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INTRODUCTION

In an effort to address access to care, Minnesota in 2007, funded a pilot program to educate skilled paramedics 1o increase their role in providing primary care for needy
community members. The fraining program consists of 144 didactic hours and 196 clinical hours which lead to the attainment of 14 credits toward a degree. Since ifs
inception, Hennepin Technical College has frained over 170 Minnesota Paramedics to this certification and approximately 500 national/international candidates.

METHODS

One of the programs was conducted by North Memorial Health Care (NMHC) in Minneapolis, Minnesota. The program started in 2012 and ten paramedics were certified to

the level of Community Paramedics (CPs). The NMHC clinic is housed in a chemical dependency treatment center providing patient care 8 hours a day, 5 days a week.
Patient numbers range from 12 — 16 per day. These CPs see "High Medical Risk Recall Patients” with 10 or more medications, at least 3 chronic diseases, medications with a

tight therapeutic window (Coumadin, Digitalis, etc.), and mental health-related comorbidities.
The NHMC program served 455 patients with 4,500 fotal visits. The payer mix consisted of 85% public sources, of which 50% came from Medicaid. Diagnoses of patienfs seen

included: stroke, behavioral health, congestive heart failure, and diabetes. Referrals came from multiple care tfeam members and settings: emergency departments (ED),
home care, and primary care.

RESULTS

Analysis of North Memorial EMR data from October 2012-13 shows that CPs reduce utilization of hospital emergency care for patients selected for the program
because of ED over-utilization. Comparison of utilization 8 and 12 weeks before and after initiation of CP intfervention shows up to a 50% reduction in inpatient/ED

utilization. Applying national average cost data for inpatient/ED allows a conservative cost savings of $8,500 per patient (based on fewer readmissions/ED visits)
within the specified time frame.

CONCLUSION

Community paramedic educafion and targefed interventions can produce substantial cost savings while serving the needs of high-needs patient populations.
Limitations of the study that constitute challenges for expansion to other locales include: identifying the “right” patients, determining the “right” level of resource,

and defining the value of the program.
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