakeholder interviews demonstrate that these areas are not being adequately capitalized. As
discussed in more detail below, these longer‐term investments also need to be taken into
account when designing an EMS system that requires the contractor to be self‐sufficient in
reliance on its transport revenues.
The Bottom Line. The bottom line of these economic realities is that provider contracts in low‐
density, poor payer mix, high performance EMS systems must be mindful not to burden the
system with costs beyond those which are already incurred to provide the essential services of
EMS response and transport. Moreover, those systems simply need to make public policy and
public health choices on how those resources will best be focused (e.g., on emergency response
vs. non‐emergency transfers). Systems in which patients are better insured with commercial
plans, where there is a higher population density, where median income is higher and where
resources are more abundant may be able to glean subsidies out of their ambulance transport
contractors without invoking financial distress (though systems in far richer and more populated
counties in California have found even they cannot do so without ultimately having to grant
subsidies or concessions to their contractors).
Two recent cases are particularly noteworthy:
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In Alameda County in 2015, the system was deemed to be unsustainable and
the contractor was paid an outright cash subsidy of $4 million during the term
of the contract.

‐

In Santa Clara County in 2016, concessions given during the term of the
contract such as elimination of franchise fees and dispatch fees, elimination of
contractor negative subsidy requirements such as funding county software and
equipment purchases, elimination of late penalties and other such
modifications were estimated at a value of $7 million in contractor subsidies.

Notably, the Santa Clara County Executive, in his memos to the Board of Supervisors regarding
these contractual changes, wrote the following revealing passages:
_______________________________________________

__________________________________________________

“We continue to be concerned about the
sustainability of the system and [the
contract amendment] attempts to
continue balancing costs and response
times is a way that we believe still yields
a high quality, cost effective product
for everyone involved.”

“While there have been criticisms regarding
[the contractor’s] original bid…we must focus
on the current state of the EMS system and the
need to take steps to assure the continuity
of effective emergency medical services into
the future.”

‐Santa Clara County Executive9

_______________________________________________

_____________________________________________________

May 5, 2015 and February 9, 2016 memoranda from Jeffrey V. Smith, County Executive, to the Santa Clara County
Board of Supervisors.

9

Merced County
EMS System Review Report

17

The Reality of EMS Oversight
On the other side of the coin, EMS
oversight agencies must ensure that
their contractors are accountable and
that they provide quality care and
responsive service to their
constituents. When a Local EMS
Agency (LEMSA) elects to create one
or more exclusive operating areas
(EOAs) and utilizes a competitive
process to award contracts to serve
those EOAs, the EMS Agency has a
right to receive the benefit of its
bargain and ensure that the
contractor delivers on the promises it
makes when it submits a proposal and
signs a contract with the LEMSA.10

Summary
Local EMS agencies have a responsibility to the public
to ensure that providers are accountable to furnish
high‐quality care. That oversight must occur with
recognition of the fact that EMS system failures,
takeovers and procurements are costly, and improving
the sustainability of an existing system – where that
system is already good – should be a priority. Local
EMS agencies must ensure that providers are held
accountable by assessing metrics that truly assure
quality. Unfortunately, response times are often used
as a proxy for measuring quality, when the evidence
suggests there is little correlation between the two in
most cases. Response time standards in high‐
performance EMS systems constitute the single
biggest cost center, yet their clinical benefit is not well
established. To the extent response time standards
lead to the overutilization of red lights and sirens, they
also pose an increased risk to the safety of EMS
providers and the public.

Takeovers and System
Procurements are Expensive. EMS
Agencies must balance their desire for
firm oversight with the reality that if
an EMS system fails, it is the county that
is vested with the responsibility to organize and maintain that system. Although the Merced
County ambulance RFP, like most such EMS procurements, contains a takeover clause as a
system “safety valve,” a takeover would be an expensive proposition for a county. In addition,
should a county elect to replace its system with a new competitive procurement prior to the
expiration of its current term, a premature procurement adds significant costs to the system as
well. Therefore, to the extent the EMS Agency can lawfully make necessary modifications to its
EMS system and provider contract during the term of the agreement, that may be the most
desirable option from the standpoint of minimizing the costs to the system.

As discussed above, other county EMS Agencies in California have also faced imminent or actual
system failures brought on by financial non‐viability of their contracts. It is always difficult to
attribute precisely the causes of financial distress in any large, complex entity with multiple cost
centers and revenue sources. But these systems have concluded that the array of penalties, fees
It is undisputed that the County issued an RFP, the contractor submitted a proposal and won, and the parties
entered into a contract knowing full well all of their rights and obligations. The purpose of this project is not to
address whether the County has the legal right to hold the contractor to its obligations as set forth in the RFP. The
purpose of this project is to assess whether the system is sustainable, what the primary drivers of unsustainability
may be, and how the system could be modified to improve the likelihood of achieving system sustainability.
10
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and system enhancements required to be paid by the contractor had to be modified to prevent
collapse of the systems.11
Are We Measuring the Right Things? One challenge that has
emerged with the advent of healthcare reform and the “triple
aim” of (1) improving population health, (2) improving the
experience of care, and (3) reducing the per capita cost of
healthcare12 is the proper role of EMS Agency oversight in the
post‐reform healthcare system. With the emphasis on
evidence‐based medicine and outcome measurement, it has
been suggested by many commentators that we are simply
measuring the wrong things in EMS oversight, with excessive
focus on response times and insufficient measurement of
outcomes. The two largest items of expense in any EMS system are personnel and vehicles – and
response time performance standards dictate how much of each will be necessary in any EMS
system. Measuring EMS response times is attractive because it is relatively easy to do, and the
necessary data are readily available to do so.
Measuring outcomes, on the other hand, is not as easy, as electronic health records (EHR) have
not yet widely achieved integration between prehospital, hospital and post‐hospital care
providers. Therefore, while measuring the impact that EMS care has on patient outcome
measurements like mortality, length of stay, functional status and other health status indicators
is the “holy grail,” our systems of measurement do not yet allow for this to be done in a
meaningful way. As a result, other metrics serve as a proxy for quality, namely, the measurement
and enforcement of response time standards.
Do Response Times Matter? Because response time compliance is the single biggest driver of
EMS system cost, with every minute of reduced response times necessitating increasing marginal
costs, it is important for policy makers to look at the state of the data and literature when it
comes to response times. In other words, decision makers should have a good handle on
whether the expense of response time standards yields public health benefits for the investment.

As mentioned above, in the Alameda and Santa Clara EMS systems, there were notable amendments made to
provider contracts during the term of those agreements. In Alameda, the provider received direct cash subsidies of
$4 million paid by the county, and in Santa Clara the $7 million subsidies took the form of penalty concessions,
franchise fee eliminations, zone reclassifications and other substantial changes. In neither case was the system re‐
bid, and to our knowledge there have been no objections (thus far) by the state EMS Authority or by disappointed
bidders. Of course, this does not mean that any modifications to the provider contract in Merced County won’t be
met with objection or legal action, but it is noteworthy that in other, larger counties with more valuable provider
contracts, no such legal challenges or EMS Authority objections were forthcoming when those counties negotiated
modifications to their contracts that resulted in millions of dollars of subsidies, givebacks and concessions during
the terms of those existing contracts.
12 Institute for Healthcare Improvement, http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx
11
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The literature suggests there is no strong correlation between EMS response times and patient
outcomes for the vast majority of medical conditions for which EMS is utilized.
Ultimately, Merced County should consider working toward the implementation of a fully
evidence‐based EMS system. Where the clinical evidence does not support high‐cost features
such as stringent response time standards, those practices should be curtailed, de‐emphasized or
altogether abandoned in favor of designing a system around metrics that have a proven positive
impact on clinical outcomes. For instance, metrics such as door‐to‐balloon times for appropriate
STEMI patients, door‐to‐needle times in patients with acute stroke, time to aspirin
administration with acute MI onset, and other evidence‐based clinical metrics should ultimately
take the place of metrics with dubious clinical benefits, high costs, and unwarranted safety risks.
The association between ambulance response times and
patient outcomes has been debated for years. Several
studies have been conducted to help resolve the debate and
determine whether there exists a direct correlation
between the length of response time and patient outcomes.
Many peer‐reviewed studies have arrived at the conclusion
that response times, as a contributing factor of patient
outcomes, are largely arbitrary. Ultimately, but for a few
conditions, there has been no conclusive empirical data
that a shortened response time is associated with better
patient outcomes. Some of the studies that support the conclusion that a response time is not
indicative of patient outcome are summarized here:

The association between ambulance
response times and patient outcomes
has not been conclusively established
by the peer‐reviewed data. Response
time benefits have been
demonstrated only for a very small
subset of the most critical calls, such
as cardiac arrest and near‐arrest.



A 2002 study, conducted in a metropolitan county with a population of 620,000,
examined the correlation between specified response times and survival in an urban
EMS system. The EMS system employed a single tier response at the ALS level and a
90% fractile response time specification of 10:59 minutes for Priority 1 (emergency
life‐threatening) calls and 12.59 minutes for Priority 2 (emergency non‐life‐
threatening) calls. All studied calls resulted in patient transports to a Level 1 trauma
center. The review covered 5,424 transports. Seventy‐one patients died, but the
study found no significant difference in median response times between survivors and
non‐survivors. The study’s conclusion was that “changing the system’s response time
specifications to times less than [10:59 minutes for Priority 1 calls and 12.59 minutes
for Priority 2 calls], but greater than 5 minutes, would [not] have any beneficial effect
on survival.” 13



A retrospective cohort study published in 2005 evaluated the effect of paramedic
response time on patient survival to hospital discharge. The patients were

Blackwell et al., Response time effectiveness; comparison of response time and survival in an urban emergency
medical services system, 9 Academy of Emergency Med., (2002).

13
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transported to a single urban county teaching hospital. The study revealed that “a
paramedic response time within 8 minutes was not associated with improved survival
to hospital discharge after controlling for several important cofounders, including
level of illness severity.”14


In 2006, the results of a study was published examining paramedic accounts of the
effects on patient care and on their own health and safety in an effort to respond
within 8 minutes of dispatch in cases involving prehospital thrombolysis. The
conclusion reached was “[t]he 8 minute response time is not evidence based and is
putting patients and ambulance crews at risk.”15



A study published in 2009 conducted a review of mortality of and the frequency of
critical procedural interventions performed on 373 Priority 1 patients. The study was
conducted in a county in which a single‐tiered ALS response time limit of 10:59
minutes was imposed for Priority 1 calls. The study found that for those 373 Priority
1 patients, patients who waited longer than 10:59 minutes for an ambulance, when
compared to patients who did not wait longer that 10:59 minutes, experienced
between a 6% increase and a 4% decrease in mortality. The study concluded that
“[n]either the mortality nor the frequency of critical procedural interventions varies
substantially based on [a] prespecified [advanced life support response time].” 16



A one‐year retrospective study published in 2012 evaluated response times in 7,760
cases to determine whether an 8 minute EMS response time was associated with
mortality at time of hospital discharge. The study focused on adults with a life‐
threatening event as assessed at the time of the 911 call. For patients who had a
response time of 8 minutes or more, 7.1% died, while for patients who had a response
time of 7:59 minutes or less, 6.4% died. Those who conducted the research concluded
there was “[questionable] clinical effectiveness of a dichotomous 8‐minute ALS
response time on decreasing mortality for the majority . . . [n]ot suggest[ing] that
rapid EMS response is undesirable or unimportant for certain patients.” 17



The results of another study designed to determine the influence of shorter
ambulance response times on patient outcomes were published in 2013. The study

Peter Pons et al., Paramedic Response Times: Does it Affect Patient Survival?, 12 Academic Emergency Medicine,
(2005).
15 L Price, Treating the clock and not the patient; ambulance response times and risk, 15 Quality Safety in Health Care,
(2006).
16 Blackwell et al., Lack of association between prehospital response times and patient outcomes, 13 Journal
Prehospital Emergency Care, (2009).
17 Ian Blanchard et al., Emergency Medical Services Response Time and Mortality in an Urban Setting, 16 Journal
Prehospital Emergency Care, (2012).
14
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was conducted in an EMS system covering both urban and rural areas. It reviewed
responses to Priority 1 dispatches for patients 13 years of age or older involving
motor vehicle crash injuries, penetrating trauma, difficulty breathing, and chest pain
complaints. The review covered 2,164 transports, 569 of which were transports to a
trauma center. The study found that “[i]n cases seen at a major trauma center, longer
response times were not associated with worse outcomes for the diagnostic groups
tested.”18


A recent 2016 study of 503 ambulance response times for people 65 years of age or
older who had fallen to the floor found that 8% of them died within 90 days, but that
those who died within that period did not wait significantly longer for an ambulance
than those who survived within that period.19

Taken together, these and other studies tell us that ultimately, but for a few specific, critical and
relatively low‐volume cases, there has been no conclusive empirical or evidence‐based data that
a shortened response time is associated with decreased mortality rates or a drop in other poor
patient outcomes. Based upon these peer‐reviewed studies it appears that response time as an
indicator of quality is speculative at best, with the possible exception of a very limited group of
patients, such as those who are in cardiac arrest or in immediate risk of cardiac arrest.20
It is important that policymakers understand that while response time measurement is the most
common proxy for EMS system “quality” in use today, response time standards are very
expensive to achieve and do not conclusively yield better patient outcomes for the investment.
Any EMS system that is faced with economic constraints and finds it necessary to make hard
choices would thus be well‐advised to consider the response time data from the literature when
deciding how best to allocate relatively scarce EMS system resources.
Finally, it should be noted that response time compliance encourages the use of red lights and
sirens (RLS) on the vast majority of 911 responses, when the evidence not only suggests little
clinical benefit from RLS use, but a significantly higher risk of accidents, injuries and deaths in
emergency vehicles deploying RLS.21 This should concern any public health agency with EMS
oversight responsibilities.

Steven Weiss et al., Does Ambulance Response Time Influence Patient Condition among Patients with Specific
Medical and Trauma Emergencies?, 106 Southern Medical Journal, (2013).
19 Emily Cannon et al., Ambulance Response Times and Mortality in Elderly Fallers, 33 Emergency Medicine Journal,
(2016).
20 A reduction in response times would increase cardiac arrest survival as “[f]aster response times means earlier
[interventions].” Marcus Eng Hock Ong et al., Reducing Ambulance Response Times Using Geospatial Time Analysis of
Ambulance Deployment, 17 Society for Academic Emergency Medicine, (2010.); “[I]t is possible that rapid response
to patients in immediate risk of arrest may be at least as beneficial as rapid response to those who have arrested.”
Colin O’Keeffee et al., Role of ambulance response times in the survival of patients with out‐of‐hospital cardiac arrest,
10 Emergency Medicine Journal, (2009).
21 Wolfberg, D., EMS Use of Red Lights and Sirens is a Dangerous Sacred Cow, EMS1.com, June 6, 2016.
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Findings
System Revenues
Why are Additional Revenues
Summary
Necessary? Merced County enjoys a
high‐performing, accountable, high‐
As the contractor reports that income is
quality EMS system despite the
approaching break‐even or negative levels,
numerous financial, geographic and
system revenues appear to be insufficient to
demographic challenges it faces. The
ensure sustainability of the County EMS system
and to meet established performance standards.
system design in the 2014 RFP reflected
Additional annual revenues of approximately
long‐established industry standards
$3.295
million are necessary to ensure adequate
regarding 911 system design. However,
capitalization, maintain commercially
the RFP contained additional provisions,
reasonable reserves, and support additional
such as a dedicated ground CCT unit,
desired deployment. Those revenues must come
non‐emergency and interfacility
either from direct subsidies, indirect subsidies,
transport response time standards and
increased income generation through rate
other factors which, though desired by
increases, or a combination of these options.
the stakeholders, added costs to the
system that it now appears the system
cannot sustain. In addition, changed circumstances including a decline in commercially insured
patients, the proliferation of high‐deductible health plans, the elimination of the air ambulance
EOA (and with it, the subsidies it provided for the ground CCT program) and other factors have
given rise to concerns among EMS system stakeholders that the system is not sustainable. The
collapse or near‐collapse of other county‐based EMS systems in California (ones with
considerably more favorable demographics than Merced County, it should be noted) has also
been a driving factor in prompting this review.
As discussed below, the level of contractor deployment is sufficient to meet fractile response
time standards but is insufficient to avoid the imposition of outlier response time penalties. If the
County’s goal is to assure deployment to the level of avoiding outlier penalty assessments, it is
our judgment that additional resources will be required, both during the term of the incumbent
contract and in future procurement cycles. Further, in our assessment, revenues are insufficient
to assure adequate capital replacement and to establish necessary reserves, as will be discussed
below. While these two categories are not direct operating expenses, they are no less important.
Additional revenues can derive either from fees for service or from direct or indirect system
subsidies. Our report identifies a range of options available to the County that would have the net
effect of increasing system revenues, either from fee increases, direct monetary subsidies or
indirect financial subsidies that would accrue from the modification of certain aspects of the
system. Some of these options have direct monetary impact; others are in‐kind or indirect
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benefits. We provide this range of options because ultimately it is up to County decision makers
to select the policy solutions that are best for the County.
For instance, many of the system’s goals of sustainability, capital replacement, deployment and
the establishment of necessary reserves could be met, while maintaining all current performance
standards, without any direct cash subsidies from the County, if rate increases were fully
implemented and penalties were reformed. If rate increases are not granted, the necessary
revenue would have to come from other sources, like elimination of penalty tiers. It is simply a
matter of aligning priorities to available revenue sources, whether direct or indirect.
It is worth reiterating that Alameda County very recently gave its contractor an outright cash
subsidy of $4 million during the term of an existing contract. Any need to modify any aspects of
the Merced County EMS system would be obviated if the County were to choose to simply pay a
cash subsidy to its provider. Other options involve contractual concessions or modifications that
have indirect value as opposed to cash subsidies. In this sense, the options presented in this
report are a “menu” from which the County can select parts, reject others, and combine options
to obtain a state of economic equilibrium in the balance between service vs. cost.
What Amount of Additional Revenues are Necessary? The next logical question is what
amount of additional revenues may be required to ensure the sustainability of the Merced
County EMS system?
Before addressing that question, the first task is to answer the question “what is sustainability”?
It is important to distinguish between “survivability” and “sustainability.” According to the
contractor, its financial position with regard to Merced County is approaching a break‐even
proposition, with dwindling cash reserves. A negative net income position is foreseeable. If an
EMS system is merely breaking even with revenues covering ongoing operational expenses and
little else, there is no ability for the system to replace capital and meet unexpected financial
obligations such as large‐scale Medicare or Medi‐Cal overpayment refunds (in an age of
increasing audits and enforcement activity by governmental payers, this is a real possibility in
any sector of healthcare). Running an EMS system on a break‐even basis with little reserves and
scant capital funding is not a formula for long‐term sustainability.
With this in mind, we attempted to look more closely at the contractor’s operating margins,
reserves and capital replacement needs. While the contractor appears to be meeting its
operating expenses,22 there do not appear to be sufficient revenues to maintain reserves or
reinvest in necessary capital.
Maintaining cash reserves is important for any business, but is especially important for mission‐
critical organizations such as EMS agencies with 911 contracts. While many business advisors
At current levels of deployment, without consideration of the effect of outlier penalties, which have been billed but
not collected by the County. Collection of unpaid penalties likely would result in a negative net income position for
the contractor.
22
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recommend four to six months of expenses in reserve, even reserves of three months of expenses
is preferable to zero or near‐zero reserves. In a $14.4 million system, a three‐month reserve
constitutes $3.6 million. The contractor’s current reserves can typically cover only 2‐3 weeks of
operating expenses. While three months is on the minimum end of cash reserves recommended
for a mission‐critical commercial operation, we will use this as benchmark for purposes of
estimating revenue requirements in this analysis. This amount of reserves is not being budgeted
as a one‐year or one‐time expense. Rather, this is factored into the annualized subsidy analysis
over the remaining 8 years of the contract as summarized below.
It should be noted that the need for reserves should not be considered a luxury or a fanciful
indulgence. There are several plausible and realistic scenarios under which the cash flow of a
healthcare provider can be significantly interrupted. Chief among these is the fact that current
federal law permits CMS and state Medicaid agencies to place providers on prepayment review,
suspend payments to a provider in certain situations, and to unilaterally recover large
overpayments from providers through a process called “offset,” whereby future payments due a
provider are diverted by Medicare to repay overpayments that Medicare determines are owed to
CMS.23 24 In addition to draconian actions by Medicare and Medicaid that can effectively shut off
a provider’s cash flow, there are all the other usual threats as there are to any business.
As for capital replacement, an EMS system is heavily dependent upon assets that suffer wear and
tear in the usual course of business. Vehicle replacement occurs at 250,000 miles pursuant to
the contractor’s proposal. Expensive equipment such as cardiac monitors and gurneys have
limited lifespans. And as medical technology evolves, the need for new or better equipment is
always a real possibility. To be sustainable, an EMS system must ensure that sufficient resources
are dedicated to the necessary replacement of capital equipment. The contractor estimates
capital replacement needs of $5.72 million over the remaining eight years25 of the contract.26
In the following section of this report, we examine the sufficiency of the contractor’s current
levels of deployment and whether additional deployment is necessary to meet system demand.
We should note that this project included a billing and coding audit of a random sample of the contractor’s claims
to examine potential Medicare compliance issues that may comprise the contractor’s financial stability. As the
attached claim audit analysis demonstrates, while we make no representations that the contractor will not be the
subject of any payer audits or other actions, the contractor’s revenue cycle management practices appear to be
sound and we saw no basis to conclude that the contractor has any significant contingent liabilities with regard to
potential Medicare overpayments based on the information presented to us by the contractor.
24 Even if a provider through the Medicare appeals process ultimately succeeds in securing a refund of alleged
overpayments, in the short term the offsets can have a crippling effect on a provider’s cash flow and the
sustainability of its operations if reserves are inadequate.
25 Eight years is used for this analysis to include the remaining three years of the initial term of the contract plus a
possible extension of five years.
26 While this project does not include a review of the contractor’s inventory or assessment of capital assets, after
vetting this figure with the contractor, it does not seem to be an unreasonable number given the size and scope of
the operations involved. The contractor reports that this figure includes $4.9 million for replacement of vehicles,
power loaders, gurneys and cardiac monitors, and $820,000 for an upgrade of its dispatch center (which would
include additional consoles, software and associated costs).
23
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As discussed in more detail below, it is estimated that approximately $1.25 million in additional
unit hour costs would be necessary to deploy at a level that would avoid the imposition of outlier
penalties if all performance standards are maintained at current levels. Those additional
deployment costs total $10 million over eight years. In addition, increasing demand and
increased deployment necessitates additional dispatch personnel estimated by the contractor to
cost $880,000 per year ($7.04 million over 8 years).
The ultimate policy choices about EMS system configuration and achieving equilibrium in the
service vs. cost tradeoff are up to County decision makers. If the County chooses to maintain the
outlier penalty structure, this additional level of deployment is what has been estimated to be
necessary to avoid those penalties. If the outlier penalty tier is eliminated, these additional unit
hours and the associated costs would not be necessary to achieve penalty avoidance.
To ensure the sustainability of the system, the contractor indicated that additional revenues
would be required and that an additional cost center for which a subsidy might be necessary was
the satisfaction of a promissory note payable to the owner of Riggs Ambulance.27 It is our view
that this expense should not be considered in the analysis of any sustainability/improvement
subsidies that may be required for the system. We are not concluding that this is an
inappropriate or unreasonable business expense, or that the Riggs Ambulance purchase price or
financing terms are inappropriate. For purposes of this project we are considering only issues of
EMS system sustainability, not corporate performance.
Table 2 below illustrates the additional estimated EMS system revenues necessary to ensure
adequate capital replacement, modest reserves and additional deployment to fully meet the
current system standards.28

On this point, some questions have been raised as to monthly amounts being paid to the owner of Riggs
Ambulance Service under the buyout agreement, it being suggested that part of the contractor’s financial strains
were due to $125,000 monthly payments being made to RAS’s owner. Our review of pertinent documents indicates
the monthly payment amount for the balance due on the RAS purchase is nowhere near $125,000 per month.
Although the contents of the buyout agreement are considered to be proprietary, the monthly payment amount is
approximately one‐tenth of that amount, which does not seem to be commercially unreasonable.
28 It must again be emphasized that the assumptions made here are based on financial information supplied to us by
the contractor; we did not perform an independent financial audit. Despite the fact that this project did not entail
such an independent audit, we did vet these numbers with contractor representatives. Other than the areas of
disagreement noted above about what items should be included in this analysis, we did not find the contractor’s
estimates to be objectively unreasonable. This analysis also presumes that the contractor’s representations of near‐
break‐even status, with foreseeable negative net income position in the near future, and depleted reserves are also
accurate.
27
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Table 2: Estimated Necessary Sustainability Subsidies:
Capital Replacement, Reserves and Increased Deployment,
Merced County EMS System, 2017 – 2024
Cost Center(s)

8‐Year Cost

Annualized Cost

Cumulative Annual
Subsidy

Capital Replacement

$ 5,720,000

$ 715,000

$ 715,000

Additional Reserves

$ 3,600,000

$ 450,000

$ 1,165,000

Additional Deployment

$10,000,000 $1,250,000

$2,415,000

Additional Dispatch Personnel

$ 7,040,000

$3,295,000

TOTALS

$26,360,000 $ 3,295,000

$ 880,000

$3,295,000

Based on the contractor’s representations that current levels of deployment are sustainable only
as a “break even” proposition from existing available revenues (with little or no allocations to
either capital replacement, reserves or additional deployment), adequate funding of these three
priorities appears to exceed available revenues. This means that an annual subsidy of $3.295
million is necessary to fund all three of these priorities for the remaining term of the contract.29
Put another way, the system’s available revenues fall about 22.8% short of these goals.
Any Direct Subsidies Should be Treated as Public Funds. It should be noted that because this
analysis is focused on EMS system sustainability and not necessarily the financial well‐being of
the contractor (although those two concepts are intertwined in any EMS system), any
sustainability/improvement subsidies that take the form of direct cash payment should inure to
the benefit of the EMS system and not the contractor. In the event that the County elects direct
subsidies toward capital replacement and/or the accumulation of contractor reserves, at the end
of the contract period, any unexpended portion of those publicly‐subsidized funds should not be
retained by the contractor. Any such funds should be held in escrow to be made available to the
benefit of the EMS system.

The contractor estimates that approximately $1 ‐ $1.5 million of this needed amount will already be realized as a
result of the rate increases that became effective in July 2016. As will be discussed in more detail below, it is
important to note that this estimate is based only on 60 days’ worth of accounts receivable experience following
implementation of the July 2016 rate increases.
29
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Deployment
Is Contractor Deployment Sufficient?
As part of its analysis, PWW was asked
to address whether the contractor had
sufficient resources to meet daily system
demand. Although a formal, complete
deployment analysis is beyond the scope
of work of this project, we did address
deployment sufficiency during our
second site visit in November 2016, and
made numerous supplemental document
requests to assess this issue.

Summary
Current levels of contractor deployment are
adequate to meet established fractile response
time standards. However, deployment levels are
inadequate to avoid the imposition of outlier
penalties. Additional deployment is necessary to
avoid the imposition of outlier penalties as
currently structured. Because system revenues
appear to be insufficient to support this marginal
increase in deployment, subsidies would be
necessary to achieve it.

The sufficiency of the contractor’s
deployment depends entirely upon how
sufficient deployment is measured. In the framework of the existing contract, two ways that are
most logical ways to address the sufficiency of deployment are:
(1) Whether the contractor’s deployment is sufficient to maintain compliance with
its contractual fractile response time obligations; and
(2) Whether the contractor’s deployment is sufficient to avoid the imposition of
outlier penalties under the contract.
Under the first test, deployment is sufficient. Under the second test, deployment is insufficient.
There are numerous other criteria that should be assessed to answer the question of whether
EMS system deployment is sufficient. For instance, with regard to 911 deployment, the County
reports no patient or citizen complaints regarding response time performance since the
inception of the contract. Patient satisfaction data regarding timeliness of care are good.
Although mutual aid has been deployed, as it would be with any EMS system, no calls have been
missed.
Since the inception of the contract in January 2015, no penalties have been assessed against the
contractor for non‐compliance with the fractile response time standards. Put another way, the
contractor has met or exceeded 90% compliance for each emergency response zone. Fractile
response time analysis is the established industry standard methodology for assessing
emergency response time compliance. Therefore, using this methodology, the contractor is
deploying sufficient resources to satisfy system demand.
With regard to the sufficiency of the contractor’s deployment when analyzed under the second
test above, it is clear that deployment is insufficient to avoid the imposition of outlier penalties.
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Therefore, the question of whether the contractor’s deployment is “sufficient” to meet system
demand is ultimately a question for County policymakers to answer based upon the particular
philosophy they bring to that question. As there is no evidence that calls are being unanswered,
deployment (plus mutual aid) is ensuring that responses are being made to all calls in the
County. Clearly, deployment is sufficient when measured by fractile response time performance
(which is considered the industry standard benchmark). There are few high‐performance EMS
systems in which contractors avoid all outlier response time penalties, but if this is the
methodology desired to address deployment sufficiency, then again, the answer is that
deployment is insufficient.
How Much Additional Deployment is Necessary? As discussed earlier in this report, EMS
system design is a trade‐off between cost and responsiveness. Reducing response times by every
minute has an escalating marginal cost, meaning that it becomes increasingly more expensive as
response time compliance goes up to 95, 97, 98, 99 and ultimately 100 per cent. That is, the
marginal dollars required to answer the last call – the one‐hundredth percentile call – within the
prescribed response time standard are more than the dollars required to achieve 90%. It should
be noted, incidentally, that 100% compliance with prescribed response time standards is
practically impossible and therefore predominantly a theoretical exercise.
It is helpful to consider the marginal costs of deployment sufficient to achieve a level of response
time compliance that would avoid the imposition of outlier penalties. To address this, we
examined the estimated cost associated with the increase in unit hours that would be necessary
to deploy sufficient resources to achieve this target. To deploy at a level sufficient to avoid
outlier penalties, the contractor estimates a marginal annual cost of $1.25 million.30 System
revenues appear to be insufficient to achieve these levels of deployment.

These estimates are based upon proprietary unit hour cost estimates supplied by the contractor. Again, as a full
deployment analysis and associated analytics are beyond the scope of this project, we relied upon data and cost
estimates supplied by the contractor. Though these estimates are contractor‐derived, we have no reason to
question their accuracy.
30
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Response Time Penalties – Emergency Response
Response Time Penalties Are
Substantial. One of the most‐
discussed subjects raised by
stakeholders in the information‐
gathering phase of this project was the
mechanism for the assessment of
response time penalties against the
contractor. Since the inception of the
contract in January 2015, penalties
totaling over $900,000 have been
assessed by the County against the
contractor, averaging approximately
$40,000 per month.31

Summary
Response time penalties have not accrued for
fractile response time compliance, but have
accrued significantly for outlier compliance. The
County can restructure outlier penalties to base
its enforcement on positive incentives that
improve response times rather than penalize
non‐compliance. The contract could be modified
to include an incentive for the elimination of
outlier penalties in the event the contractor
achieves zone response time compliance in
excess of the current 90th percentile
requirements. For instance, if the contractor
were to achieve 92% fractile response time
compliance in a particular zone for a particular
compliance period, outlier penalties would not
be assessed for that period.

The current penalty mechanism
essentially mandates two tiers of
response time non‐compliance
penalties:
(1)Fractile Response Time Penalties
and
(2) Outlier Response Time Penalties.

The fractile penalties penalize the contractor for zone response compliance of less than 90% for
any subset of 911 calls in any emergency response zone (ERZ) in the County. Fractile penalties
are also assessed for non‐emergency/interfacility transfers and CCTs. The outlier penalties (also
known as “late” penalties) penalize the contractor for so‐called “excessive” response times for a
particular category. A late response is classified as “excessive” when the response exceeds a
certain pre‐determined number of minutes as set forth in the RFP.32
The contractor stakeholders in our interviews described the two‐tiered penalty structure as
essentially imposing a 100% response time performance requirement. Our analysis differs from
that of the contractor. Because the outlier penalties only accrue after 17:59/29:59 (HCD/LCD
zones) and do not accrue for each minute the responses exceed the fractile standards, this two‐
tiered penalty structure does not, in fact, create a de facto 100% compliance standard. To the
During the course of our stakeholder interviews for this project we were informed that the County has stayed
collection of performance penalties from the contractor. For purposes of this analysis, we draw no distinction
between assessed penalties and collected penalties.
32 Greater than 17:59 for Priority 1 and 2 responses in HCD zones, and greater than 29:59 in LCD zones. These go to
29:59 and 39:59 for Priority 3 responses, accordingly, and there are also response penalties for non‐emergencies
and CCTs as well.
31

Merced County
EMS System Review Report

30

contrary, the structure of the outlier penalties means that there are responses that fall into the
range between 10:59 ‐ 17:59 (HCD zones) and between 19:59 – 29:59 (LCD zones) that are
classified as late, but for which penalties do not accrue.
Our review of the records reveals that the contractor has met or exceeded fractile response time
requirements in every compliance period in which they have been measured. All of the penalties
assessed from the inception of the contract to the date of this report have been outlier penalties.
While many EMS systems do impose additional penalties for outlier events in addition to fractile
response time penalties, those additional penalties are often classified as “optional.” This way,
they can be used by the EMS Agency as a discretionary tool in contractor oversight, depending on
the level of motivation the contractor requires for compliance, and overall fiscal considerations
of the system. The RFP currently appears to make the assessment of the outlier penalties
mandatory on top of the fractile penalties.
Another issue that has led to the assessment of a high amount of penalties is the separate
measurement of all emergency responses in both the HCD and LCD zones. Since the response
time performance standards are identical in both zones for Priority 1 and Priority 2 emergency
responses, these can be aggregated for calculation purposes. Since the contractor has put in
place a secondary PSAP with MPDS protocols and trained EMDs, this will allow the contractor
the operational flexibility to deploy based on acuity and patient need while reducing the
possibility of being penalized for it. This would likely result in more responsive service to more
acutely ill or injured patients as those conditions are assessed under the Medical Priority
Dispatch protocols.
Consider an Incentive‐Based System to Improve Response Times and Reduce Penalties.
In light of the above discussion, we believe that the best option is to modify the current Outlier
Response Time Penalties to provide an incentive to the contractor which can result in the
elimination of these penalties. For example, waivers of outlier penalties could be earned for any
compliance period in any zone in which fractile response time performance exceeds the 90%
benchmark (for instance, this incentive target could be set at 92% or such other number to be
negotiated with the contractor).33 This would have the effect of incentivizing improved response
time performance and raising system standards rather than punishing compliance in the
maintenance of existing system standards.
Other options with regard to modification of the outlier penalties would be:
(a) Converting the outlier penalties from mandatory to permissive and utilizing
them judiciously and only for extreme cases;

Note that there are substantial billed but uncollected outlier penalties. The contractor asserts that the collection
of these back penalties could pose a financial hardship. If true, the parties should consider whether such a policy
could be applied retroactively to the inception of the contract period for any compliance periods in which fractile
response time performance met or exceeded this goal.

33
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(b) Allowing for the assessment of outlier penalties only in compliance periods
where zone compliance falls below 90%;
(c) Modifying the methodology for calculating 911 response times by aggregating
the Priority 1 and 2 responses in the zones; and/or
(d) eliminating the outlier penalty tier altogether.
While each of these options would have the effect of providing an indirect subsidy to the
contractor, we believe that the outlier penalties do serve a valid purpose simply by focusing on
the importance of contractor accountability in a response time‐based system. So, the most
appropriate option may be to keep the outlier penalty tier but allow the contractor to avoid the
imposition of these penalties through improved zone response time compliance, coupled with
modification of the calculation methodology, are the most constructive options that meet the
twin goals of economic relief and system accountability.
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Response Time Penalties – NETs and IFTs
NET/IFT Response Time Standards
Divert Resources From 911 Response.
Another policy choice reflected in the RFP
is the assessment of penalties for late
responses for non‐emergency transports
(NETs) and interfacility transports (IFTs).

Summary
While 911 response time requirements are
expensive and there is scant evidence that
response time standards improve patient
outcomes, there is even less clinical evidence to
support the imposition of response time
penalties for non‐emergency and interfacility
responses. Accordingly, the County can
improve sustainability of the 911 response
system by eliminating response time
performance standards for non‐emergency and
interfacility transports.

Certainly the award of a countywide EOA
for all levels of service, including
emergency 911, NETs and IFTs
necessitates accountability standards
with regard to the exclusive provider.34
However, because the RFP contains
penalty and breach provisions that apply
equally to response time deficiencies for
NET and IFT responses as it does for
prehospital 911 responses, the effect is allocation of resources away from 911 deployment so as
not to incur performance deficiencies for the NET/IFT responses and place the contractor in a
potential breach situation.
The response time performance standards for each level is as follows:
Table 3: Contractor Response Time Performance Standards, NET/IFTs
Priority Level

Compliance

High Call Density

Low Call Density

NET

90%

< 19:59

< 29:59

IFT

90%

+/‐ 15 minutes of
scheduled time or <
59:59

NET/IFT Response Time Requirements are a Negative Subsidy. More importantly, as set forth
in the Background Discussion section of this report, the economic reality of imposing response
time standards on the NET/IFT calls is to provide an indirect subsidy to the hospitals and
We note that the contractual response time standards are not the only measure of accountability regarding IFT
responses. Unlike the 911 aspect of the contract, there is market‐based accountability in the IFT services of the
contractor. The contractor provides wheelchair van and other non‐emergency patient transportation services that
are not regulated by the EOA contract. Should the contractor’s performance on IFTs be deficient, its facility
customers would be free to discontinue using them for these non‐ambulance medical transportation services, so the
NET/IFT system is not without market‐based performance incentives.

34
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healthcare facilities that serve the County. Prompt non‐emergency and interfacility
transportation improves facility throughput, which has value to healthcare facilities. As
discussed earlier in this report, this has the economic effect of imposing a “negative subsidy” on
the contractor to the benefit of other stakeholders in the County healthcare system, i.e., the
hospitals and other facilities that serve the County.
It is relatively unusual (though not unheard of) for an EMS oversight agency to impose response
time performance standards on non‐emergency and interfacility transports. Under the current
contract, the failure to meet NET and IFT response time requirements for three consecutive
measurement periods is an express condition of breach. Therefore, the contractor can be
incentivized in some instances to divert 911 resources to non‐emergency transports when
necessary to avoid performance deficiencies on the NET/IFT services.
There is no Clinical Justification for NET/IFT Response Time Standards. As discussed above,
the evidence‐based correlation between response times and patient outcomes in the 911 context
is highly questionable; when it comes to response time standards for NETs and IFTs, the
evidence of patient benefit simply does not exist. The imposition of these NET/IFT response
time standards was overly ambitious given the performance standards applicable to 911 calls.
This is a luxury that the revenues of the Merced County EMS system do not appear to afford.
One option the County may wish to consider as an indirect subsidy is the elimination of the
response time performance standards for NET/IFT calls. There is no demonstrated clinical
benefit for these standards. These standards can detract from compliance with 911 response
time standards, and have the economic effect of subsidizing healthcare facilities at the expense of
an EMS system that is already struggling for sustainability.
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Ambulance Rates
Ambulance Rate Regulation in the
Current System. Section 3 of the
contract states that “all rates and
charges for services by the Contractor
shall be approved by the Director of
Public Health,” and that “all bills…for
services rendered…shall not exceed the
rates and charges which have been
approved by the Director of Public
Health.” In addition, Section
(IV)(G)(3)(b) of the RFP contains
provisions regarding adjustments to the
contractor’s approved rates. Notably,
this section of the RFP provides that
“changed circumstances” which
substantially impact costs or revenues
can serve as a basis for consideration of
rate increases.

Summary
As local rate controls have little effect on
protecting consumers from out‐of‐pocket
healthcare costs, the County should approve
the contractor’s rate increase requests for BLS
Non‐Emergency and CCT levels of service,
approve future rate increases and eliminate
rate regulation from future RFPs. In the
alternative, an annual “not‐to‐exceed” cap
should be imposed to allow contractor rate
increases up to that level without the need for
approval. Increased revenues realized by any
such increases should offset by equal amounts
any sustainability subsidies that might
otherwise be required to achieve the desired
level of system performance.

Invoking the “changed circumstances” provision, the contractor requested rate adjustments in
March 2016. Increases were approved for ALS‐Emergency, BLS‐Emergency, Mileage and Night
Fee. Increases were rejected for BLS Non‐Emergency and Critical Care Transports, based on the
County’s finding that the proposed fees were “well above industry standard.”35
Table 4 on the following page summarizes the history of contractor rates under the 2015
agreement.
Rate Increases Already Approved Are Proving to be Beneficial. For the levels of service for
which rate increases were approved, those rates became effective as of July 1, 2016. As part of
our review of this issue, we asked the contractor for initial data regarding the rate increases and
the resulting impact on revenues. Using 60 days’ worth of data from accounts billed since the
increases became effective, the contractor projects an annual increase of $1 ‐ $1.5 million in
revenue resulting from the approved rate increases.36
Certainly the contractor itself bears significant responsibility for the unusually low BLS Non‐Emergency base rate.
Even though the approved rate at the time of the RFP was $1375, the contractor bid $400 in its proposal,
presumably in order to maximize points in the proposal scoring process. Nevertheless, for the reasons enumerated
here, there is little to be gained for the system in maintaining the BLS‐NE rate at the current level of $400 simply
because the contractor underbid the BLS‐NE rates in its 2014 RFP proposal.
36 Since there were only 60 days’ worth of data on which to base these projections at the time of the writing of this
report, these estimates should be verified with additional data prior to any decisions being made based on revenues
deriving from rate modifications.
35
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The projected net effect of the rate increase approvals is pronounced and if these projections
turn out to be accurate, the granting of rate increases comprises a substantial portion of the
projected subsidies ($3.295 million) necessary for increased deployment, capitalization and
reserves that are discussed earlier in this report.
Table 4: Contractor Rate History Under Current Agreement,
January 2015 – Present

Level of Service
ALS ‐ Emergency Base Rate

Initial Rate
$2,000

3/16 Request
$3,500

Current Rate
$3,500

ALS – Non‐Emergency Base Rate

$2,000

$ ‐‐‐‐

$2,000

BLS Emergency Base Rate

$2,000

$3,500

$3,500

BLS Non‐Emergency Base Rate

$ 400

$1,600

$ 400

Critical Care Transport Base Rate

$3,500

$15,000

$3,500

Mileage (per loaded mile)

$

45

$

59

$

Treat/No Transport*37

$ 300

$

‐‐‐

$ 300

Night Charge*

$ 100

$

200

$ 200

Oxygen Fee*

$ 100

$

‐‐‐

$ 100

59

Local Restrictions on Ambulance Rates are Not the Consumer Protections They Seem. In our
view, the approval of rate increases is a key area in which the sustainability of the Merced County
EMS system can be improved without direct subsidy from or added cost to the County. This is
because the vast majority of patient accounts are reimbursed by government payers that pay
according to a fixed fee schedule and not on provider charges. In other words, the provider’s
charges are irrelevant under the Medicare and Medi‐Cal fee schedules; the amount of
reimbursement is prospectively established by fee schedule, and the difference between the
provider’s charges and the approved fee schedule amounts is, by law, deemed an uncollectable
“contractual allowance.”

* It should be noted that some of these itemized charges, including night charges, oxygen fees, and treat/no
transport charges are typically not recognized by the major healthcare payers, most notably Medicare and Medi‐Cal.
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Though local controls and limitations on provider rate increases are perceived as being
beneficial consumer protections, the reality is that these limitations primarily benefit one
constituency: the commercial insurance industry. Put another way, when provider charges are
artificially suppressed, it is, in reality, a subsidy for commercial insurers.
Because over 85% of the contractor’s payer mix is made up of Medicare and/or Medi‐Cal
beneficiaries, those patients are automatically granted the protections from out‐of‐pocket
charges that come with the mandatory fee schedules imposed by those payers. Providers are
prohibited by law from “balance billing” these patients for any amounts above those approved
under the fee schedules. The only amounts that may be billed to a Medicare patient are unmet
copayments and deductibles, not the full balance of the provider’s charges, and approximately
86% of Medicare beneficiaries have supplemental insurance to pay these cost‐sharing
obligations.38
Because 85% of the Merced County payer mix are Medicare and Medi‐Cal beneficiaries, this
leaves about 10% of patients who are commercially insured, and about 4.3% of patients who are
classified as uninsured or “self‐pay.” The self‐pay category is a relatively small percentage of
patients in overall ambulance utilization in Merced County. In addition, the contractor follows a
financial hardship waiver policy which permits the waiver of out‐of‐pocket charges for patients
who meet established financial criteria.39
The bottom line is that most patient accounts are not self‐pay, and no patient is subjected to
collection action for out‐of‐pocket expenses if they meet the financial hardship guidelines and
cannot afford to pay. Therefore, the net effect of rate increase denials is to benefit commercial
insurance companies, which comprise about 10% of the contractor’s payer mix, as commercial
payers are more likely to reimburse the provider at a higher rate than government insurers
(though, as noted earlier in this report, more commercially‐insured patients are shifting into
high‐deductible plans, and fewer commercial plans are automatically paying the provider’s full
billed charges).
Local Rate Controls Benefit Insurers, Not Consumers. Because governmental payers like
Medicare and Medi‐Cal reimburse according to fixed fee schedules, and because those amounts
generally fall short of covering provider costs, as discussed above, the result is that healthcare
providers must shift costs from governmental payers and uninsured patients to the relatively
small percentage of accounts that are covered by commercial insurers and reimbursed at higher
amounts. In reality, rate caps inhibit this inevitable cost‐shifting in which providers must engage
to ensure sustainability.

Kaiser Family Foundation, A Primer on Medicare: Key Facts About the Medicare Program and the People it Covers,
2015, http://kff.org/report‐section/a‐primer‐on‐medicare‐what‐types‐of‐supplemental‐insurance‐do‐beneficiaries‐
have/
39 This financial hardship policy would apply to any patient balances, specifically to include non‐covered services
and unmet copayment or deductible charges.
38
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To enforce local caps on provider charges therefore offers little benefit to consumers, most of
whom do not pay for these services out of their own pockets. Local rate caps offer a windfall to
commercial insurers, who therefore pay fewer dollars in claims and retain more of their
premium dollars as profit. And, in the case of ambulance services, these charges are such a
negligible portion of health insurance benefits40 that there is no documented association
between ambulance rates and increases in health insurance premiums. Therefore, to the extent
the County’s regulation of the contractor’s rates is perceived to help hold the line on commercial
health insurance premium increases, while all healthcare costs no doubt effect premiums, there
is no direct correlation between retail ambulance rates and commercial health insurance
premiums. In addition, in the post‐ACA healthcare environment, market forces much larger than
ambulance charges are reshaping the health insurance premium landscape.
Therefore the County should reconsider and approve the previously‐denied rate increases for
BLS Non‐Emergency and Critical Care Transport levels of service, and approve future rate
increase requests under the contract. In addition, the deletion of similar local rate control
provisions in the RFPs for future procurement cycles would be well‐advised. In return, it is
appropriate for the County to require an accounting from the contractor of the effect of the rate
increases on revenues, and for those increased revenues to offset other areas of projected direct
or indirect subsidies necessary to sustain the system. For instance, the more revenue the
contractor derives from fee increases, the less subsidy would be required in the form of penalty
relief or other concessions.
If a More Politically Desirable Alternative is Needed… We realize that this option (removing
rate regulation from the contract) may not be politically palatable, even though we strongly
believe the public is not protected by local ambulance rate‐setting and would be benefited by
removing rate caps. It would be our hope that the public could be appropriately educated on this
point. However, it may be more politically palatable to limit automatic rate increases to a certain
amount, for instance, no more than 20% on an annual basis. Increases in excess of this amount
would be required to go through an approval process, but increases within that predetermined
range would be available to the contractor as a matter of course.

Using CMS data, ambulance charges comprise less than 1% of all Medicare healthcare benefit expenditures.
https://www.cms.gov/research‐statistics‐data‐and‐systems/statistics‐trends‐and‐reports/medicare‐provider‐
charge‐data/physician‐and‐other‐supplier.html
40
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Emergency Department Offload Issues
“Emergency department offload” refers
to the process of ambulances arriving at
a hospital emergency department,
transferring care to E.D. staff, and
returning the ambulance to service. One
of the areas consistently mentioned by
stakeholders in the interviews
conducted for this project is the
prolonged E.D. offload times being
experienced at Mercy Medical Center
(MMC) in Merced, the facility to which
the vast majority of patients are
transported in the County.

Summary
Prolonged E.D. offload times hamper efficient
EMS system unit hour utilization and lie largely
beyond the control of the ambulance provider.
Hospitals bear legal responsibility for patients
once they come to the hospital, and accordingly
the hospital should fund an E.D. Offload
Coordinator position for periods of peak E.D.
demand so the hospital can meet it legal duty to
assume responsibility for patients upon arrival in
the E.D. In the alternative, the County should
consider the use of System Enhancement Funds
for such a position. Also, once sufficient data are
available under the state’s new standardized
Ambulance Patient Offload Time (APOT)
Methodology Guidelines, stakeholders should
establish a consensus benchmark for acceptable
average offload times in the County. Response
time penalty exceptions should be granted as a
matter of course for late responses that are
attributable to E.D. offload times exceeding this
consensus benchmark.

Although There is Variability in
Current Offload Time Measurement,
Stakeholders Agree That Delays are a
Problem. Although there was significant
variation in the E.D. offload times being
reported by hospital stakeholders
compared to those being reported by the
contractor and other system
stakeholders, and the stakeholders
suggest that this issue is improving (at
least at present), the reality appears that
offload times are a factor in EMS system inefficiency in Merced County. 41 In addition, a 2014
statewide report indicated that “very significant” or “extremely significant” offload delays were
being reported in Merced County.42
There are numerous reasons for E.D. offload inefficiencies and the purpose of this analysis is not
to assign blame, but to identify contributors to the unsustainability of the Merced County EMS

Some evidence of the variability of the stakeholder reports on this issue were seen in the average offload times
reported by MMC (less than 5 minutes average) and data provided by the County (showing between 11 and 37
minutes on average depending on the time period) and anecdotal reports by the contractor (which reported that
offload times exceeding 60‐90 minutes were occurring with moderate frequency). Our review of the hospital’s
methodology suggests that MMC is underestimating offload times, as the clock is being stopped when a room
assignment is made, even if the room is not yet physically ready for the patient.
42 Toolkit to Reduce Ambulance Patient Offload Delays in the Emergency Department, California Hospital
Association, August 2014.
41
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system and offer options for improving sustainability over the term of the current EOA contract
and beyond.
Some of the reasons for E.D. offload inefficiencies include:
‐
‐
‐
‐
‐
‐

‐

Lack of access to primary care causing
inappropriate E.D. demand;
Physical E.D. design;
Hospital throughput issues;
Lack of hospital beds and delayed bed
turnover;
Nurse staffing issues and nurse‐patient
ratios;
Decrease in community mental health
resources leading to increased E.D.
utilization for psychiatric holds;
Delays in radiology, laboratory and
other hospital ancillary services.

But, regardless of the underlying causes, the resulting impact on the EMS system is indisputable.
Where ambulances are tied up at the hospital for prolonged periods of time, unit hour utilization
is reduced, response times lengthen, penalty assessments increase, and the EMS system becomes
less efficient.
Offload Delays Have Substantial EMS System Costs. National data revealed an average increase
in offload times from 20 minutes to more than 45 minutes over a ten‐year period.43 The costs to
the EMS system resulting from offload delays are significant, direct and quantifiable. For
example, offload delays in an EMS system with 10,000 annual E.D. transports experiencing the
national average offload delays of 45 minutes and costs of $150 per unit hour of deployment
would lead to a direct cost of $1,125,000 in that system.
E.D. offload delays can be seen as another example of a “negative subsidy” in action. Where
ambulance crew members are required to remain with patients prior to the E.D. staff assuming
care (a practice known as “waiting on the wall” or “wall time”44), the hospital can employ fewer
staff and rely upon the prehospital personnel to maintain responsibility for the patient until the
hospital is ready to assume the transfer of care.
EMTALA Presents an Issue for the Hospital. Despite the fact that ambulance crews are often
pressed into wall time service, the Centers for Medicare and Medicaid Services (CMS) has
indicated that such practices can result in a violation of the Emergency Medical Treatment and
Toolkit to Reduce Ambulance Patient Offload Delays in the Emergency Department, California Hospital
Association, August 2014.
44 See, e.g., http://www.latimes.com/opinion/op‐ed/la‐oe‐newton‐wall‐time‐waste‐in‐fire‐department‐20140818‐
column.html
43
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Active Labor Act (EMTALA) by the hospital. In a July 31, 2006 memo from the Director of the
CMS Center for Medicaid and State Operations to State Survey Agency Directors regarding
“Parking of EMS Patients in Hospitals,” 45 CMS stated:
____________________________________________________________________
“The Centers for Medicare & Medicaid Services (CMS)
has learned that several hospitals routinely prevent
Emergency Medical Service (EMS) staff from transferring
patients from their ambulance stretchers to a hospital
bed or gurney. Reports include patients being left on an
EMS stretcher (with EMS staff in attendance) for extended
periods of time. Many of the hospital staff engaged in such
practice believe that unless the hospital “takes
responsibility” for the patient, the hospital is not obligated
to provide care or accommodate the patient. Therefore,
they will refuse EMS requests to transfer the patient to hospital units.
This practice may result in a violation of the Emergency
Medical Treatment and Labor Act (EMTALA) and
raises serious concerns for patient care and the provision of
emergency services in a community. Additionally, this practice
may also result in a violation of 42 CFR 482.55, the Conditions
of Participation for Hospitals for Emergency Services, which
requires that a hospital meet the emergency needs of patients in
accordance with acceptable standards of practice.”
‐Centers for Medicare and Medicaid Services

____________________________________________________________________
It is clear that under Federal law, hospitals are responsible for patients once they arrive in the
E.D.46 CMS in a subsequent policy memo indicated that “a hospital will not necessarily have
violated EMTALA if it does not, in every instance, immediately assume from the EMS provider all
responsibility for the [patient].” CMS noted that when E.D. staff is occupied with “multiple major
trauma cases” it might be “reasonable for the hospital to ask the EMS provider to stay with the
[patient]” until E.D. staff is available.47 (Emphasis added.) It is key that CMS specifically used the
word “ask” in this context; the hospital cannot legally require the EMS provider to stay with the

https://www.cms.gov/Medicare/Provider‐Enrollment‐and‐
Certification/SurveyCertificationGenInfo/downloads/SCLetter06‐21.pdf
46 In fact, EMTALA applies as soon as the patient is within 250 yards of the hospital’s property. 42 C.F.R. § 413.65.
47
https://www.cms.gov/Medicare/Provider‐Enrollment‐and‐
Certification/SurveyCertificationGenInfo/downloads/SCLetter07‐20.pdf
45
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patient. In other words, the patient clearly is the hospital’s responsibility under Federal law upon
arrival at the facility.48
Since it is clear that patients arriving in the E.D. are the responsibility of the hospital upon their
arrival at the facility, it is the hospital’s responsibility to assure it has adequate staff to satisfy
this legal duty of care. At present, stakeholders indicate that MMC does not. The contractor (and
thus the EMS system) is therefore subsidizing the hospital when ambulance crew members are
serving as proxy hospital staff to care for patients during prolonged wall time. This “negative
subsidy” has direct and substantial costs to the contractor and the EMS system as we discussed.
The hospital should deploy during times of peak E.D. demand an “Offload Coordinator” – a
dedicated clinical staff person in the E.D. – whose sole responsibility is to monitor patients who
are waiting on the wall prior to receiving a bed assignment.
The implementation of the bulk of the strategies necessary to mitigate hospital offload delays
must necessarily rest with the hospital. Strategies identified in a seminal California Hospital
Association report are identified in Table 5.
Table 5: E.D. Offload Mitigation Strategies49
E.D. Intake
Bedside registration
Orders from triage
Accelerated intake
process

E.D. Throughput

E.D. Output

Effective ordering of lab
and imaging
Innovative staffing
utilization
Hospital Code Alert for
E.D. overcrowding

Accelerated inpatient
intake process
Discharge
czar/accelerator
Use of Clinical Decision
Unit (CDU)

“Direct to bed” policy

Discharge instructions
upon arrival

E.D. Overall
Management of E.D.
throughput metrics
E.D. management
“rounding”
Charge E.D. physician‐
nurse concept (shift
leaders)
Use pharmacist in E.D.

We note that the hospital stakeholders during our interviews seemed to be sincere in their
efforts to address the offload delay problem. Again, this is a multifaceted problem that is not
solely a hospital problem or an EMS system problem; it primarily reflects larger healthcare
system issues.

It has been suggested that an EMS provider who leaves a patient in an E.D. prior to the E.D. staff “accepting
responsibility” for the patient would commit the tort of abandonment. Legally, it would be extremely unusual for a
court to hold an EMS provider liable for patient abandonment when another provider, i.e., the hospital, has the
affirmative legal duty to care for the patient. While this may be an interesting theoretical question, there are no
cases of which we are aware in which an EMS provider was ever found to be liable for patient abandonment on
these facts.
49 Toolkit to Reduce Ambulance Patient Offload Delays in the Emergency Department, California Hospital
Association, August 2014.
48
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What the County Can Do. Since the EMS Agency has no regulatory jurisdiction over the hospital
in this regard, it cannot require the deployment of an Offload Coordinator or mandate that the
hospital implement any of these other strategies. Therefore, in the remainder of this section we
will discuss strategies that are within the County’s control to address the E.D. offload problem.
The California EMS Authority has developed standardized Ambulance Patient Offload Time
(APOT) Methodology Guidelines for measuring E.D. offload times. We anticipate that this will
result in much more reliable and standardized data, though data under that methodology is not
available to us presently for purposes of this report. As soon as the APOT Methodology
Guidelines are implemented, the County should ensure that all stakeholders report this data and
that it be measured and monitored over time. Once APOT produces sufficient data from which
reliable determinations can be made, the stakeholders should agree upon an acceptable average
E.D. offload time.
Such a benchmark should be developed with input from all stakeholders, with the recognition
that offload times are a significant contributor to decreased EMS system efficiency. In Alameda
County, for instance, a 30 minute benchmark was established. In Contra Costa County, “optimal”
E.D. transfer time is 15 minutes or less; transfer time is considered to be “delayed” after 30
minutes; and transfer time in excess of 60 minutes is deemed to be a “never event.”50 According
to the California Hospital Association, the offload time interval standard most frequently used by
Local EMS Agencies was 15 minutes.51
Once a consensus average E.D. offload benchmark for Merced County is decided by the
stakeholders, penalty exceptions should be granted as a matter of course for any late responses
which exceed response time requirements and are attributable to E.D. offload times which
exceed this consensus benchmark.
We note that various stakeholders (both County and contractor‐affiliated) indicated that Section
IV(C)(6)(b) of the RFP prohibited the consideration of offload delays as a criterion for granting
“good cause” exceptions for response time deficiencies. However, the contract specifically
indicates the agreement of the parties to interpret that provision in a manner which permits
offload delays to be considered a good cause criterion when “reviewed and approved by the
LEMSA Director.”52 Yet stakeholders indicated during the interviews that offload delays were
“not permitted” as good cause criteria. If so, this County policy appears to be contrary to the
agreement; the contract clearly permits E.D. offload delays to be considered for good cause

50Countywide

Emergency Department 911Ambulance Patient Transfer of Care Performance Report, Contra Costa
EMS, February 11, 2016, https://cchealth.org/ems/pdf/Hospital‐Transfer‐of‐Care‐Performance‐2016‐0211.pdf
51 Toolkit to Reduce Ambulance Patient Offload Delays in the Emergency Department, California Hospital
Association, August 2014.
52 Section 31 of September 9, 2014 contract between Merced County and SEMSA.
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exceptions. Given the fact that this problem for the most part lies beyond the contractor’s
control, these delays should be considered for good cause exceptions.53
If the hospital does not deploy an Offload Coordinator or implement other strategies to mitigate
E.D. offload delays, another option is to utilize EMS System Enhancement Funds to address the
mitigation of this problem. For instance, enhancement funds could be used to purchase extra
ambulance cots and to support the E.D. Offload Coordinator position suggested above. It is also
possible that the R.N. assigned to duty on the CCT unit could fulfill this function when not
engaged in CCT operations.
Of course, these are essentially temporary or “band aid” solutions; the ability to truly solve the
offload delay problem rests, by necessity, primarily with the hospitals.

We also note that the “order of precedence” clause in Section 1 of the contract provides that in the event of
conflicts between the RFP, proposal and the contract, the terms of the contract govern. Therefore, this negotiated
language which permits offload delays to be considered for good cause exceptions should be utilized as a matter of
course.

53
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Critical Care Transport (CCT) Program
Low CCT Volumes Make the Program
Unsustainable. The RFP provides that the
contractor shall deploy (or subcontract
for) a dedicated Critical Care Transport
(CCT) unit to respond to County
healthcare facilities either (1) within 15
minutes of the previously‐scheduled
pickup time, or (2) within 90 minutes of
unscheduled/urgent requests. While the
deployment of an in‐County CCT unit is
certainly desirable from a clinical
standpoint, the low‐volume of CCTs, when
coupled with the higher overhead of
staffing a CCT unit, make the operation of a
dedicated CCT unit infeasible and
contributes to the overall unsustainability
of the Merced County EMS system.

Summary
The County CCT program is unsustainable as
currently configured due to high overhead and
low utilization. The program does not operate
as a facility partnership and the hospital does
not ordinarily send its clinical staff to
accompany CCT patients during transport
despite federal law which has been interpreted
to require it in some cases. As a result, the
contractor incurs disproportionate costs with
little opportunity to recover its investment.
The contractor must therefore increase its CCT
volume by seeking business originating
outside of Merced County, which if successful
may necessitate a renegotiation of CCT
response time standards and/or penalty
provisions. Other options to improve
sustainability include (1) hospital staff
accompanying CCT patients during transport;
(2) hospital subsidies for CCT nurses; and/or
(3) the use of System Enhancement Funds for
CCT nurse staffing.

The low transport volume of the CCT
program was to be expected and,
according to stakeholders, was factored
into the system as reflected in its RFP
response. However, the current
unsustainability of the CCT program
resulted from post‐contract changes in the
air medical component of the system. Prior to 2016, the County recognized an EOA for air
medical services. The EOA was eliminated due to considerations of federal preemption of local
regulation under the Airline Deregulation Act (ADA).54 Because the contractor implemented an
integrated air/ground approach to critical care staffing, deployment and oversight through a
clinical and operational partnership with Air Methods, revenues from its air medical transport
volume directly subsidized the ground CCT program, which is unsustainable on its own. The
elimination of the air EOA has reduced the air medical transport volume and, with it, greatly
reduced the revenues available to subsidize CCT deployment at the levels required under the

Although an analysis of federal preemption of local air ambulance regulation under the ADA is beyond the scope
of this project, in brief federal law preempts local or state regulation of the rates, routes and services of air carriers.
However, federal case law has permitted state/local regulation of the clinical aspects of air ambulance services. The
line between what is considered “clinical” regulation and “rate/route/service” regulation is not an entirely clear
matter under federal law.
54
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contract. This was a significant change in circumstances compared to when the RFP and
proposals were originally submitted and the contract executed.
Improving Sustainability Requires Increasing Volume. The ground CCT program, on average,
responds to less than 20 calls per month (less than one per day), yet the program is required to
provide dedicated, nurse‐level staffing on a 24/7 basis. Given the elimination of the subsidizing
effect of an air EOA, the primary mechanism to ensure sustainability of the CCT program is to
increase transport volume.
However, the volume originating from within Merced County is a relatively fixed and static
number; the need for more revenues cannot increase legitimate CCT demand. Therefore, the
contractor is left with the option of regionalizing its CCT program by seeking volume originating
outside of Merced County. Certainly the County bears no responsibility to increase the
contractor’s CCT volume, and whether the contractor succeeds in forging new facility
partnerships or expanding its CCT operation is a business consideration for the contractor and
not an oversight consideration for the County.
The County has an interest in the CCT program remaining sustainable. If sustainability of the
Merced CCT program necessitates the contractor increasing CCT volume from facilities outside of
Merced County, the response time requirements applicable to CCT responses will likely pose a
formidable obstacle to such a regionalized approach. In the event the contractor is successful in
establishing new business relationships to regionalize its CCT services, it would be in the best
interests of the County EMS system to revisit the CCT response time standards and either reform
the standards or allow for exceptions in cases where the contractor is already engaged in
providing CCT services (even if those services are being furnished outside of the County).
A True Collaborative CCT Model Does Not Exist in Merced County. Again, while much of the
sustainability of the CCT program rests on the contractor’s ability to negotiate new business
opportunities, there are other areas where County policy can affect the ongoing viability of the
program and minimize the negative effects that this high‐cost, low volume program has on the
larger EMS system. The RFP outlined a collaborative model with county healthcare facilities as a
model which could be utilized for the dedicated CCT unit.
Nationally, a common model for CCT deployment is that base staffing for a CCT unit consists of a
driver and a CCT paramedic, with hospital nursing staff accompanying CCT patients during
transport when the patient requires care at that level. However, stakeholders reported that
Mercy Medical Center has, for the most part, not allowed its nursing staff to accompany patients
on CCTs originating from their facility. This means that the contractor is required to employ or
contract with nurses directly to fulfill its CCT obligations, which creates added difficulties due to
overall emergency nurse shortages. To the extent the stakeholders’ reports about MMC refusing
to send its personnel to accompany patients on CCTs are accurate, this practice can be in conflict
with the provisions of the Emergency Medical Treatment and Active Labor Act (EMTALA) in
some cases.
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EMTALA has been interpreted to place responsibility for the care of a patient on the sending
hospital until care is assumed by the receiving facility. This has been interpreted to mean that in
some cases the sending hospital itself bears the responsibility to send its own clinical personnel
along with the patient during transport.55 See 42 U.S.C. 1395dd(c)(2)(D).56 57
If true, the hospital’s refusal to permit its staff from accompanying patients during transport
(except in extreme cases) also presents another example of the current system creating a
negative subsidy, in which the contractor is required to subsidize other aspects of the healthcare
system. Here, from a macroeconomic standpoint the EMS system is essentially subsidizing the
hospital in two ways: (1) it subsidizes hospital staffing by necessitating fewer hospital
employees since none are ordinarily required to accompany CCT patients during transport; and
(2) the rapid availability of an unsubsidized, dedicated in ‐County CCT unit to transfer patients to
out‐of‐county facilities for specialized care obviates the need for the hospital to invest in
specialty care capabilities in‐house.
The high‐cost of deploying a dedicated CCT unit diverts resources that cannot be otherwise
deployed in the 911 system.58 Given that the hospital is avoiding both the clinical and financial
responsibilities of sending its own providers to accompany CCT patients during transport, there
are a few options that could improve the continuing feasibility of the CCT program.59
Options to Improve CCT Program Sustainability. First, the hospital could revise its practice of
not sending its clinical personnel to accompany CCT patients during transports and deploy its
providers on CCT transports where the patient requires a level of care beyond the scope of a
paramedic.60 This would place the responsibility for advanced clinical staffing on the
appropriate entity and have the added benefit of improving the sustainability of the CCT
program. In addition, CCTs should be monitored through the QI program on an ongoing basis to
determine if nurse‐level staffing is appropriate or whether some patients can safely be
transported with ALS resources.
This interpretation is not necessarily limited even to nursing staff. In Burditt v. U.S. Department of Health and
Human Services, 934 F2d 1362 (5th Cir 1991), the court ruled that the hospital was required to send a physician to
accompany the patient when it was clinically required.
56 See also the accompanying interpretation in EMTALA.com (http://www.emtala.com/faq.htm, #18).
57We cannot conclude that all CCT patients who are transferred from MMC to other hospitals are necessarily covered
by EMTALA. However, in our experience, the very nature of CCTs makes it logical to conclude that a significant
proportion of CCTs are subject to the provisions of EMTALA.
58 Stakeholders reported that in some cases, additional units are diverted from the 911 system to supplement CCT
services (for instance, when the CCT nurse believes an additional ALS provider might be required on the CCT, an ALS
unit is dispatched to assist with the CCT, thus removing it from 911 service, often for a prolonged period of time, as
CCTs ordinarily involve transports to out‐of‐county destinations).
59 We recognize that the County does not have regulatory authority over healthcare institutions in order to require
the hospitals to necessarily agree to any of these options. Nevertheless, we present them here in order to maximize
the options available to the County to negotiate with all relevant stakeholders to improve the sustainability of the
EMS system.
60 We note that many systems utilize CCT‐trained paramedics to fulfill this role, which is also expressly permitted
under CMS regulations (42 CFR § 414.605), though necessary approvals from the State EMS Authority would be
required.
55
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Second, the hospital could subsidize the reasonable cost of the nurse‐level staffing on the CCT
unit. After all, for a substantial subset of CCT patients, the hospital bears the legal responsibility
under Federal law for the care of the patient until care is assumed by the receiving facility.
Third, the County could utilize System Enhancement Funds for the nurse staffing on the
dedicated in‐County CCT program. Although some benefits of this may inure to the contractor, it
also benefits the hospital and improves deployment – and therefore benefits the EMS system as a
whole.
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ALS Ambulance Deployment Versus Tiered Response
All‐ALS Deployment is Required, But
Usually Not Necessary. Merced
County’s EMS response system requires
an ALS ambulance response coupled
with a fire department first responder
BLS response for 911 calls.

Summary
National standards of care and federal
regulations clearly support tiered EMS system
deployment whereby the level of service
dispatched is based on medically valid,
differential response determinants. As a clinically
appropriate, protocol‐based dispatch system is
already in place in Merced County, the County
should consider implementing a tiered EMS
response system in which BLS ambulances may
be deployed for any 911 calls for which BLS
response determinants are deemed appropriate
under the system dispatch protocols, as reviewed
and approved by the County. The County could
require the contractor to perform 100% audit of
911 BLS responses for a prescribed time period,
and consider stopping the response time clock for
responses in which a paramedic arrives (for ALS‐
level calls) within the prescribed time period,
even if the paramedic arrives in a non‐transport
ALS intercept vehicle.

All contractor ambulances that respond
to these dispatches are staffed with a
paramedic and an EMT. Under a
subcontract the same applies to West
Side Healthcare District when it
responds in Merced County. The fire
departments do not transport patients.
If there is a delay in the ALS ambulance
responding to the scene, a fire
department EMT will attend to the
patient’s emergency care needs within
the EMT’s scope of practice until the ALS
ambulance arrives and the care of the
patient can be transferred to the ALS
crew.

It has been recognized that the vast
majority of 911 calls do not require an ALS intervention (less than 5%), that patients in cardiac
arrest account for fewer than 1‐2% of calls, and that fewer than 15% of patients require any type
of ALS procedure or even ALS‐level monitoring by ALS personnel.61 62 If these figures apply in
Merced County, about 15% of the patients for whom an ambulance response is dispatched
through the 911 system require ALS care. The EMS needs of the remaining patients could be
provided by EMTs performing BLS skills within their scope of practice. If an ALS ambulance
response is requested only when the condition of the patient is reported as requiring ALS, then
paramedics would be responding to fewer calls, as those calls that clinically require only a BLS
response would be handled by EMTs. A clinical advantage of this model would be more frequent
exposure by paramedics to patients who require the performance of ALS skills, thus combatting

Pepe PE, Mattox KL, Fischer RP, Matsumoto CM. Geographical patterns of urban trauma according to mechanism
and severity of injury. J Trauma. 1990;30:1125‐32.
62 For a discussion of the advantages and disadvantages of both an all ALS and a tiered response ambulance system
see Stout J, Pepe PE and Mosesso VN. All‐Advanced Life Support vs Tiered‐Response Ambulance System. Prehospital
Emergency Care. January/March 2000, Vol. 1, No. 4.
61
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the erosion of such skills due to infrequent use. Also, having a smaller group of paramedics
might enhance the ability of the system medical directors to focus on special areas of concern.
Using paramedics to respond to a call when only BLS services are required does not generate any
more revenue than if the response was handled by EMTs only. Medicare and Medi‐Cal are payers
for most of the ambulance services provided in the County. Regardless of whether there is an
ALS response, if only a BLS response is required based on the dispatched condition of the patient,
they pay at the BLS rate of reimbursement, not the higher ALS rate of reimbursement. Also, as
discussed earlier in this report, reimbursement from those governmental payers for ambulance
services is less than the costs of providing those services.
The costs of employing paramedics and deploying ALS ambulances are greater than the costs of
employing EMTs and deploying BLS ambulances. Added to those costs is a signing bonus the
contractor pays to new paramedic employees that is due to the shortage of paramedics in the
County. Because they use paramedics to respond to calls where only BLS skills are required, the
contractor is incurring greater costs than what is warranted from a clinical perspective. And, as
mentioned above, reimbursement is not based upon the level of vehicle (BLS vs. ALS) that is
deployed; it is based upon the dispatch and the services required by the patient. Therefore, there
is a large subset of responses for which comparatively expensive ALS units are deployed when
only BLS‐level reimbursement is being received. This is another example of how the economic
realities of transport‐based reimbursement fail to cover the costs of system deployment at an all‐
ALS level.
Tiered EMS Response is a Recognized Standard of Care. It has long been recognized as an
industry standard of care that medically‐validated dispatch protocols with differential ALS‐BLS
response determinants can safely and effectively support tiered EMS system deployment. The
current contract requires the contractor to operate a secondary Public Safety Answering Point
(PSAP), which utilizes Medical Priority Dispatch Protocols. These protocols are implemented at
significant expense (including training Emergency Medical Dispatchers, paying licensing fees for
use of the protocols, etc.), yet the system is not reaping the benefits that can come from that
investment. In other words, the system is already in place to allow for tiered EMS response, but
the performance standards currently in place do not permit the system to capture those benefits.
Accordingly, Merced County should consider the implementation of ALS‐BLS tiered response and
permit BLS responses for those calls in which the system’s validated dispatch protocols permit a
BLS‐level response. Because this is a fundamental system design issue, this is a change the
County may wish to consider in the next scheduled procurement cycle as opposed to changing
through a modification of the existing contract, were the County to be inclined to make such a
change. Although tiered deployment is a long‐recognized standard of care in EMS, the County
may wish to also direct the contractor to perform 100% QA reviews of 911 BLS deployments for
a prescribed time period to ensure that the response determinants are resulting in appropriate
BLS responses.
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The County should also consider stopping the contractor’s response time clock for any ALS‐level
calls in which a paramedic is placed on scene within the prescribed time periods, regardless of
the vehicle in which the paramedic arrives (i.e., ambulance, supervisor vehicle, non‐transport
paramedic intercept unit, etc.) Compliance in this regard would be patient‐centered (i.e., the
primary clinical goal being to get an advanced life support‐level provider to the patient within
the prescribed time) and not system‐centered (i.e., the placement of an ALS transport resource
on the scene within the prescribed time).
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West Side Healthcare District
Background. The West Side
Healthcare District (West Side)
comprises an area of 475 square miles,
virtually equally divided between the
southwest part of Stanislaus County
and the northwest part of Merced
County. It was established in 1957,
initially as the West Side Hospital
District.

Summary
The overlapping jurisdiction of two Local EMS
Agencies (MCEMSA and MVEMSA) with regard to
ambulance deployment in the West Side
Healthcare District creates a situation in which
compliance with both agencies’ directives is
rendered practically impossible by the contractor.
The two Local EMS Agencies with jurisdiction in
the West Side Healthcare District should execute
an interlocal agreement so that performance
requirements applicable to operations in the
District are consistent, and the County should
open a dialogue with Stanislaus County regarding
possible increases in the special tax which
subsidizes ambulance services in the District.

Between 1937 and 1956 West Side
Community Hospital, a small rural
general acute care hospital, operated
in what is now West Side. The hospital
closed in 1956 due to financial
problems, but residents of the
community concerned with the lack of
emergency medical care facilities in
the area formed a community group to establish a hospital district to purchase and reopen the
hospital.
The proposed hospital district was approved by the voters, a hospital district was established,
and the hospital was purchased and reopened in November 1957 with the aid of special taxes
levied upon the district’s property owners in both Stanislaus and Merced Counties. Once again
the hospital encountered financial problems and was required to close.
Throughout this entire period the ambulance service operations that had been conducted by
West Side continued. Those operations remain in effect today subsidized by the special taxes
levied upon West Side’s property owners.
West Side has two advanced life support (ALS) ambulances. Both ambulances are stationed at
the location of the former West Side Community Hospital, however they are required to move up
to locations, vacated by other ambulances, if dispatched to do so. The location where the
ambulances are stationed is in Merced County, but the official address of the location is a City of
Newman address. The City of Newman is in Stanislaus County.
West Side Health Care District’s Contract with Mountain‐Valley EMS Agency. Mountain‐Valley
EMS Agency (MVEMSA) is the LEMSA for Stanislaus County and serves as the LEMSA for West
Side’s ambulance operations. It has contracted with West Side for West Side to provide
emergency ground ambulance services and ALS ground ambulance services, on a non‐exclusive
basis, in that part of the healthcare district that is in Stanislaus County. This includes non‐
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emergency interfacility transfers requiring ALS transport when dispatched by an authorized EMS
dispatch center and private requests for ambulance services received by West Side when
referred to and then dispatched by an authorized EMS dispatch center.
The contract requires West Side to provide emergency medical care and transport services in its
assigned area 24 hours a day, seven days a week, and imposes response time requirements on
West Side and financial penalties for failing to meet those requirements. In addition, among
other fines that may be imposed, the contract provides for the imposition of per‐incident fines
when West Side refuses to respond to a Code 3 or 2 call, or a request for move‐up, mutual aid or
a post location.
The contract also requires West Side to redeploy ambulances or add additional ambulance hours
if the response time performance standards are not met. Response time requirements are
excused whenever West Side participates in a declared disaster. This contract also allows a
response time exemption caused by a delay in transferring care in an emergency department.
The contract permits West Side to respond to an MVEMSA authorized mutual aid request if it has
an ambulance and crew available but only if such response does not interfere with West Side’s
primary responsibility to provide the contracted for ambulance services in its assigned non‐
exclusive operating area in Stanislaus County. It also permits West Side to perform work outside
of the contract, but does not permit such work to excuse West Side from satisfying its obligations
under that contract.
The contract runs through April 30, 2018, and imposes upon West Side an annual Emergency
Ambulance Call Volume Fee of $3,504, an annual Monitoring Fee of $1,000, and $2 for each
patient transport.
West Side Health Care District’s Subcontract with SEMSA. Pursuant to SEMSA’s contract with
Merced County, SEMSA subcontracts with West Side to provide ambulance service in the
northwestern part of the County, Zone 24D, which is also part of the healthcare district. This
includes the unincorporated areas of Gustine, Stevinson, Santa Nella, various sections of
Highways 33 and 152, the Interstate 5 Corridor and the San Luis Reservoir.
The County’s contract requires that SEMSA’s subcontract with West Side impose upon West Side
all of the requirements the County’s contract with SEMSA imposes upon SEMSA. SEMSA has
done that. Therefore, West Side must respond to all 911 and other emergency dispatches within
Zone 24D with a paramedic and EMT‐staffed ambulance and the County’s Fractile Response
Time Penalties and Outlier Response Time Penalties that apply to SEMSA also apply to West Side.
SEMSA’s contract with West Side provides that the deployment of West Side’s ALS ambulances
shall be consistent with Merced County’s specifications to be utilized for EMS responses
described in the contract and shall only be relocated outside the Westside Zone for move‐up or
for emergency EMS responses as directed by the Merced County EMS Dispatch Center. It further
provides that the EMS Dispatch Center may divert a request for emergency response from the
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primary dispatched ALS ambulance to a secondary ALS ambulance if the secondary ambulance is
in closer proximity to the scene.
The contract also provides that West Side shall respond to all interfacility transport requests as
requested by SEMSA as specified in Merced County’s Interfacility Transfers Policy. It further
provides that during any period that West Side has insufficient ambulances available for service
in the zone designated in the contract, West Side shall provide notice to SEMSA. This contract
runs through December 31, 2019.
West Side has contracted with SEMSA to provide management services for it. So SEMSA is
responsible for ensuring that West Side complies with its responsibilities under both its contract
with MVEMSA and its subcontract with SEMSA.
The Zone 24D Dilemma. A major dilemma for West Side, and in turn, the Merced County EMS
System, is that West Side has two contracts—one with MVEMSA and one with SEMSA—and
compliance with the terms of one contract may cause noncompliance with the terms of the other
contract. West Side sometimes violates the Fractile Response Time and Outlier Response Time
requirements in Merced County. This is due to its ambulances being used for long distant non‐
emergency interfacility transports, delays in offloading patients at hospitals, MVEMSA requiring
its responses to Level 3 and 2 calls in Stanislaus County, and move‐ups to other locations within
MVEMSA’s territory and Merced County vacated by other ambulances. When West Side is
unavailable to respond to a call in Zone 24D a SEMSA ambulance is generally dispatched.
Few people in Zone 24D have ambulance services covered by commercial insurance.
Consequently, the payer mix is very poor. While West Side receives the previously referenced
subsidy, that with the limited revenues it collects for ambulance services is barely enough to
keep it afloat. SEMSA receives none of the West Side subsidy money.
Pursuant to West Side’s contract with SEMSA, if SEMSA determines that a material breach of the
contract by West Side has or will occur, or is threatened, such that the public health and safety
may be endangered, SEMSA may bring the matter to the Merced County EMS Agency. If the
Merced County EMS Agency, after investigation determines that a threat to the public health and
safety exists, it is to give West Side notice and a reasonable opportunity to correct the problem.
If no correction occurs, the matter is to then be presented to the Merced County Board of
Supervisors. If the Board agrees that a material breach has occurred and has not been corrected,
and that the public health and safety would be endangered by allowing West Side to continue
operations in Merced County, SEMSA is to then take over for West Side in Zone 24D and Merced
County may initiate action to require that the special taxes from Merced County property owners
be provided as a subsidy to SEMSA to support its operations as the ambulance service provider
in Zone 24D, or initiate action to eliminate the special tax for Merced County residents.
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The West Side subsidy for ambulance service operations has been decreasing and the payer mix
for ambulance services provided in the Merced County part of the West Side Healthcare District
is significantly lower than the payer mix in Stanislaus County.
In light of the unique challenges of providing ambulance services in the West Side Healthcare
District, we present two options for the County’s consideration.
Options. First, Merced County should negotiate with MVEMSA to execute an interlocal
agreement regarding the deployment of West Side ambulances within the West Side Healthcare
District that would supersede provisions in West Side’s contracts with MVEMSA and SEMSA, and
SEMSA’s contract with Merced County, that causes West Side to violate one of contracts by
complying with the other.
Second, the Merced County Board of Supervisors should open a dialogue with the Stanislaus
County Board of Supervisors to reevaluate the adequacy of the special tax assessments that
subsidizes West Side’s ambulance service operations and agree to increase those assessments to
adequately finance the ambulance service operations of West Side due, in part, to declining payer
revenues.
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Community Paramedicine
California Pilot Projects. In
December 2014 the EMS Authority
announced a pilot program for
community paramedicine at 12 sites in
California, beginning with training in
January 2015. The pilot sites are in
Alameda, Butte, Los Angeles, Orange,
Santa Barbara, San Bernardino, San
Diego, Stanislaus, Solano and Ventura
Counties.63

Summary
Community paramedicine programs can improve
the effective management of many patient
conditions in the out‐of‐hospital environment,
thus reducing deployment costs within the EMS
system. Though there is no express authority to
implement a Community Paramedicine program
in Merced County at present, the County and the
contractor should explore the feasibility of
implementing such a program at the earliest
opportunity, as it appears that system efficiency
could be vastly improved through Community
Paramedicine.

Through these pilot projects
paramedics receive specialized
training to function as community
paramedics outside of their traditional
ambulance response and transport
role to enhance access to primary care for medically underserved populations. They operate
under physician direction and tightly monitored protocols designed to help fill local health
system needs. Some of the services include providing follow‐up care at patient homes for
patients recently discharged from a hospital, particularly those with chronic conditions;
transportation to urgent care and mental health clinics; hospice support; follow‐up treatment of
tuberculosis; and assisting individuals who frequently visit emergency rooms for non‐emergency
care to receive needed care from primary care practitioners.
At the conclusion of these projects, which is anticipated to be in 2017, a project evaluation team
from the Phillip R. Lee Institute for Health Policy Studies and Center for the Health Professions,
University of California San Francisco, will evaluate the performance of the projects.64 If the
report concludes that the expanded role of paramedics in these projects demonstrates an
appropriate and efficient use of health care resources to enhance health care for medically
underserved populations, it is possible that the California Legislature and the Governor will
enact legislation to include community paramedicine as a new authorized healthcare delivery
model in California.
Is There a Need for Community Paramedicine in Merced County? An increasingly significant
portion of the Merced County population participates in Medi‐Cal in part due to the Affordable
Care Act expanding health care insurance coverage to many previously uninsured persons. Many
other Merced County residents are indigent or uninsured. A majority of all residents, and 2 out
“Community Paramedicine Pilot Approved in California.” (Press release) Emergency Medical Services Authority.
December 17, 2014.
64 Id.
63
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of 3 children in Merced County are living at less than 200% of the Federal Poverty Level.65
Several of these residents do not routinely seek primary care and others seek care at hospital
emergency rooms due to cost considerations or because of the lack of primary care physicians in
the County.
Merced County is a health professional shortage area. In 2015 the County was ranked 43 out of
the 58 California counties on primary care‐to‐patient ratio and 11.7 percent of emergency room
visits were attributed by recipients to lack of access to care.66 The problem is getting worse. In
2012 only 1.8 percent of transports to emergency rooms were attributed to lack of primary
care.67
Due to these factors, among others, there is an excessive use of ambulance transports to hospital
emergency rooms in Merced County, particularly to the Mercy Medical Center (MMC) emergency
room. On occasion, especially in the winter months of January through March, MMC is not able to
process patients through the hospital quick enough to prevent a backload of ambulances waiting
to unload their patients. This has a rippling effect. Ambulances backed up at hospitals cannot
respond to emergency calls until their patients are offloaded, and there are only so many backup
ambulances and crews that are available. When these hospital backups occur, fire department
crews responding to dispatched medical emergencies as first responders are stuck at the patient
scene, sometimes for lengthy periods, waiting for an ambulance to arrive.
EMS systems are an essential part of the health care delivery system, but they have historically
not been well integrated into that delivery system. Community paramedicine programs can help
mitigate the gap between the demand for medical care services and the workforce shortage
available to provide those services, decrease health care costs in Merced County, and facilitate a
better use of expensive emergency room resources.
Implementing Community Paramedicine in Merced County. Merced County may not be able to
implement a community paramedicine program in the County at present due to a lack of
statutory language expressly authorizing such programs in California and Merced County not
having been selected by the EMS Authority for a pilot project community paramedicine program.
Regardless, the County, SEMSA and other stakeholders in the Merced health care system should
seriously investigate the merits of implementing a community paramedicine program in the
County. The County should be prepared to quickly implement such a program, if it determines
such a program is feasible, should the Legislature and the Governor enact legislation to authorize
such programs or should the EMS Authority elect to expand the community paramedicine pilot
program to include additional pilot program sites.
To pursue a community paramedicine program Merced County and its health system
stakeholders will need to conduct a community health needs assessment to identify health care
The Merced County 2016 Community Health Assessment, p. 2. Merced County Department of Health. July 2016.
Id., pp.6, 7.
67 Id., p7.
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delivery gaps in the County. After those gaps are identified they will need to focus on how EMS
and other health care and social service providers could collaborate to fill those gaps. As in the
current California pilot projects paramedics could be trained to provide health care and other
services outside of their traditional role. They could be trained to make home visits to recently
discharged patients and check on them to ensure they are taking their medicines, keeping health
care appointments, and otherwise complying with discharge instructions. Their services could
also include transporting or referring patients whose conditions do not require emergency care
to settings more appropriate than hospital emergency rooms for the care they do require. These
are just a few examples of the services community paramedics could provide in the County.
Reimbursement for community paramedicine services must also be considered. It bears
repeating that an EMS system can only do what the revenues that support it allow to be done.
Providing community paramedicine services will be cheaper for an ambulance company to
provide than ambulance services, yet the introduction of community paramedicine services
should decrease the number of ambulance transports to emergency rooms and, in turn, decrease
revenues derived from ambulance transports. However, the reduction of unnecessary
ambulance utilization will also over time necessitate less intensive deployment of 911 resources,
which can generate significant cost savings while at the same time improving the
appropriateness of care.
Government payers, such as Medicare, do not at present reimburse community paramedicine
services; they reimburse only for ambulance transports of their beneficiaries. Consequently,
other sources of revenue for community paramedicine services must be identified. For some
programs hospitals pay for the services and they have found that those services reduce hospital
readmissions of Medicare beneficiaries to such an extent that paying for those services costs less
than the revenues they had been losing under the Medicare Readmission Reduction Program.
Community paramedicine programs are operating in other states. Those that have been
operating in Nevada, Texas and Minnesota have claimed impressive improvement in efficiency.
Expanding the role of paramedics to include home visits to assist in the management of patients
with chronic conditions, and to transport them to destinations alternative to hospital emergency
rooms when appropriate, could decrease ambulance transports to emergency rooms by a
significant amount. Should that occur in Merced County, hospital stack up of ambulances waiting
to unload patients could be greatly diminished.
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EMS System Review
Merced County Department of Public Health
Initial Document and Data Request
June 17, 2016

Category

Requested Documents

A. Ground EMS
Documents

1 RFP for most current ground EOA competitive
procurement
2 Proposal of winning bidder for ground EOA
competitive procurement
3 Final, current ground EOA contract
4 Any ground EOA contract amendments
5 Any current mutual aid agreements
6 Any current first response, response time tolling or
intercept agreements

B. Air Ambulance
Documents and Data

1 RFP for most current air EOA competitive
procurement
2 Proposal of winning bidder for air EOA competitive
procurement
3 Any current LEMSA air ambulance contracts
4 Any LEMSA air ambulance contract amendments
5 Air ambulance utilization policy/protocol
6 Air ambulance utilization data (since ground EOA
contract inception, by month, including air
ambulance requests and air ambulance transports)

C. Ground EOA
Contractor Performance
Documents

1 Contractor self‐dispatch data (all emergency
response requests received directly by contractor)
2 Response data (all contractor responses)
3 Transport data (all contractor transports)
4 Call declination data (all calls for which contractor
was unable to respond and utilized mutual aid)
5 Service mix (contractor level‐of‐service transport
data by HCPCS code)
6 Response time compliance data (including response
time performance by month, deviations from
required standards and financial penalties assessed
by month)

(all data should be monthly
from the period of contract
inception to report date)

7 Average transport distance (contractor data of
average loaded mileage per transport for HCPCS code
A0425. If possible, include overall average loaded
mileage‐per‐transport, and average loaded mileage‐
per‐transport for each level of service – A0428,
A0429, A0427, etc.)
8 Average total call time (contractor and/or dispatch
center data measuring average interval of time
responded through time available, both overall and
for each level of service
9 Ambulance offload time data (if specifically
measured; if not specifically measured, then average
time interval from arrival at facility until time
available for next response is a suitable proxy. If
possible, provide overall average offload intervals
and intervals by specific levels of service)
10 Transports originating at healthcare facilities (total
number and percentage of total transport volume)

D. Dispatch Documents
and Data

1 Current 911 center EMD protocols (no copy
necessary if using standard MPDS version 11.1 or
later, unless locally modified)
2 Current contractor internal EMD protocols (if
different from 911 center EMD protocols)
3 Emergency dispatch data – contractor (all 911
dispatches of contractor)
4 Emergency dispatch data – mutual aid (all 911
referrals for mutual aid)

E. Clinical Documents

1 Current ground EMS clinical protocols
2 Applicable transport destination protocols (trauma,
STEMI, stroke, peds, etc.)

F. EMS Resource
Inventory
Documentation and Data

1 Total number of contractor transport‐capable
ambulances dedicated to in‐county utilization
2 Total number of contractor transport‐capable
ambulances dedicated exclusively to 911 response
3 Identification of all contractor station and
substation locations (including # of ambulances
garaged at each location and staffing at each)

4 Total number of contractor transport‐capable
ambulances stationed out‐of‐county that are utilized
for in‐county 911 response
5 Total number of air ambulances based in county
6 Total number of air ambulances based outside of
county regularly utilized for in‐county response
7 Total number of ground transport‐capable
ambulances based outside of county but utilized for
in‐county mutual aid (non‐contractor owned)
8 Contractor staffing plan and/or staffing schedules

G. Hospital Resource
Inventory
Documentation and Data

1 Total number of hospital‐based EDs in county
(including number of facilities and estimated ED bed
capacity)
2 Total number of out‐of‐county based hospital EDs
that regularly serve in‐county patients (including
number of facilities and estimated ED bed capacity)
3 Designated specialty hospitals serving the county
(trauma, PEDS, STEMI, stroke, etc.; include LEMSA‐
designated facilities as well as “verified” facilities)
4 Non‐designated specialty care facilities serving the
county (behavioral health, etc.)
5 Hospital E.D. payor mix data

H. Contractor Revenue
Cycle Data

1 Total billable transports
2 Total billable transports by level of service
3 Chargemaster or contractor list of retail charges, by
level of service
4 Identification of payor contracts to which
contractor is a party (including payor and rates, by
level of service)
5 Contractor financial hardship policy and forms
6 Contractor write‐offs (including hardship, bad debt,
etc.)
7 A/R aging report by payor
8 Payor mix (contractor revenues by payor)
9 Net collection percentage (total and by payer)
10 Average revenue per transport (total and by level
of service)

I. Stakeholder List

1 List of stakeholders recommended for interview
(include names, titles, agency affiliation and contact
information)

Appendix B
Initial List of
Stakeholders Interviewed
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DEPARTMENT OF PUBLIC HEALTH
Emergency Medical Services Agency

Kathleen Grassi, RD, MPH
Director of Public Health
LEMSA Director
Ajinder Singh, MD, CPE
EMS Medical Director
James Clark, MICP
EMS Administrator, MHOAC

July 26, 2016
I-1 List of Stakeholders recommended for interview (include names, titles, agency affiliation
and contact information).
1. Philip Brown, RN – 30 minutes
Emergency Services Director
Mercy Medical Center, Merced
333 Mercy Ave, Merced, CA 95340
(209) 564-5183 – Office
(209) 564-4699 – FAX
Philip.Brown@DignityHealth.org
2. Theresa Azevedo, RN – 30 minutes
EMS Liaison Nurse
Mercy Medical Center, Merced
333 Mercy Ave, Merced, CA 95340
(209) 564-5182 – Office
Theresa.Correia@DignityHealth.org
3. Jennifer Nunes, RN – 30 minutes
Emergency Services Manager
Los Banos Memorial Hospital (Sutter Health)
520 W. “I” Street, Los Banos, CA 93635
(209) 826-0591 ext 56306
NunesJ1@sutterhealth.org
4. Jeff Pate, RN – 30 minutes
E.R. Manager
Los Banos Memorial Hospital (Sutter Health)
520 W. “I” Street, Los Banos, CA 93635
(209) 826-0591 ext 50255
PateJ@sutterhealth.org
5. Billy Alcorn – 30 minutes
Battalion Chief
Merced City Fire Department
99 E. 16th Street, Merced, CA 95340
(209) 600-2814 – Office Cell
alcornb@cityofmerced.org
6. Shawn Henry – 30 minutes
Fire Chief
Merced City Fire Department
99 E. 16th Street, Merced, CA 95340
(209) 385-6891 - Office
henrys@cityofmerced.org

260 E.15th Street, Merced, CA 95341-6216

(209) 381-1250

(209) 381-1259 (FAX)

Equal Opportunity Employer

www.co.merced.ca.us/health

STRIVING FOR EXCELLENCE

7. Tim Marrison – 30 minutes
Fire Chief
City of Los Banos Fire Department
333 7th Street, Los Banos, CA 93635
(209) 827-7025 – Office
Tim.Marrison@losbanos.org
8. Mason Hurley – 30 minutes
Assistant Fire Chief
City of Los Banos Fire Department
333 7th Street, Los Banos, CA 93635
(209) 827-7025 – Office
Mason.hurley@losbanos.org
9. Jeremy Rahn – 30 minutes
Deputy Director – Administration
Merced County Office of Emergency Services
3500 N. Apron Ave, Atwater, CA 95301
(209) 385-7548 ext 4866
jeremy.rahn@fire.ca.gov
10. Kevin Daniel, SEMSA Strategic Deployment & Compliance Manager – 30 minutes
100 Riggs Avenue, Merced, CA 95341
(209) 725-7034 – Office
kdaniel@riggsambulance.com
11. DeeAnn Dion, SEMSA Director of Clinical Services – 30 minutes
160 Country Estates, Suite 3, Reno, NV 89511
(775) 737-4200 – Office
(775) 544-6681 - Cell
deeann@sierramed.org
12. Carly Alley, Operations Supervisor – 30 minutes
100 Riggs Avenue, Merced, CA 95341
(209) 728-5477 – Cell
alleyc@riggsambulance.com
13. Mark Lawson, CAL FIRE Division Chief – 30 minutes
Merced County Fire Department
3500 N. Apron Ave, Atwater, CA 95301
Mark.Lawson@fire.ca.gov
14. Brian Neely, CAL FIRE Battalion Chief – 30 minutes
Merced County Fire Department
(209) 761-1974 – Cell
Brian.Neely@fire.ca.gov
15. Jerry O’Banion, County Board of Supervisors – 30 minutes
2222 ‘M’ Street, Merced, CA 95340
(209) 385-7434 - Office
Dist5@co.merced.ca.us

16. Deidre Kelsey, County Board of Supervisors – 30 minutes
2222 ‘M’ Street, Merced, CA 95340
(209) 385-7434 - Office
Dist4@co.merced.ca.us
17. Barbara Hutchins, Westside Healthcare District – 30 minutes
President, Board of Directors
731 Peloquin Court, Newman, Ca 95360
(209) 862-5188 - Home
(209) 595-5976 - Cell
barbhuchins59@gmail.com
18. Bryan Donnelly, Professor – 30 minutes
Merced College, EMT Training Program
3600 ‘M’ Street, Merced, CA 95348
(209) 386-6769 – Office
(209) 201-1504 – Cell
Donnelly.b@mccd.edu
19. Ajinder Singh, MD, CPE – 45 minutes
Merced County EMS Medical Director
260 E. 15th Street, Merced, CA 95341
(209) 233-1467
singhajinder@aol.com
20. Eric Rudnick, SEMSA Medical Director – 45 minutes
eric@sierramed.org
21. Richard Murdock – 60 minutes
Executive Director, Mountain-Valley EMS Agency
1101 Standiford Ave, Modesto, CA 95350
(209) 566-7203
rmurdock@mvemsa.com
22. Dan Lynch – 60 minutes
EMS Director
Central California EMS Agency
Fresno County Dept of Public Health
1221 Fulton Mall, 5th Floor, Fresno, CA 93721
(209) 600-3387
DLynch@co.fresno.ca.us
23. Dale Dotson – 60 minutes
EMS Specialist
Central California EMS Agency
Fresno County Dept of Public Health
1221 Fulton Mall, 5th Floor, Fresno, CA 93721
(209) 600-3387
DDotson@co.fresno.ca.us

24. Roy Cox, Mercy Air Field Operations Manager – 60 minutes
Air Methods Corporation
7211 S Peoria St
Englewood, CO 80112-4199
(303) 792-7400 - Office
rcox@airmethods.com
25. Patrick Smith, SEMSA President – 60 minutes
P.O. Box 18920
Reno, NV 89511
(775) 232-0180
pearlygates@mac.net
26. Mike Williams, SEMSA Vice President and COO – 60 minutes
P.O. Box 18920
Reno, NV 89511
(775) 224-9208 – Cell
(775) 737-4200 – Office
mike@sierramed.org
27. Kraig Riggs, SEMSA Executive Director of Public Affairs – 60 minutes
100 Riggs Avenue
Merced, CA 95341
(209) 777-0007 – Cell
kraig@riggsambulance.com
28. Steve Melander, SEMSA VP California Ops – 60 minutes
100 Riggs Avenue, Merced, CA 95341
(209) 725-7000 – Office
(209) 769-8760 – Cell
steve@riggsambulance.com
29. Rob Smith, SEMSA Merced General Manager – 60 minutes
100 Riggs Avenue, Merced, CA 95341
(209) 386-1974 – Office
(209) 769-4392 – Cell
rob@riggsambulance.com
30. Bill Tripp, SEMSA Merced Operations Manager – 60 minutes
100 Riggs Avenue, Merced, CA 95341
(209) 628-9620
Bill@riggsambulance.com
31. Nancy Koerperich, CAL FIRE – 30 minutes
Merced County Fire Chief
Director, Merced County Office of Emergency Services
Nancy.Koerperich@fire.ca.gov
32. Mark Pimentel, CAL FIRE – 30 minutes
Battalion Chief, Atwater Fire Department
(209) 761-6520
Mark.Pimentel@fire.ca.gov

33. Chuck Mosley, Lieutenant, California Highway Patrol – 30 minutes
Emergency Medical Care Committee Member, Law Enforcement Representative
cmosley@chp.ca.gov
34. Mike Harris, Former Riggs Ambulance Service General Manager – 30 minutes
Emergency Medical Care Committee Member, Supervisor District 1 Representative
(209) 357-5566
mike@mstracing.net
35. B.J. Jones, Captain, Operations Division – 30 minutes
Merced County Sheriff’s Office
(209) 385-7310
BJones@co.merced.ca.us
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Summary of Selected Stakeholder Comments
Hospital Representative: We have a great working relationship with SEMSA. We trust their
medics and their instincts.
Contractor Representative: Progress is being made on emergency department offload delays,
but we need to continue to improve on this as a total EMS system issue involving all
stakeholders.
EMCC Member: All ALS is a waste. Following the EMD response determinants makes the most
sense.
Contractor Representative: Merced County wanted a dedicated CCT unit. It would not let us use
a regional CCT unit. It cost us $1 million to establish a Merced County designated CCT unit.
EMS Physician: The EMS System is being stressed to the point of collapse. There are only about
four conditions where time matters: cardiac arrest, real trauma, stroke, STEMI.
Board Member of West Side Healthcare District: West Side was struggling 3 years ago. It was
ready to close, but SEMSA provided management service for months without charge before
charging for their management services. West Side is now in the black.
Contractor Representative: We need to be able to get the right response to the patient. We
should be able to deploy based solely on EMD protocols. We are stripping the 911 system to
meet compliance on nonemergency transports. Noncompliance with response time for
nonemergency transports can put SEMSA in material breach of its contract.
Fire Chief: One of the biggest EMS System issues during certain times of the year are ambulances
stacking up at Mercy Medical Center. He has seen 6 or 7 ambulances backed up at the hospital.
Our department relationship with SEMSA is excellent.
County Sheriff Representative: We have a great relationship with all parties comprising the
County’s EMS System.
Fire Chief: On a scale of 1 to 10, with 10 being the best, our relationship with SEMSA is a 9.
SEMSA is very community oriented. SEMSA management is very accessible community which
makes it easy to get problems resolved.
Law Enforcement Representative: Has strong relationships with the fire departments and the
ambulance service providers in Merced County. He has never had any issues with SEMSA.
EMS Provider: The all ALS response requirement is frustrating. From a clinical perspective a
paramedic does not need to respond to every call. Staffing of all 911 ambulances with a
paramedic is a huge issue.

Merced County
EMS System Review Report

70

Contractor Representative: Hospital delays have severely impacted SEMSA’ s performance and
have also caused problems for mutual aid responders. Paramedic shortage has prompted SEMSA
to provide a $5,000 sign‐on bonus.
Fire Chief: We have a very positive relationship with SEMSA and law enforcement. Fire
department personnel are required to wait with patient until ambulance arrives, and sometimes
the wait is long.
Fire Officer: Hospital stackup is a problem a couple of times a month, but more of a problem in
January through March. All fire departments believe that hospital offload delays are a significant
problem. All fire departments are concerned, because of the good relationship with SEMSA that if
SEMSA finds a renewal of the current contract is not financially feasible, SEMSS will decide not to
renew.
Hospital Representative: The hospital averages about 34 ambulance offloads per day, but
between January and March it averages about 55‐60 offloads per day. Believes that a community
paramedicine program in the County could help to reduce these numbers.
Fire Chief: Has good access to SEMSA management if issues arise. Not sure if there are enough
SEMSA ambulances to meet the needs of the County, particularly in some areas. Believes fining
system under the SEMSA contract with Merced County is excessive.
Neighboring EMS Agency Representative: General perception is that the number of
ambulances in Merced County per population is low in comparison to that in the counties under
Central California EMSA’s jurisdiction. Mercy Medical Center throughput issue is a major issue
for ambulances providing mutual aid in Merced County.
Elected Official: Inadequate health resources is a chronic problem in Merced County. A
community paramedicine program may help.
Fire Official: There has been an increase in the number of people who call for an ambulance and
do not need an ambulance transport, in part due to the expansion of Medi‐Cal. Community
paramedicine may be a good option to help address this problem. Excellent partnership of
participants in the EMS System as best reflection in the coordinated response to a recent bus
accident.
Fire Officer: Working relationship with SEMSA is excellent. Fines are extremely high.
EMS Official: SEMSA is going above and beyond what is needed for critical care transports.
Instead of having a crew available for critical care transports for both air transports and ground
transports, it makes more sense, and it is more cost effective for SEMSA to have one crew
available for either air ambulance or ground ambulance transports.
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