and SkyMedical. Most of the Basic Air ambulance transports originate in the north and provide service
for the Northern Patient Transportation Program and the First Nation Inuit Heakth Branch.

The companies providing Basic Air ambulance all use either King Air or Mertin aircraft. They have a
captain and a first officer pius a Registered Nurse, who is a graduate of a recognized critical care or
emergency nursing program with related aeromedical training or an Advance Care Paramedic with
aeromedical training. The patients transported on Basic air ambulances are typically stable, requiring
medical monitoring by an aeromedical attendant, and a stretcher for their comfort.

MTCC began dispatching Basic Air Ambulance calls in March of 2012. They have gathered dispatch data
since the go live date on March 19, 2012 up to July 19, 2012. During this four month period there were
2005 Basic Air incidents created. Of these 2005 incidents, 1907 incidents were assigned and dispatched
to a fixed wing aircraft. These 1907 incidents had 2572 air resources assigned to the incidents. This
number reflects the fact that some transports may have had multiple resources assigned. Of the 2572
air resource assignments, 1867 of these assignments completed a patient transport to the prescribed
destination. During the four month reporting period, MTCC received a total of 2447 patient transport
requests from facilities and Nursing Stations.

Of the 2,572 assignments 43% were responded to by a single carrier. The next two busiest carriers
completed 41% of the assignments. Cross Lake was the common airport pickup location and Winnipeg
International Airport was the most frequent destination for all Basic Air Ambulance flights.

The individual carriers have not entered into a performance contract with Manitoba Health. Manitoba
Heaith is currently in the process of drafting a performance contract template which would be used in
entering into a formal contract with each Basic Air carrier. There Is only a Ioose linkage, with no tlear
accountability lines, between Manitoba Health and/or the EMS Branch and the carriers. When a
provincial resident {not including First Nation members) is transported by Basic Air Ambulance those
charges are billed to the appropriate RHA and reimbursed out of the Northern Patient Transport
Program. in 2010/11Manitoba Health provided an estimated $6m in funding for Basic Air Ambulance
services. These costs are funded out of the Northern Patient Transportation Program but are not tracked
separately. In the case of the transport of a First Nation member the carrier bills the appropriate Nursing
Station/Hospital and those charges are forwarded to the Federal government First Nation Inuit Health
Branch for payment.

STARS

Shock Trauma Air Rescue Society (STARS) began operating in Manitoba in April, 2009, initially for
humanitarian efforts related to the 2009 flood in southern Manitoba. In 2011 the province contracted
with STARS again to assist with another flood. At the beginning of 2012 the Province of Manitoba
entered into a 10 year Service Purchase Agreement with STARS to provide rapid and specialized
emergency care on primary responses and urgent inter-facility transports, STARS operates as a non-
profit/charitable agency, using rotary wing aircrafts. It has created a separate Foundation to oversee its
fund raising activity. It is the only land ambulance or air ambulance service provider that actively

Manitoba EMS System Review Page 36 March 2013



markets its services to the public. The program takes the emergency room to the patient while providing
ongoing pre-hospital care. STARS also has operations in Alberta and Saskatchewan. As outlined in the
contract with Manitoba Health each year Manitoba Health and STARS negotiate the capital and
operating budget for the coming year. The contract does not include a financial ceiling. As part of the
contract STARS is to organize/facilitate an ongoing critical and emergent care transport medicine
education program for rotary wing air medical providers, fixed wing and ground EMS providers and
other rural and critical care providers across the Province.

MTCC provided the dispatch service during the 2009 and 2011 ficods and thereafter when STARS
became a permanent service in the province. MTCC is the call taker and coordinates the dispatch
process for each call, but does not provide triage services. Onboard every STARS flight are two pilots, a
critical care nurse, and an advanced care paramedic. A qualified emergency physician is also available by
phone and travels in the helicopter whenever medically necessary. The optimal operating range without
refueling is approximately 200 Kilometres, within the province.

During the 2011/12 fiscal year, there were 258 incidents resulting in 168 patient transports. Ninety six
transports were [FTs and 20 were primary responses for vehicle crashes.

Currently STARS operates out of a base in Winnipeg. This is their primary landing site for patients
transported to Winnipeg. Currently a new helipad is under construction at HSC atop the new Diagnostic
Centre of Excellence. There are currently no helipads located in southern and northern Manitoba. This
has a negative impact on transport time provided by a helicopter since presently a land ambulance must
still pick up the patient at the Winnipeg airport and provide the ground transport to the hospital.

Currently neither STARS nor the Province bill FNIHB for the transport of a First Nation member. So far
the cost has been absorbed by the Province. In 2011/12 Manitoba Health provided $10.2m in funding
for the STARS program. This funding includes $2.7m for flood costs. The budget for 2013/14 is currently
being negotiated between Manitoba Health and STARS.

Southern Air Ambulance Inter-Facility Transport Program {SAAP

The Southem Air Ambulance Inter-Facility Transport program was implemented as a pilot project to
provide inter-facility air ambulance service (that would otherwise have been provided by the land
ambulance system) to residents who would experience one way ambulance trips greater than two and
one half hours. This program to transport patients in southern Manitoba was begun in November, 2011.
Government Air Services provided the aircraft and the flight crew while the primary care paramedics
were seconded from several of the RHAs. Qversight for this program was provided by the EMS Branch.
In the pilot stage FNIHB was not billed for any First Naticn transports,

For the period November 14, 2011 - June &, 2012 SAAP transported 321 patients. SAAP picked up
patients from 14 airports and transported them to 19 airport destinations. The primary pickup and
destination location was Lifeflight hanger T5 in Winnipeg. The Dauphin airport was the second highest
pickup and destination location.
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As of November 2012 this program is again operational and will operate on a permanent basls. At the
end of twelve months a program review will be completed at which time the results of the EMS review
will be taken into account. The service operates within similar guidelines as the earlier pilot project —
Government Air Services to provide the aircraft and flight crew and the paramedics to be seconded from
an RHA.

In their discussions with groups of paramedics, particularly in the northern part of the Parkland RHA, the
reviewers heard many positive comments about the Southern Air Ambulance project. A real problem for
the Parkland RHA is the long IFT transport times and the stress it puts on the patient and paramedics. A
transport from Dauphin or Swan River to Winnipeg can take 4-5 hours driving time in each direction and
potentially a 3 or 4 hour wait time before they can discharge the patient to the receiving hospital. This
project helped to reduce those long transport times and to put the ambulance back in service for
another call in a much shorter time. Clearly SAAP is an important response to improving the IFT setvice.

What Needs to be Accomplished — Air Ambulance

in order to achieve greater integration of land ambulance and air ambulance in a coordinated provincial
EMS service it is clear some significant changes are required. Currently the only place these services
come together is in the dispatch services provided by MTCC. MTCC dispatches the land ambulance
which is a necessary part of the air ambulance services. As recently as six month ago there was no
common dispatch service and there was even less coordination of these two services. Today the land
ambulance services are operated by the RHA/SPAs and there is no common place where the land
ambulance services and air ambulance services interact with each other. As is apparent there is also
little interaction or planning between the different air ambulance services. All services including land
ambulance, air ambulance, medical first response and stretcher car should ideally be part of a single
province wide EMS entity that would have oversight of all EMS operations of any description. In all cases
this should include performance contracts with each of the service providers,

A further issue that requires attention is how the air ambulance services should be structured. Currently,
two of these services are operated by the provincial government e.g. Lifeflight and SAAP, one service is
provided by private carriers but without a contract e.g. Basic Air Ambulance and another service is
operated by a non-profit corporation under a contract with Manitoba Health e.g. STARS. As mentioned,
in the case of Basic Air Ambulance, three carriers provide nearly all the services even though there are a
total of six carriers providing service. It has been suggested to the reviewers that all of the Basic Air
Ambulance services could be provide by a single carrier. Others have suggested that there should still be
more than one carrier providing services. One way in which this matter could be sorted out is by a public
Request for Proposals (RFP). The RFP would clearly state what requirements the carrier(s) would have to
meet in order to be selected to provide Basic Air ambulance services.

The reviewers understand that at the end of a further year of operation SAAP wilt be evaluated. This
evaluation may include the question of whether Government Air Services should provide the service or
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whether the service will be opened up to private carriers either in whole or in part. If it were to include
private carriers it could operate in a very similar fashion as the current northern Basic Air Ambulance
service. Again if private carriers were to provide services that should be determined by an RFP process.

Currently the air ambulance carriers provide the airplane and flight crew as well as the nurse and
advanced care paramedic. Another option would be to have these two components separated and the
carrier provide only the airplane and the flight crew and the EMS service provide all the medical staff
and services. This arrangement Is in place in some other provinces.

While Lifeflight has been delivering quality health care to critically ill or injured patients in rural
Manitoba for many years another option might be to have private carriers approved to deliver these
emergency services as well. This need not result in the current Lifeflight program coming to an end but
could rather be seen as providing additional capacity at peak periods.

Specific Recommendations:

26. Involve Basic Air Ambulance carriers as important partners in the total air and land ambulance
service. This may be as sole provider or in cooperation with Government Air Services,

27. Publish a Request for Proposals (RFP) inviting applications to provide Rasic Air ambulance
services in bath the northern and southern portions of the province. The RFP could be for
aviation services only. This could result in multiple carriers being approved.

28. Institute performance contracts with all Basic Air Ambulance carriers.

IFT SYSTEM (LAND & AIR)

Key Accomplishments and Current Situation

The Inter-facility Transport Program (IFT) is hoth straightforward and complex. It is straightforward in
that every transport must be preauthorized by a doctor/nurse and the full cost of the transport is
covered by Manitoba Health. The complexity results from the number of different transport providers,
the various funding arrangements, the varying IFT user fees and multiple dispatch systems. In order to
develop a complete picture of the IFT program information must be pieced together from different
sources and frequently estimates must be relied on since consistent province wide data does not exist
for the total program.

As part of this program the transportation is provided by both land and air ambulances and in Winnipeg
also by stretcher cars. In rural Manitoba — south of the 53" — the service is primarily provided by the
RHA EMS service or in a few cases by an SPA provider. In the north the service is provided by a
combination of land ambulances and Basic Air Ambulance providers. Typically the land ambulance
provides the transport to the airport from where the patient is flown to the approved destination.
Typically, though not always, the destinatian is a hospital in Winnipeg and most frequently HSC or St.
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Boniface hospital. An ambulance or stretcher car meets the plane in Winnipeg and transports the
patient to the hospital. This process reverses itself when the patient is ready to return home.

Lifeflight and STARS air ambulance operatars provide transport for the more critical IFT patients,
Lifeflight, as a fixed wing provider, serves both rural and northern Manitoba. STARS, a rotary wing
operator, provides service mainly in rural Manitoba since it is limited to 2 hours flight time before
refueling. Again the land ambulance provides the transportation to and from the airport. There are stiil
seven SPA operators located mostly in the former Burntwood region that self-dispatch, At this point all
of the Air Ambulance operators are dispatched by MTCC. in Winnipeg WFPS provides the dispatch
service for all the land ambutances.

Call Volume

As mentioned, information from different sources will need to be pieced together in order to get an
estimate on the provincial IFT call volume.
®  In 2011 MTCC provided 29,383 IFT land ambulance dispatches to those areas it serves in rural
and northern Manitoba. Thls resulted in 21,505 total IFT patient transports. Of this number 1372
were emergent and 20,133 were non-emergent.
* In 2011 Winnipeg WFPS had approximately 8000 IFT dispatches. The majority of these
dispatches were for critical care patients. Medi-Van, a stretcher car operator, provided just
under 16,000 IFT transports in 2011.
® Those SPA operators that self-dispatched, for which there are no central records, had an
estimated 3300 IFT dispatches.

According to the above data and estimates there were a tatal of 32,700 rural IFT land ambulance
dispatches in 2011, The rural and northern IFT dispatches represented approximately 43% of the total
dispatches for that year. In Winnipeg there were approximately 8000 IFT ambulance dispatches and
approximately 16,000 stretcher car dispatches/transports in 2011 for a total of approximately 24,000 IFT
dispatches. Of the total Winnipeg dispatches approximately 25% represented IFT dispatches.

In addition to Jand ambulance and stretcher car dispatches air ambulance also provides an IFT service. In
2011/12 MTCC recelved 745 requests for a Lifeflight air transport, of which 466 requests resulted in a
patient being transported on one of the Lifeflight aircrafts. STARS in the same perlod had 168 patient
transports of which 96 were IFT transports. MTCC began dispatching Basic Air Ambulance in March of
2012. Between March and the middle of July there were 2005 Basic Air Ambulance incidents created. Of
these 2005 incidents, 1907 incidents were assigned and dispatched to a fixed wing aircraft and 1867
patients were transported. During the 7 months it was in operation SAAP transported 321 IFT patients
out of 369 scheduled trips. In total it is estimated that the four air ambulance programs provided
approximately 2,750 IFT transports for 2011/12, {Extrapolating to the full year there would be
approximately 6000 IFT transports).
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In regard to IFT pickup locations for patient land transports there were four locations that had over 2000
pickups in 2011, They were Brandon, HSC, Selkirk Hospital and St. Boniface Hospital. Another three
locations had over 1000 pickups annually. These locations are Boundary Trail Hospital, Dauphin Hospital
and Portage Hospital. In total there were 224 pickup locations in 2011.

In 2011 IFT patient |and transport destination locations included 3791 patients with HSC as their
destination and over 2000 patients had St Boniface Hospital and Brandon Hospital as their destination.
Over 1000 patients had Dauphin Hospital, Boundary Trails Hospital and Selkirk Hospital as their
destination. As in pickup locations there were many destination locations that received less than 100
patients.

In 2011 Basic Air ambulance used 36 airports as IFT patient pickup locations. Nine locations out of 36
locations had the majority of the patient pickups, including: Cross Lake Airport, Thompson Airport,
Winnipeg Intl. Airport and 5t. Theresa Point Airport. In regard to destination locations the three primary
locations were Winnipeg Intl. Airport, Thompson Airport and The Pas Airport. Lifeflight utilized 36 pickup
locations. The four locations that were most frequently used were Lifeflight Hanger T5, Dauphin Airport,
The Pas Airport and Thompson Airport. The primary destination location was Lifeflight Hanger 75 in
Winnipeg. STARS picked up IFT patients from 47 locations of which Boundary Trails was the busiest. The
final destination for patients was predominantly HSC and St. Boniface Hospital.

Funding
The cost for all IFT transports is fully covered by Manitoba Health. Invoices for each IFT transport must

be submitted by the EMS operator in order to receive payment from Manitoba Health. In the case of
WEPS, invoices need not be submitted since the WRHA provides an agreed upon amount of funding out
of its global funding from Manitoba Health. Each EMS operator sets the user fee for IFT transports. It is
these rates that are used when bifling Manitoba Health. The following financial information is a
combination of information provided by Manitoba Health and information extracted from other
sources,

Manitoba Health provided the following funding for the IFT program in 2011/12,

= [nter-facility Transportation ProBram. . cmerssemessenssaseenconss $10,377,215
= Lifeflight Air Ambulance Program (Ops & amort/int].......cnen. $6,778,106
®  STARS Air Ambulance Program (57% of total cost)........cuesmmeeens $5,853,445
= Southern Air AMbBUIANCE PrOBrami.. e mrismsmmsisesmsssssssssssssssseres $674,910

The following funds came more indiractly from Manitoba Health.

#  Reallocation from WRHA to WFPS 53,204,297
= Basic Air AMDBUlENCe e5timate . wm s mrerrmiss sss s senses soenserass $6,000,000
»  Stretcher car estimate T ..$2,000,000

A few points should be added for clarification. The Basic Air Ambulance expenditures are part of
Northern Patient Transport Program and can only be estimated since they are not tracked separately.
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The STARS IFT funding is an estimate based on the fact that 57% of all STARS transports are IFT
transports. The stretcher car transports are reimbursed by the hospital or PCH requesting the transport
and are absorbed in the total institutional funding.

What Needs to be Accomplished

There was no other item on which the reviewers heard as many complaints from EMS managers and
front line paramedics as on the IFT program. This became a topic of conversation at nearly every viskt
with paramedics at the different stations. These complaints about the IFT program fell into three general
areas: transport authorization, the transport process itself and unloading the patient at a Winnipeg
hospital.

We heard many complaints about doctors and nurses authorizing transportation by ambulance when it
was not required and other means of transportation should have been utilized. While there is no data
available on the incidence of potentially inappropriate authorization we heard ma ny anecdotal stories.
The feeling among paramedics was that misuse of the program was occurring frequently. In our
discussions ideas were shared as to how this perceived problem might be addressed. It was fully
recognized that doctors and nurses are influenced by many factors when making a decision to authorize
the transportation so finding 2n overall solution will be difficult. The ideas discussed included making
the Inter-facility transport check list more detailed so that more diagnostic information must be
provided by the doctor/nurse in requesting the transportation. It was felt that this might help the
doctor/nurse think more carefully before authorizing transport. Many paramedics also felt that doctors,
particularly new doctors, did not fully understand the purpose and parameters of the IFT program and
5o an educational initiative with doctors might lead to more appropriate decisions. Similarly it might
help if the community was better informed on the purpose of the program and under what
circumstances medical transportation is authorized. A more aggressive Idea included establishing a
central control point where each request for transportation from a doctor or nurse would have to be
formally approved before an ambufance would be dispatched. { this is standard practice in Ontario) it
was felt that this additional step should not be too problematic since most IFT transports must be
scheduled in advance, typically the day before. Doctors and nurses may, however, have difficulty
accepting such an intervention in the authorization process.

There were two primary complaints expressed about the IFT transportation process itself. The demand
for IFT transportation was so great that ali too frequently it negatively impacted the EMS primary
service. Simply put responding to the IFT transport requests left insufficient vehicles available to
respond to the primary calls. The second complaint related to the length of transport itself. In the
Assiniboine and Parkland RHAs transports to Winnipeg can typically take 4 or 5 hours each way. We
were told that it was not unusual to have to wait 4 hours for the patient to be unloaded. Consequently it
was not that unusual for the transport of a single patient to take 12 to 14 hours or even 16 hours. These
long transports put great stress on the paramedics since frequently they involve significant overtime
which contributes to fatigue and the possibility of road accidents. Understandably these lengthy
transports were also very stressful for the patient.
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This situation is most serious in Assiniboine and Parkland RHAs and the northern portion of the Interlake
RHA. While we also heard complaints in the north this problem is less severe there since the IFT
transports are provided by Basic Air Ambulance. This only requires the land ambulance to provide
transportation to and from the airport allowing them to be back in service much more quickly. Transport
time is also less of an issue in the southern part of the province near to Winnipeg. However, these latter
areas are also impacted by the growing demand for IFT transport services. in Winnipeg stretcher cars
provide approximately two-thirds of the IFT transports reducing the pressure on the ambulance services.

In discussing this area many ideas and options were shared. They included the following:

Typically ambulances only transport one patient even though they are designed to hoid two
stretchers. There was little enthusiasm among paramedics to use the ambulance to transport
two patients at a time. If effectively implemented this option could reduce pressure on the
system. Currently ambulances are used very infrequently to transport two patients.

In addition to ambulances multi-patient vehicles should also be added to the fleet. With
appropriate coordination of appointments these vehicles could transport a number of patients
at a time. This would obviously reduce the number of ambulances doing IFT transport at any one
time and would also reduce the total number of paramedics required for transport.

Some of the ideas impiemented by RHAs could be utilized more broadly. Assiniboine has
consolidated its EFT transports at six farger stations. Parkland and possibly some other RHAs
have taken their total fleet of ambulances and designated a number of the ambulances to be
used primarily for iFT transports and the rest of the ambulances to provide the primary services.
When all the IFT designated ambulances are busy the region attempts to reschedule new
requests or find other solutions.

In Winnipeg stretcher cars are used to transport stable IFT patients. In areas adjacent to
Winnipeg It might be feasible to have stretcher cars return the patient home. This would reduce
the number of trips that a rural ambulance would have to make. This idea may first require an
upgrade and an expansion to the current stretcher car services.

Winnipeg also utilizes specialty teams for transport e.g. Neonatal Transport, Critical Care
Transport. When transporting advanced or basic level escorts are often required.

As reviewers we heard enthusiastic praise for the Southern Air Ambulance service. While this
service was not in operation at the time of the interviews everyone hoped that it would be re-
established as a permanent service (it has since been re-established). Depending on how it is
operated this program couid have a very beneficial impact on IFT transports in the southern
areas of the province. Air transports are less stressful for patients, ambulances are returned to
service more quickly and the stress on paramedics is reduced. This service would be even more
effective if airplanes with multi-patient capacity were part of this program.

Another idea that is receiving serious attention is the establishment of hub and spoke centres.
This option was modeled and the results are outlined below in the section titied “Hub and
Spoke.”
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An area where we heard major complaints was around the whole issue of excessive wait times before &
patient can be unloaded. Excessive delay is occurring particularly at HSC and  St. Boniface Hospital. The
hospitals have attempted various ways to solve this problem but so far without any real success. Any
long term or permanent solution will, nevertheless, have to come from the hospital and acute care
system itself. The EMS service can only offer temporary band aid suggestions. Since our Terms of
Reference do not include a review of the acute care system as reviewers we are not in a position to
propose any permanent or long term solutions for this problem. It needs to be urgently addressed,
however, since excessive delays in unloading are having a detrimental impact on EMS,

In our discussions with the paramedics some suggestions were nevertheless made on how this issue
might be addressed, at least, in the short term. These suggestions included establishing a separate
holding centre in the hospital so patients couid be unloaded more promptly and the ambulance and
crew be put back in service more promptly. Another suggestion was that EMS or the hospital itself
employ paramedics who would look after the patient while awaiting admission and/or assist the patient
in completing their scheduled appointments. This would again allow the ambulance and crew to be put
back into service with less delay. Any significant use of multi-patient transport units would require a
high level of coordination and the streamlining of diagnostic and other medical appointments.

Option of Creating Two Separate Services

As part of the review we were asked to explore whether the IFT program should remain integrated with
the primary EMS service or operate as a separate system. The reviewers explored this question in many
different venues and with numerous EMS managers and paramedics. For discussion purposes we
advanced some practical options. Conceptually it is possible to think of twe separate systems. These
separate systems could be operated as two parts of one regional EMS service or the IFT system could be
separated from EMS at the provincial level. The design of each system would be determined by its
primary purpose. in the case of IFT the primary purpose is to provide prearranged transportation to a
designated location where additional medical or diagnostic service is to be provided. The transport
provided by IFT involves both patients who are in need of critical care and patients who are stable and
are unlikely to require any significant care during transport. A much higher percentage of IFT transports
are for patients who are stable. Nevertheless the number of critical care patients being transported is
substantial. These patients because of their care needs must be transported by ambulance which are
staffed with appropriately trained paramedics. Typically this means Primary Care Paramedics or in some
instances Intermediate Care Paramedics.

The question is now reduced to whether stable IFT patients can be managed by a separate transport
system. Such an IFT system could utilize different kinds of vehicles and not necessarily fully equipped
ambulances. In Winnipeg stretcher cars currently provide much of this transportation. If the system
were properly coordinated multi-patient units could also be used. In regard to the medical crew it would
be composed of staff with lesser qualifications. As an example the stretcher car service in Wwinnipeg uses
staff trained in basic first aid. Quite likely this service would have a majority of staff trained at the EMR
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level. The essential point is that the ambulance attendants in this new separate IFT system would not be
as well qualified as the paramedics on the ambulance.

According to the EMS managers and paramedics with whom this option was tested the biggest
shortcoming of this proposal to separate the two services was that it would leave the respective services
without any backup capacity in peak periods. This would be particularly problematic for the primary care
service since the separated IFT service would no longer use qualified paramedics but more likely EMRs.
Additionally the IFT staff would have no experience in praviding pre-hospital ambulance care. The IFT
service could draw more easily from the primary service but in so doing it would use over qualified staff
and partly defeat the purpose of separating the services.

As reviewers we did not project the cost of two separate systems but it is possible that two separate
services would be as costly as the current single system. Separating the two services would also entail
additional capital costs for the purchase of new and different vehicles. Having two services could also
mean a separate management structure with all the additional costs that might go with that. There is
also the risk that separating the two services could result in two weak services rather than in two strong
services.

In the reviewers opinion there is more to be gained from implementing creative solutions at the local or
regional level than there is to be gained from establishing two fully separated systems. These solutions
can be tailored to the local reality. As an example new approaches may work in stations with high
volumes of IFT transports but not be feasible in low volume situations. As already identified in this
report new approaches are currently being tried by the RHAs. Hopefully as a result of this review other
ideas and initiatives will be pursued.

The Hub & Spoke Concept

Inter-facility transports are a challenge in every community, if they are blended with emergency calls
they remove valuable resources from the community that may be required to respond to the next
emergency call, If they resource the inter-facility ambulances independentiy to the 911 services, it
creates over resourcing of ambulances and drives costs up expanentially.

In Manitoba the chailenge is that rural ambulance services are doing inter-facility transports that take a
significant length of time. Even though MTCC and the RHAs take all available measures to provide as
wide a range of services as possible, there are still times communities are without timely ambulance
resources for significant periods.

Since additional resources are not always an option the best option is to limit the length of time that
ambulances are away from their community. This can be achieved by intelligent staging; staging is the
concept of transporting a leg of a total trip, handing off patients from one provider to another thus
limiting the distance that each service is covering. The problem is this is not patient centric and is very
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inefficient because a one for one relationship exists between the patient and transport median (one
patient per ambulance).

Learning from private sector transport agencies, the concept of collectors and communal transport is
both dignified and cost effective. The concept is to transport patients to holding areas {called transport
control) and then use a bus or multi-patient transport unit to transport from there to Winnipeg whera
maost transports end. The same concept is done in the inverse, bus or other multi-patient transport
median transports patients back to the holding area and ambulances from the region pick up the
patients and bring them back to the originating facility,

In order for this modeling to work, two conditions must be met:
*  The volume of transports needs to be sufficient so that a multi-patient unit can be used.
= The second condition is that the transports to the holding areas is not too far a distance to
defeat the principle purpose of the model, which is to reduce the time ambulances are not
available due to inter-facility transports.

Many models were tried but 90 minute polygons (transport times) were used as they created optimal
balance between sufficient volume to justify multi-patient units and limited the transport time to a

maximum of 90 minutes.

Figure 2: Interfacility Hub Catchments {90 minute)
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This model creates three distinct holding zones for patient transports. The inter-facility transports north
of the 52™ parallel were not included in this model as they have an effective transport model.

Figure 3: Recommended IFT Zones
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The 43,596 transports represent two years of data. They represent 90 percent of all transports that were
within 90 minutes of a hospital that could be used as a holding area. This approach creates two distinct
models, those that are within two and half hour driving distance to Winnipeg and the one that is more
than four hours.

Model One (Ground Transport)

Ambulances will pick up patients at smaller hospitals and other locations, then they will drive and drop
off the patients to transport control in either Zone 1 or Zone 2 {the actual locations will be determined
by the working committee), the maximum ambulance transport time is 90 minutes. Transport control is
a holding room with at least 10 beds in a hospital that would be staffed by a single paramedic that is
there to watch and coordinate transports with MTCC. The transports would be coordinated in such a
way as to have at least six patients in waiting for the transport bus or multi-patient transport unit that
would transport the patients into Winnipeg and drop the patients at the different hospitals in Winnipeg
for treatment or diagnostics. The returns would be coordinated in the same way, with the transport Bus
or multi-patient unit picking up the patients in Winnipeg and then transporting to the holding facility in
Zone 1 or Zone 2. MTCC would coordinate the transports back to the originating hospitals with the
appropriate ambulance service.

Model Two (Air Transport)

Now that Southern Air Ambulance is flying again it requires maximum coordination to ensure that the
system is as efficient as possible. Air transpart is very expensive and the only way to reduce the cost is to
have as many multi-patient transports as possible. Thus the ambulances would transport the patients to
Zone 3 transport control (see above) and MTCC would coordinate multi-patient movement to the plane,
on arrival to Winnipeg, MTCC and WFPS dispatch would have to coordinate the movements from the
plane to the Winnipeg hospitals. The inverse would be done the same way. This model requires a
significant amount of coordination between the two dispatch centres and transport control.

Bath models if done carrectly can reduce costs and increase patient satisfaction. Patient centric models
require careful planning and high levels of coordination. The current operating expenditures for inter-
facility transports are higher than expected and may be reduced if this program is well coordinated.
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Specific Recommendations — IFT

29. Maintain integrated approach to provision of IFT on a province-wide basis. However, Emergency
cut-off levels must be clearly established so that primary system (emergency) response capacity
is not compromised.

30. Centralize/enhance accountability for transport coordination with MTCC,

31. Utilize multi-load vehicles (air and ground) for the provision of these services when practical,

32. Further explore development of a Hub and Spoke transport system appropriately using both air
and ground resources.

33. Review the transportation authorization policy including a review of the Inter-facility Transport
Checklist. Should more diagnostic information be required on the Checklist?

34, Further explore the development of a central control point ta provide preavthorization for all
IFT transports.

35. Explore the possibility of Winnipeg stretcher cars returning patients home in areas adjacent to
Winnipeg after discharge from hospital.

36. SAAP include multi-aircraft capacity as part of its ongoing IFT service.

ABILITY TO MANAGE LAND, AIR & IFT SERVICE IS DEPENDENT ON
DATA

Key Accomplishments & Current Situation

What is lacking in the EMS program is any centralized collection of management information or of
patient care information. There are two areas, however, where reliable data is consistently collected.
MTCC through the CAD collects accurate and extensive information on the dispatch process. WFPS
through its CAD also collects complete information on the dispatch process. WFPS also maintains an
effective Electronic Patient Care Record. Until approximately six years ago EMS maintained a basic
electronic patient care record. However, that program was found to be inadequate and was
discontinued without any other patient care record program put in its place. Currently the regions are
manually maintaining selective patient care information but none of this information is centrally
collected nor is this information available in real time.

The primary source for management information is the operational plan which must be completed
annually by the RHAs and SPA operators. None of this information is stored electronically and the EMS
branch only receives a hard copy of the information. Since there are variations in how the operational
plans are completed by the different operators the information is not always consistent or entirely
reliable and is not easily used for comparative purposes. One of the challenges of the review was the
lack of consistent and reliable information centrally available. There is also no central collection of
financial information. While Manitoba Health has a record of the funding provided to the different parts
of the EMS program it does not maintain a central record of the user fee income collected by the
operators. As a consequence the EMS system does not have a complete and accurate record of all
revenue and expenditures. In order to develop as complete a financial picture as possible the reviewers
were required to piece together information from many different sources e.g. Manitoba Health, RHAs,
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SPA operators etc. Where complete and accurate information was not available the reviewers had to
work with estimates,

What Needs to be Accomplished

What is urgently required is the development of an Electronic Patient Care Record (EPCR) for rural and
northern Manitoba and a Management Information System {MIS). WFPS is prepared to roli out their
EPCR in the rest of the province. If a new provincial EMS entity is to be effective it will require electronic
access to good information on all parts of EMS.

Specific Recommendations
37. Establish province-wide standard data set, using EPCR capable of integrating EMS with other
Health Information.
38. Consider utilizing/extending the WFPS platform with full transparency and availability to the
province.

USER FEES

Key Accomplishments & Current Situation

There is no pattern or system to the user fees being charged across the province. The RHAs and SPAs
have their various rates and the Basic Air carriers have their different rates. In the case of the rural RHAs
and SPAs they have a base rate of varying amounts for primary calls and a base IFT rate that also varies
among the providers. The RHA/SPA base rate ranges from a low of $250 to a high of $530. Nine of the
RHA/SPAs have a base rate between $200 and $300. The IFT base rate for a transfer in the region ranges
from a low of $150 ta a high of $435. In the case of an IFT transfer to a facility outside the region and
more specifically to Winnipeg the base rate varies again — in one RHA it is $1,054 and in another $1,175.

After the base rate come the surcharges. In total there are 9 categories of surcharges including: ALS
surcharge, out of province surcharge, out of community surcharge, treat — no transport surcharge,
cancelled call surcharge, waking time surcharge, refusal surcharge and finally an event standby
surcharge. These additional surcharges may substantially increase the cost of an ambulance transport. It
is essentially impossible to establish a single rate for an RHA/SPA — it all depends. In regard to WFPS it
has a regional rate and a basic rate. The regional rate, subsidized by the province, is $479 and the basic
rate, not subsidized by the province, is $767. WFPS also has a subsidized regional rate and a basic rate
for a situation in which the paramedics have provided treatment but there is no transport service. And
then there is the stretcher car rate which is $130 plus the possibility for additional minimal surcharges.

The six companies that provide Basic Air ambulance services have their own rate structure. The
potential rate/charge is calculated on the basis of 12 surcharge categories: basic rate per stat mile, fuel,
short leg fee, landing fees, Nav/airport fees, ground support, including deicing, 2™ RN charge, MD
charge, charges for meds, crew expenses/ taxis, hangar fees, holding fees and finally minimums. The
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amount of each surcharge varies between carriers and no carriers charges each of the surcharges. Again
it is impossible to reduce this to a single rate for each carrier.

In the same way that the rates vary from RHA/SPA to RHA/SPA so does the amount raised from user
fees vary between providers. According to available financial information it is estimated that
approximately a third of total annual revenue comes from user fees. In this estimate the term “User
Fees” includes payment from Manitoba patients/customers, payment from the Federal Government,
payment from Manitoba Agencies, payment from LifeFlight, payment from non-Manitoban patients and
finally payment from other sources. If the analysis is restricted to payment from Manitoba
patients/customers only it is estimated that approximately one-fifth of the total revenue may come
from this source.

When comparing the amaunt of revenue coming from user fees in the different RHA/SPASs it is apparent
that there is a wide variance. There Is a similar variance if the analysis is restricted to payment coming
from Manitoba patients/customers only. In the case of the fire/paramedic services in Winnipeg,
Brandon and Thompson typically a greater percentage of the total revenue is generated from user fees.
It should also be noted that typically patients/customers do not have to pay any ambulance charges in
First Nations communities. The primary revenue source to cover these costs is the First Nation and Inuit
Health Branch.

Generally the user fee rate is strongly influenced by budget requirements. The revenue from this source
is often used as a budget “balancer”. The RHA/SPAs know what revenue it will get from other sources,
specifically from Manitoba Health, and then sets the user fee rate in order to meet its budget. The
second factor that influences the rate is what the public will tolerate. The WFPS situation is somewhat
different. It follows a 50/25/25 formula in establishing its revenue and budget. Fifty percent of total
revenue is to come from user fees, 25% from the WRHA, and 25% from the City of Winnipeg. On this
basis after their budget has been set they attempt to ensure that revenue from user fees will equal fifty
percent of the budget. It should be noted that IFT rates are reimbursed in full by Manitoba Health. The
above formula applies only to primary EMS services.

What is very apparent is that the current rate structure is very complex and that users of the service pay
different rates in different parts of the province. At least from the users’ perspective this would hardly
seem fair. It Is also a challenge to operate this rate structure in an effective and cost efficient manner. It
should be noted that historically it has been entirely up to the RHA/SPA to set the rate. There was
limited effort made to provide central guidance or control over the base rates or the various surcharges.

In undertaking the review the reviewers were informed that at this time Manitoba Health did not plan

to move to a fully government funded EMS service. There will continue to be private/user participation
in paying for the service.
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What Needs to be Accomplished

The obvious question is whether the current complex rate structure can be fixed/modified so that it is
fairer for alt provincial residents and that the collection of the user fee can be managed in a more cost
efficient manner. We were informed that the present arrangement, where it is up to each RHA/SPA to
collect payment, Is not capturing all the revenue. It is likely that if collection were taken over by a central
office much of the cost of setting up and staffing this office could be covered from a more efficient
system that captured those fees that are now being lost.

It is straightforward to calculate the amount of revenue that must be generated by a revised rate
structure. According to the best financial information available the total annual revenue generated by
the Provincial EMS system in 2010/11 is approximately $93m. Out of total revenue the base funding
amounts to approximately $60m and revenue generated from user fees amounts to approximately
$32m. Further, out of the user fee revenue approximately $20m came from Manitoba patients
[customers, It is particularly this latter amount that is paid by the patient or their Insurer and must be
recovered. The remainder of the user fees come from payments by the Federai government and
payment from Manitoba agencies and minor other sources. Since it is actual patient transports that
generate user fees, and not dispatches, the amount to be recovered is the user fees generated by
ambulance transports divided by the number of transports.

Since in the reviewers opinion there is no way of “fixing” the current user fee structure a new simpler
and uniform rate structure should be established.

Specific Recommendations

39. Develop a simpler and more uniform user fee system for the province. Eliminate all surcharges.

40. Transfer the responsibility for setting rates and collecting user fee revenue to a new provincial
EMS entity.

41. Until the new central collection system is in place require central approval for any user fee rate
changes.

42. Review the current policy of allowing RHAs and SPAs to set their own IFT rate and billing
Manitoba Health accordingly
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CUSTOMER ACCOUNTABILITY

BEST PRACTICES

In an optimal system, a single lead agency Is statutorily charged with the comprehensive leadership,
development, and regulation of the Emergency Medical Services System. It has developed the system
based on an accountable system of clinical care and operational processes and has the autharity and
funding to lead these efforts

At the operations level, community and customer accountability involves developing administrative
processes to ensure that patient and community {external) concerns are addressed in a timely fashion.
Internal customer (employee) issues are routinely benchmarked and addressed in a timely fashion. The
system participates with, and is responsive to, a wide variety of community stakeholders.

KEY ACCOMPLISHMENTS & CURRENT SITUATION

Currently there is no consistent reporting to the public on EMS nor is there any other form of public
accountability. Media releases are provided at the time of major announcements. These typically
describe the provision of additional funds for EMS, purchase of new ambulances, upgrading or building
new ambutance stations or the purchase of equipment. On these occasions a summatry of prior activity is
frequently included.

WHAT NEEDS TO BE ACCOMPLISHED

Public accountability should be an essential part of a quality Manitoba EMS service, This should include
the systematic reporting of EMS system performance standards and benchmarks for rural and urban
Manitoba. Performance metrics for the system and individual service providers should be measured
monthly and made available on the Internet/Website to facilitate transparency. Public accountability is
further amplified in the governance section of the report.

SPECIFIC RECOMMENDATIONS

43. Report compliance to density specific response time targets.
44. Publish response times electronically within 15 days of the completion of each months reporting
period.
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PREVENTION & COMMUNITY ENGAGEMENT

BEST PRACTICES

In best practice systems, consumers expect seamless integration throughout the continuum of
healthcare: From prevention and primary care initiatives through first responders and EMS systems
through emergency departments, hospital admission, and discharge. To the maximum extent possible,
the EMS system should facilitate that goal.

Collaboration exists between the EMS system and public health leaders to complete emergent
illness/injury risk assessments. The system works with public health authorities to identify emergent
illness/injury at-risk populations. In addition to risk assessments for age and cultural/ethnic cohorts,
geographic distribution of emergent iliness/Injury within the EMS system have heen analyzed.

EMS systern leaders are engaging policy makers in discussions about emergent illness/injury prevention
and EMS. Examples are evident of media awareness and media messaging targeted at emergent
iliness/injury prevention activities. The EM$ lead agency has developed or adopted a community
outreach informed self-determination program to help communities determine the type of local EMS
system and level of public cost they prefer.

The EMS lead agency routinely distributes public information education and relations (PIER) support.
This program includes not only raising the profile of the agency and emergency iflness/injury prevention
efforts in the community, but enables agency leaders to explore opportunities to become involved in
directly meeting preventive health, primary care and other needs in the community in order to
strengthen the clinical base and response capabilities of the agency.

KEY ACCOMPLISHMENTS & CURRENT SITUATION

In our discussion with different groups of paramedics in different stations across the province we heard
numerous examples of how paramedics are using their skills in different settings. Generally these were
examples of how they were using their skills in the hospital setting. The paramedic would help out a
nurse in the Emergency Department or on the ward who was being run off her feet. Typically this
assistance was provided informally when they had time and was offered as the result of good personal
working relationships. To the reviewers it felt like it was friends helping out friends. At the present time
there are no provincially approved policies or procedures in place to make this expansion of the
paramedic role a formal part of the EMS system or of the paramedics practice.

In the reviewers meetings with small groups of paramedics the expansion of their role to new settings
became a frequent topic of discussion. While there was some understanding by the paramedics of how
they might use their skill set in new environments it was clear that by and large paramedics saw their
primary role being that of a paramedic providing pre-hospital services as part of the ambulance

Manitoba EMS System Review Page 53 March 2013



transport function. Generally they iooked positively on the possibility of an enlarged role for paramedics
sometime in the future. For now they were focused on the present with al its challenges.

Similar to the above situation at this time community paramedicine is not part of the Manitoba EMS
system. As we discovered In our discussions with groups of paramedics they might have an academic
interest in this topic but they did not see it applying to their current reality. At the same time there were
those paramedics that were excited by the possibility of enlarging their role of practice in the future to
include community paramedicine.

While we did not come across any rural examples there is, however, an example of a community-based
paramedic project in Winnipeg. This project entitled “impact of a Novel Community-Based Paramedic
Program on the Care of Intoxicated Persons” evaluated the impact of the implementation of a
paramedic specialized in the medical clearance of intoxicated persons at a community based
intoxication centre. The role of the expanded scope paramedic was to differentiate complicated from
uncomplicated patients and provide an appropriate level of care, The study findings indicated that the
specialized on site paramedic at an urban intoxication facility resulted in decreased EMS transports from
the facility and a significant cost saving.

WHAT NEEDS TO BE ACCOMPLISHED

Continuing to utilize EMS as a "response agency” does not optimize the significant number of hours that
are already funded that can be optimally utilized for prevention, education and risk mitigation. Other
Provinces in Canada and EMS systems in the United States have developed strong linkages to utilize the
"sunk cost” of personnel awaiting an emergency response to routinely be engaged in prevention
activities. One of the successful programs is in Nova Scotia. The following is an overview of programs
utilized in Nova Scotia.

Extended Care Paramedic (ECP)

There are currently 19 licensed nursing homes, including 2,135 beds within the Capital District Health
Authority (CDHA) as well as 15 assisted living facilities. These facilities employ in-house health care
professionals, such as registered nurses. However, their ability to provide on-scene treatment is limited.
There is a large concentration of nursing homes located within the CDHA from which a high number of
EHS calls originate.

A review of this data indicated that many of these transports involved routine transfers for non-
emergency procedures. This can lead to lengthy and uncomfortable waits at the emergency department,
significantly impacting these older and often frall patients. A review of EHS data indicated that many of
these calls involved transfers to hospital for non-emergency procedures when treatment could have
been provided within the comfort and familiarity of the nursing home. In response to this situation, an
innovative initiative was developed to deliver timely, enhanced non-emergency and emergency medical
services in nursing homes at the patient’s bedside - the Extended Care Paramedic program.
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Partners for this program are Emergency Health Services, the Capital District Health Authority and Care
by Design, an integrated long-term care physician network.

The program involved a small team of Advanced Care Paramedics {ACP's) who were assigned te a unique
ECP rcle in the nursing home. These ECP's received specialized training tailored to the needs of nursing
home patients. This inciuded geriatric assessment and management and other advanced skills such as
suturing. Sixteen nursing homes in the Halifax area participated. The ECP unit (non- transporting vehicle)
at the nursing home was staffed with a single paramedic on duty seven days per week from 0900 to
2100.

In collabaration with the CDHA Care by Design physician group, a dedicated EHS Medical Oversight
Physician was assigned to support and help coordinate necessary treatments or transports. The program
includes response to apprepriate non-emergency calls as well as regularly scheduled visits for patients
with chronic health conditions.

The ECP does not participate as a regular paramedic unit, available for emergency calls. However, it may
render assistance to crews as required, provided they are close by and their assistance deemed
valuable.

Collaborative Emergency Centre (CEC)

CEC's have created a transition from separately functioning primary care clinics and
emergency/outpatient departments to an integrated, single entry, open access model desighed to meet
the emergency and primary health care needs of the population.

As part of the provincial government’s “Better Care Sooner” plan, CEC's match the level of services to
the needs of the community served.

CEC sites have been selected based on input from communities and where the need and interest are
greatest. Pertinent DHA's will work in collaboration with EHS to pravide night time coverage. Currently,
there are five CEC's in operation since July 27, 2011,

There Is an estimated six additional CEC’s to open within the next year in the provinge,

Clinical configurations will vary based on the needs of the individual communities. Paramedics work
collaboratively with nurses to provide patient care, assessment and follow-up under the direction of a
Medical Contral Physician.

There are several possible dispositions for patient of these CEC's; discharge home, discharge home with
follow-up, hold and signed over to an oncoming physician, or transferred out to a higher level of care.
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VISIT {Vitals, Interview, Safety, inspection, and Treatment)

The Annapolis Valley District Health Authority (AVDHA) estimates that, at any given time, there are
approximately 25-35 individuals in hospital awaiting alternate level of care (ALC) placement, which limits
the District’s acute care capacity and results in a number of ‘potentially at-risk’ seniors remaining in
homes while awaiting either hospital or ALC placement.

In response to this situation, AVDHA established a support pragram for seniors living in the community
called Seniors LINCS (Living Independently with Community Supports}. This small, specialized team of
health professionals supports seniors, their families and caregivers within the community.

Seniors LINCS has identified EHS as a core partner in the identification and referral of ‘at risk’ seniors in
the community, and to provide follow-up visits to senlors in their homas to check on their overall
ongoing health status.

The VISIT program will utilize the existing paramedic scope of practice to check vital signs, conduct
minor treatment regimes, and provide a general overview of household safety,

The VISIT program is a collaborative effort of EHS and the AVDHA. It is currently in the development
stage with launch date estimated for September 2012,

SPECIFIC RECOMMENDATIONS

45, Develop time defined outcome oriented prevention goals that are measurable.

46. As the Manitoba system evolves, transition the system’s culture from that of resgonse to
prevention.

47. Implement targeted pilot projects to determine the optimal value point for the use of paramedic
personnel in community health improve ment initiatives.

43. Develop curriculum compenents to integrate this role into ths foundational educational
programming within the province.
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EDUCATION & PROGRAM DEVELOPMENT
BEST PRACTICE

Education programs for physician extenders are designed to meet the cognitive critical thinking and
practical skills commensurate with the roles established by the OMD. Programs are designed to
encourage portability and reciprocity. Programming is modular in nature and can be used as building
blocks in developing an expanded healthcare career. To the maximum extent possible, didactic training
needs to be available “in place” via video or tele-classes.

Operational and clinical data is used to guide the decision process. Comprehensive annual reports on
the status of the EMS education system, including the effectiveness of all subsystems routinely report
information system data and performance measures. A structured performance/quality improvement
(QI) system exists and addresses administrative as well as clinical education issues. The EMS lead agency
maintains clear procedures for enforcing personnel compliance with laws, regulations, and policies
pertaining to provider licensure/certification.

KEY ACCOMPLISHMENTS & CURRENT SITUATION

In our visits to different ambulance stations our discussion with paramedics typically included the topic
of the development of the profession. In response to a reviewer’s question many of the paramedics
stated that the reason they wore a uniform was to look professional. The other reason frequently stated
was 5o that they would be easily identifiable. The other topic that came up frequently was the question
of education for paramedics. Where should this education be provided — by an educational institute or
by the EMS service itself? There was broad agreement that the education should take place st an
educational institute. It was felt that this was essential in arder to be recognized as a full profession. We
also heard frequent comments that they didn’t feel fully accepted as a professional by other health
professionals.

Many, if not most, of the paramedics were aware that the Paramedics Association of Manitoba had
made application to become a self-regulated profession. While in many cases the paramedics didn't
know what all was entailed they nevertheless felt that this was an important step to being recognized as
a profession and consequently were in favour of such a move,

As mentioned PAM has made application to become a self-regulated profession under The Regulated
Health Professions Act. They have received letters of endorsement from a number other self-regulated
health professions, including the College of Physicians and Surgeons of Manitoba and the College of
Registered Nurses of Manitoba, The application process will still take some time to complete before a
formal decision will be made on their application, The United Fire Fighters of Winnipeg, however, have
come out publicly in opposition to paramedics becoming a self-regulated profession. This union also
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represents cross trained fire/paramedics who are employed as fire/paramedics in Winnipeg, Thompson
and Brandon.

Paramedics are part of very young profession. In the Jate 1990's EMS became the responsibility of the
newly formed regional health authorities. Until that point the providing of ambulance services was
generally a municipal responsibility. This service was typically provided by volunteers who were often
volunteer firefighters. Generally they only had basic first ald training. When the RHAs took over EMS
they progressively developed it into a pre-hospital service and with that came the requirement for more
training. Initially the training required was increased to the emergency medical responder (EMR) level.

Over time this was replaced with the requirement for paramedics to be trained/educated as Primary
Care Paramedics (PCP). The RHAs then on their own created a new category of paramedic called
Intermediate Care Paramedics. ICPs have an enlarged scope of practice and are able to respond to more
complex cases. Over time more than 200 PCPs have been trained as ICPs by the RHAs, ICPs are not an
officially approved category of paramedics so this training is only offered by the RHAs. Finally, Advanced
Care Paramedics (ACP) were added to the system. Currently most ACPs are employed by WFPS in its
EMS division. At the present time ACP is the highest level of paramedic training available in the Province.
It is generally accepted that PCP should be the entry level to EMS service.

Tahle 3: Number of Graduates that Became Licensed Between 2009 & October 2012
R o= ey e S

PCP ACR  POPGroduaesgoid

ARHA 79 0 0 0

MIESC |82 100 |0 37—-cross trained
Criti Care 24 205 o 54

SMART g8 o 0 0

WEPS bridge 0 21 49 o

Total 278 427 49 125

There are currently a range of education programs available in Manitoba for the training of paramedics.
See Table 3; Number of Graduates that Became Licensed Between 2009 & October 2012. There are
currently six educational programs that train paramedics. They are Red River College, Assiniboine
Regional Health Authority, Manitoba Emergency Services College, Criti Care, SMART and Winnipeg Fire
and Paramedic Services. RRC, ARHA, Criti Care and SMART since 2009 have trained 278 EMRs. RRC,
MESC and Criti Care for that same period have trained 406 PCPs, During that same period WFPS
provided bridge training for 21 PCPs. The MESC program only offers cross training for fire/paramedics.
Criti Care does not cross train but offers separate programs for firefighters and for paramedics. All of the
above education programs are CMA accredited.

The EMS Branch continues to oversee the licensing and competency requirements for all paramedics.
These are functions that would typically be the responsibility of the profession if it was self-regulated.
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Effective at the end of June of this year The Canadian Organization of Paramedic Regulators offered the
first national certification examinations for the paramedic profession in Canada. A national examination
is @ major step forward in the evolution of a profession and aligns paramedics with other health
professions such as physicians, nurses, dentists and physiotherapists. All Manitoba PCPs and ACPs must
take this National Registry Examination before they can be ficensed. The EMS Branch is responsible for
administering the examination process leading to Licensing as an EMR, PCP, ACP, Aeromedical
Attendant, Air Ambulance Pilot and Stretcher Attendant.

As per the Land Emergency Medical Response System Regulation paramedics are required to complete
either a relicensing examination or participate in an ongoing alternate skills maintenance and education
process. The Alternate Route to Maintenance of License (ARML) program was Initlated in 2006 to
address the shortfall of an exam-only option as the method of demanstrating competence to practice.
As of 2006 the majority of paramedic practitioners have selected the ARML program as the method of
maintaining their license. Paramedics are issued a new license every three years by the paramedic
regulator, if they are in compliance with the regulations. The EMS Branch is responsible for
administering this program.

WHAT NEEDS TO BE ACCOMPLISHED

Manitoba Health is committed to the fong term goal of having paramedic education provided in a
college or university setting. With this goal in mind Manitoba Health approached RRC with the request
that RRC prepare a proposal to expand its paramedic education offerings. The preliminary thinking of
the RRC program leadership includes the following possibilities. The PCP training would be lengthened
and upgraded to a diploma level program. The Advanced Care Paramedic training would be built on the
PCP program and possibly involve an additional two years of training. This could be followed by the
development of 8 Community Paramedic program. And the finally a Paramedic Leadership degree
program could also be developed. RRC is currently in the process of completing an environmental scan
out of which will come their proposal to Manitoba Health,

In 2011 the above educational programs graduated 57 EMRs, 125 PCPs, of which 37 were cross trained
fire/paramedics, and 12 ACPs. During this same year there was significant turnover of paramedics as
well as additional staff being added. The new hires by the regions included 25 EMRs and 72 PCPs. If the
cross trained fire/paramedic PCPs graduates are removed from the count there were 88 new PCP
graduates in 2011 and 72 new PCPs were employed. This represents a net gain of 16 PCP positions
added to the EMS services.

At the current time 305 EMRs are employed by the various service providers. These positions are mainly
filled with part time on-call staff. On the assumption that primary care paramedics will be the EMS entry

level there is currently an undetermined number of PCPs required by the system.

The above information clearly indicates that all the current educational programs will be required for
the foreseeable future. Also the current programs will need to enroll more students to meet the
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demand for PCPs and/or new educational programs will need to be established. There may also be an
upgrading of the current ICPs to ACPs over an extended period of time. As Indicated in an earlier section
of the report as many as 430 new PCPs will be required in order to move to an ambulance transport
system staffed by PCPs. To achieve this personnel target could take as long as ten years even if all goes
well,

SPECIFIC RECOMMENDATIONS

49. Establish train in place bridge programming to facilitate development of existing EMR personnel
to the PCP level.

50. if there is to be a self-regulated College of Paramedics, it must address the diverse needs of
multi-task or multi-career personnel.

51. All paramedics should be educated or certified in affiliation with a college or university
institution.

52. For the foreseeable future all the current paramedic education programs should continue in
order to meet the demand for PCPs either entry level or upgrade of EMRs
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ORGANIZATION & LEADERSHIP

BEST PRACTICES

In best practice systems, the lead agency is charged with the comprehensive leadership, development
and regulation of the Emergency Medical Service System.

Organizational governance, structure, and relationships are well defined. Human resources are
developed and otherwise valued. Internal processes are designed to facilitate achievement of
performance with due regard for effective development, involvement and motivation of personnel at
multiple levels within the organization.

Agency leaders have established measurable program goals and outcome-based, time-specific,
quantifiable, and measurable objectives that guide system effectiveness and system performance.
Clinical outcomes and patient experience are clear drivers in the organization. Business planning and
measurement processes are defined and utilized. An internal or external examination of the EMS
including a performance and needs assessment is performed every three to five years.

Operational and clinical data is used to guide the decision process. Comprehensive annual reports on
the status of the EMS system, including the effectiveness of all subsystems routinely report information
system data and performance measures. A structured performance/quality improvement (Q)} system
exists and addresses administrative as well as clinical issues. The EMS lead agency maintains clear
procedures for enforcing personnel compliance with laws, regulations, and policies pertaining to
provider licensure/certification.

KEY ACCOMPLISHMENTS & CURRENT SITUATION

The review findings clearly indicate that currently there is not an integrated, coordinated and seamless
EMS system. To the contrary the EMS program s fragmented, lacking in both provincial coordination
and professional oversight. There are also considerable differences between the services provided in
Winnipeg and the EMS services that the RHAs are able to deliver in rural and northern Manitoba.

In order to achieve a more integrated and seamless service there will need to be significant changes
made in how the EMS program is structured provincially. The current EMS program as a “patchwork
quilt” will have to change. What is required to achieve a more uniform and consistent provincial EMS
program Is a provincial EMS organization that will provide program oversight, set performance
standards, coordinate/manage all EMS service delivery and provide continuous monitoring of the EMS
system.

Overtime Manitoba Health has developed a number of provincially operated health programs. These
programs include Diagnostic Services of Manitoba (DSM), Regional Health Authorities of Manitoba
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(RHAM) and other smaller programs such as E-Health, Provincial Dialysis Program, and Community
Cancer Care. E-Health and the Dialysis Program are coordinated by WRHA on a province-wide basis. In
this report we want to examine two of the programs in a little more depth since they may have
particular relevance to this review.

RHAM was established as a non-profit corporation at the time of the creation of the RHAs. Its purpose
was to provide a legal structure through which the RHAs could operate shared programs and enter into
contracts. The board is composed of the Regional Health Authority CEOs. RHAM continues as a modest
organization operating a select number of shared programs. This includes a regional purchasing program
as well as providing an organizational homne for MTCC.

RHAM has some distinct limitations that would need to be addressed if the provincial EMS program
were to become part of the RHAM organization. The board does not have the composition required for
overseeing this provincial program. It has a very strong regional orientation. Secondly, EMS is a very
large and complex program and could potentially overwhelm the administrative capacity of RHAM. The
reviewers are of the opinion that unless RHAM underwent major change it would not pravide a suitable
home for a new provincial EMS entity.

DSM was established six years ago to assume responsibility for delivering all laboratory and imaging
services across the province (with some exceptions in Winnipeg). These services remain part of the total
services delivered by the hospitais while the hospitals continue to be operated by the RHA. All the
laboratory and diagnostic staff were transferred from the RHAs to DSM. Manitoba Health continued to
flow all the lab and diagnostic funding to the RHAs and DSM In turn invoiced the RHAs for service
provided. DSM established a full-fledged corporate office with four divisions: operations, human
resources, finances/IT and program and medical oversight. The programs themselves were transferred
from the RHAs to DSM in phases over a four to five year period.

DSM has had its own organizational challenges. It has been a challenge to create an effective working
relationship between DSM and the RHAs. The lack of an effective working relationship has, at least on
occasion, made it more difficult to solve operational issues that arise between the RHAs and DSM.
Significant governance issues developed in the first § years resulting in the restructuring of the board.
The board membership was changed from the RHA CEOs constituting the membership to a much more
diverse membership with no direct CEO representation. Concern has been expressed in some quarters
about the large corporate structure that has been developed by DSM.

WHAT NEEDS TO BE ACCOMPLISHED

As has already been mentioned the current program is highly fragmented with little provincial
coordination and professional oversight. That will have to change in order for an EMS system to develop
that offers more integrated and responsive service. As reviewars we are presenting two possible
approaches for achieving this. The two approaches are complementary with both having the objective of
creating a province-wide EMS system.
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Create a Non-profit Organization

The Minister of Health would establish a non-profit organization (Manitoba Emergency Medical Services
— MEMS). The general purpose of this organization would be to operate and/or have oversight of all
emergency medical services across the province.

Board Composition
All the board members would be appointed by the Minister of Health. The Chair, who preferably should

not be a Manitoba Health employee, would also be appointed by the Minister. The board would be
composed of 7 to 9 members. The members should bring a range of skills and experience including
members with experience in the delivery of land and air ambulance setvices.

Service Agreement & Strategic & Operational Plans
MEMS would enter into a Service Agreement with Manitoba Health. This Agreement would outline

responsibilities, deliverables, performance requirements and the funding to be provided to be provided
by Manitoba Health. MEMS would provide Manitoba Health with a 3-5 year Strategic Plan and an annual
Operational Plan.

Finances & Funding
MEMS would receive and manage all the funding and resources that are part of the EMS revenue

stream. In turn MEMS would be responsible for operating and/or funding all the EMS services from
within the available resources. The billing for all user fees would either be directly managed by MEMS or
contracted with another body.

Employment of Staff
There are two options: the RHA EMS staff are transferred to the employ of MEMS, or secondly the EMS

staff remain employed by the RHA and are seconded to MEMS. Both of these options have their
limitations. Only 2 portion of EMS related staff could be transferred since all of air ambulance services
are contracted and cross trained fire/paramedics could not be transferred. In the second aption the
accountability lines might be confused. On halance we as reviewers lean towards the second option.

QOrganlzational Structure
The board would appoint a Chief Executive Officer to manage and provide leadership for the total EMS

operation. The CEO would oversee the operation of the following three divisions.

»  Office of Medical Director — This office would provide medical oversight for the whole province
and ensure consistency in the transfer of functions and protocols. The purpose and organization
of this division is outlined in the Medical Accountabifity and Oversight section of this report.

= Support and Licensing Division — All of the current EMS Branch support functions would be
transferred to this division. Staff would continue in their current positions. Any operational
programs would be transferred to the Operations Division. This division would assume
responsibility for all IT and data collection programs, for organizing the user fee collection, for
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recording/tracking all revenue and expenditures including budget preparation and the annual
audit and limited HR functions.

= Operations Division — This division would be responsible for managing/overseeing the delivery
of all EMS services including land and air ambulance services and the MFR program. This division
would be responsible for managing the performance contracts or Service Purchase Agreements
that all service providers would enter into with MEMS. Under a Service Purchase Agreement the
new RHAs would be responsible for the day to day operation of the land ambulance program
and MFR services, A regional EMS manager reporting to MEMS would be responsible for
managing all EMS services in their region. The current SPA that RHAM has with Manitoba Health
on behalf of MTCC should become an SPA between MTCC and MEMS.

The staffing requirements for MEMS should be primarily met from current staff positions or by the
secondment of staff from the RHAs and Manitcha Health.

Establish an EMS Review Task Force

The Review Task Force (RTF) would serve a two-fold purpose. First, develop detailed plans for the
implementation of the recommendations, lead the implementation and oversee the ongoing
management of these initiatives. Secondly, review organizational options and then recommend an
ongoing organizational structure for the provincial EMS program.

Composition and Role of the Membership

RTF would be composed of 7 to 9 members appointed by the Deputy Minister of Health. The members
would be currently active in the EMS program and bring a wide range of skills and experience. The
membership should include the A/Director of Emergency Medical Services, Executive Director, Health
Emergency Management, two regional EMS managers {one from rural/northern Manitoba and one from
Winnipeg), one representative from air ambulance, Provincial EMS Medical Director or designate, a
representative from the paramedic education programs and a front line paramedic. The above members
could decide to add one or two members to fill a specific need.

The appointed members would constitute an executive committee with overall responsibility for leading
the work of the RTF. These permanent members should be appointed lang term and there should not be
rotation in the membership. The members must be given sufficient time and support to fulfill their
responsibilities. The RFP is an operational body and the members will be active in pla nning,
implementation and managing. They may also head up Work Teams.

The chair should be appointed by the Deputy Minister and would not be one of the members identified

above. An “external” appointment may be considered. The chair should be a “waorking chair” who would
play an active role in the work of the RTF.
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Accountability
The RTF, through the chair, would report to and be accountable to the Deputy Minister. On a day to day

basis the reporting may occur through the Assistant Deputy Minister of Regional Policies and Programs.

Work Teams

Most of the tasks may be assigned to specific Work Teams. The members of the Work Teams would be
appointed by the RTF members and would be selected for their expertise and experience on specific
topics. The Work Teams would be accountable to the RTF members. When their work is done the Work
Teams would be disbanded.

The specific assignments for the Work Teams would be drawn from the Review Report. They would
include establishing an OMD, addressing dispatch issues, preparing an RFP for Basic Air Ambulance
carriers, completing performance contracts for alk service providers, reviewing and proposing a uniform
user fee, developing a plan for the consolidation of EMS stations, developing a plan for the training of
paramedics etc,

Administrative and Staff Support
RTF would work primarily with internal resources. These internal resources include the staff in the EMS

Branch, the Provincial EMS Medical Directar and the Medical Directors currently under contract.
Additionally, as a result of the RHA mergers there could be some former EMS managers and trainers
available for secondment. Any other resources required by the RTF should come primarily by
secondment from the RHAs or Manitoba Health.

A well organized and well run RTF should be effective in the short term and possibly even in the
intermediate term. However, for the long term a more permanent structure will be required. AS already
mentioned, the RTF has a second major assignment and that is to review possible organizational options
and develop its preferred option for a long term EMS organizational structure for consideration by
Manitoba Health and the primary EMS stakeholders and partners. While the reviewers are including a
long term organizational option in this report this should not limit the work of the RTF.

SPECIFIC RECOMMENDATIONS

53, Create an EMS Review Task Force to complete the detailed plans for implementation of the
approved recommendations, lead the implementation and oversee the ongoing management of
the initiatives.

54. Have the EMS Review Task Force review organizational options, develop its preferred option for
& long term EMS structure and present this option to Manitoba Health and the primary
stakeholders for their review and approval.
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FINANCIAL SUSTAINABILITY

BEST PRACTICES

In a best practice system, in addition to financial measures, it is recognized that the term “ensuring
optimal value” includes clinical and customer satisfaction outcomes that are enhanced by the EMS
System.

The governing body has identified and appropriated sufficient infrastructure funding from general funds,
insurance recoveries and other non-lapsing sources for the EMS system to function in a manner
consistent with its legislated mandates. Unlt Hour Utilization is measured and resources are deployed in
a manner to achieve efficiency and effectiveness. Cost per unit hour, per transport and per capita are
both measured and document good value for money. Financial systems accurately reflect system
revenues and both direct and indirect costs,

CURRENT SITUATION

In order to address the issue of the financial sustainability of the EMS system it is important to
understand the current financial situation. According to the Manitoba Health CFO in 2011/12 the
Manitcba Health funding for the provincial EMS system was $81.5m. This amount had grown
substantially from 2007/08 when it was $58.6m. The EMS funding in 2011/12 amounted to
approximately $65 per capita. If we include some outstanding funding amounts that are not directly
tracked by Manitoba Health the per capita amount increases marginally.

To put this into perspective EMS per capita funding can be compared with the per capita funding for
other health services. In 2011/12 the per capita funding for acute services {mainly hospitals) was $1,722,
for Long Term Care $436, for Home Care $250 and for Community and Mental Health $180. The total
health care funding in 2011/12 was approximately $5.1 billion or $4,073 per capita.

In regard to expenditures in 2010 or 2010/11 the EMS program expenditures plus MTCC and Fleet
Management expenditures amounted to $105,380,839. This amounts to approximately $85 per capita.
The difference in the per capita funding amount and the per capita expenditure amount is due to the
user fee income that funds a portion of the EMS services.

is the EMS system financially sustainable? While the reviewers cannot provide a definitive answer to the
question we can say that to achieve the clinical and operational performance required the current
system structure is not sustainable. Additionally, the amount of funding for EMS is small, in some cases
minuscule in comparison t¢ other major health programs.
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Estimated Cost to Achieve the Stated Goals

It should be clarified that this does not include ongoing annual increases in funding which can be fairly
substantial. We have attempted to provide an estimate of costs only for major items that come out of
our review. While we can provide rough estimates additional work will be required to confirm, or
change, our estimates. It should be noted that while we use a five year time period for the financial
projection the complete roll out is more likely to take approximately 10 years.
= To achieve an $85 unit hour expenditure and/or 80% EFT PCPs $16m over 5 years
© 430 new PCPs are required 1o achieve 80% EFT PCPs.
o According to EMS Branch estimates to achieve 100%EFT PCPs could be as high as 20m.

*  Education costs fer 350 new PCPs to replace on call and casual $6m over 5 years
o Ina5year period a net 80 PCP graduates would be available beyond the needs of the
current system.

o According to RRC their costs to educate one PCP are approximately $16,000.
o Typically COPSI funds the costs for educational institutes
= FElectronic Patient Care Record $1m one time
o WFPS is prepared to roll out their EPCR across the province for only the cost of
instatlation which is estimated to be approximately $6000 per ambulance.
o K a new EPCR system is selected the cost could be very different/higher.

=" Management Information System $1.5m one time
= |T operating costs $500,000 annually
= QOther $700,000 annually

A very rough guesstimate of the cost over five years would be $5.6m annualized and $2.5m one time.
This annualized amount would be less If it takes longer to roll out the full implementation, which as
mentioned is not unlikely. If a non-profit EMS organization is established it is estimated that the
annualized cost could be $1.4m. This cost is very dependent on how many of the current staff can be
utilized and how many staff are seconded.
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THE WAY FORWARD

A MADE IN MANITOBA MODEL...

The way forward requires an implementation strategy with time lines. Implementing the
recommendations from the review will create an EMS system that is specifically designed for Manitoba.
In order to move forward the implementation of the approved recommendations in an expeditious
fashion an interim organizational entity will need to be established to provide the necessary leadership
and organizational capacity. We are proposing that an EMS Review Task Force (RTF) be immediately
established to develop detailed implementation plans, lead the implementation and oversee the
ongoing management of these initiatives. Additionally, the RTF should review organizational options and
recommend an ongoing organizational structure for the pravincial EMS program. The RTF should be
composed of members appointed by the Deputy Minister and currently active in the EMS program with
a wide range of skilis and experience. Staff support for the RTF should come from the EMS Branch and
other seconded staff. The chair of the RTF should be an additional member appointed by the Deputy
Minister. As soon as a new long term organizational entity is in place and able to assume leadership
responsibility the RTF can be disbanded.

The implementation timeline should serve as a guide. Typically tasks take longer than expected or do
not begin when planned. Consequently these timelines need to be approached with considerable
flexibility.

It should be noted that while we were not requested to review the need for changes to the current
legislation and regulations we are fully supportive of the departmental review process that is ongoing.
Without a doubt acceptance of the recommendations will require changes to the current legislation and
regulations.

Implementation Strategy and Time Lines

First 12 months

m  FEstablish the EMS Review Task Force,

= Establish the Office of Medical Director — since a new provincial EMS Medical Director has been
appointed setting up the OMD could proceed immediately.

= Address outstanding dispatch issues — specifically Manitoba Health should carry through on
implementing its recently announced policy regarding self-dispatch.

*  Publish the Request for Proposals (RFP) for Basic Air Ambulance carrlers and make the final
selection of carriers to provide this service. Performance contracts with the carriers should be
completed.

* Develop the IT plans and proceed to implementation as quickly as possible. This would include
the Electronic Patient Care Record and a Management Information system. The full
implementation of these projects will spread over a few years.

Manitoba EMS System Review Page 68 March 2013



Year2 & 3

Begin the process of establishing a provincial user-fee rate.

Develop a plan to address the issue of how many stations the newly designed system requires
and proceed to orderly implementation. The Association of Manitoba Municipalities should be
consulted and invited to participate, if they are willing.

Develop a plan for the expansion of education program in order to meet the need for additional
PCPs. This should be done in cooperation with the current education programs.

Participate in the review and develop an ongoing plan for the SAAP operation.

Review all the suggestions and recommendations for the future of IFT and proceed to
implementation where possible. This would include the role of SAAP, the hub and spoke model
of transport, the current transport authorization process, etc.

Review the MFR program and specifically the current funding requirements by the
municipalities.

Develop a plan for the central hilling of user fees. Move to implementation as soon as feasible.
Develop & plan for the public sharing of EMS performance information. This plan can guite likely
not be implemented until new IT systems are in place and reliable information is available.
Review organizational options and develop a preferred model for a long term EMS
organizational structure.

Continue with the implementation of those projects not completed in the first 12 months.

Year4 &5

Expand the number of PCP graduates and initiate a recruitment program.

In cooperation with the RRC educational program develop plans to expand the training of ACPs
and initiate plans for the training of Community Paramedics.

Develop a plan for the systematic expansion of those areas in which paramedics can enlarge
their scope of practice.

Continue with the implementation of those projects not completed in the earlier phases.

Forward from Year 5

The focus on the education and recruitment of PCPs will need to continue, It may take as long as
ten years before there are sufficient PCPs in the system o replace ¢asual on-call staff and move
to a provincial system of EFT PCPs.

it will take time before all paramedic education can take place in an educational institute such as
Red River College. The educational programs should eventually include PCP diploma training,
Advanced Care Paramedic training, Community Paramedic training and EMS leadership training.
Continue with the implementation of those projects not completed in the earlier phases.

We believe that with these changes Manitoba will have created a pre-hospital patient care and inter-
facility transport system that offers more integrated, responsive, reliable and sustainable service. At the
same time the EMS service will continue to respect local differences and will work cooperatively with
stakeholders and partners in the planning and implementing these changes.
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10.

11

12.

13.

14,

16.

Manitoba EMS System Review - RECOMMENDATIONS
March 2013

Continue utilizing two primary dispatch centres. In the future utilize a single tender for CAD to
facilitate seamless views of each centre’s data and improve interoperability.

Primary dispatch centres must have an unfettered right and obligation to assign the most
appropriate ambulance to any specific call and move resources as required to achieve optimal
ambulance coverage on a continuous basis.

Both dispatch centres should enter into formal agreements with the 911 agencies to have
monthly compliance reports based on call handling and call transfer times.

Ali dispatch centres should also be measured against the nationally recognized standards and
publish monthly reports on compliance, specifically to high acuity calls (echo and delta).

Integration of CAD & EPCR data should be accomplished in a timely fashion.

Establish a Dispatch Centre Coordinating Committee with MTCC and WFPS as the members for
the purpose of sharing ideas and information and addressing commen issues.

_Complete the process of requiring all self-dispatch centres to either meet the approved
provincial standards or transfer the dispatch function to MTCC.

implement an Office of the Medical Director (OMD) providing a province wide standardized
approach with oversight for training requirements, medical care, continuing education and
guality improvement efforts.

Operationalize the OMD in a manner that provides centralized direction th rough associate
Medical Directors and QU staff that provide local input and support.

Ensure that Medical Director and key staff in the OMD participate in national/international
professional associations to facilitate maintenance of practice currency.

Review the current purpose and policies of the MFR program.
Develop a program that is more equitable between Winnipeg and rural and northern Manitoba.
Review (and change) the current funding reguirements for the municipalities.

Develop a provincial program plan that identifies where MFR stations should be developed in
the future.

In rural and northern Manitoba the EMS program should continue to develop a “paramedics
only” model and increasingly employ EFT licensed PCPs as entry level. This model will continue
to train/employ ICPs and over time possibly some ACPs. EMRs should be phased out as
resources allow,

Continue the cross trained fire/paramedic system in Winnipeg, Brandon and Thompson.



17.

18.

19.

20.

21.

22,

23,

24,

25,

26,

27.

28,

29,

30.
31.
32.

33.

Have the new RHAs proceed with the amalgamation and organization of the different EMS
services that were transferred to them as part of the regional restructuring. This should be dane
in consultation with Manitoba Health or the proposed Impiementation Task Force when it is
established.

Authorize each rural and northern RHA to establish the EMS leadership structure for the region
{the WRHA will need to have an EMS lead).

Transition to full time paramedics with Primary Care Paramedic being the entry level required
province-wide,

Standardize and continue indefinitely the rural ICP prog;am under the leadership of the OMD.

Establish a province-wide response time standard of not more than 30 minutes for 90% of the
population 90% of the time.

Establish new response time targets for urban and rural areas (exclusive of remote locations) of
8:59 minutes and 14:59 minutes respectively.

Approve, in principle, the closure or consolidation of low volume stations into higher volume
stations.

Begin the process of developing a provincial plan to create larger mare effective and efficient
stations by consolidating or closing smaller stations.

Establish a rural and northern funding target of $85 per unit hour and phase in the increase in
funding of $16m over a multi-year period.

Involve Basic Air Ambulance carriers as important partners in the total air and land ambulance
service. This may be as sole provider or in cooperation with Government Air Services.

Publish a Request for Proposals (RFP) inviting applications to provide Basic Air ambulance
services in both the northern and southern portions of the province. The RFP could be for
aviation services only. This could result in multiple carriers being approved.

Institute performance contracts with all Basic Air Ambulance carriers.

Maintain integrated approach to provision of IFT on a province-wide basis. However, Emergency
cut-off levels must be clearly established so that primary system (emergency) response capacity
is not compromised.

Centralize/enhance accountability for transport coordination with MTCC.
Utilize multi-load vehicles (air and ground) for the provision of these services when practical.

Further explore development of a Hub and Spoke transport system appropriately using both air
and ground resources.

Review the transportation authorization policy including a review of the Inter-facility Transport
Checkdist. Should more diagnostic information be required on the Checklist?



34,

35.

36.

37.

38

39.

40.

4].

42,

43.

45,

46,

47.

48,

49,

50.

51.

52.

Further explore the development of a central control point to provide preauthorization for all
IFT transports.

Explore the possibility of Winnipeg stretcher cars returning patients home in areas adjacent to
Winnipeg after discharge from hospital.

SAAP include multi-aircraft capacity as part of its ongoing IFT service.

Establish province-wide standard data set, using EPCR capable of integrating EMS with other
Health Information.

Consider utilizing/extending the WFPS platform with full transparency and availability to the
province.

Develop a simpler and more uniform user fee system for the province, Eliminate all surcharges.

Transfer the responsibility for setting rates and collecting user fee revenue to a new provincial
EMS entity.

Until the new central collection system is in place require central approval for any user fee rate
changes.

Review the current pelicy of allowing RHAs and SPAs to set their own IFT rate and billing
Manitoba Health accordingly

Report compliance to density specific response time targets.

Publish response times electronically within 15 days of the completion of each months reporting
period,

Develop time defined outcome oriented prevention goals that are measurable.

As the Manitoba system evolves, transition the system’s culture from that of response to
prevention.

implement targeted pilot projects to determine the optimal value point for the use of paramedic
personne! in community health improvement initiatives.

Develop curriculum components to integrate this role into the foundational educational
programming within the province.

Establish train in place bridge programming to facilitate development of existing EMR personnel
to the PCP level.

If there is to be a self-regulated College of Paramedics, it must address the diverse needs of
mukti-task or multi-career personnel.

All paramedics should be educated or certified in affiliation with a college or unbversity
institution.

For the foreseeable future all the current paramedic education programs should continue in
order to meet the demand for PCPs either entry level ar upgrade of EMRs



53,

54.

Create an EMS Review Task Force to complete the detailed plans for implementation of the

approved recommendations, lead the implementation and oversee the ongoing management of
the initiatives.

Have the EMS Review Task Force review organizational options, develop its preferred option for
a long term EMS structure and present this option to Manitoba Health and the primary
stakeholders for their review and approval.



