
















STATE OF NEBRASKAsERv1cecoNTRACTAWARD State Purchasing Bureau 
1526 K Street. Suite 130 
Lincoln, Nebraska 68508 

PAGE 
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BUSINESS UNIT 
25480016 

VENDOR NUMBER: 978500 

VENDOR ADDRESS: 

THE PARAMEDIC FOUNDATION 
28007TH STN 
PO B0X2286 
SAINT CLOUD MN 56302-2286 

ORDER DATE 
01/14/19 
BUYER 

ANNETTE WALTON AS 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
84746 04 

AN AWARD HAS BEEN MADE TO THE VENDOR/CONTRACTOR NAMED ABOVE FOR THE SERVICES AS LISTED BELOW FOR THE 
PERIOD: 

FEBRUARY 1, 2019 THROUGH JANUARY 31, 2022 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 5947 Z1 

Contract to supply and deliver Emergency Medical Services Consulting Services to the State of Nebraska as per the attached 
specifications for the period February 1, 2019 through January 31, 2022. The contract may be renewed for two (2) additional 
two (2) year periods when mutually agreeable to the vendor: and the State of Nebraska. 

Vendor Contact: Nick Nudell, Chief Data Officer 
Phone: 760-405-6869 
Fax: 320-251-8154 
E-Mail: nnudell@paramedicfoundation.org 

(1/14/19 SC) 

Line Description 

1 STAGE ONE OF ASSESSMENT. 
INITIAL AWARD YR 1 . 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

2 STAGE TWO OF ASSESSMENT 
INITIAL AWARD YR 1 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

3 STAGE THREE OF ASSESSMENT 
INITIAL AWARD YR 1 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

4 ADD WRITTEN REPORT 1-10 PER YR 
INITIAL AWARD YR 1 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

5 ADD SITE VISIT OR CONSULT 
INITIAL AWARD YR 1 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

DHHS Division Director 

Estimated 
Quantity 

5.0000 

5.0000 

5.0000 

200.0000 

200.0000 

Unit of 
Measure 

EA 

EA 

EA 

HR 

HR 

Unit 
Price 

1,500.0000 

19,000.0000 

4,500.0000 

200.0000 

200.0000 

Extended 
Price 

7,500.00 

95,000.00 

22,500.00 

40,000.00 

40,000.00 

R<35001N1SK00021NISK0002 ZO I SUYO I 



ST A TE OF NEBRASKA SERVICE CONTRACT AWARD State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 
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ORDER DATE 
01/14/19 

BUSINESS UNIT 
25480016 

BUYER 
ANNETTE WALTON AS 

VENDOR NUMBER: 978500 

Line Description 

6 TARGETED ASSESSMENT 
INITIAL AWARD YR 1 
FEBRUARY 1, 2019 TO JANUARY 31, 2020 

7 TRAVEL COST 
INITIAL AWARD YR 1 
FEBRUARY 1. 2019 TO JANUARY 31, 2020 

8 STAGE ONE OF ASSESSMENT 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

9 ST AGE TWO OF ASSESSMENT 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

10 STAGE THREE OF ASSESSMENT 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

11 ADD WRITTEN REPORT 1-10 PER YR 
INITIAL AWARD YEAR 2 
FEBRUARY 1, 2020 TO JANUARY 31. 2021 

12 ADD SITE VISIT OR CONSULT 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

13 TARGETED ASSESSMENT 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

14 TRAVEL COST 
INITIAL AWARD YR 2 
FEBRUARY 1, 2020 TO JANUARY 31, 2021 

15 STAGE ONE OF ASSESSMENT 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31, 2022 

16 STAGE TWO OF ASSESSMENT 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31, 2022 

17 ST AGE THREE OF ASSESSMENT 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31, 2022 

Estimated 
Quantity 

5.0000 

1,000.0000 

5_0000 

5.0000 

5.0000 

200.0000 

200.0000 

5.0000 

1,000.0000 

5.0000 

5.0000 

5.0000 

Unit of 
Measure 

EA 

$ 

EA 

EA 

EA 

HR 

HR 

EA 

$ 

EA 

EA 

EA 

Telephone: (402}471-6500 
Fax: (402} 471-2089 

CONTRACT NUMBER 
84746 04 

Unit 
Price 

9,500.0000 

1.0000 

1,500.0000 

19,000.0000 

4,500.0000 

200.0000 

200.0000 

9,500.0000 

1.0000 

1,700.0000 

21,000.0000 

5,000.0000 

Extended 
Price 

47,500.00 

1,000.00 

7,500.00 

95,000.00 

22,500.00 

40,000.00 

40,000.00 

47,500.00 

1,000.00 

8,500.00 

105,000.00 

25,000.00 

R435001U!SKOOO'.llflll~K00(Y,> 2n1fi()901 



STATE OF NEBRASKAsERVICECONTRACTAWARD State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln. Nebraska 68508 

PAGE ORDER DATE Telephone: (402) 471-6500 

3 of 5 01/14/19 Fax: (402) 471-2089 

BUSINESS UNIT BUYER 
25480016 ANNETTE WALTON AS CONTRACT NUMBER 

VENDOR NUMBER: 978500 84746 04 

Line Description 
Estimated Unit of Unit Extended 
Quantity Measure Price Price 

18 ADD WRITTEN REPORT 1-10 PER YR 200.0000 HR 200.0000 40,000.00 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31. 2022 

19 ADD SITE VISIT OR CONSULT 200.0000 HR 200.0000 40,000.00 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31, 2022 

20 TARGETED ASSESSMENT 5.0000 EA 10,000.0000 50,000.00 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31. 2022 

21 TRAVEL COST 1,000.0000 $ 1.0000 1,000.00 
INITIAL AWARD YR 3 
FEBRUARY 1, 2021 TO JANUARY 31, 2022 

22 STAGE ONE OF ASSESSMENT 5.0000 EA 1,700.0000 8,500.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

23 STAGE TWO OF ASSESSMENT 5.0000 EA 21,000.0000 105,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

24 ST AGE THREE OF ASSESSMENT 5.0000 EA 5,000.0000 25,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

25 ADD WRITTEN REPORT 1-10 PER YR 200.0000 HR 200.0000 40,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

26 ADD SITE VISIT OR CONSULT 200.0000 HR 200.0000 40,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

27 TARGETED ASSESSMENT 5.0000 EA 10,000.0000 50,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

28 TRAVEL COST 1,000.0000 $ 1.0000 1,000.00 
RENEWAL ONE YR 4 
FEBRUARY 1, 2022 TO JANUARY 31, 2023 

29 ST AGE ONE OF ASSESSMENT 5.0000 EA 1,900.0000 9,500.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

r.d&:r.11ALS 
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STATE OF NEBRASKA SERVICE CONTRACT AWARD State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE ORDER DATE Telephone: (402) 471-6500 

4 of5 01/14/19 Fax: (402) 471-2089 

BUSINESS UNIT BUYER 
25480016 ANNETIE WALTON AS CONTRACT NUMBER 

VENDOR NUMBER: 978500 84746 04 

Line Description 
Estimated Unit of Unit Extended 
Quantity Measure Price Price 

30 STAGE TWO OF ASSESSMENT 5.0000 EA 22,000.0000 110,000.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

31 STAGE THREE OF ASSESSMENT 5.0000 EA 5,500.0000 27,500.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

32 ADD WRITTEN REPORT 1-10 PER YR 200.0000 HR 200.0000 40,000.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

33 ADD SITE VISIT OR CONSULT 200.0000 HR 200.0000 40,000.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

34 TARGETED ASSESSMENT 5.0000 EA 11,000.0000 55,000.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31. 2024 

35 TRAVEL COST 1,000.0000 $ 1.0000 1,000.00 
RENEWAL ONE YR 5 
FEBRUARY 1, 2023 TO JANUARY 31, 2024 

36 STAGE ONE OF ASSESSMENT 5.0000 EA 1,900.0000 9,500.00 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

37 STAGE TWO OF ASSESSMENT 5.0000 EA 22.000.0000 110,000.00 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

38 ST AGE THREE OF ASSESSMENT 5.0000 EA 5,500.0000 27,500.00 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

39 ADD WRITTEN REPORT 1-10 PER YR 200.0000 HR 200.0000 40,000.00 
RENEWAL TWO YR 6 
FEBRUARY 1. 2024 TO JANUARY 31, 2025 

40 ADD SITE VISIT OR CONSULT 200.0000 HR 200.0000 40,000.00 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

41 TARGETED ASSESSMENT 5.0000 EA 11,000.0000 55,000.00 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

'~TIALS 
K43500l•11SKOOO>li'11SK0002 20150901 



STATE OF NEBRASKAsERVICECONTRACTAWARD State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 
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ORDER DATE 
01/14/19 

BUSINESS UNIT 
25480016 

BUYER 
ANNETTE WAL TON AS 

VENDOR NUMBER: 978500 

Line Description 

42 TRAVEL COST 
RENEWAL TWO YR 6 
FEBRUARY 1, 2024 TO JANUARY 31, 2025 

43 STAGE ONE OF ASSESSMENT 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

44 STAGE TWO OF ASSESSMENT 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

45 STAGE THREE OF ASSESSMENT 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

46 ADD WRITTEN REPORT 1-10 PER YR 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31. 2026 

47 ADD SITE VISIT OR CONSULT 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

48 TARGETED ASSESSMENT 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

49 TRAVEL COST 
RENEWAL TWO YR 7 
FEBRUARY 1, 2025 TO JANUARY 31, 2026 

Total Order 

Estimated 
Quantity 

1,000.0000 

5.0000 

5.0000 

5.0000 

200.0000 

200.0000 

5.0000 

1,000.0000 

Unit of 
Measure 

$ 

EA 

EA 

EA 

HR 

HR 

EA 

$ 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
84746 04 

Unit 
Price 

1.0000 

2,100.0000 

22,000.0000 

6,000.0000 

200.0000 

200.0000 

12,000.0000 

1.0000 

Extended 
Price 

1,000.00 

10,500.00 

110,000.00 

30,000.00 

40,000.00 

40,000.00 

60,000.00 

1,000.00 

1,903,500.00 

R435001NISK00021UISK0002 20150901 



For public information purposes only; not part of contract. 

 

Request for Proposal Number 5947 Z1 

Contract Number 84746 O4 

Proposal Opening: November 26, 2018 
 
 
In accordance with Nebraska Revised Statutes §84.712.05(3), the following material(s) has not 
been included due to it being marked proprietary. 
 

The Paramedic Foundation 
1. None 
SafeTech Solutions LLP 
1. None 
Public Consulting Group, Inc. 
1. None 
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Cover Letter 
Annette Walton 
State Purchasing Bureau 
1526 K St. Suite 130 
Lincoln, NE 68508 

November 25, 2018 

Dear Ms. Walton: 

2800 N 7th St.• St. Cloud, MN 56303 • http://paramedicfoundation.org 

We are pleased to submit this proposal in response to your Request for Proposal (RFP) Number 5947 21 
for the purpose of selecting a qualified bidder to provide Emergency Medical Services consulting. 

The Paramedic Foundation (TPF) is a Minnesota corporation registered with the IRS as a 501c3 non
profit charity organization. The Federal tax ID number is: 46-3271401. The Paramedic Foundation's prin
cipal place of business is 2800 7th St N, St. Cloud, MN 56303. Nick Nudell has the authority to answer 
questions regarding the proposal and may be reached at nnudell@paramedicfoundation.org or phone 
(760) 405-6869. 

The Paramedic Foundation's proposed solution for the project meets all the requirements of the RFP. 
TPF has not taken any exception to the Terms and Conditions. TPF will comply with all Federal and Ne
braska Administrative Statute as those law and rules are currently enacted and promulgated, and as 
they may subsequently be amended and adopted. 

The Paramedic Foundation will not substitute, at project start-up, different personnel from those evalu
ated by the State except when a candidate's unavailability is no fault of The Paramedic Foundation and 
after State approval. 

The Paramedic Foundation will use the following individuals when selected to do the work: Nick Nudell, 
Gary Wingrove, Paul Anderson, Robert McNally, and Cindy Sobania. 

The Paramedic Foundation is a foreign corporation, not incorporated under the laws of the state of Ne
braska, but has been registered with the Nebraska Secretary of State. We look forward to your favorable 
consideration. 

Respectfully submitted, 

Nick Nudell 
Chief Data Officer 
The Paramedic Foundation 

Flex Rural Community Emergency Medical Services (EMS) Consulting Services 4 
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PARAMEDIC 
foundation 2800 N 7th St.• St. Cloud, MN 56303 • http:ljparamedicfoundation.org 

REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES FORM 
By signing this Request for Proposal for Contractual Services form, the bidder guarantees com
pliance with the procedures stated in thi s Request for Proposal, and agrees to the terms and 

conditions unless otherwise indicated in writing and certifies that bidder maintains a drug free 
work place. 

Nebraska's Transparency in Government Procurement Act, Neb. Rev Stat§ 73-603 DAS is required to 

!Ct statistical information regarding the number of contracts awarded to Nebraska Contractors. This 
rmation is for statistical purposes on ly and will not be considered for contract award purposes. 

_ NEBRASKA CONTRACTOR AFFIDAVIT: Bidder hereby attests that bidder is a Nebraska Contractor. 

::>raska Contractor" shall mean any bidder who has maintained a bona fide place of business and at 

tone employee within this state for at least the six (6) months immediately preceding the posting date 

FORM MUST BE SIGNED USING AN INDELIBLE METHOD (NOT ELECTRONICALLY) 

FIRM: The Paramedic Foundation 

FAX NUMBER: 320-251-8154 

SIGNATURE: J~;J~ 

Flex Rura l Community Emergency Medical Services (EMS} Consulting Services 
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Bidder Contact Sheet 

2800 N 7th St.• St. Cloud, MN 56303 • http://paramedicfoundation.org 

Request for Proposal Number 5947 Zl 

Form A should be completed and submitted with each response to this RFP. This is Intended to provide the State with information 
on the bidder's name and address, and the specific person(s) who are responsible for preparation of the bidder's response. 

Preparation of Response Contact Information 

Bidder Name: The Paramedic Foundation 

Bidder Address: 2800 7th St N 
St. Cloud, MN 56303 

Contact Person & Title: Nick Nudell, Chief Dat a Officer 

E-mail Address: nnudell@11aramedicfoundatio!J.org 

Telephone Number (Office): 760-405-6869 

Telephone Number (Cellular}: 760-40S-6869 

Fax Number: 320-2Sl-8154 

Each bidder should also designate a specific contact person who will be responsible for responding to the State if any clarifications 
of the bidder's response should become necessary. This will also be the person who the State contacts to set up a presenta

tion/demonstration, If required. 

Communication with the State Contact Information 

Bidder Name: The Paramedic Foundation 

Bidder Address: 2800 7th St N 
St. Cloud, MN 56303 

Contact Person & Title: Nick Nudell, Chief Data Officer 

E-mail Address: nnudell@11aramedicfouodation.org 

Telephone Number (Office): 760-405-6869 

Telephone Number (Cellular): 760-405-6869 

Fax Number: 320-251-8154 

Flex Rural Community Emergency M edical Services (EMS) Consulting Services 6 
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PARAMEDIC 
foundation 2800 N 7th St. • St. Cloud, MN 56303 • http://paramedicfoundation.org 

TERMS AND CONDITIONS 

We accept all incorporated Terms and Conditions. 

If a conflict or ambiguity arises after the Addendum to Contract Award have been negotiated and agreed to, the Addendum to 
Contract Award shall be interpreted as follows: 

1. If only one Party has a particular clause then that clause shall control; 
2. If both Parties have a similar clause, but the clauses do not conflict, t he clauses shall be read together; 
3. If both Parties have a similar dause, but the clauses conflict, the State's clause shall control. 

GENERAL 

The contract resulting from this RFP shall incorporate the following documents: 

1. Request for Proposal and Addenda; 
2. Amendments to the RFP; 
3. Questions and Answers; 
4. Contractor's proposal {RFP and properly submitted documents); 
5. The executed Contract and Addendum One to Contract, if applicable; and, 
6. Amendments/ Addendums to the Contract. 

These documents constitute the entirety of the contract. 

Unless otherwise specifica lly stated in a future contract amendment, in case of any conflict between the incorporated 
documents, the documents shall govern in the following order of preference with number one (1) receiving preference 
over all other documents and with each lower numbered document having preference over any higher numbered doc
ument: 1) Amendment to the executed Contract with the most recent dated amendment having the highest priority, 
2) executed Contract and any attached Addenda, 3) Amendments to RFP and any Questions and Answers, 4) the original 
RFP document and any Addenda, and S) the Contractor's s.ubmitted Proposal. 

Any ambiguity or conflict in the contract dis.covered after Its execution, not otherwise addressed herein, shall be re
solved in accordance with the rules of contract interpretation as established in the State of Nebraska. 

NOTIFICATION 

I I I 
Contractor and State shall identify the contract manager who shall serve as the point of contact for the executed con
tract. 

Communications regarding the executed contract shall be in writing and shall be deemed to have been given if delivered 
personally or mailed, by U.S. Mail, postage prepaid, return receipt requested, to the parties at their respective ad· 
d resses set forth below, or at such other addresses as may be specified in writing by either of the parties. All notices, 
requests, or communications shall be deemed effective upon personal delivery or t hree (3) calendar days following 
deposit in the mail. 

Flex Rura l Community Emergency Medical Services (EMS) Consulting Services 
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GOVERNING LAW (Statutory) 

Accept 
(Initial) 

Accept 
(Initial) 

Accept 

Notwithstanding any other provision of this contract, or any amendment or addendum(s) entered into contemporane
ously or at a later time, the parties understand and agree that, (1) the State of Nebraska is a sovereign state and its 
authority to contract is therefore subject to limitation by the State's Constitution, statutes, common law, and regula
tion; (2) this contract will be interpreted and enforced under the laws of the State of Nebraska; (3) any action to enforce 
the provisions of this agreement must be brought in the State of Nebraska per state law; (4) the person signing this 
contract on behalf of the State of Nebraska does not have the authority to waive the State's sovereign immunity, stat
utes, common law, or regulations; (S) the indemnity, limitation of liability, remedy, and other similar provisions of the 
final contract, if any, are entered into subject to the State's Constitution, statutes, common law, regulations, and sov
ereign immunity; and, (6) all terms and conditions of the final contract, including but not limited to the clauses con
cerning third party use, licenses, warranties, limitations of liability, governing law and venue, usage verification, indem
nity, liability, remedy or other similar provisions of the final contract are entered into specifically subject to the State's 

Constitution, statutes, common law, regulations, and sovereign immunity. 

The Parties must comply with all applicable local, state and federal laws, ordinances, rules, orders, and regulations. 

BEGINNING OF WORK 

eject & Provide Al· NOTES/COMMENTS: 
nitial) ve within RFP 

,se (Initial) 

The bidder shall not commence any billable work until a valid contract has been fully executeti by the State and the 
successful Contractor. The Contractor will be notified in writing when work may begin. 

CHANGE ORDERS 

eject & Provide Al- NOTES/COMMENTS: 
nltlal} ve within RFP 

,se (Initial) 

The State and the Contractor, upon the written agreement, may make changes to the contract within the general scope 
of the RFP. Changes may involve specifications, the quantity of work, or such other items as the State may find neces
sary or desirable. Corrections of any deliverable, service, or work required pursuant to the contract shall not be deemed 
a change. The Contractor may not claim forfeiture of the contract by reasons of such changes. 

The Contractor shall prepare a written description of the work required due to the change and an itemized cost sheet 
for the change. Changes in work and the amount of compensation to be paid to the Contractor shall be determineti in 
accordance with applicable unit prices if any, a pro-rated value, or through negotiations. The State shall not incur a 
price increase for changes that should have been included in the Contractor's proposal, were foreseeable, or result 

from tiifficulties with or failure of the Contractor's proposal or performance. 

No change shall be implemented by the Contractor until approved by the State, and the contract is amended to reflect 
the change and associated costs, if any. If there is a tiispute regarding the cost, but both parties agree that immediate 
implementation is necessary, the change may be implemented, and cost negotiations may continue with both Parties 

retaining all remedies under the contract and law. 

NOTICE OF POTENTIAL CONTRACTOR BREACH 

eject & Provide Al· NOTES/COMMENTS: 
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If Contractor breaches the contract or anticipates breaching the contract, the Cont ractor shall immediately give written 
notice to the State. The notice shall explain the breach or potential breach, a proposed cure, and may include a request 
for a waiver of the breach if so desired. The State may, in its discretion, temporarily or permanently waive the breach. 
By granting a waiver, the State does not forfeit any rights or remedies to which the St ate is entitled by law or equity, or 
pursuant to the provisions of the contract Failure to give immediate notice, however, may be grounds for denial of 
any request for a waiver of a breach. 

BREACH 
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Either Party may terminate the contract, in whole or in part, if the other Party breaches its duty to perform its obliga
tions under the contract in a timely and proper manner. Termination requires written notice of default and a thirty 
(30) calendar day (or longer at the non-breaching Party's discretion considering the gravity and nature of the default) 
cure period. Said notice shall be delivered by Certified Mail, Return Receipt Requested, or in person w ith proof of 
delivery. Allowing time to cure a failure or breach of contract does not waive the right to immediately terminate the 
contract for the same or different contract breach which may occur at a different time. In case of default of the Con
tractor, the State may contract the service from other sources and hold the Contractor responsible for any excess cost 
occasioned t hereby. 

The State's failu re to make payment shall not be a breach, and the Contractor shall retain all available statutory reme
dies and protections. 

NON-WAIVER OF BREACH 

The acceptance of late performance with or wi thout objection or reservation by a Party shall not waive any rights of 
the Party nor constitute a waiver of the requirement of timely performance of any obligations remaining to be per
formed. 

SEVERABILllY 

If any term or condition of the contract is declared by a court of competent jurisdiction to be Illegal or in conflict with 
any law, the validity of the remaining terms and condit ions shall not be affected, and the rights and obligations of t he 
parties shall be construed and enforced as if the contract did not contain the provision held to be invalid or illegal. 
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INDEMNIFICATION 
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1. GENERAL 
The Contractor agrees to defend, indemnify, and hold harmless the Sta te and its employees, volunteers, 
agents, and it s elected and appointed officials ("the indemnified partie,") from and against any and all third 
party claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, costs, and ex
penses of every nature, including investigation costs and expenses, settlement costs, and attorney fees and 
expenses ("the claims''), sustained or asserted against the State for personal injury, death, or property loss or 
damage, arising out of, resulting from, or attributable to t he wlllf ul misconduct, negligence, error, or omission 
of t he Contractor, its employees, subcontractors, consultants, representat ives, and agents, resulting from this 
contract, except to the extent such Contractor liability is attenuated by any action of the State which directly 
and proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The Contractor agrees it will, at its sole cost and expense, defend, indemnify, and hold harmless t he indem
nified parties from and against any and all claims, to the extent such claims arise out of, result from, or are 
attributable to, the actual or alleged infringement or misappropriat ion of any patent, copyright, t rade secret, 
trademark, or confidential information of any th ird party by the Contractor or its employees, subcontractors, 
consultants, representatives, and agents; provided, however, the State gives the Contractor prompt notice In 
writing of the claim. The Contractor may not settle any infringement claim that will affect the St ate's use of 
the Licensed Software without the State' s prior written consent, which consent may be w ithheld for any rea
son. 

If a judgment or settlement is obtained or reasonably anticipated against t he State's use of any intellectual 
property for which the Contractor has indemnified the State, the Contractor shall, at t he Contractor's sole 
cost and expense, promptly modify the it em or Items which were determined to be infringing, acquire a li
cense or licenses on the State's behalf to provide the necessary rights to the State to eliminate the infringe
ment, or provide the State with a non-infringing subst itute t hat provides the State t he same funct ionality. At 
the State's election, the actual or anticipated judgment may be treated as a breach of warranty by the Con
tractor, and t he State may receive the remedies provided under this RFP. 

3. PERSONNEL 
The Cont ractor shall, at its expense, indemnify and hold harmless the indemnified parties from and against 
any claim with respect to w ithholding taxes, worker's compensation, employee benefits, or any other cla im, 
demand, liabil ity, damage, or loss of any nature relating to any of the personnel, including subcontractor's 
and t heir employees, provided by the Cont ractor. 

4. SELF-INSURANCE 
The State of Nebraska is self-insured for any loss and purchases excess insurance coverage pursuant to Neb. 
Rev. St at. § 81-8,239.01 (Reissue 2008). If there ls a presumed loss under the provisions of t his agreement, 
Contractor may file a claim with the Office of Risk Management pursuant to Neb. Rev. Stat. §§ 81-8,829 - 81-
8,306 for review by the State Claims Board. The State retains all rights and immunities under the State Mis
cellaneous (Section 81-8,294), Tort (Section 81-8,209), and Contract Claim Acts (Section 81-8,302), as outlined 
in Neb. Rev. St at . § 81-8,209 et seq. and under any other provisions of law and accept s liability under t his 
agreement to the extent provided by law. 

5. The Parties acknowledge that Attorney General for the State of Nebraska is required by statute to represent 
the legal interests of t he State, and t hat any provision of t his Indemnity clause is subject to the statutory 
authority of the Attorney General. 

ATIORNEY'S FEES 
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ln t he event of any litigation, appeal, or other legal action to enforce any provision of the contract, the Parties agree to 
pay all expenses of such action, as permitted by law and if order by the court, including attorney's fees and costs, if the 
other Party prevails. 

ASSIGNMENT, SALE, OR MERGER 
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Either Party may assign the contract upon mutual written agreement of the other Party. Such agreement shall not be 
unreasonably withheld. 

The Contractor retains the right to enter into a sale, merger, acquisition. internal reorganization, or similar transaction 
involving Contractor's business. Contractor agrees to cooperate with the State in executing amendments to t he con
tract to allow for the transact ion. If a third party or entity is involved in the transaction, the Contractor will remain 
responsible for performance of the contract unt ll such time as the person or entity involved in the transaction agrees 
in writing to be contractually bound by this contract and perform all obligations of the contract. 

CONTRACTING WITH OTHER NEBRASKA POLITICAL SUB-DIVISIONS 

aject & Provide Al- NOTES/COMMENTS: 
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The Contractor may, but shall not be required to, allow agencies. as defined in Neb. Rev. Stat. §81-145, to use this 
contract. The t erms and conditions, Including price, of t he contract may not be amended. The State shall not be con
tractually obligated or liable for any contract entered into pursuant to this clause. A listing of Nebraska political subdi
visions may be found at the website of the Nebraska Auditor of Public Accounts. 

FORCE MAJEURE 
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Nei ther Party shall be liable for any costs or damages, or for default resulting from its inability to perform any of its 
obligations under the contract due to a natural or manmade event outside the control and not the fault of the affected 
Party ("Force Majeure Event"). The Party so affected shall immediately make a written request for relief to the other 
Party, and shall have the burden of proof to justify the request. The other Party may grant the rel ief requested; relief 
may not be unreasonably withheld . Labor disputes with the impacted Party's own employees will not be considered a 
Force Majeure Event. 
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CONFIDENTIALITY 
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All materials and information provided by the Parties or acquired by a Party on behalf of the other Party shall be re 
garded as confidential information. All materials and information provided or acquired shall be handled in accordance 

with federal and state law, and ethical standards. Should said confidentiality be breached by a Party, the Party shall 
not ify the other Party immediately of said breach and take im mediate corrective act ion. 

It is incumbent upon the Parties to inform their officers and employees of the penal ties for improper disclosure imposed 
by the Privacy Act of 1974, 5 U.S.C. 552a. Speci fically, 5 U.S.C. 552a (i)(l), which is made applicable by 5 U.S.C. 552a 

(m}(l), provides t hat any officer or employee, who by virtue of his/her employment or official position has possession 
of or access to agency records which contain individually identifiable information, the disclosure of which is prohibited 
by the Privacy Act or regulations established thereunder, and who knowing that disclosure of the specific material is 

prohibited, willfu lly discloses the material in any manner to any person or agency not entitled to receive it, shall be 
guilty of a misdemeanor and fined not more than $5,000. 

OFFICE OF PUBLIC COUNSEL (Statutory) 

If it provides, under the terms of this contract and on behalf of the State of Nebraska, health and human services to 

individuals; service delivery; service coordination; or case management, Contractor shall submit to the jurisdiction of 
the Office of Public Counsel, pursuant to Neb. Rev. Stat. §§ 81-8,240 et seq. This section shall survive the t ermination 

of this contract. 

LONG-TERM CARE OMBUDSMAN (Statutory) 

Contractor must comply with the Long-Term Care Ombudsman Act, Neb. Rev. Stat. §§ 81-2237 et seq. This sect ion 
shall survive the terminat ion of this contract. 

EARLY TERMINATION 

The contract may be terminated as follows: 
1. The State and the Contractor, by mutual w ritten agreement, may terminate the contract at any t ime. 
2. The State, in its sole discretion, may terminate the contract for any reason upon thirty (30) calendar day's 

written notice t o the Contractor. Such termination shall not relieve the Contractor of warranty or other 
service obligations incur red under the terms of the contract. In the event of terminat ion tl)e Contractor 
shall be entitled t o payment, determined on a pro rata basis, for products or services sa t isfactorily per

formed or provided. 
3. The State may terminate the contract immediately for the following reasons: 

a. if directed to do so by statute; 
b. Contractor has made an assignment for the benefit of creditors, has admitted in writing its inabil

ity to pay debts as they mature, or has ceased operating in the normal course of business; 
c. a trustee or receiver of the Contractor or of any substantial part of the Contractor's assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal conduct pertaining 

to performance under the contract by its Contractor, its employees, officers, directors, or share

holders; 
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e. an involuntary proceeding has been commenced by any Party against the Contractor under any 
one of the chapters of Title 11 of the United States Code and (i) the proceeding has been pending 
for at least sixty (60) calendar days; or (ii) the Contractor has consented, either expressly or by 
operation of law, to the entry of an order for relief; or (iii ) the Contractor has been decreed or 
adjudged a debtor; 

f. a voluntary petition has been filed by the Contractor under any of the chapters of Title 11 of the 
United States Code; 

g. Contractor intentionally discloses confident ial informat ion; 
h . Contractor has or announces it will discontinue support of the deliverable; and, 
i. In the event funding is no longer available. 

CONTRACT CLOSEOUT 

eject & Provide Al· NOTES/COMMENTS: 
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Upon contract closeout for any reason the Contractor shall w ithin 30 days, unless stated otherwise herein: 

1. Transfer all completed or partially completed del iverables to t he State; 
2. Transfer ownership and t itle to all completed or partially completed deliverables to the State; 
3. Return to the State all informat ion and dat a, unless the Contractor is permitted to keep the informat ion or 

data by contract or rule of law. Contractor may retain one copy of any information or data as required to 
comply w ith applicable work product document ation standards or as are automatically retained in the 
course of Contractor's routine back up procedures; 

4. Cooperate with any successor Contactor, person or entity in t he assumption of any or all of the obligat ions 
of this contract; 

5. Cooperate with any successor Contactor, person or entity with t he transfer of information or data related to 
this cont ract; 

6. Return or vaca t e any state owned real or personal property; and, 
7. Return all data in a mutually acceptable format and manner. 

Nothing in this Section should be const rued to require the Cont ractor to surrender intellectual property, real or personal 
property, or information or data owned by the Contractor for which the State has no legal claim. 

CONTRACTOR DUTIES 

INDEPENDENT CONTRACTOR/ OBLIGATIONS 

I I I 
It Is agreed that the Contractor is an independent contractor and that nothing contained hereln is intended or should 
be construed as creating or establishing a relationship of employment, agency, or a partnership. 

The Contractor is solely responsible for fu lfil ling t he contract. The Cont ractor or the Contractor's representative shall 
be t he sole point of cont act regarding all contract ual matters. 

The Cont ractor shall secure, at its own expense, all personnel required to perform t he services under the contract. The 
personnel the Contractor uses to fulfil l the contract shall have no contractual or other legal relationship with t he State; 
they shall not be considered employees of the State and shall not be entitled to any compensation, rights or benefits 
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from the State, including but not limited to, tenure rights, medical and hospital care, sick and vacation leave, severance 
pay, or retirement benefits. 

By.name personnel commitments made In the Contractor's proposal shall not be changed without the prior written 
approval of t he Stat e. Replacement of these personnel, if approved by the State, shall be with personnel of equal or 
greater abili ty and qualifications. 

All personnel assigned by the Cont ractor to the contract shall be employees of the Contractor or a subcontractor, and 
shall be fully qualified to perform the work required herein. Personnel employed by the Contractor or a subcontractor 
to fulfill the terms of the contract shall remain under the sole direction and control of the Contractor or the subcon· 
tractor respectively. 

With respect to Its employees, the Contractor agrees to be solely responsible for the following: 

1. Any and all pay, benefits, and employment taxes and/ or other payroll withholding; 
2. Any and all vehicles used by the Contractor's employees, including all insurance required by state law; 
3. Damages incurred by Contractor's employees within the scope of their duties under the contract; 
4. Maintaining Workers' Compensation and health insurance that complies with state and federa l law and 

submitting any reports on such insurance to the extent requi red by governing law; and 
5. Determining the hours to be worked and the duties to be performed by the Contractor's employees. 
6. All claims on behalf of any person arising out of employment or alleged employment (including without 

limit claims of discrimination alleged against the Contractor, it s officers, agents, or subcontractors or sub
contractor's employees) 

If the Contractor intends to utilize any subcontractor, the subcontractor's level of effort, tasks, and t ime allocation 
should be clearly defined in the bidder's proposal. The Contractor shall agree that it will not utilize any subcontractors 
not specifically included in its proposal in the performance of the contract without the prior written authorization of 
the State. 

The State reserves the right to require the Contractor to reassign or remove from the project any Contractor or sub· 
contractor employee. 

Contractor shall insure that the terms and conditions contained in any contract with a subcontractor does not conflict 
with the terms and conditions of this contract. 

The Contractor shall include a similar provision, for the protection of the State, in the contract with any subcontractor 
engaged to periorm work on t his contract. 

EMPLOYEE WORK ELIGIBILITY STATUS 

The Contractor is required and hereby agrees to use a federal immigration verifi cation system to determine t he work 
eligibility status of employees physically performing services within the State of Nebraska. A federal immigration veri
fication system means the electronic verification of the work authorization program authorized by the Illegal Immigra
tion Reform and Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or an equivalent 
federal program designated by the United States Department of Homeland Security or other federal agency authorized 
to verify the work eligibility status of an employee. 

If the Contractor is an individual or sole proprietorship, the following applies: 

1. The Contractor must complete the United States Citizenship Attestation Form, available on the Department 
of Administ rative Services website at http://das.nebraska.gov/materjel/purchasing.html 
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The complet ed United States Attestation Form should be submitted with the RFP response. 

2. If the Contractor indicates on such attestation form that he or she is a qualified alien. the Contractor agrees 
to provide the US Cit izenship and Immigration Services documentation required to verify the Contractor's 
lawful presence in the United Stat es using the Systemat ic Alien Verificat ion for Entit lements (SAVE) Pro
gram. 

3. The Contractor understands and agrees t hat lawful presence in the United States is required and the Con

tractor may be disqualified or the contract terminated if such lawful presence cannot be verified as required 
by Neb. Rev. Stat. §4-108. 

COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT / NONDISCRIMINATION (Statu
tory) 

The Contractor shall comply with all applicable local, stat e, and federal stat utes and regulations regarding civil r ights 
laws and equal opportunity employment . The Nebraska Fair Employment Practice Act prohibits Contractors of the State 
of Nebraska, and their subcontractors, from discriminating against any employee or applicant for employment, with 
respect to hire, tenure, terms, condit ions, compensation, or privileges of employment because of race, color, religion, 
sex, disability, marital status, or national origin (Neb. Rev. Stat. §48-1101 to 48-1125). The Cont ractor guaran tees 
compliance with the Nebraska Fair Employment Practice Act, and breach of this provision shall be regarded as a material 
breach of cont ract. The Cont ractor shall insert a similar provision in all subcontracts for services to be covered by any 
contract result ing from t his RFP. 

COOPERATION WITH OTHER CONTRACTORS 
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Contractor may be required to work with or in close proximity to other contractors or individuals t hat may be working 
on same or different projects. The Contractor shall agree t o cooperat e with such other contractors or individuals, and 
shall not commit or permit any act which may interfere wit h the performance of work by any other contractor or indi
vidual. Contractor is not required to compromise Contractor' s intellectual property or proprietary information unless 
expressly required to do so by this contract. 

PERMITS, REGULATIONS, LAWS 

The cont ract price shall include the cost of all royalt ies, l icenses, permits, and approvals, whether arising from patents, 
trademarks, copyr ight s or otherwise, that are in any way involved in the contract. The Contractor shall obtain and pay 
for all royalties, licenses, and permits, and approvals necessary for the execution of the contract. The Contractor must 
guarantee that it has the full legal right to the materials, supplies, equipment, software, and other items used to execute 
this contract. 
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OWNERSHIP OF INFORMATION AND DATA/ DELIVERABLES 
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The State shall have the unlimited right to publish, duplicate, use, and disclose all information and data developed o r 
obtained by the Contractor on behalf of t he State pursuant to this contract. 

The State shall own and hold exclusive tit le to any deliverable developed as a result of th is contract. Contractor shall 
have no ownership interest or t itle, and shall not patent, license, or copyright, duplicate, t ransfer, sell, or exchange, the 
design, specificat ions, concept, or deliverable. 

INSURANCE REQUIREMENTS 

The Contractor shall throughout the term of the contract maintain insurance as specified herein and provide the St ate 
a current Certificate of Insurance/Acord Form (COi) verifying the coverage. The Contractor shall not commence work 

on the contract until the insurance is in place. lf Contractor subcontracts any portion of the Contract the Contractor 
must, throughout the t erm of the contract, either: 
1. Provide equivalent insurance for each subcontractor and provide a COi verifying the coverage for the sub

contractor; 
2. Require each subcontractor to have equivalent insurance and provide written notice to t he State t hat the 

Contractor has verified that each subcontractor has the required coverage; or, 
3. Provide the State with copies of each subcontractor's Certificate of Insurance evidencing the required cov-

erage. 

The Contractor shall not allow any subcontractor to commence work until the subcontractor has equivalent insurance. 

The failure of the State to require a COi, or t he failure of the Cont ractor to provide a COi or require subcontractor 
insurance shall not lim it, rel ieve, or decrease the liabil ity of the Cont ractor hereunder. 

In the event that any policy w ri tten on a claims-made basis terminates or is canceled during the term of the contract or 
w ithin one (1) year of terminat ion or e><pirat ion of t he contract, the Contractor shall obtain an extended discovery or 
reporting period, or a new insurance policy, provid ing coverage required by this contract for the term of the contract 
and one (1) year following termination o r expiration of the contract. 
If by the terms of any insurance a mandatory deductible is required, or if t he Cont ractor elects to increase the manda
tory deductible amount, the Contractor shall be responsible for payment of t he amount of the deductible in the event 
of a paid claim. 

Not withstanding any other clause in this contract, the St ate may recover up t o t he liabilit y limits of t he insurance poli
cies required herein . 

1. WORKERS' COMPENSATION INSURANCE 
The Contractor shall take out and maintain during the life of th is contract the statut ory Workers' Compensa
t ion and Employer's Liability Insurance for all of the contactors' employees to be engaged in w ork on the 
project under this cont ract and, in case any such work is sublet , the Cont ractor shall require t he subcontractor 
simi larly to provide Worker's Compensation and Employer's liability Insurance for all of t he subcont ractor's 
employees to be engaged in such work. This policy shall be written to meet the statutory requirements for 
t he state in which t he work is to be performed, including Occupational Disease. The policy shall lnclude a 
waiver of subrogation in favor of the State. The COi shall contain the mandat ory COi subrogation waiver 
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language found hereinafter. The amounts of such insurance shall not be less than the limits stated hereinaf
ter. For employees working in the State of Nebraska, the policy must be wri tten by an entity authorized by 
the State of Nebraska Department of Insurance to write Workers' Compensation and Employer's Liability 
Insurance for Nebraska employees. 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY INSURANCE 
The Contractor shall take out and maintain during the life of this contract such Commercial General liability 
Insurance and Commercia l Automobile liability Insurance as shall protect Contractor and any subcontractor 
performing work covered by this contract from claims for damages for bodily injury, including death, as well 
as from claims for property damage, which may arise from operations under this contract, whether such 
operation be by the Contractor or by any subcontractor or by anyone directly or indirectly employed by ei ther 
of them, and the amounts of such insurance shall not be less than limits stated hereinafter. 

The Commercial General liability Insurance shall be written on an occurrence basis, and provide Prem
ises/Operations, Products/Completed Operations, Independent Contractors, Personal Injury, and Contractual 
Liability coverage. The policy shall include the State, and others as required by the contract documents, as 
Additional lnsured(s). This policy shall be primary, and any insurance or self-insurance carried by the State 
shall be considered secondary and non-contributory. The COi shall contain the mandatory COi l iability 
waiver language found hereinafter. The Commercial Automobile Liability Insurance 5hall be written to cover 
all Owned, Non-owned, and Hired vehicles. 

REQUIRED INSURANCE COVERAGE 
COMMERCIAL GENERAL LIABILITY 

General Aggregate $2,000,000 
Products/Completed Operations Aggregate $2,000,000 
Personal/Advertising Injury $1,000,000 per occurrence 
Bodily Injury/Property Damage $1,000,000 per occun-ence 

Medical Payments $10,000 any one person 
Damage to Rented Premises (Fire) $300,000 each occurrence 
Contractual Included 
Independent Contractors Included 

If higher limits are required, the Umbrella/E>ccess Liability limits are allowed to satisfy the higher limit. 
WORKER'S COMPENSATION 

Employers Liabi lity Limits $500K/$500K/$500K 
Statutory Limits- All States Statutory - State of Nebraska 
USL&H Endorsement Statutory 
Voluntary Compensation Statutory 

COMMERCIAL AUTOMOBILE LIABILITY 
Bodily Injury/Property Damage $1,000,000 combined single limit 
Include All Owned, Hired & Non-Owned Auto- Included 
mobile l iability 

Motor Carrier Act Endorsement Where Applicable 
UMBRELLA/EXCESS LIABILITY 

Over Pr imary Insurance $2,000,000 per occurrence 
PROFESSIONAL LIABILITY 

All Other Professional liability (Errors & Omis- $1,000,000 Per Claim/ Aggregate 
sions) 

MANDATORY COi SUBROGATION WAIVER LANGUAGE 
" Workers' Compensation policy shall include a waiver of subrogation in favor of the State of Nebraska." 

MANDATORY COi LIABILITY WAIVER LANGUAGE 
"Commercial General Liability & Commercial Automobile Liability policies shall name the State of Nebraska 
as an Additional Insured and the policies shall be primary and any insurance or self-insurance carried by 
the State shall be considered secondary and non-contributory as additionally Insured." 

If the mandatory COi subrogation waiver language or mandatory COi liability waiver language on the COi 
states that the waiver is subject to, condition upon, or otherwise limit by the Insurance policy, a copy of the 

Flex Rurc1I Community Emergency Medical Services (EMS} Consult ing Services 17 



NN 

NN 

the 

PARAMEDIC 2800 N 7th St.• St. Cloud, MN 56303 • http://paramedicfo.undation.org foundation 

relevant sections of the policy must be submitted with the COi so the State can review the limitations imposed 

by the insurance policy. 

3. EVIDENCE OF COVERAGE 
The Contractor shall furnish the Contract Manager, with a certificate of insurance coverage complying with 
the above requirements prior to beginning work at: 

Department of Health and Human Services 
Attn: Program Manager Emergency Health Systems 
301 Centennial Mall S. 
Lincoln, NE 68509 

These certificates or the cover sheet shall reference the RFP number, and the certificates shall include the 
name of the company, policy numbers, effective dates, dates of expiration, and amounts and types of cover
age afforded. If the State is damaged by the failure of the Contractor to maintain such insurance, then the 
Contractor shall be responsible for all reasonable costs properly attributable thereto. 

Reasonable notice of cancellation of any required insurance policy must be submitted to the contract man
ager as listed above when issued and a new coverage binder shall be submitted immediately to ensure no 

break in coverage. 

4. DEVIATIONS 
The insurance requirements are subject to limited negotiation. Negotiation typically includes, but is not nec
essarily limited to, the correct type of coverage, necessity for Workers' Compensation, and the type of auto· 

mobile coverage carried by the Contractor. 

ANTITRUST 

The Contractor hereby assigns to the State any and all claims for overcharges as to goods and/or services provided in 
connection with this contract resulting from antitrust violations which arise under antitrust laws of the United States 

and the antitrust laws of the State. 

CONFLICT OF INTEREST 

By submitting a proposal, bidder certifies that there does not now exist a relationship between the bidder and any 
person or entity which is or gives the appearance of a conflict of interest related to this RFP or project. 

The bidder certifies that it shall not take any action or acquire any interest, either directly or indirectly, which will 
conflict in any manner or degree with the performance of its services hereunder or which creates an actual or an ap

pearance of conflict of interest. 

The bidder certifies that it will not knowingly employ any individual known by bidder to have a conflict of interest. 
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The Parties shal l not knowingly, for a period of two years after execution of the contract, recrui t or employ any em
ployee or agent of the other Party who has worked on the RFP or project, or who had any Influence on decisions affect
ing the RFP or project. 

ADVERTISING 

The Contractor agrees not to refer to the contract award in advertising in such a manner as to st ate or imply that the 
company or its services are endorsed or preferred by the State. Any publici ty releases perta ining to the project shall 
not be issued without prior written approval from the State. 

NEBRASKA TECHNOLOGY ACCESS STANDARDS (Statutory) 

Contractor shall review the Nebraska Technology Access Standards, found at http://nitc.nebraska.gov/standards/ 2· 
201.htrnl and ensure that products and/or services provided under the contract are in compliance or will comply with 
the applicable standards to the greatest degree possible. In the event such standards change during the Contractor's 
performance, the State may creat e an amendment t o the cont ract to request the contract comply w ith the changed 
standard at a cost mutually acceptable to the parties. 

DISASTER RECOVERY/BACK UP PLAN 

eiect & Provide Al• NOTES/COMMENTS: 
nitial) ve within RFP 

1se (Initial) 

The Contractor shall have a disaster recovery and back-up plan, of which a copy should be provided upon request to 
the State, which includes, but is not limited to equipment, personnel, facil ities, and transportation, in order to continue 
services as specified under t he specifications in the contract in the event of a disaster. 

DRUG POLICY 

I I I 
Contractor cert ifi es it maint ains a drug free work place environment to ensure worker saf ety and workplace integrity. 
Contractor agrees to provide a copy of its drug free workplace policy at any time upon request by the State. 
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PAYMENT 

Accept 

(Initial) 

Accept 
(Initial) 

Accept 
(lnitlal) 

PROHIBITION AGAINST ADVANCE PAYMENT (Statutor,") 

Payments shall not be made unti l contractual deliverable(s) are received and accepted by the State. 

TAXES (Statutor,") 

The State is not required to pay taxes and assumes no such liability as a result of this solicitation. Any property tax 
payable on the Contractor's equipment which may be installed in a state-owned facility is the responsibi lity of the 
Contractor. 

INVOICES 

eject & Provide Al· NOTES/COMMENTS: 
riitial) ve within RFP 

,se (lnitlal) 

Invoices for payments must be submitted by the Contractor to the agency requesting the services with sufficient detail 
to support payment. Invoices shall be sent to Department of Health and Human Services. Office of Emergency Health 
Systems, 301 Centennial Mall S, PO Box 95026, Lincoln, NE 68509·5026. Invoices to included project being billed for. 
Payment should be subject to DHHS approval of deliverables. The terms and conditions included in the Contractor's 
invoice shall be deemed to be solely for the convenience of the parties. No terms or conditions of any such invoice 
shall be binding upon the State, and no action by the State, including without limitation the payment of any such invoice 
in whole or in part, shall be construed as binding or estopping the State with respect to any such term or condition, 
unless the invoice term or condition has been previously agreed to by the State as an amendment to the contract. 

INSPECTION AND APPROVAL 

eject & Provide Al· NOTES/COMMENTS: 
nitial) ve within RFP 

,se (Initial) 

Final Inspection and approval of all work required under the contract shall be performed by the designated State offi 
cials. 

The State and/or Its authorized representatives shall have the right to enter any premises where the Contractor or 
subcontractor duties under the contract are being performed, and to inspect, monitor or otherwise evaluate the work 
being performed. All inspections and evaluat ions shall be at reasonable times and in a manner that will not unreason
ably delay work. 

PAYMENT 

~ject & Provide Al· NOTES/COMMENTS: 
nitial) ve w ithin RFP 

1se (Initial) 

State will render payment to Contractor when the terms and conditions of the contract and specifications have been 
satisfactorily completed on the part of the Contractor as solely determined by the State. (Neb. Rev. Stat. Section 73-
506(1)) Payment will be made by the responsible agency in compliance with the State of Nebraska Prompt Payment 
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Act (See Neb. Rev. Stat. §81-2401 through 81-2408). The State may require the Contractor to accept payment by elec
tronic means such as ACH deposit. In no event shall the State be responsible or liable to pay for any services provided 
by the Contractor prior to the Effective Date of the contract, and the Contractor hereby waives any claim or cause of 

action for any such services. 

LAT£ PAYMENT (Statutory) 

The Contractor may charge the responsible agency interest for late payment in compliance with the State of Nebraska 
Prompt Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408). 

SUBJECT TO FUNDING/ FUNDING OUT CLAUSE FOR LOSS OF APPROPRIATIONS 

The State's obligation to pay amounts due on the Contract for a fiscal years following the current fiscal year is contingent 
upon legislative appropriation of funds. Should said funds not be appropriated, the State may terminate the contract 
with respect to those payments for the fiscal year(s) for which such funds are not appropriated. The State will give the 
Contractor written notice thirty (30) calendar days prior to the effective date of termination. All obligations of the State 
to make payments after the termination date will cease. The Contractor shall be entitled to receive just and equitable 
compensation for any authorized work which has been satisfactorily completed as of the termination date. In no event 
shall the Contractor be paid for a loss of anticipated profit. 

RIGHT TO AUDIT (First Paragraph is Statutory) 

The State shall have the right to audit the Contractor's performance of this contract upon a 30 days' written notice. 
Contractor shall utilize generally accepted accounting principles, and shall maintain the accounting records, and other 
records and information relevant to the contract (Information) to enable the State to audit the contract. The State may 
audit and the Contractor shall maintain, the Information during the term of the contract and for a period of five (5) 
years after the completion of this contract or until all issues or litigation are resolved, whichever is later. The Contractor 
shall make the Information available to the State at Contractor's place of business or a location acceptable to both 
Parties during normal business hours. If this is not practical or the Contractor so elects, the Contractor may provide 
electronic or paper copies of the Information. The State reserves the right to examine, make copies of, and take notes 
on any Information relevant to this contract, regardless of the form or the Information, how it is stored, or who pos
sesses the Information. Under no circumstance will the Contractor be required to create or maintain documents not 
kept in the ordinary course of Contractor's business operations, nor will Contractor be required to disclose any infor
mation, including but not limited to product cost data, which is confidential or proprietary to Contractor. 

The Parties shall pay their own costs of the audit unless the audit finds a previously undisclosed overpayment by the 
State. If a previously undisclosed overpayment exceeds one-half of one percent (.5%) of the total contract billings, or 
if fraud, material misrepresentations, or non-performance is discovered on the part of the Contractor, the Contractor 
shall reimburse the State for the total costs of the audit. Overpayments and audit costs owed to the State shall be paid 
within ninety days of written notice of the claim. The Contractor agrees to correct any material weaknesses or condition 

found as a result of the audit. 
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a. BIDDER IDENTIFICATION AND INFORMATION 
Since 2013, The Paramedic Foundation is (TPF) has been a M innesota non-profit corporation that is tax-exempt 
under section 501c3 of the Internal Revenue Code as an IRS designated 170(b)(l)(A)(vi) public charity. It has no 
employees but is run by five volunt eer board of directors (BOD). In addition to our BOD we have an external board 
of advisors comprised of 14 professionals from across the country who are able to be contractually engaged as 
needed for specific projects. 

The mission of The Paramedic Foundation is to further the profession of paramedicine. 

Our vision is to provide resources and expertise through education, governance, credentialing, research, 
and provider safety so that paramedics will become recognized as professionals worldwide. 

We value accountability, competence, creditability, professional recognition, paramedic se/f-gavernance, 
and specialized knowledge of paramedics. 

b. FINANCIAL STATEMENTS 
TPF follows Generally Accepted Accounting Principles (GAAP) a common set of accounting principles, 
standards and procedures that companies use to compile their financial statement s. GAAP are a combi
nation of authoritative standards (set by policy boards) and simply the commonly accepted ways of re
cording and reporting accounting information. TPF has completed work and managed cont racts up to 
$500,000 w ith federal and state governments. TPF uses a top ten accounting firm (Clifton, Larsen, & Al
len) to oversee our accounting practices and file our required tax returns and forms. Our project man
ager Nick Nude II has several years experience managing a federally funded project valued at just under 
$2 million. 

TPF is managed by a volunteer board with an office and office staffing provided by a dedicated person 
donated by a large non-profit Minnesota-based ambulance service. TPF's other contractors are sea
soned EMS professionals averaging over 30 years experience in EMS, most with signifi cant experience 
working in and for rural EMS agencies. TPF has little overhead which allows us to dedicate the funding 
for projects almost entire ly t o the work on the project. As a consulting firm, Priori Health Partners (a TPF 
subsidia ry) has had revenue averaging $100,000+ per year while TPF's revenue has grown from $5,000 
in 2013 to over $250,000 per year. 

Banking Reference: 
Wells Fargo Bank 
809 10th Ave N 
Sartell, MN 56377 
320-650-2280 

No j udgments, pending or expected litigation, or other real or potential f inancial reversal s against TPF 
are known to exist. 

c. CHANGE OF OWNERSHIP 
No changes in ownership or control of the company are anticipated. 
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d. OFFICE LOCATION 
The bidder's office location responsible for performance pursuant to an award of a contract with the 
State of Nebraska should be ident ified. 

e. RELATIONSHIPS WITH THE STATE 
TPF is under contract with DHHS until 12/31/2018 for DHHS Agreement #83928-04. 

f. BIDDER'S EMPLOYEE RELATIONS TO STATE 
No individuals included in our proposal are or were an employee of the State within the past twelve (12) 

months. 

g. CONTRACT PERFORMANCE 
TPF nor its subcontractors have had a contracted terminated for default during the past five (5) years. 

h. SUMMARY OF BIDDER'S CORPORATE EXPERIENCE 
The bidder should provide a summary matrix listing the bidder's previous project s similar t o the scope of 
this RFP. The State will use no more than three (3) narrative project descripti ons submitted by the bid
der during its evaluation of the proposal. 

INTENTIONALLY LEFT BLANK 
PLEASE SEE NEXT PAGE 
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Experience #1 
Organization: Nebraska Department of Health and 
Human Services Division of Public Health EMS Pro
gram 

Address: 301 Centennial Mall SO POB 95026 Lin
coln, NE 68509-5026 

Fun ct ion: Prime Contractor 
Dates: On Time 
Budget: Varies 

Contact: Tim Wilson 
Phone Number: (402) 471-0124 
E-mail: Tim.Wilson@nebraska.gov 
Project Name: Numerous rural EMS and CAH Assess
ments 
Beginning Date of Project: Ending Date of Project: 0 n-

1/2005 ~oing 

Since 2003 we have conducted 30 rural EMS or CAH assessments. Gary Wingrove has been the lead on all 
of the projects, responsible for the conduct, management, and coordination of projects. 

Many of our assessments have been conducted in rural areas where the state was concerned about the 
short or long term viability of the ambulance service. We have also done several assessments on high 
functioning agencies th at we re seeking to know if they a re we 11 positioned to serve their com mun iti es 
long-term needs. Each assessment has led to a set of recommendations for improvement or change that 
some of which have been adopted on the local level in varying ways. We worked with three CAH hospitals 
who incorporated paramedics in the hospital to enhance hospital emergency department coverage and 
inter-facility patient ambulance transport care. Two of these hospitals are also providing advanced life 
support services to volunteer ambulance services in their service area. 

The state of Nebraska is the contractor and uses federal rural health funds. The community populations 
ivary in size from just a few hundred to 15,000. 

TPF is solely responsible to conduct the assessment and create recommendations. The state reviews the 
draft final reports before they are given to the local agency and made public. 

Many of these have been very satisfying in that they have created significant change. We have been suc
essful in getting communities and counties to convert some struggling volunteer ambulance services into 

agencies that employ full time staff. These changes have improved ambulance response times and quality 
of pre-hospital patient care has been enhanced. 

IWe have been doing these assessments long enough with the Department that we are starting to receive 
requests from them to do repeat assessments. One of the most satisfying results of our work was to visit 
an agency in a city where the ambulance only responded to 25% of their 9-1-1 calls (that's not a typo). 
The other 75% of the ti me volunteers had to respond into the city to complete the emergency trans port. 
We suggested major structural changes to the agency and that the City hire full time paramedics, which 
hey did. Ten years later the state asked us to return and assess the rest of the county. We found exactly 
he opposite problem, the full time agency in the city was now responding to 75% of the emergency calls 

for the volunteer agencies that surrounded the city. At that time we called on the county to fund full time 
paramedics, one on duty at a time, to be dispatched on all emergency requests for the volunteer ambu
lance services in the county. The county hired and funded four paramedics who respond by themselves to 
every ca!I in the county except the county seat town and then treat and transport the patient with assis-
ance from available area volunteer ambulance services. 
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Experience #2 
Ofganization: Ohio Department of Health - State Contact: Daniel Prokopf 
K)ffice of Rural Health Phone Number: (614) 728-0S19 

E-mail: Daniel. Prokon®odh.ohio.,wv 

~ddress: 246 N. High Street, 7t h Floor Project Name: Flex Rural Community Emergency Medi-

Columbus, Ohio 43226 ,.al Services (EMS) Needs Assessment 

Function: Prime Contractor Beginning Date of Project: Ending Date of Project: 
Dates: On Time 7/2016 8/2018 
Budget: $370,000 

'TPF was awarded a multi-year contract by the Ohio State Office of Rural Health to conduct a statewide 

Flex rural needs assessment including updating community health needs assessements and to conduct 

~argeted EMS system assessments for three counties. 

We conducted an initial, high-level assessment of the rural EMS agencies that are known by the state to 
transport to Critical Access Hospitals (CAHs). CAHs were assessed for the need for and desire to have a 

Community Health Needs Assessment {CHNA) updated. Then w e re-assessed the rural EMS agencies that 
transport to CAHs and held regional meetings to identify and discuss regional needs and variations. These 

data culminated in a final report produced for and presented to the state. 

Experience #3 
Contact: Helen Chatalas Organization: King County Emergency Medical 

Services (EMS) Division Phone Number: (206) 263-8560 
E-mail: helen.chatalas@kingcountv.1wv 

Address : 401 5th Ave, Suite 1200 
Seattle, WA 98104 

Project Name: An Advanced life Support Study 

Function: Prime Contractor 

Dates: On Time 
Budget : $109,536 

Beginning Date of Project: 

8/2016 

Ending Date of Project: 

4/2017 

TPF was retained by the EMS Division to conduct a study to examine the Advanced Life Support (ALS) 
agency structure within the KCEMS regional tiered system in relationship to cl inical outcomes and finan-

ial impacts. This ALS study had two primary deliverables: 
1) Evaluate the ALS tier of service delivery and validate the optimal number (or range) of ALS 

agencies in the County, and the appropriate number (or range) of units operated per agency. The 
stu dy also considered whether the current service model is designed to meet ALS system needs 

projected over the next decade (through 2025). 
2) Develop a regional process for responding to any requests for changes to the current ALS 

agency configuration (e.g., if an ALS agency ceases operation). 
The final deliverables included: 

1) A written summary of the recommendations and findings of the investigation validating an 

optimal range of agencies and units to meet service needs through 2025, and a process for 
addressing any changes to the current ALS provider structure. 

2) Presenting recommendations and findings to various regional Stakeholder groups. These 

Stakeholders include: 
BLS Working Group members 

EMS Advisory Task Force members 
Regional Policy Committee members 

King County Council members 
3) Revision of the final report and related presentations based on Stakeholder feedback; con

ducting follow-up meetings to review edits and answer additional questions, and leading the way 
toward reaching regional consensus. 
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i. SUMMARY OF BIDDER'S PROPOSED PERSONNEL/MANAGEMENT APPROACH 

The Paramedic Foundation has formed the following team (See Table 1: The Paramedic Founda
tion Staffing Plan) and assignments based on the requirements of this project. The project will 
be led by Nikiah "Nick" Nudell, MS, NRP, a paramedic and the Chief Data Officer for TPF. Cindy, 
our finance manager, will process administrative documents and communications. The team of 
consultants will work with Nick to complete the project deliverables. 

Resumes of key personnel are enclosed. We share the same references as provided in the expe
rience section. 

Table 1: The Paramedic Foundation Staffing Plan 

jlS consultant "kmcnally@carolina.rr.com 

3. TECHNICAL APPROACH 

SCOPE OF WORK 

Stage One: 
1. Facilitate one conference ca ll with DHHS and EMS service(s) to determine the full scope 

of the assessment and priorities. 

Stage Two: 

2. Interview community leaders, public officials, business leaders, healthcare administra
tors, law enforcement personnel, emergency communication {dispatch/Public Safety 
Answering Point (PSAP)), personnel, healthcare professionals, ambulance services, 
healthcare consumers or other interested stakeholders who may provide information 
for the assessment and recommendations. 

3. Provide a full assessment of Emergency Medica l Services to include all or part of the fol
lowing. A full assessment shall address all items below 

a. Organizational Structure and system design: 
i. Local authority structure and city or county laws or ordinances; 
ii. Integration with and support from other local healthcare and emergency 

response entities (fi re, rescue, Emergency Management Agency (EMA), 
etc.); 
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iii. Human resources and the level of volunteerism, addressing the sustaina· 
bil!ty of volunteerism; 

iv. leadership within the organization; 
v. Administration and management practices; and, 
vi. Ownership and the level of involvement. 

b. EMS response time reliability: 
i. The total demand for service upon the system by response type, includ

ing historical demand and projected trends. 
ii, A fractlle measurement of the EMS systems response tlmes. 
Ill. The fMS system's ability or inability to respond to every request for ser

vice and the causative factors. 

c. Fiscal structure and stability: 
i. Current EMS system finances. 
ii. Billing practices. 
m. Funding sources within the service area, including the third-party payer 

mlx within the servlce area and the relative need for subsidies. 
iv. Value of donated labor. 
v. Full and total cost of provld!ng Emergency Medical Servlces. 

d. The delivery and quality of clinical care including the use of quality improvement; 
i. The current level of care authorized and provided based on the scopes of 

practice established by EMS Statute and Rules and Regulations listed in 
V,B. Project Environment. 

ii. Medical direction including the level of involvement and expertise of the 
local Medical D!rector(s} and/or Surrogate(s). 

iii. Quality Assurance and Quality Improvement plan. 
iv. Education and training status. 

e. Public education and outreach efforts to include the support and perception of 
the local community; public access to the emergency response system. 

f. Communication systems to include the EMS agency's ability to communicate 
with hospitals1 local and state emergency management, air medical ambulances, 
emergency response agencies and the support and involvement of the local dis
patch entity or PSAP personnel. 

g. Integration and involvement with other system of care initiatives and activities 
such as the trauma, cardiac and stroke systems of care. 

h, The level of emergency preparedness of the system and its ability to respond to 
a disaster or public health emergency. 
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4. Collect relevant data regarding state and local regulations, laws, and ordinances, census 
data, demographics, local socioeconomics, industry, geography, highways, neighboring 
service areas, local medical and healthcare services, and facilities; unique impact fac
tors, such as parks, mining, prisons, tourism and special events; and service location, for 

example, stroke, cardiac and trauma centers. 

Stage Three: 
5. Provide a comprehensive final report to be distributed to local officials, regional health 

departments, pre-hospital providers and DHHS for public distribution. The final report 
for each assessment will include all findings, recommendations and a plan how to im
prove the EMS services if applicable. Report will be made available for in preliminary 

and final forms to DHHS and the EMS Service(s). 

6. We will utilize the 18 attributes of a successful EMS agency in our evaluations and re
ports. See http://worh.org/sites/default/files/EMS%20Attributes%20of%20Suc

cess%20Workbook. pdf 

7. Optional Services: 
a. Additional items as requested by DHHS including but not limited to: additional 

site visits or consulting for EMS agency being evaluated 
b. Provide additional verbal and written reports to DHHS, 
c. Targeted Assessments: the contents of a targeted assessment will be determined 

by DHHS. These would include all three stages, but would only address two of 

the areas from sections V.C.4.a. - h. 

BACKGROUND 

The purpose of this contract is to provide Emergency Medical Service (EMS) consulting 
services for individual, city, county, regional, state, private or other types of EMS Services, 
Department of Health and Human Services (DHHS) Office of Emergency Health Systems 
(EHS) or the EMS Board. The consultation will include initial interviews and research 
(Stage One), an assessment to include items specified in sections V.C.3 - 5 (Stage Two), 
and a presentation of findings and final recommendations to EMS Services and DHHS 
(Stage Three). DHHS will have the option to request a targeted assessment, which would 
limit the items included in Stage Two. Location of assessments will vary throughout the 

State of Nebraska. 

DHHS EHS requires that all assessments be completed per the agency's timeline which 
can vary in length. In order to achieve the needs of the agency, DHHS EHS may award a 

contract to no more than two (2) Contractors. 

PROJECT ENVIRONMENT 
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Nebraska Emergency Medical Service (EMS) consulting services is grant funded by the 
Medicare Rural Hospital Flexibility Program specifically designated for rural EMS. Ne
braska currently has over 420 EMS services; most of them are considered rural. Nebraska 
EMS services a variety of different types of ownership including but not limited to city, 
county, private or Rural Fire District and are primarily located in rural and frontier loca
tions. Assessments may be performed on a single service or on a regional area. 

Nebraska EMS is regulated by: 
1. Emergency Medical Services Practice Act: 

http:// dh hs. ne .gov /publichealth/Licensure/Docu me nts/E mergencyMedi
calServicesAct. pdf 

2. Title 172 Nebraska Administrative Code Chapter 11 
http:ljdhhs.ne.gov/publichealth/Llcensure/Documents/EMS172-11.pdf 

3. Title 172 Nebraska Administrative Code Chapter 12 
http:// d hhs. ne .gov /publichealth/Licensure/Docu ments/EMS172-12. pdf 

4. Title 172 Nebraska Administrative Code Chapter 13 
http:// dh hs. ne .gov /publichealth/Licensu re/Documents/EMS! 72-13.pdf 

EMS appears in various other Nebraska Statutes and Rules and Regulations. The Office of 
Emergency Health Systems can assist in providing these during the assessment process if 

requested. 

PROJECT REQUIREMENTS 

The Contractor must provide its own supplies and equipment throughout the term of the 
contract including but not limited to: transportation, workspace, cell phone, computer, 

email, internet etc. 

DHHS REQUIREMENTS 

DHHS shall provide the following: 

1. Access to data such as Trauma Registry, Crash Outcome Data Evaluation Systems 
(CODES), eNARSIS, and other resources upon request. 

2. Name, contact information and localities to be assessed. 
3. One (1) staff person to assist with helping organize the assessment, act as a liai

son with services and other resources upon request. 
4. Coordination of assessment related activities as needed 

BIDDER REQUIREMENTS: 

1. Please describe your company's qualifications including but not limited to his
tory, approach, mission, areas of expertise, resources available to perform EMS 
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assessments and that your company has the ability to stay current with the full 

spectrum of Emergency Medical Services. 

Bidder Response: 
TPF recently completed a three year comprehensive Flex Rural Community EMS Needs Assessment for the 
Ohio Department of Health valued at $374,270. TPF also completed an ambulance rate rebasing analysis for 
the North Dakota Medicaid agency which resulted in the Governor including enhanced reimbursement in his 
budget the following year. TPF is the only EMS consulting firm that has ever completed a Medicaid ambulance 
rate rebasing study in any state. 

TP F was contracted by the Minnesota Department of H ea Ith ( M DH} to create an em p I oye r's tool kit to support 
the state's effort to "speed the adoption of Community Paramedics in Minnesota,,. This is one of three MOH 
contracts targeted to the emerging professions of Community Paramedics, Community Health Workers and 
Dental Therapists ($100,000 contract). 

TPF was awarded a "challenge grant" from the Retirement Research Foundation (RRF). The project we are 
conducting with RRF's support is the creation of the first set of continuing education modules for Community 
Paramedics. RRF provided base funding and then challenged TPF to find other funding for a RRF match. Strat
is Health, Minnesota's QI N/QIO granted funding which RRF has since matched (RRF granted $25k, Stratis 
granted $25k and then RRF matched it with another $20k). There is an additional granting and grant matching 
opportunity in which RRF will grant a final $20k. 

In recent years TPF supported 6 monthly webinars for 25 participants. We also helped plan a face to face 
meeting in the Yukon Territory that brought together paramedics from 3 countries to address the unique 
needs of paramedics in remote areas and the patients they care for. 

TPF coordinated statewide stakeholder meetings in Georgia, Wisconsin and Wyoming. These meetings aver
aged 100 attendees and educated disparate groups about community paramedicine, allowing them to plan 
in state follow up activities to move community para medicine forward. 

TPF was contracted to update the links on the state of Wisconsin's office of rural health's EMS related web
site. These links included policy and resources, providing for the first time, a one-stop shop for providers. 

TPF was instrumental in coordinating Community Paramedic content for several national and regional para
medic conferences, including EMS Today (4,500 registrants), EMS World Expo (4,000 registrants) and the Zoll 
Summit (750 registrants). Each of these include a preconference workshop dedicated to community para
medicine along with other sessions throughout the conference or in "track,, sequence. 

Because we use contractors that fit the specific roles needed for a project we are a very versatile organization. 
Several of our contractors are self employed that move from project to project as needed. This project team 
includes two former state EMS directors and a former state regional EMS operations manager. The team 
working on this project brings unparalleled experience in paramedicine and engagement that includes: 
• Founding member and chair of the International Roundtable on Community Para medicine since 2005 
• Conducting stakeholder engagement exercises for the states of California, Colorado, Georgia, Hawaii, Idaho, 
Maine, Michigan, Ohio, Nebraska, Nevada, North Carolina, North Dakota, Pennsylvania, South Carolina, Wis
consln, Winnipeg, MB, and Wyoming. 
• In a ugu ral Top Ten EMS Innovator designated by the Jou rn a I of Erne rgency Medi cal Services 
• Reciplent of the 1996 Jim Parker Leadership Award from the Commissioner of the Minnesota Department 
of Health for advocating paramedicine princlples within the state's public health network 
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2. Please describe your company's experience in conducting comprehensive EMS 
assessments; please address experience in rural areas and volunteer workforces. 

Bidder Response: 
TPFs is the most experienced firm in conducting comprehensive EMS assessments of rural communities. We 
have learned that although there may be commonalities with these assessments, just like real patients, each 
community needs to be assessed on its own merits. Our methodology for these assessments has been honed 
over the many years and assessments across the country. This core philosophy has driven our success in a 
number of rural states and counties and has been recognized by federal agencies who seek our formal and 
informal counsel on rural EMS and workforce issues. 

We are currently contracted with DHHS to conduct a statewide EMS Needs Assessment. We have conducted 
some 20 comprehensive rural EMS assessments for Nebraska DH HS alone. We developed a plan for a regional 
EMS system in Wyoming. Priori Health Partners (PHP) is a subsidiary of TPF with a long history of performing 
statewide EMS, critical access hospital and rural EMS assessmetns and consultations throughout the Mid
west . Between TPF and its subsidiary, TPF has conducted 34 local EMS agency assessments and four specifi
cally for CAH related issues. 

We also designed and administered statewide rural EMS assessments in Montana, Connecticut, and North 
Dakota. These include mixed methods approaches that were designed with each of the states and their iden
tified needs and local insight. We have developed dozens of online surveys for data collection and problem 
identification to identify legislative challenges, rule making opportunities, grant fund priorities, and workforce 
challenges. 

Many of these have been very satisfying in that they have created significant change. We have been success
ful in getting communities and counties to convert some struggling volunteer ambulance services into agen
cies that employ full time staff. These changes have improved ambulance response times and quality of pre
hospital patient care has been enhanced. 

The Paramedic Foundation has the only team worldwide that has broad experience working with local and 
regional organizations, state and national associations, state and provincial governments and federal agen
cies. Collectively we have significant experience and technical ability in managing projects involving large, 
dynamic and continually evolving national EMS projects. 

3. Please describe your company's proposed approach to completing the in Section 
V.C. Scope of Work. Provide an in-depth description of the services you propose 
to provide, the methods you will use, and the outcomes you propose to achieve. 

Bidder Response: 

We have developed the following proposed plan of work based on our understanding of the project: 
Project kickoff: immediately upon project award the project manager will schedule a conference call with 
DHHS to discuss the project, make introductions of team members as necessary, and to discuss expecta
tions and objectives. 

• Project Management: The project manager will communicate with DHHS on at least a once per 
month basis in regards to assignments and related progress. We will be available during normal 
business hours and at other times as needed to schedule discussions as needed. 

• The scope of work neatly lays out a work plan for each assessment that is similar to the work plans 
we have followed for many years. We would continue to follow these plans unless modifcations 
are needed based on discussion with DH HS. These involve a 2-3 day site visit with back to back 
meetings in the community with local stakeholders collecting quantitative and qualitative data, 
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over the following 4-6 weeks and provided to key persons for review prior to finalizing. 

• Total project time is 2-3 months per assessment. It is possible to overlap the first or last month: 
work with different communities but we try to avoid mixing the periods involving in-person anc 
data analysis so each community can be evaluated with full attention given to its needs. 

4. Please describe your knowledge of federal and State of Nebraska EMS laws and 
regulations. 

We have extensive knowledge of federal and Nebraska state EMS laws and regulations. At the request o 
FORHP staff, we have served as the only non-governmental advisors and SMEs Flex Monitoring team to 
velop the next round of Flex grant guidance. We have served on the National EMS Advisory Council. Son 
of our team have spent a large portion of their career in 'government affairs' roles. We have also served 
state EMS office staff and directors . These experiences give us great insight into the specific laws and ru, 

5. Provide three examples of final reports that your company has provided to cus
tomers. 

Bidder Response: 
We have completed the following three final reports for previous clients and submit them here for your 
view. Please find attachments for reports from Ohio, Nebraska, and King County, Washington. 

DE LI VERABLES: 
1. See Cost Proposal. 
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Nick Nudell, MS, NRP, FACPE 
(760) 405-6869 i medicnick@gmail.com 

•¥J•Uii•=i 
For more than 25 years I've succeeded as a visionary value-based health systems strategist in resource-constrained settings. My 
focus has largely been on improving health care system design, performance and engagement through innovative approaches to 
both knowledge discovery and management. I'm driven to use information to make sense of patterns and to understand complex 
relationships to develop market-leading strategies for long-term top performance, growth, and sustainability. I also develop machine 
learning and artificial intelligence that allows users to make more informed and better decisions. This means that one size does not 
fit all and specific challenges demand precise solutions, many we have not thought of yet. 

PERSONAL DATA 
Birthplace: Spokane, WA. 

Citizenship: USA 

EDUCATION 

D.Sci. Information Systems - Analytics and Decision Support. Dakota State University (Expected). 

MS - Computer Information Systems - Information Security. Boston University (201 3). 

BA - Management with concentration in Information Technology. Golden Gate University (2011 ). 

Paramedic Certificate. Montana State University College of Technology - Great Falls (2001). 

John Deere Ag Technology. Walla Walla Community College (1 994-1996). 

High School Diploma. Horizon High School - Broomfield, CO & Mountlake Terrace, WA. (1991 ). 

WM,J.~i 
Dean's List Scholar. Golden Gate University (Fall 2010). 

Fellow of the American College of Paramedic Executives (FACPE). EMS Officer Credentialing Commission (February 2017). 

PROFESSIONAL APPOINTMENTS/EMPLOYMENT 

2017-Present. Paramedic & Division Chief of EMS Administration. UCHealth. Fort Collins, CO. www.uchealth.org 

Executive level management of a high performance air and ground mobile health paramedic service within a health system that 
claims a Malcolm Baldrige award. IBM Watson Health's list of 5 Top Performing Large Health Systems, multiple hospitals 
in the 100 Top Hospitals by Truven Health Analytics, and the 7th highest performing academic hospital in the United 
States for delivering quality health care. 

Directed the strategic managment of dedicated 9-1-1 . interfacility, flight and ground CCT programs with 250+ staff, $15M+ 
budget, and $40M value stream for improved collections by more than $1M and decreased expenses by more than $3M 
annually while improving employee and community engagement during my tenure. 

Implemented system status management, dynamic deployment, and other high performance EMS system features that resulted 
in immediate reduction in performance penalties and improvement in patient outcomes with 90% reduction in liquidated 
damages. 

Mentoring junior staff & facilitating professional development with an intense focus on health system internal and external 
relationship development. Developed close working relationships with senior management team members resulting in the 
provision of subject expertise advisory roles across the health system. 

Following a servant leader model. developed key performance indicators for clinical, operational, customer service, staff 
recruitment & retenton. and employee engagement performance expectations. 

Increasing market share throughout the region while also strengthening relationships within healthcare system. 

2000-Present. Board Member/ Chief Data Officer. Paramedic Foundation, Inc. (501c3) & PrioriHealth Partners, LLP. St Paul, 
MN. paramedicfoundation.org 

Architect and engineer of numerous performance improvement initiatives for complex social determinants of health, public health, 
system evaluations, and health policy issues with a special focus on the particular needs of rural and remote areas. 

Manage grant portfolio including applications for multi-year programs exceeding $500,000 annually. 

Founder of the UltraMedical Team and development of evidence based guidelines & curriculum for ultra-endurance sports 
including managing more than 150 medical volunteers across North America. 

Principal Investigator for: 

Flex Rural Community Emergency Medical Services (EMS) Needs Assessment for Ohio. 

Advanced Life Support (ALS) Study for King County Medic One. 

• Emergency Medical Services Data for Performance Measurement project contracted with NHTSA. 
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Co-Investigator for: 

• Prehospital Emergency Medical Services Personnel: Comparing Rural and Urban Provider Experience and Provision of 
Evidence-based Care with the University of Washington's WWAMI Rural Health Research Center. 

2014 - 2017. Project Manager. National Association of State EMS Officials. Falls Church, VA. www emscompass.com 
Developed original concept & wrote contract proposal for EMS Compass, a $1 .7M effort to develop evidence based performance 

measures on behalf of NHTSA with the entire EMS industry and paramedic profession being in the driver's seat. 

Managed all aspects of the efforf through its three year lifespan. Completed a contract extension after authoring a manuscript 
ready for peer review. 

Coordinated six workgroups with more than 70 volunteer subject matter experts contributing to all phases of the work. 

Conducted dozens of webinars, information sessions, and presentations at forums all across the country to inform and educate 
EMS professionals about performance improvement and measurement design. 

2000 - Present. (Inactive) Critical Care Paramedic/Ed. Coordinator. Glacier County EMS. Cut Bank. MT. www.glacierems.com 
2014- 2015. Paramedic. Humboldt General Hospital. Black Rock City (Burning Man). Winnemucca, NV. 
2008 · 2009. Per Diem Paramedic. Robert Wood Johnson University Hospital New Brunswick, NJ. 
1999 - 2000. EMT-B Volunteer. Pondera County Ambulance. Valier, MT. www.ourpmc.com 

Supervised & taught First Responders, EMT partners, and Paramedic Interns, then approving new hires for permanent 
employment status. 

Provided customer service, marketing, and community education including providing patient care in 911 responses. inter-facility 
and regional ground transport in remote, rural , and urban settings. 

2011 - 2013. System Integration Manager. FirstWatch Solutions, Inc. Encinitas, CA. www.firstwatch.net 
Providing excellent cuslomer service and support, project management, pre-sales engineering, and developing a next generation 

semi-automated data mining and quality improvement system for Emergency Medical Service pati,rnt care records. 

2005 • 2011 . Senior Field Clinical Engineer/Clinical Educator. AngelMed, Inc. Tinton Falls, NJ . www.angel-med.com 
Reporting to V P of CRA, directed operational activities for feasibility study and then developed clinical strategy for 1,000+ 

patient/SO site pivotal trial for novel implantable cardiac monitoring mHealth device. 

2006 - 2007. Regional Ops Manager. Idaho Dept. of Health and Welfare EMS Bureau. Boise, ID. www.idahoems,org 
Designed an innovative hospital bed tracking system, based upon a unique collaborative research and development program to 

integrate rural EMS providers with Critical Access Hospital programs, multi-year strategic plan, and reorganized my staff of 
ten and per diem staff of 200+ in five regional offices. 

Established EMS system standards including the conversion of National Registry examinations to Computer Based Testing; 
provided technical assistance for the startup of the Idaho EMS Physician Commission including the drafting of 
administrative rules and a comprehensive standards manual. 

2004 - 2006. EMS Agency Specialist, Disaster & Emergency Operations Coordinator. San Francisco Dept. of Public Health. San 
Francisco, CA. www.sanfrancisoems.org 

Performed stra tegic planning then developed EMS disaster and Emergency Operations Plans. policies, procedures and training 
guidance for EMS field providers, nursing and medical staffs and led multiple patient incident exercises and drills. 

Managed complex programs with individual budgets exceeding $1 million including the first Disaster Registry Program and the 
Strategic National Stockpile CHEMPAK program. 

2003 - 2005. ER Technician. John Muir Medical Center. Walnut Creek, CA. www.johnmuirhealth.com 
2001 · 2003. ER Technician. Northern Rockies Medical Center. Cut Bank, MT. nrmcinc.org 

Credentialed as mid-level provider in Critical Access Hospital functioning as a resuscitation team leaaer, neonatal provider, and 
orthopedic technician in a low-resource rural environment. 

1995 - 1998. Precision Agriculture Information Systems Development. ConAgra. Walla Walla, WAf\/alier, MT. 
Developed applications for agricultural information systems to support sales, marketing, and field engineering programs. 
Identified new market opportunities including the first successful online "Partners in Precision" marketing campaign resulting in a 

35% revenue increase. 

1999 - 2000. Service Manager. Lloyd Torgerson. Inc. Etheridge, MT. 

1994 - 1995. Service Department Manager. Russ Dean Ford, Inc. Pasco, WA. 

1993 - 1994. Assistant Service Manager. Courtesy Ford, Inc. Conrad, MT. 
Designed pay for performance program lhat resulted in 20% increase in profit while increasing employee compensation 30% while 

process improvements led to 88% reduction in customer wait times. 

PUBLICATIONS, PROCEEDINGS & PRESENTATIONS 

Selected manuscripts in refereed journals 

1. Fishe JN, Crowe RP, Cash RE, Nudell NG, Martin-Gill C, Richards CT. Implementing Prehospital Evidence-Based Guidelines: 
A Systematic Literature Review. Prehospita/ Emergency Care. 2018;0(0) np. 

2. Nudell NG, Hoffman MH. Case Report: Acute Mental Status Changes Following an Ultramarathon. British Paramedic Journal. 
2017, vol. 2(1 ) 16-19. 

3. Rice DT, Nudell NG, Habra! DA, Smith JE, Ernest EV. CPR induced consciousness: sedation protocols for this special 
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population_ British Paramedic Journal. 2016: 1 (2) 24-29. 

4. Rice DT, Nudell NG, Habrat DA, Smith JE, Ernest EV CPR Induced Consciousness It's Time for Sedation Protocols for this 
Growing Population. Resuscitation. (2016), http://dx.doi.org/10.1016/j .resuscitat ion.2016 .02.013 

5. Nudell N, Rice D, Gale JA, Wingrove GW. Rural acute myocardial infarction survey. International Paramedic Practice. 2013 
Jan 1;2(1), 169-175. 

6. Ellestad MH, Messenger J, Montgomery B, Nudell N, Narula J. lntracardiac Electrogram and lschemia Alert. Journal ofthe 
American College of Cardiology. 2012 Feb 7; 59(6) :631-3. 

7 . Lerner EB, Schwartz RB, Coule PL, Weinstein ES, Cone DC, Hunt RC, Sasser SM, Liu JM, Nudell NG, et al. Science and 
Evidence-based Considerations for Fulfilling the SALT Triage Framework-Lerner et al Reply. Disaster Medicine and Public 
Health Preparedness. 2010;4(01 ):12-. 

8. Lerner EB, Schwartz RB, Coule PL, Weinstein ES , Cone DC, Hunt RC, Sasser SM, Liu JM, Nudell NG, et al. Lerner et al 
reply. Disaster Medicine and Public Hee/th Preparedness. 2010;4( 1 ). 

9. Lerner EB, Schwartz RB, Coule PL , Weinstein ES, Cone DC, Hunt RC , Sasser SM, Liu JM, Nudell NG, et al. Lerner et al 
reply. Disaster Medicine end Public Health Preparedness. 2009;3(2) . 

10. Lerner EB, Schwartz RB, Coule PL , Weinstein ES, Cone DC, Hunt RC, Sasser SM, Liu JM, Nudell NG, et al . Mass Casualty 
Triage: Universal Versus Specific: Lerner et al reply. Disaster Medicine and Public Health Preparedness. 2009;3(02):72-. 

11 . Lerner EB, Schwartz RB. Cou le PL, Weinstein ES, Cone DC, Hunt RC, Sasser SM, Liu J M, N udel I NG, et al. Mass casualty 
triage: an evaluation of the data and development of a proposed national guideline. Disaster Medicine and Public Health 
Preparedness. 2008;2(S 1 ):S25-S34. 

Selected poster and conference presentations 

1 . Fishe J N, Crowe RP, Cash RE, Nudel I NG, Marti n-G i 11 C, Richards CT. Prehospital E BG Implementation Methodology: A 
Systematic Literature Review. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). 

2. Jarvis J , Sager LN, Nudell NG, Barton D. Benchmarking EMS Compass Card iac Performance Measures Using a Large 
National Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). 

3. Jarvis J, Sager LN, Nude II NG, Barton D. Benchmarking EMS Compass Pediatric Performance Measures Using a Large 
National Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). Awarded best poster abstract. 

4. Jarvis J, Sager LN , Nudell NG, Barton D. Benchmarking EMS Compass RLS Performance Measures Using a Large National 
Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). 

5. Jarvis J, Sager LN, Nudell NG, Barton D. Benchmarking EMS Compass Stroke Performance Measures Using a Large 
National Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). 

6. Jarvis J, Sager LN , Nudell NG, Barton D. Benchmarking EMS Compass Seizures and Hypoglycemia Performance Measures 
Using a Large National Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented). 

7. Jarvis J, Sager LN, Nudell NG, Barton D. Benchmarking EMS Compass Trauma Performance Measures Using a Large 
National Dataset. National Association of EMS Physicians, San Diego, CA. 2018 (Presented) 

8. Jonk Y, Wingrove G, Nudell N, McGinnis K, Nehring T, Hart, L. Addressing Geographic Disparities in Access to Ambulance 
Services: Ensuring Access while Minimizing Costs . North Dakota GIS Users Conference. September 2017 {Presented). 

9. Nude II NG. Optimizing The Emergency Call Taking Process With Machine Learning Methods. Institute for Operations 
Research and the Management Sciences Annual Meeting, Houston, TX October 2017 (Presented). 

10. Jank Y, Wingrove G, Nudell N, McGinnis K, Nehring T, Hart, L. Addressing Geographic Disparities in Access to Ambulance 
Services . National Rural Health Association's 40th Annual Conference, San Diego, CA. 2017 (Presented). 

Selected commissioned reports 

1. Anderson P, Nu dell N, Wing rove G. Cole D _ Hamilton County EMS System Assessment, Ohio, Aug 2017. 

2. Anderson P, Nudell N, Wingrove G, Cole D. Seneca County EMS System Assessment, Ohio, Jul 2017 . 

3. Nudell N, Narloch L. Caffrey S, Zavadsky M, Garza A , Hinchey P, Mears G, Nelson 8, Tuke T, Reinert A, Goodwin J. 2016 
National Survey - Data Collection , Use and Exchange in EMS, Clinton Mississippi. National Association of EMTs, June 2016. 

4. Nude II N, Wingrove G, Patterson DG, Robinson-Montera A. Emergency Medical Services Data for Performance 
Measurement: Data Quality Assessment and Recommendations. Washington, DC: National Highway Traffic and Safety 
Administration, Sep 2014. 

5. Wingrove G, Nudell N, Womble M. Otoe County EMS System Assessment, Nebraska, Jul 2013. 

6. Wingrove G, Nudell N, Murray J. Cass County EMS System Assessment, Nebraska, Jun 2013. 

7. Wingrove G, Nudell N. Hamilton County EMS System Assessment, Nebraska, Jan 2013. 

8. Nudell N, Becknell J, Reinert A. A Crisis and Crossroad in Rural North Dakota Emergency Medical Services, North Dakota, 
Jun 2011 . 

9. Becknell J, Nudell N, Reinert A. The Rural Ambulance Service Leadens Survival Guide - Nine Questions Every Rural 
Ambula nee Service Leader Should Ask, North Dakota , Jun 2011 . 
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10. Becknell J, Nudell N, Reinert A. The Impact of Oil and Energy Development on on Out-Of-Hospital Emergency Medical 

Services, North Dakota, Jun 2011. 

11. Nudell N, Wingrove G, Becknell J, Reinert A. North Dakota Rural EMS Improvement Project, North Dakota, Jun 2011. 

12. N udell N, Wing rove G, Becknell J, Reinert A. Pembina County EMS Assessment, North Dakota, May 2011. 

13. Sandy C, Nudell N, Wingrove G, Becknell J, Reinert A. An lntrodution to Rural EMS Medical Direction in North Dakota, North 

Dakota. Apr 2011. 

14. Nudell N, Wingrove G. How Good Is Your Ambulance Service? A Basic Quality Kit for Rural North Dakota Ambulance 

Services, North Dakota, Apr 2011. 

15. Wingrove G, Murray J, Nudell N, Becknell J, Reinert A. Boone County EMS System Assessment, Nebraska, Sep 2009. 

16. Wingrove G, Murray J, Nude II N, Becknell J, Reinert A. City of Bridgeport EMS System Assessment. Nebraska, Aug 2009. 

17. Nudell N. Idaho EMS Physician Commission Standards Manual. Approved under state law 2006. 

18. Nudell N, Wingrove G, Patterson PD. A Patient Tracking Demonstration And Evaluation Project. Florida Department of Health, 
Division of Emergency Medical Operations, Office of Emergency Operations, Orlando, Jun 2006. 

Selected articles in trade journals/self published 

1. Nudell N. Artificial Intelligence for us? Annals of Emergency Dispatch & Response. 2017;5(1)5. 

2. Nudell N. (May 2016 ).The birth of a performance measure. JEMS.com. 

3. Nudell N. (Feb 2015). How EMS is impacted by in-home caregivers' use of digital info. EMS1.com. 

4. Nudell N. (Dec 2014). Why EMS Belongs In The Federal Health IT Plan. EMS1.com. 

5. Hoffman MH, Nudell NG, Berry J. (Sep 2014). Introduction to the Ultra Medical Team. National Association of EMS Physicians 

Newsletter. 

6. Nudell N. (Aug 2013). Case Studies: How The Power of Data Can Transform EMS. EMS World. 

7. Nudell NG. (2004). The Concept of Scalable, Interoperable. and Fully Integrated Healthcare Information Tracking Systems for 
Disasters. The Paramedic Foundation. Retrieved April 8, 2016, from http://paramedicfoundation.org/ 

8. Nudell N. (Jan 1997). GPS In Agriculture -An Overview. Automatic Flagman Company. 

INVITED TALKS 

• American Ambulance Association. St. Louis, MO-EMS Compass Initiative. 

• HIE in EMS Summit 2014, Los Angeles, CA- HIE designed for EMS use. 

• EMS Today. 2013, Washington, DC-EMS Leadership Getting More From Less: How To Use Data in Your CAD and ePCR to 
Improve Operational and Clinical Pertormance. 2015, Washington, DC-EMS Performance Measures Project. 2016, Baltimore, 
MD-EMS Compass Town Hall Meeting: How Performance Measures Could Transform EMS. 

• EMS World. 2013, Las Vegas, NV-How To Use Data to Improve Clinical Performance. 2015, Las Vegas, NV-Town Hall 
Meeting: Building Performance Measures and Why the Future of EMS Depends On It. Integrated Healthcare Forum Session 
Moderator: How Technology Is Transforming Integrated Healthcare. 

• Foothills and Mile High RETAC ePCR Vendor Expo. 2015, Denver. CO-EMS Compass Initiative. 

• Health Information Management Systems Society (HIMSS). 2015, Chicago, IL- Disaster Data Challenges: Don>t let data 

become part of the disaster. 

• Idaho Preparedness Conference. 2006, Burley, ID-Multiple Patient Incident Response Planning. 

• Industry Council for Emergency Response Technologies (iCERT). 2015, Milpitas, CA-Forum on Cyber & ICT Security for 
Emergency Calling and Communications - Leveraging Secure Cloud Services for First Responder Networks. 

• International Association of EMS Chiefs. 2013, Washington, DC-Leveraging Data for Results! 

• I nternationa I Rou ndtab le on Community P aramedicine. 2006, Rochester. MN-The Bigger Than Idaho Project . 

• King County Regional Policy Coucil. 2016, Seattle, WA- King County Medic One Advanced Life Support Study. 

• Medicine & Science in Ultra-Endurance Sports Conference. 2015, Squaw Valley, CA-The Medical Kit Workshop; Ultra Medical 

Team Executive Director's and CMO's Perspective. 

• mHealth Summit. 2015, Washington, DC-Evolving EMS: Implications of Mobile Technology. 

• National Association of City and County Health Officials/Association of State and Territorial Health Officials. 2006, Washington 
DC-Session Moderator: Remote Control: Preparedness Challenges and Successes in Rural Areas. 

• National Association of EMS Physicians. 2015, New Orleans, LA-QI Committee Discussion of EMS Performance Measures. 

• National Association of State EMS Officials. 2013, Nashville, TN-Health Information Exchange and EMS Data. 2014, Orlando, 
FL-Health Information Exchange. 2015, New Orleans, LA-Medical Director>s Council-EMS Compass Introduction. San 
Antonio, TX-EMS Compass Initiative. 2015, Louisville, KY-How Technology Will Shape EMS: Introducing EMS 3.0. 
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• National EMS Information System. 2015, Park City, UT-EMS Compass Initiative. 

• National EMS Management Association. 2005, Orlando, FL-Integrated Information Technology. 

• National Organization of State Offices of Rural Health. 2017, Fargo, ND-What's In It for us? Using Data for Success in Patient 

Care! 

• National Rural Health Association Resources Center. 2014, Washington. DC-PIPSAA Overview. 

• Oregon EMS Conference. 2015, Salem. OR-EMS Compass Initiative. PIMP My Agency: How to future proof your EMS 
agency. Ultra Medical Care. 

• Pinnacle EMS. 2011, Miami, FL-Integrating Automated Data Into Your QA Process. 2012, Colo. Spgs., CO-ls your ePCR 
System Living up to its Billing? 2015, Jacksonville, FL-Why Standard Performance Measures Matter More Than Ever. 

• WAVE. 2015, Austin, TX -The EMS Compass Initiative. 

• Wyoming EMS & Trauma Conference. 2017, Cheyenne, WY - Quality Improvement. 

• ZOLL Summit. 2015, Denver, CO-How Technology Will Shape a Totally New Experience for EMS - Introducing EMS 3.0, 
Designing Performance Measures for EMS. 2016, Denver, CO-Finding the answers that are right under your feet! 

TEACHING EXPERIENCE 

Glacier County EMS. Cut Bank, MT. 
Emergency Medical Technician (Undergraduate: Numerous dates 2000-2003). 
Advanced Emergency Medical Technician (Undergraduate: Numerous dates 2000-2003). 
Emergency Medical Responder (Undergraduate: Numerous dates 2000-2003). 

Heartshare Training Services. San Jose, CA. 
Advanced Cardiac Life Support (Continuing Education: Numerous dates 2003 - 2005). 
Pediatric Advanced Life Support (Continuing Education: Numerous dates 2003 - 2005). 
Prehospital Trauma Life Support (Continuing Education: Numerous dates 2003 - 2005). 

Idaho State University. Pocatello, ID. 
EMS Development and Strategic Planning (Undergraduate: Fall 2015). 

Montana State University-College of Technology. Great Falls, MT. 
EMT Basic DOT Refresher (Continuing Education: Numerous dates 2002 - 2003). 
Paramedic DOT Refresher (Continuing Education: Numerous dates 2002 - 2003}. 
Prehospital Trauma Life Support (Continuing Education: Numerous dates 2002 - 2003). 

LICENSURE/CERTI FICATIONS 
ACLS/BLS Healthcare Provider. American Heart Association. 

American Academy of Pediatrics. Neonatal Resuscitation Provider. 

Certified Test Administrator. PearsonVUE. 
CCEMT-Paramedic. University of Maryland Baltimore County Dept. of EHS #15715 (Expired}. 

Department of Homeland Security. National WMD Standardized Awareness Authorized Trainer; Mass Fatality Program Instructor 

Trainer. 
Emergency Management Institute. ICS100; ICS200; IS5a; NIMS-700; Integrated Emergency Management. 

Idaho EMS Bureau. ALS Instructor. 

Integral Performance Solutions, LLC. Six Sigma Green Belt. 
Montana State EMS Bureau. ALS Training Coordinator; Advanced Drivers Education. 

0.8. STAT, Inc. Advanced Concepts of O.B. Transport. 

Paramedic #041516. Colorado Department of Public Health & Environment (Expires 7119/2020). 

Paramedic #MED-PARA-LIC-3052. Montana State EMS Bureau (Expires 3/31/2019). 

Paramedic #M0931478. National Registry of Emergency Medical Technicians (Expires 3131/2019). 

Paramedic #110065. Wyoming Department of Health Office of EMS (Expires 1213112019). 

Valier Fire Department (Montana). Basic Firefighting. 

WestMed College. EMS Instructor Training. 

PROFESSIONAL SERVICE 

Committees: 
2018 - Present - Prehospital Care Research Forum at UCLA 
2017 - Present - Larimer County Combined Regional Information System Project (CRISP). Steering & Admin Committees. 
2017 - Present - International Paramedic Registry (IPR). U.S. Advisory Committee. 
2017 - Present - International Trail Running Association. Health Commission. 
2017 - Rural EMS Advisory Commitee. Health Resources and Services Administration - Federal Office of Rural Health Policy. 
2016 - Present - Board Member. National EMS Management Association. Liasion to Information and Technology Committee. 
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2016 - Present - Prehospital Guidelines Consortium. Co-chair Dissemination, Implementation. & Evaluation Committee. Member 
of Evidence Review Committee conducting GRADE level reviews. 

2014 - 201 7 - Attributes of a Successful Rura I Ambulance Service. Advisory Committee. Wisconsin Office of Rural Health. 
2013 - 2017 - Project Execution Group, Project Manager. EMS Compass Initiative. National Association of State EMS Officials. 
2012 - 2017 - Dedicated Short Range Communication Technical Committee. SAE - International. 
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Frequently Used Acronyms 
The Emergency Medical Services field makes frequent use of acronyms that may not be familiar 
to many persons. To reduce confusion for the purposes of this report the following acronyms 

are defined as: 
ALS 
BLS 
CAH 
CAAS 
CAMTS 
CE 
CISD 
ED 
EMD 
EMR 
EMS 
EMT 
EMT-1/AEMT 
EOC 
IFT 
MICU 
MCI 
Paramedic 
PIER 
PMD 
PSAP 
ODPS 
ODH 
SNF 

Advanced Life Support (EMT-1/AEMT or paramedic level agency) 
Basic Life Support (EMT/EMR level agency} 

Critical Access Hospital 
Commission on the Accreditation of Ambulance Services 
Commission on the Accreditation of Medical Transport Systems 

Continuing Education 
Critical Incident Stress Debriefing 
Emergency Department 
Emergency Medical Dispatch (pre-arrival instructions for 911 calls) 
Emergency Medical [First] Responder 
Emergency Medical Services 
Emergency Medical Technician certified by Ohio 
EMT certified by Ohio at the Intermediate level (ILS) 

Emergency Operating Center 
lnterfacility Transfer 
Mobile Intensive Care Unit 
Multiple Casualty Incident 
Paramedic certified by Ohio (ALS} 
Public Information, Education, and Relations 
Physician Medical Director 
Public Safety Answering Point 
Ohio Department of Public Safety 
Ohio Department of Health 
Skilled Nursing Facility 
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The Paramedic Foundation was engaged by the state of Ohio Department of Health's State 
Office of Rural Health {SORH) to conduct a Rural Emergency Medical Services (EMS) needs 
assessment. This effort was funded entirely by the federal Medicare Rural Hospital Flexibility 

Grant Program. 

The primary objective of the assessment was to assess the methods and delivery of EMS 
throughout rural Ohio, specifically related to agencies which interface with Critical Access 
Hospitals {CAHs). We maintained focus on what is needed by these EMS agencies to sustain the 
critical link of care provided to rural Ohio. The results discovered are translated into 
recommendations in this report and are intended to inform the on-going grant application 

processes that are used by the SORH. 

Information contained in this report summarizes a statewide assessment of rural EMS agencies 
based on a web-based survey conducted March through May 2018. The findings were validated 
in June 2018 through in-person meetings with representatives of EMS agencies throughout 
Ohio. Information gathered in two previous assessments focused on two specific agencies, 
commissioned by the SORH in Ohio in 2017, is also embedded in the report. 

The number of responses from agencies to the invitation to participate in the survey via a web
based response (other "hard copy" options were offered) were typical for this survey method. 
On site, face to face regional meetings conducted throughout Ohio were attended by highly

engaged, knowledgeable and informative individuals. 

The following set of recommendations emerged from the survey and meetings and can be used 
by the SORH in future competitive and continuing applications for funding under the Medicare 
Rural Hospital Flexibility Grant Program (FLEX). The SORH should assist agencies in: 

• Effective recruitment efforts; 
• Effective staff retention efforts; 

• Reviewing and securing funding sources; 
• Developing and improving efficiencies within their agency; and, 
• Developing a system to support the transport of patients between hospitals, especially 

from CAHs to tertiary care centers. 

The results of this survey provide an opportunity for critical analysis of opportunities to invest 
in and positively impact the delivery of care to patients requesting service from EMS agencies, 

especially those in rural Ohio. 
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EMS in general, but especially EMS in rural and small -town America, continues to be influenced 
by the unique way it developed over the last 50+ years. Ohio, as most other states, does not 
have laws mandating that any form of local or regional government provide EMS. The amount 
of EMS and the level of care provided is a local issue and has become a product of historical 
precedent and local initiative. 

Modern EMS has roots in the 1960s yet over the last four decades, EMS in most rural 
communities has been heavily subsidized by volunteers who donate their time to staff 
emergency medical response and transportation. EMS agencies that are dependent on 
volunteers for staffing and fund-raising for revenue have found advancement difficult. It is a 
challenge to assure a timely response in these settings. In the current era of preparing public 
safety for effective response to manage natural disasters and other events, the reality of 
rural/frontier EMS is that the infrastructure upon which to build such a response is itself in 
jeopardy. 

In any given year, roughly seven out of ten Ohioans do not engage in any organized volunteer 
work at all. In 2014, only 27.5% of all Ohioans reported any involvement with formal volunteer 
work during the year. A majority of Ohioans, it is clear, simply do not give back to their 
communities in this way. Volunteerism in many communities has noticeably declined in the last 
decade while at the same time that demand for EMS has grown. 

In 2017, the nationwide average value of a volunteer's hour was $24.69 while in Ohio it was 
$23.33 per hour1. For one Ohio ambulance to be staffed 24 hours a day, 7 days per week for a 
year, the volunteers are contributing $408,742 (8,760 * 2 = 17,520 • 23.33 = $408,742} in free 
labor to the community per pair of volunteer ambulance staff. 

Ohio Methods, Findings & Discussion 
The Ohio Department of Health' s State Office of Rural Health (SORH} contracted The Paramedic 
Foundation (TPF) to design, administer and assess a survey of EMS agencies in rural Ohio. The 
TPF team brings a combined 120+ years of experience, serving t he EMS needs of rural 
communit ies in many different roles, including overseeing EMS operations at the state level as 
well as providing operational leadership for the purpose of assuring long-term viability of 
patient-centric delivery of care, notwithstanding call volume, demographics or other rural 
health care issues. The purpose of the survey was primarily to identify needs of rural EMS 
agencies within Ohio which may be positively impacted through planning and implementation 
of specific initiatives as determined by the SORH. 

In 2016, the Wisconsin Office of Rural Health developed and published 18 Attributes of 
Successful Rural Ambulance Agencies. Members of our project team were expert advisors to 

1 The Independent Sector. The Value of volunteer Time. 2018. https://www.independentsector.org/resource/the
val ue-of-vol u nteer-time-2018/ 
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the process and authored the accompanying "EMS Attributes of Success Workbook". This 
document has served as the cornerstone for rural EMS development ever since and led to the 
development of a survey for Ohio rural EMS agencies. 

Using the framework of that published work as the foundation, our 2016 survey was designed 
to gather information that would allow the current status of those attributes with in EMS 
agencies in rural Ohio to be evaluated. Potential interventions to improve overall performance 
and sustainability of agencies were gleaned from the inputs. This survey provides an 
opportunity to seek out areas where changes could be made to increase the success of a rural 
EMS agency. It is impractical to expect that all 18 attributes can be addressed at one time, 
however, they provide a start ing point for system improvement. 

For the 2016 survey the Ohio Department of Public Safety, EMS Division (ODPS) provided a list 
of email contacts for each agency that had transported to one of the 33 CAHs in the previous 
year. For the 2018 survey, OOPS provided TPF a list of the EMS agencies serving the rural areas 
of Ohio. Email invitations to participate in the survey were sent by us between March and April 
2018. Email bounces were researched with ODPS staff and through other means to identify 
participant contact information. Of the 480 individual agencies who were invited to complete 
the survey, 75 (16%) partia lly completed it and 49 {10%) completed all of it. The sixteen percent 
response rate (completion rate) is insufficient to develop a satisfactory confidence interval, 
however the data collected is consistent with expert and anecdotal opinion and should prove 
useful for the SORH as they engage in planning for future fiscal cycles. 

Our 2018 survey focused on agency operations and questions used by the OOPS in an attrition 
survey were incorporated to allow this survey to complement their work and promote ease of 
comparison between the two. 
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Detailed Recommendations 
Our 2018 online survey included an open-ended question asking agencies what they needed in 
order to continue to serve the public. 

Survey question 22: What needs does your agency have in order to maintain or enhance your 
service? There were 53 responses to this open-ended question (many contained multiple items). 
In those, there were 16 unique items. 

1. More part-time or paid staff (20 responses) 
2. Funding for ambulance, building and equipment purchases (18 responses) 
3. More local (including tax levy), grant, state and federal funding for operations support 

(17 responses) 
4. Funding for initial and ongoing training {7 responses) 
5. More volunteers (4 responses} 
6. Larger pool of applicants (2 responses) 
7. Funding for supplies (2 responses) 
8. In house training center (2 responses) 
9. Tax/Student loan incentives that would help draw new employees to the line of work 
10. less federal and state requirements on training for volunteers 
11. Fewer no_n-emergency transports 
12. Clinics to treat patients instead of transport them 
13. Increased ambulance staff meetings 
14. Tax Levy designed to implement part-time paid staff 
15. Aggressive Protocols 
16. In house QA Measures 

These "need" responses were used in the June in-person regional meetings to further tease out 
specific recommendations that could be completed by existing SORH Flex-EMS funding 
(approximately $200,000 per year) that would provide the highest impact to the EMS agencies 
and the public they serve while being addressed with minimal financial investment. For future 
planning and funding, these areas may serve as t argets for larger initiatives as more financial 
resources become available to the state. 

The consensus that emerged during the reg ional meetings was the concept of developing a 
toolkit that would contain step-by-step suggestions and contain information on: 

• Examples of successful practices and how they were achieved 
• How to educate the public on the key role EMS plays in the community and healthcare 

• How to cultivate community stakeholders including policy makers to support EMS 

• How to work with the media to tell the EMS story 

• Successful t ax initiatives and other financial programs implemented to finance and 
enhance EMS services 

• Examples of personnel and policy and procedure manuals 

• Utilization of grant writers or a "road map" with step-by-step actions to help the agency 
successfully complete and submit grant applications 
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Considering the full results of the survey and regional meetings, the following four areas include 
recommendations for FFY2019. 

RECRUITMENT 
Those who provided input into this survey and review process agree their agencies are weak in 
the area of recruitment. 

• "Our agency has advertised to pay a potential employee's tuition plus offer them a job. 
(We) have never had an individual take advantage of the offer in five years; I don't 
understand!" 

• "People do not want to work for $12 - $14 an hour, they can make the same in fast food 
or other jobs with less responsibility and work." 

• "We aren't able to compete with wages and benefits offered by larger services or public 
safety jobs." 

• "The number of services starting part-time paramedic (advanced life support) services 
has increased making it a challenge to find enough providers to provide coverage." 

• "People want to work for agencies that pay more or have less runs to do when they are 
on duty. This is true in trying to find part-time people, they go where there is less work, 
so they can rest and get paid." 

• "We are always competing with other activities. " 

• "We have to do a better job of asking or persuading young people to join a service, they 
do not come forward on their own like in the past, they need to be convinced EMS will 
benefit them." 

Issue: 

Although the data show the total numbers of practitioners within agencies that 
responded to the survey as being "flat" , the total number of ambulance responses and 
length of transports between medical facilities is increasing. The total number of 
practitioners needs to increase in the EMS agencies that rely partially or primarily on 
volunteer staffing. Every participant in the regional meetings expressed concern or 
agreed the pool of potential candidates is smaller now than in the past and seems to 
continue to get smaller each year. 

Recommendation #1: 

There were 69 responses to survey question 19 regarding specific recruitment activities 
already conducted by Ohio EMS agencies. There were 32 unique responses in the 
categories of advertising, education and finance, and personal contact. 

A targeted survey on recruitment efforts should be conducted. The survey should 
contain the list of responses obtained in 2018 asking the agencies to rank the 
effectiveness of each option, and to submit success stories for options that are 
particularly effective. A report should be issued that ranks the activities by effectiveness. 
This ranking can be used by the agencies to increase their activities on effective 
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strategies and to abandon ineffective strategies. The success stories should be shared 

along with any specific effort that can be replicated (for example, sample flyers or 

newspaper ads). 

RETENTION 
Approaching retention of staff in a well-planned, methodical manner rather than in a "shot
gun" fashion allows an agency to measure effectiveness of efforts undertaken and to effectively 

and efficiently utilize those efforts which are proven to be successful. Retention efforts must be 

well thought out and specifically focused. Those providing input provided insights into how 

recruitment efforts are hampered. 
• "The 30-year retirement plan needs to be looked at (in our county), other areas have a 

20 and 25-year plan which attracts people." 
• "There seems to be no or very little recognition for volunteers in EMS. (We) have 

suggested to a legislator that there needs to be a tax break for volunteers to encourage 

them to become volunteers." 

The list of efforts presently being undertaken by agencies as well as efforts which the agencies 
desire to undertake is long and multifaceted. Arguably there is a specific individual initiative 

which an agency has used, and which has shown itself to be successful. Conversely, there are 
likely several specific individual initiatives which have been deployed with no success. Investing 

time in efforts that have not worked or that have a very low rate of return needs to be 

exchanged for investing in efforts that worked and have shown a favorable return on the 

investment of time and other resources. 

Issue: 
Retention efforts are being used by all but four of the agencies that participated in the 
survey. There is no indication of whether or not any specific strategy, effort or idea 
deployed is effective in the greater retention effort. 

Recommendation #2: 
Rural agencies need help with retention efforts. There were 65 responses to survey 

question 20 regarding specific retention activities already conducted by Ohio EMS 
agencies. There were 21 unique responses in the categories of work environment, 

compensation and benefits, and education. 

A targeted survey on retention efforts should be conducted. The survey should contain 

the list of responses obtained in 2018 asking the agencies to rank the effectiveness of 
each option, and to submit success stories for options that are particularly effective. A 

report should be issued that ranks the activities by effectiveness. This ranking can be 
used by the agencies to increase their activities on effective strategies and to abandon 

ineffective strategies. The success stories should be shared along with any specific effort 

that can be replicated. 
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FUNDING 
A list of perceived operational funding needs is likely heavily influenced by the most recent or 
most talked about need of the particular single agency responding to a survey. Inter-agency 
perspectives, coordination and planning may help focus in on a specific subset of needs which, 
if appl ied equitably and effectively, may impact many of the other items. Some specific 
comments related to meeting needs, frequently connected to financial support, include: 

• "Being the first (entity) on the ballot {with a levy request) helps get a levy increase 
passed." 

• "We found out Wal mart will provide $500 in gift cards a Month to agencies to help the 
department . Firehouse Subs has a grant program for emergency agencies too." 

• "Maybe we can learn how to take advantage of special groups like Shriners, Jaycees, 
Lions club, etc. to tell agencies story and explain the agencies needs and what they do." 

• "We all need to educate the public on what EMS does, we need to learn how to tell the 
EMS story." 

• "We need to have a person help us find grants that are available." 

• "It would be helpful to have someone do the grant application work." 

• "(We) need a toolkit of success and example of how success was achieved." 

Funding showed up in many comments throughout the survey process. The understanding of 
the EMS leaders who completed the survey and invested into the review process is that money 
is needed to enable the agency represented to do the job required of them. 

Issue: 
Insufficient funding ;s a reality for many of the agencies providing EMS to rural Ohio. 

Recommendation #3: 
Agencies need focused resources in order to address their funding issues. A 
standardized "community benefit" tool should be developed patterned from the 
existing CAH tool that will help agencies better describe to the public, their governing 
bodies and politicians the value they add to the community. The value to the public 
provided by agency volunteers must be recognized in the community benefit tool. 

A standardized "financial distress" tool should be developed patterned from the existing 
CAH tool that can quantify the financial stability of the EMS agencies and that can 
identify the agencies most at risk. The tool will help the agencies better describe to the 
public, their governing bodies and politicians the current financial state. The ability to 
quantify the financial state will be a key to secure future local funding and it would allow 
the state to target resources to the agencies most in need. 

There should be an effort to catalogue and assess local initiatives that have been 
successfully and unsuccessfully used by agencies to increase funding. A limited sampling 
of successful efforts along with the steps used to achieve success should be made 

2018 TPf Ohio EMS Final Report 11 



,/ Z. 11,f 

( J PARAMEDIC 
V,) fou ndation 2800 N 7th St. • St. Cloud, MN 56303 • http://paramedicfoundation.org 

available as a standard tool for agencies to use in their efforts. One specific example: we 
heard from several EMS agencies that their levy requests were "always" voted in by the 
public because they were reasonable and specific to the agency' s needs. The members 
ofthese agencies and community partners did significant communication with the 
public explaining the needs addressed by the levy request. We heard from an almost 
equal number that their levy requests were "never" approved by voters. While there 
may be some regional issues in play, including in a toolkit of specific methods used by 
those whose levy requests are approved along with specific success stories and 
strategies to explain the agency's needs to the public could be useful if used in planning 
by agencies whose levy requests were not approved in the past. 

EFFICI ENCi ES 
Having served as volunteers in various urban and rural locales, we understand the need to 
develop solutions that fit the local agency's unique needs. This experience has pointed to the 
reality that os valuable as local solutions are, learning and applying broader based industry wide 
practices to local problems can be invaluable. When attempting to increase effectiveness 
through increased efficiency the agencies are strongly encouraged to look broadly at 
experiences others have had in attempts to solve similar challenges. 

Issue: 
Initial EMT training and continuing education is considered by many to be too expensive, 
and inaccessible for many in rural settings due to distance needing to be traveled ta 
attend courses. (This issue impacts several areas of operation such as, Recruitment, 
Retention, Funding, and Efficiencies.) 

Recommendation #4: 

Issue: 

With limited funding, innovative educational resources could be expanded and 
accessibility to students increased through the development of online resources that 
would meet educational needs of EMS providers. The state should consider ways to 
increase the availability of initial EMT, AEMT and paramedic training in areas of the state 
not currently covered. A combination of distance learning with local clinical time may be 
a strategy to consider. 

Agencies in rural Ohio are working hard to be innovative in an effort to make their 
agency the best it can be. Having served as volunteers in other locales, it is 
understandable and to some degree desirable ta have solutions to operational issues 
take on a highly local flavor. However, much is to be learned from other agencies in rural 
Ohio and beyond. 

2018 TPF Ohio EMS Final Report 12 



.,.; ~ lh(' 

( -' PARAMEDIC 
V,,,) foundation 

2800 N 71h St.• St. Cloud, MN 56303 • http:ljparamedicfoundation.org 

Recommendation #5: 
A survey and assessment of efforts being pursued or planned by agencies should be 
made with the intent of providing a source of best practices for all agencies to refer to 

which includes a broad industry-wide perspective of solutions. 

INTER-FACILITY TRANSFER OF PATIENTS 
As medical care systems develop, often comprised of CAHs, tertiary care centers and other 
entities, the need to move patients between those entities increases. With such increase in 

demand to move patients between facilities, EMS agencies experience a corresponding 
increase demand on their workforce and infrastructure. Agencies rely primarily on volunteer 

staffing arguably experience the greatest stress on resources. Without a corresponding increase 

of staffing and other infrastructure needed to successfully handle such increase volume in 
patient transfers, patient and facilities will experience delays in transport times. 

• "Hospitals in some areas are cooperating with services to provide funds or personnel to 
help with funds or patient transfers; others are not so cooperative, could care less about 

EMS." Even when the volume of critical care patients increased. 

• "Some patients can stay in a CAH hospital ER for 12 hours waiting for transport 
ambulance. We realize this is an issue that will not go away and will get worse with Baby 

Boomer generation getting older." 

During the review of the survey results, agencies provided anecdotal evidence that patients 

experience delays in transfer from a CAH to a tertiary care center or other facility of up to 12 
hours. In previous work with rural Ohio agencies incidents were documented in which patients 
waited 4 to 6 hours or more for an inter-facility transfer. Some of these delays included critical 

care patients. These delays were reported to occur 3-4 times each week. A number of agency 

providers agreed that this issue may only get worse with the aging of Baby Boomers. 

Issue: 
CAHs and other hospitals throughout rural Ohio have difficulty securing ground 
ambulance service to transfer patients out of the emergency department (ED) resulting 
in extending patient time in the ED which affects patient flow through and delays the 
patient's arrival at the facility that is best suited to care for the patient. 

Recommendation #6: 
An assessment of options to transport patients between facilities should be conducted 

and a plan should be advanced to address solutions to challenges currently being faced. 
This assessment and solution building effort should include as many stakeholders as 

practical but should be completed in a manner to reflect more than a local solution. It 
should be built so that solutions are identified for each geographical point of the state. 
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Survey Response Detail 

Agency Demographics 
Question 1: Are you a private agency? 

PRIVATE AGENCY 
100% 

9C,)(, ,·{~~i2'~ 
80% 

7rf'lo 

600/c, 
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40Yo 

30% 

20% 

lCY'lo 

0% ~ 0~~ ~~ ~ 
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Private agencies often provide service to more populated areas and increasingly are associated 
with or are embedded within a hospital system. Public agencies are frequently associated with 
a geopolitical division which includes a paid department responsible for providing EMS. The 
public agencies that participated in this survey largely are representative of an agency that is 
small and which relies heavily on volunteer leadership and staffing, as well as modest 
government financial support through levies, grants and fee for service billing to Medicare, 
Medicaid and private parties (insurance and individuals.) Both private and public agencies have 
challenges specific to their size and relationships with governing ent it ies. All agencies may find 
themselves in the position of having to justify their existence to the public and to rely more 
heavily on public and thi rd-party payers for financi al resources. 
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Question 2: Are you a federal tax-exempt organization? 

TAX EXEMPT AGENCY 
100% 
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Federally tax-exempt agencies generally are in a position to maximize benefits available to 

them in terms of grants and funding for specific agency needs. 

Question 3: How many total ambulance personnel are currently on the roster at this 
ambulance agency? 

14 
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6 

4 

2 

0 • 

AVERAGE AMBULANCE 
PERSONNEL ON ROSTER 

Fulltime Volunteer Fulltime Paid Part time Volunteer Part time Paid 
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Each agency, in consultation with the public they serve, needs to determine what the ideal 
number of personnel is required to have a team ready to respond to the needs of the patients. 
More is not always better. Standards related to staffing levels of the agency and expectations of 
volunteers in providing coverage to meet those standards helps clarify the commitment made 

by those who will fill a spot on the agency1s roster. 

The value to the public provided by agency volunteers must be recognized. According to 
Independent Sector2, an Ohio volunteer's time in 2017 was valued at $23.33 per hour. This cost 
is rarely accounted for in budgeting for volunteer agencies, nor is it generally recognized by the 
political and public entities that rely heavily on the volunteer agencies to fill the role of a critical 
and essential service. Adding more staff without funding is increasingly difficult as demands on 
staff increase (related to volume and length of transfers) as well as a general decline in the 
commitment individuals have to volunteer time to organizations such as EMS agencies. 

Question 4: How many of these ambulance staff are active (participate in training, cover call 
time or shifts, etc.)? 

14 

12 

4 

2 

0 

AV t. ~AU t. A IVI ts U LA l'I \.. t. 

PERSONNEL ON ROSTER 
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AVERAGE ACTIVE AMBULANCE 
PERSONNEL ON ROSTER BY PAY 

STATUS 

• 
Personnel, whether paid or volunteer, must meet the requirements of the agency to become 
and remain an active member of the agency. As commonly expected and often accepted, 
volunteers are allowed to remain in an active status with an agency even if the individual's 
participation in training, call coverage and shifts covered is viewed by some as below the level 
necessary to remain active. Standards and mutually understood expectations need to guide the 
level of participation, again so the agency is wel I-prepared to meet the needs of the patients. 

Individual's inputs convey significant frustration related to personnel on the agency's roster 
who are not active. Examples of comments include: 

• "It always goes back to what you are willing to pay people and we don't have money to 
pay them (to stay active)/' 

• "Money is the biggest motivator to attract and keep people. There never seems to be 

enough money for EMS." 
• "People do not want to work as hard now, days especially, doing hard work like patient 

care." 
• "People do not want to work in EMS for $12.00 to $14.00 per hour when they can make 

the same working fast food or other jobs with less demands and responsibilities." 
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2017 AGENCY ATTRITION BY 

PERSONNEL TYPE 

Fulltime Volunteer Fulltime Paid Part time Volunteer Part time Paid 

2017 AGENCY ATTRITION BY 

PERSONNEL TYPE 

(See notes following the next question and graph.) 
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Question 6: How many total ambulance personnel were successfully added to the roster 
2017? 

3.0 

2.5 

2.0 

1.5 

1.0 

0.5 

0.0 
Fulltime Volunteer Fulltime Paid Part time Volunteer Part time Paid 

The total number of ambulance personnel who left agencies in 2017 is nearly identical to the 
total number of personnel added to the rosters of agencies in 2017. This data is consistent with 
data from the ODPS Division of EMS certifications database that collects data on certification 
renewals and the Division of EMS Attrition Survey related to non-renewal of individual 

certifications. 

Although the data show the total numbers of providers within agencies that responded to the 
survey as being "flat", workload {total number of responses, as well as length of transports 
between medical facilities) is increasing. Especially for agencies that rely partially or primarily 
on volunteer staffing the total number of providers engaged in each agency needs to increase. 
Anecdotally, every participant in the regional meetings expressed concern or agreed the pool of 
potential candidates is smaller now than in the past and seems to continue to get smaller each 

year. Participants attributed this to: 

• Less job opportunities in rural communities 
• Young families and individuals are more transient today than in the past and are not as 

inclined to stay and get involved in a community as in the past 
• There is an attitude among young people that "the grass is greener on the other side" 

which makes them more willing to move and not be established in a community 

• EMS is competing with school and other activities and organizations for the family's 

time and commitment 
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Question 7: Why did these personnel leave the agency? 

Reason for leaving Number 
- I 

Relocated 
1 

29 
External factors/not employee's choice to leave 11 

Unknown 9 
Needed to meet EMS job requirement for a different job [ ~ J 

Lack of promotion opportunities 7 
Unable to find full-time work I 6 ] 

Inflexible work schedule 6

5 

j 
Did not enjoy EMS work I 

Poor management or hostile work environment 

Work injury I 
Tried it only to see if I liked it 
Got a degree in another field 

2 

2 1 
2 
1 

The "understood" reason{s) for personnel leaving an agency may differ significantly with 
reasons provided from the individual leaving. Individuals who completed this survey are 
actively engaged in an agency. As such, this data is provided by the team member who is still 
engaged in the agency, not the individuals who left. This discrepancy is significant as an entirely 
different set of reasons may rise to the top if those who left were queried. There was a 
perception among the participants in our regional meetings that personnel tend to move from 
agency to agency as full-time or higher paying jobs become available. 

Representative comments pertaining to why people left, include: 

• "One left because of pay and another left because of frustration with local governments 
lack of action to address local EMS issues." 

• "Politicians are a barrier and (that) frustrates people staying in EMS because they have 
no clue what EMS does and talk circles around issues. (We) cannot pin them down just 
where they stand in reference to EMS. This is very frustrating." 

• "Time commitment is the reason for loss of volunteers." 

• "Run volume and dealing with more challenging and critical patients." 

• " Individuals (are) not as loyal to an organization as in the past." 
• "People leave for more money now, not for benefits. Benefits are not important to 

young people. They are short-term, not long-term thinkers." 
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Question 8: Are you trying to add volunteer or paid ambulance staff to your roster at this 

time? 

Part time Volunteer Part t ime Paid 

Difficulties are faced by most agencies that try to add staff. Perspectives offered include: 

• "Not many medics are applying for posit ions. The lack of a training program in our area 
has impact on recruit ing personnel and providing service." 

• "People j ust do not want to work, especially hard work like patient care." 

• "Both family members now have to work to support family members, that makes it hard 
to recruit volunteers. This is the same issue in fraternal organizations like the Elks, 
Jaycees et c. " 

• "There is a generational issue about not wanting to volunteer, the younger generation 
just does not want t o volunteer because t hey are too busy, do not see the importance 
to volunteer plus they need to be persuaded to volunteer." 

• (People just do not want to work) "we buy them pants, boots and shirts and never see 
them again" 

Question 9: Do you have trouble covering shifts? 

DIFFICULTY COVERING SHIFTS 

Yes No 

' The inability to cover shifts must be a primary driver in an agency's decision t o add staff. This 
inability threatens the agency's ability to meet t he needs of the patients served. This may be 
due to vacancies created by personnel leaving, volumes of specific types of calls increasing or a 
demand to increase coverage presented by changing demographics. These challenges are met 
by adding staff and necessary infrastructure. 

Inputs were offered about why shifts go uncovered: 
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• "People are working overtime because others do not help." 
• "(The volunteers) work outside the community they live in so may have job that is not as 

fl exible for them to provide coverage or do not have time to provide coverage because 
of travel between work and home." 

• "Yes, we have same staff coverage (as we did) 10 years ago covering for a marked 
increase in workload today." 

• "We're dealing with forced overtime because of call volume and not enough providers." 

• "Volume has increased but (the agencies) are now losing money because of 
reimbursement technicalities." 

Question 10: Which shifts? 

Holida ys 

Weekends 

Nights 

Days 

0% 20% 400b 60% 80% 100% 

Often shifts are most difficult to cover when the shift falls within time slots which are also 
considered "prime family" or "recreational" time. It is also common for volunteer agencies to 
have difficulty covering shifts during time periods when employers are not able or willing to 
release employees from their vocational commitments. 

Question 11: Top TWO reasons for not being able to cover all ambulance shifts? 

Conflicts with employer 2 
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Question 12: What other reasons do you have trouble covering shifts? 

There were 31 responses t o the open-ended portion of this question. In those responses 
there were 17 unique items: 

1. Low- or no-pay (5 responses) 
2. Lack of volunteers (4 responses) 
3. Volunteers: conflicts with full -time non-EMS job (3 responses) 
4. Full-Time work obligations elsewhere (3 responses} 
5. Recertification demands too high (2 responses) 
6. Lack of qualified appl icants (2 responses) 
7. Working for more than one EMS agency 
8. Mandatory overtime at another job 
9. Family obligations 
10. Lack of enough paramedics on paid staff 
11. Paid staff unwilling to work excessive overtime to cover open shifts 
12. Long Transport times 
13. Millennials 
14. No desire to run calls in the middle of the night 
15. Public misuse of the EMS service causing burnout 
16. Some just don't like to work 
17. Sometimes unable to get a full 24 hours of coverage 

In general, the frustration carried by agencies can be summed up by a succi nct comment 
"Trying to compete with overtime pay of paid departments when trying to get coverage is 
impossible." 

Question 13: Gender of Staff? 

GENDER 

Male Female 

EMS workfe,, '"''- 0'-1 1\.,f\-l • .., Ml I UI •o•• •&· ""'· n•"''-' .Jllr,.IUI I\.AII I !:) f,,41 IU ~· '"'"''"' '0 .J U\.,I I '""''"""' 'O'-..J allows the agency 
to find and use the very best EMS practitioners in thei r community as well as those outside the 
community who are seeking the opportunit y to work for the EMS agency. 
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One interesting comment received was that there is a "pocket of counties in rural Ohio" that 
rely on "older ladies" who have effectively provided coverage for the volunteer EMS service in 
those areas for "some time". Another comment was that there are some agencies specifically 
recruiting retired people to volunteer, especially during work day hours. 

2017 OH EMS Pay Discrepancy by Gender 
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Question 14: How long have your staff been with your agency? 

Longevity 
Total 

Volunteers Paid Staff 
Workforce 

<1 year 
1 

9% 7% 11% 

1-2 years I 12% I 13% 1 12% 

3-5 years 18% 15% 19% 

6-10 years 
1 

25% _L 29% =r 23% 1 
>10 years , 36% 36% 36% 

Longevity of staff can be an indicator of several characteristics of an agency: 

• staff satisfaction 

• ability to effectively integrate new members into the agency 

• overall efficiency of an agency 
• experience level of staff 

• employee's perception of being appreciated and highly valued 

• existence of clear expectations for employees and the agency 

• agency leadership 

These factors, expounded on in this report, are something an agency cannot buy but can invest 
in. 

Question 15: What is the age of your staff? 

Age of Total 
Volunteers Paid Staff 

Workforce Workforce -- ' 18-24 33% 29% 35% 
25-34 29% r 22% 34% 
35-44 I 18% J 17% 19% 

45-54 1 9% 10% 8% 
55-64 2% 4% 1% 

65-74 I 0% 0% 0% J >75 [ 9% 17% 3% 

The current workforce reported by survey respondents is comprised primarily (80%) of 
individuals who are 18 to 44 years old, weighted heavily with those 18 to 34 years old. This 
represents a workforce that is not at significant risk due to retirements, which are generally 
associated wit h an older workforce. This survey data is in conflict with workforce data held by 
OOPS which indicates there is an aging workforce and that the 18-24-year-old range provides 
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the smallest percentage of the workforce. This discrepancy is likely due to the convenience 
sample of agencies used in the survey- the state's data includes the entire licensed workforce. 

Question 16: What are the licensure levels of the staff on your roster? 

Licensure Total 
Volunteers Paid Staff 

Level Workforce 

EMR · 47% 60%_ ± 38% 
EMT 10% I 13% 8% ~ AEMT 38% 18% 53% 

Paramedic [ - 5% I 10%~I 2% 

A phenomenon, referred to as the "paramedic paradox"3 refers to the fact that the more rural 
an area is, potentially the most difficult geographical areas to attract paramedics to work in, the 
more essential it is to be able to provide paramedic level service to the population served. 
Increasing the number of AEMTs and paramedics within a local agency is a worthwhile goal. 
Recruitment and retention efforts can be successful in helping to solve this paradox. Relatively 
high on any list containing initiatives to achieve such a goal is accessibility to quality, relevant 
and meaningful education and training. Input received included "more agencies are becoming 
paramedic level services." 

Question 17: What is the staffing level for your agency? 

. Total 
Sta/fmg Level W kf 

or orce 

EMR 7% 
EMT 36% 

AEMT 
Paramedic [ 

6% 
51% 

Volunteers 

16% 

69% j 
7% 
9% L 

Paid Staff 

4% 

21%:J 
6% 
69% 

A direct correlation exists between the staffing level for an agency and the licensure levels of 
staff on the agency's roster. Variables that move the numbers in that correlation include 
whether or not staff is fulltime paid, part time paid, volunteer or some hybrid of those models. 

3 https://www.nasemso.org/Projects/Mobilel ntegratedH ea lth/documents/RHNfal 101. pdf 
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Question 18: What languages are spoken by your staff? 

Percent of Paid 
Language Volunteers 

Workforce Staff 
---r -

Dutch · 46% 42 12 
Spanish 1 38% f 26 -i - 19- ·] 
German i 10% 12 0 1 

French r-3-%---,-~---2- n 1 
Arabic 

1 
1% o

0 
-_- !

1
- j 

Chinese [ - _ _ 1°_~ _ __._ __ _ 

This list of languages represents languages identified by the Ohio School System
4 

as "first 
languages" spoken by families of students within Ohio schools. 

Question 19: What steps does your agency take to recruit staff? 
1. Advertising 

a. Newspaper (18 responses) 
b. Internet - associations, Facebook or other social media (17 responses) 
c. Flyers or mailers (4 responses) 
d. Sign advertising (3 responses) 
e. Civil service advertising (2 responses) 
f. Radio 
g. Announcement at sporting events 
h. Fund raiser 

2. Education/Financial 
a. Paid education (5 responses) 
b. Low-cost education (5 responses) 
c. Provide training of new EMTs (2 responses) 
d. Provide good equipment (2 responses) 

e. Pay exam cost 
f. Explorer post 
g. Paid on-call stipends 
h. Enhanced pay 

3. Personal contact 
a. Word of mouth (14 responses) 
b. Friends & family, open house or community events (13 responses) 
c. Recruiting at schools and colleges (6 responses) 
d. Health & job fairs (4 responses) 
e. County fairs, parades, festivals, sporting events (4 responses) 
f. With other agencies that we know to help recruit (2 responses) 

4 http://education.ohio.gov/Topics/Other-Resources/English-Learners/Research/Profile-of
Oh io-s-English-Language-Learners-ELL 
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g. Recruit from EMS course participants 
h. Informal meetings 
i. Formal meetings 
j. Emergency and first responder recruiting 
k. Employee referral 

Recruitment of new team members is an issue that is a concern for EMS agencies. Those who 
provided input into this survey and review process agree their agencies are weak in the area of 
recruitment. Difficulties in recruiting exist and were clearly expressed. 

• "Our agency has advertised to pay a potential employee's tuition plus offer them a job. 
(We) have never had an individual take advantage of the offer in five years; I don't 
understand !" 

• "People do not want to work for $12 - $14 an hour, they can make the same in fast food 
or other jobs with less responsibility and work." 

• "We aren1t able to compete with wages and benefits offered by larger services or public 
safety jobs." 

• "The number of services starting part-time paramedic (advanced life support) services 
has increased making it a challenge to find enough providers to provide coverage." 

• "People want to work for agencies that pay more or have less runs to do when they are 
on duty. This is true in trying to find part-time people, they go where there is less work, 
so they can rest and get paid." 

• "We are always competing with other activities." 

• "We have to do a better job of asking or persuading young people to join a service, they 
do not come forward on their own like in the past, they need to be convinced EMS will 
benefit them." 

Question 20: What steps does your agency take to retain staff? 
1. Work Environment 

a. Work on good staff morale/work environment (17 responses) 
b. Flexible scheduling (7 responses) 
c. Keep stations, ambulances and equipment updated (6 responses) 
d. Engage staff in planning, decision making, and quality programs (3 responses} 
e. Family and team building events (3 responses) 
f. Promote internally first (2 responses) 
g. Accessible governing board 
h. Foster a community minded environment 

2. Compensation and benefits 
a. Progressive pay (11 responses) 
b. Provide benefits (9 responses) 
c. Pay for time on run/call time (6 responses) 
d. Pay comparable for region (4 responses) 
e. Financial incentives (4 responses) 
f . Provide uniforms 
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g. Flexible time off 
h. Meal cards 

3. Education 
a. Continuing education (13 responses 
b. Free training (5 responses) 
c. Paid certification advancement (3 responses) 
d. Staff development training 
e. Paid initial and continued training 

Four agencies responded that they have no retention plan or activities. 

Approaching retention of staff in a well-planned, methodical manner rather than in a "shot
gun" fashion allows an agency to measure effectiveness of efforts undertaken and to effectively 
and efficiently utilize those efforts which are proven to be successful. Retention efforts must be 
well thought out and specifically focused. Those providing input provided insights into how 
recruitment efforts are hampered. 

• "The 30-year retirement plan needs to be looked at (in our county), other areas have a 
20 and 25-year plan which attracts people." 

• "There seems to be no or very little recognition for volunteers in EMS. (We) have 
suggested to a legislator that there needs to be a tax break for volunteers to encourage 
them to become volunteers." 

Question 21: What mechanisms are in place to provide orientation and training to new or 
existing staff? 

There were 56 written responses to this open-ended question (many included multiple 
methods). In those, there were 76 unique items: 

1. In house training and continuing education (25 responses) 
2. Structured orientation including checklist {21 responses) 
3. Field training/ride-along program/probation (20 responses) 
4. Mentors (7 responses) 
5. Paid training as long as the new staff needs it 
6. Customer service classes 
7. Hospital orientation 
8. Yearly EMS Competency review and protocol test 

As demonstrated by the preceding list, agencies employ a wide variety of initiatives in an effort 
to provide training and orientation to their staff. Providers report that: 

• there are "gaps in coverage for education opportunities in rural areas of Ohio" , and 

• "there are counties in Ohio where there is no internet access which hampers 
educational efforts." 

• "Ohio exceeds national curriculum standards which make reciprocity to Ohio a 
challenge." 
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From broad-based system perspective, investing in a means to measure the efficacy of 
these efforts would be valuable. If done effectively the orientation process, as well as the 
on-going continuing education of staff, is a comprehensive and costly effort. Specific 
orientation and continuing education plans with measurable goals, will serve the new staff 
member and the agency with an increased measure of effectiveness and potentially staff 
satisfaction. 

Question 22: What needs does your agency have in order to maintain or enhance your 
service? 

There were 53 responses to this open-ended question (many contained multiple items). In 
those, there were 16 unique items. 

1. More part-time or paid staff (20 responses) 
2. Funding for ambulance, building and equipment purchases (18 responses) 
3. More local (including tax levy), grant, state and federal funding for operations support 

(17 responses) 
4. Funding for initial and ongoing training (7 responses) 
5. More volunteers (4 responses) 
6. Larger pool of applicants (2 responses) 
7. Funding for supplies (2 responses) 
8. In house training center (2 responses) 
9. Tax/Student loan incentives that would help draw new employees to the line of work 
10. Less federal and state requirements on training for volunteers 
11. Fewer non-emergency transports 
12. Clinics to treat patients instead of t ransport them 
13. Increased ambulance staff meetings 
14. Tax Levy designed to implement part-time paid staff 
15. Aggressive Protocols 
16. In house QA Measures 

A list of perceived operational needs, such as the one compiled here, is likely heavily influenced 
by the most recent or most talked about need of the particular agency responding to a survey. 
Inter-agency perspectives, coordination and planning may help focus in on a specific subset of 
needs which, if applied equitably and effectively, may impact many of the other items included 
in this list. Some specific comments related to meeting needs, frequ ently connected to financial 
support, include: 

• "Being the first (entity) on the ballot (with a levy request) helps get an increase passed." 

• "We found out Wal mart will provide $500 in gift cards a Month to agencies to help the 
department. Firehouse Subs has a grant program for emergency agencies too." 

• "Maybe we can learn how t o take advantage of special groups like Shriners, Jaycees, 
Lions club, etc. to tell agencies story and explain the agencies needs and what they do.n 

2018 TPF Ohio EMS Final Report 30 



,,I/.. ,~ 
( J PARAMEDfC 
V / foundation 2800 N 7th St.• St. Cloud, MN 56303 • http:ljpararnedicfoundation.org 

• "We all need to educate the public on what EMS does, we need to learn how to tell the 
EMS story." 

• "We need to have a person help us find grants that are available." 

• "It would be helpful to have someone do the grant application work." 

• "(We) need a toolkit of success and example of how success was achieved." 

Question 23: How would you rate your staff's job satisfaction? 

Very satisfied 41% 
Somewhat satisfied I 46% 

Neither satisfied or dissatisfied 7% 
Somewhat dissatisfied I 2% 

Very dissatisfied 4% 

Much like the scoring for the question on why a team member terminated, the scoring for this 

question is based on the perception of the one who is completing the survey on behalf of the 
agency. Opinions and ideas can vary greatly between those who are fully engaged, such as may 
be the case for the individual completing the survey, and those who are less engaged, perhaps 

due to low job satisfaction. 

Question 24: In your opinion what actions could your agency take to increase job 
satisfaction? 

There were 95 responses to t his open-ended question (many contained multiple items). In 
those, there were 23 unique items. 

1. Higher pay rates to support having a single job (18 responses) 
2. Flexible scheduling/increase staffing level (16 responses) 

3. Better/updated equipment (13 responses) 
4. Provide more inside and outside training (10 responses) 
5. Provide or improve benefits (9 responses) 

6. Construct larger/replace existing station {5 responses) 
7. Provide call-time pay (5 responses) 

8. Job advancement options (4 responses) 
9. Provide incentive pay {3 responses) 
10. More training time (3 responses) 

11. Annual wage increases (3 responses) 
12. Less requirements to obtain and retain certification (3 responses) 

13. Pay for paramedic school (2 responses) 
14. Provide uniforms (2 responses) 

15. More or better leadership (2 responses) 
16. More partners (2 responses} 
17. Positive recognition program (2 responses) 
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18. Eliminate non-emergency response/transfer runs (2 responses) 
19. 25-year retirement (2 responses) 
20. Take over full time EMS for the city 
21. Tax breaks for volunteers 
22. Receive support from the city administration. Have the administration view us as an 

important service that needs supported and improved 

23. Upgrade vehicle fleet 

Funding, recruitment, retention and satisfaction issues tie closely together. A systematic over
arching plan will have the greatest potential of effectively addressing such issues. It was clear 
that working to enhance EMS staff satisfaction is critical. One frank comment, in a somewhat 
grave manner, was: "Volunteer service is not dead but is having CPR performed on it". 

Question 25-31: Aeencv Demorraohics 

DOES YOUR AGENCY TRANSPORT? 

Yes No 

Number of Runs 1,196 

Number of Stations 2 

Anecdotal comments from providers indicate number of runs are increasing, financial support 
of agencies is diminishing, or being stretched, and volunteer staff is becoming more difficult to 

sustain. 
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Question 32: Is your agency the primary provider of EMS for a political subdivision? 

Yes No 

Competition between multiple agencies located within a single subdivision has been shown to 
be deleterious to the provision of EMS. Being the sole provider within a subdivision provides a 
greater opportunity to establish a well-equipped and functioning EMS agency. At the same 
time, being the sole provider places a greater burden on the agency to assure service can be 

provided to any patient at any time. 

An insight related to cooperation and competition was provided: "Regional rivalries between 
departments are not as bad (as they were), but it is still there to some degree in a few areas." It 
was also noted "there are still a lot of stand-alone EMS agencies in Ohio" implying a lack of 

cooperation. 

Question 32: Revenue from public subsidies, personal gifts, grants, EMS billing, contracts, 
state reimbursements, and other misc. revenue? 

2016 2017 Change 

rce4 il,052.50 $20,608.79 34% 

Sources of revenue change from year to year. The ability to monitor, project and adjust to such 

changes is critical. 
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A sampling of current perceptions shared include: 
• "We have been operating on same mill levy for 20 years while demand has increased 

over 20%." 
• "No resource funds are available to promote EMS to help generate funds." 
• "Communities may have to get use to less services if funding does not increase." 

Question 33: Is your agency experiencing problems with Medicare, Medicaid or private 
insurance claims being denied? 

PROBLEMS WITH PUBLIC/PRIVATE CLAIM 
DENIAL 

Yes No 

A large perc.-,."_b_ -· -o~··-·-"" ..... ,, -·· ...... , _ t"'""· 1..,, t'· -·-..,..,·-··-· -, .. ._ . .., ... _ J __ ,.,. ... "·~····,J ... _ 
Medicare, Medicaid and private parties. This does not eliminate issues with billing, but it 
appropriately places the complicated process in skilled and systematic professional companies. 
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Section 5 - Vehicle Information 

NUMBER OF AMBULANCES PER AGENCY 

60 100% 

9 0% 

so 
80'/u 

70% 
40 

6(}',{; 

30 50% 

40% 

20 
30'/n 

20% 

0 fl 0 n 
100/, 

D n o~o 

10 

1 2 3 ( , 8 10 

~ Count - Percenta ge 

Section 6 - General 

As medical care systems develop, often comprised of CAHs, tertiary care centers and other 
entities, the need to move patients between those entities increases. With such increase in 
demand to move patients between facilities, EMS agencies experience a corresponding 
increase demand on their workforce and infrastructure. Agencies rely primarily on volunteer 
staffing arguably experience the greatest stress on resources. Without a corresponding increase 
of staffing and other infrastructure needed to successfully handle such increase volume in 
patient t ransfers, patient and facilities will experience delays in transport times. 

• "Hospitals in some areas are cooperating with services to provide funds or personnel to 
help with funds or patient transfers; others are not so cooperative, could care less about 
EMS." 

• "Some patients can stay in a CAH hospital ER for 12 hours waiting for transport 
ambulance. We realize this is an issue that will not go away and will get worse with Baby 
Boomer generation getting older." 
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Regional Meetings 
Following initial analysis of the survey results Regional Meetings were scheduled for five 
locations within Ohio. All those who participated in the survey were invited to participate or 
have representation at the meetings. In addition, all interested EMS agencies as well as 
individual providers were encouraged to attend. Representatives from the Ohio Department of 
Health, Office of Rural Health and the Ohio Department of Public Safety, EMS Division were 
represented at each meeting. 

Inputs were clearly in line with issues the survey had identified. During the Regional Meetings 
discussion lead to the full understanding that neit her the ORH or the ODPS had funds available 
to completely address and sat isfy the needs of any specific issue. To that end, the concept of 
developing a "tool box" which would contain step-by-step suggestions and contain informati on 
on: 

• Examples of successful practices and how they were achieved 

• How to educate the public on the key role EMS plays in the community and healthcare 
• How to cultivate community stakeholders including policy makers to support EMS 

• How to work with the media to tell the EMS story 

• Successful tax initiatives and other financial programs implemented to finance and 
enhance EMS services 

• Examples of personnel and policy and procedure manuals 
• Utilization of grant writers or a " road map" with step-by-step actions to help the agency 

successfully complete and submit grant applications 
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APPENDIX A (2018 Survey Participants) 

Agency Name City 

Anna Rescue Unit Inc Anna 

Appleseed Joint Ambulance District Arlington 

Arcanum Rescue Arcanum 

Arrowhead Joint Fire District Gnadenhutten 

Ashtabula Fire Department Ashtabula 

Athens County EMS The Plains 

Bellefontaine Fire Department Bellefontaine 

Bladensburg Fire District Bladensburg 

Bolivar Fire Bolivar 

Central Fire District Smithville 

Central Ohio Joint Fire District Centerburg 

Chillicothe Fire Dept Chillicothe 

City of Ashland, Division of Fire Ashland 

Clinton Twp. Fire Department Shreve 

College Township Fire Department Gambier 

Coshocton County EMS Coshocton 

Crooksville Fire Dept Crooksville 

Deerfield Township Fire/Rescue Loveland 

Dresden Vol. Fire Dept. Dresden 

East Holmes Fire & Ems Co. Millersburg 

East Palestine Fire Department East Palestine 

Eastern Knox County Joint Fire District Danville 

Fayette County Memorial Hospital Emergency Medical Services Washington CH 

Firelands Ambulance Service New London 

Geneva Fire Department Geneva 

Gettysburg Rural Fire Dept., Inc. Gettysburg 

Henry County South Joint Ambulance District Hamler 

Hicksville Rescue Squad Hicksville 

Highland County North Joint Fire and Ambulance District Leesburg 

Hocking County Emergency Medical Service Logan 

Holmes fire district #1 Millersburg 

Homeworth Volunteer Fire Company Homeworth 

Jackson County EMS Jackson 

Jackson-Forest Ambulance District Forest 

Macochee Joint Ambulance District West Liberty 

Malta & McConnelsville Fire Department McConnelsville 
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Marion Fire Department Marlon 

Mechanicsburg Fire and EMS Mechanicsburg 

Mercer Health Coldwater 

Midvale-Barnhill Volunteer Fire Department Midvale 

Mineral-Sandy Ambulance District Mineral City 

Muskingum Watershed Conservancy District New Philadelphia 

Negley Fire/EMS Negley 

Paint Township Fire and Rescue Mount Eaton 

Paint Township Volunteer Fire Department Wines burg 

Pleasant Township Fire Department Marion 

Putnam County EMS Atlantic 

Ridgeville Twps. Vol. Fire Dept. Ridgeville Corners 

Rittman EMS Rittman 

Riverside Emergency Medical Service De Graff 

Robinaugh EMS Bellefontaine 

Sandusky County EMS Fremont 

Saybrook Twp. Fire Dept. Ashtabula 

Scioto Valley Fire District. La Rue 

Seneca County EMS Tiffin 

Somerset Emergency Service Somerset 

South Central Ambulance District Rome 

South Central Fire District Fredericksburg 

SRWW Joint Fire District 2 Sabina 

Strasburg Volunteer Fire Department Strasburg 

Uniopolis Vol. Fire Dept. 140 Uniopolis 

Upper Scioto Valley Ambulance District Alger 

Van Wert Fire Department Van Wert 

Versailles EMS Versailles 

Wapakoneta Fire & EMS Wapakoneta 

West Point Volunteer Fire Department INC Lisbon 

Williams County EMS Bryan 

Zanesville Fire Department Zanesville 
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APPENDIX B 
Regional Meeting Locations and Attendance by Agency 

Meeting Location Agencies Represented 

#1 New Philadelphia, OH Bolivar Fire Department 
Coshocton County EMS 
Buckeye Career Center EMS Education 

Ohio Dept of Health, Office of Rural Health 
Ohio Dept of Public Safety, Division of EMS 

#2 Nelsonville, OH Athens County EMS 

Hocking County EMS 
Jackson County EMS 
Hocking College EMS Education 
Malta & McConnelsville Fire Department 
Ohio Dept of Health, Office of Rural Health 
Ohio Dept of Public Safety, Division of EMS 

#3 Chillocothe, OH Central Ohio Fire District 
Chillicothe Fire Department 
Fayette County EMS 
Lawrence County EMS 
Pickaway-Ross EMS Education 
Ohio Dept of Health, Office of Rural Health 
Ohio Dept of Public Safety, Division of EMS 

#4 Lima, OH American Township Fire Department 
Alger 
Apollo EMS Education 
Jackson-Forest Joint Ambulance District 
Macochee Joint Ambulance District 
Mercer County EMS 
Sandusky EMS 
Seneca County EMS 
Spencerville Ambulance Service 
Will iams County EMS 
Ohio Dept of Health, Office of Rural Health 
Ohio Dept of Public Safety, Division of EMS 

#S Archbold, OH Antwerp EMS 
Four County Career Center EMS 
Hicksville Rescue Squad 
Ridgeville Township Volunteer Fire Department 
Ohio Dept of Health, Office of Rural Health 
Ohio Dept of Public Safety, Division of EMS 

By Phone Bradford Fire and Rescue 
Ti pp City EMS 
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APPENDIX C (2018 Survey Tool} 
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EQUITY ANO SOCIAL JUSTICE STATEMENT 

Consistent with King County Ordinance 16948 TPF has strived to integrate equity and social 
justice foundational practices into our work and recommendations that follow. To that end we 
will selectively use 'inequity' only when it "means differences in well-being that disadvantage 
one individual or group in favor of another; and when these differences are systematic, 
patterned and unfair and can be changed because inequities are not random; they are caused 
by past and current decisions, systems of power and privilege, policies and the implementation 
of those policies."1 If we refer to concepts of 'social justice' it will include "all aspects of justice, 
including legal, political and economic, and require the fair distribution of public goods, 

institutional resources and life opportunities for all people."
2 

1 King County Ordinance 16948 Section G 
2 King County Ordinance 16948 Section H 
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FREQUENTL V USED ACRONYMS 

The Emergency Medical Services (EMS) field makes frequent use of acronyms that may not be 
familiar to many persons. To reduce confusion for the purposes of this report the fol lowing 
acronyms are defined as: 
AEMT Advanced Emergency Medical Technician, certified at the Intermediate level 
ALS Advanced Life Support (i.e. EMT-1/AEMT or paramedic level service) 
BLS Basic Life Support (i.e. EMT/EMR level service) 
CAD Computer Aided Dispatch software system 
CON Certificate of Need 
E-9-1-1 Enhanced 9-1-1 System (provides number and location services) 
EMO Emergency Medical Dispatch (pre-arrival instructions for 9-1-1 incidents) 
EMR Emergency Medical [First] Responder 
EMS Emergency Medical Services 
EMT EMT certified by Washington Department of Health (BLS) 
KCEMS King County EMS includes regional EMS agencies 
KCMl King County Medic One is the paramedic agency operated by the EMS Division 
MPD Medical Program Director 
Paramedic Paramedic certified by Washington Department of Health 
PIER Public Information, Education, and Relations 
PSAP Public Safety Answering Point 
PUM Public utility model uses a governmental entity to manage EMS in a community 
STEMI ST Elevation Myocardial Infarction 
TPF The Paramedic Foundation 
3rd Service EMS delivered by a local government alongside other public safety departments 

(police and fire) and employs civilian EMS practitioners. 
UGA Urban Growth Area 
UH Unit Hour is one hour of time for a fully staffed, equipped, and 'ready to 

respond' medic unit 
UHA Unit Hour Activity is a measure ofthe fraction of total time that was spent on 

responses during a specified time period. 
UHU Unit Hour Utilization is a measure of productivity whose numerator is either the 

number of incidents responded to (UH U-R) or the number of transports (UH U-T) 
and denominator of the number of unit hours provided. 

KA the 
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EXECUTIVE SUMMARY 

The King County EMS (KCEMS) System has been a global leader in paramedic resuscitation 
science for more than 40 years. Valuable best practices have been compiled to develop the 
Resuscitation Academy; a joint effort of Seattle Medic One, the University of Washington, and 
King County Emergency Medical Services. These best practices are now shared with other EMS 
professionals contributing to improved resuscitation rates worldwide. 

KCEMS is a tiered, integrated, and regional system with paramedics deployed from five fire 
departments and one county operated service. All paramedics in King County are trained 
through a 3,000-hour University of Washington training program codified in County Ordinance 
that got its start in the 1970s and is largely modeled after physician emergency medicine 
training with an extensive mentorship and field training or practicum regimen. 

The KCEMS system is funded primarily by taxpayers through a property tax known as the EMS 
Levy generating approximately $75 million revenue annually. The levy is on a six-year cycle that 
must be renewed by the super majority vote of citizens and is managed by the Public Health -
Seattle & King County EMS Division. 

The EMS Division evaluates the system to ensure it meets the needs of the changing county 
demographics on a continual basis. This includes but is not limited to determining whether the 
number of medic units and locations are adequate to meet the needs of the county. 

The Paramedic Foundation (TPF), however was retained by the EMS Division to determine the 
optimal number of paramedic agencies in King County and how many medic units are 
appropriate for each to operate. Secondly, TPF was asked to develop a regional process for 
responding to any changes to the current ALS agency configuration and whether that 
configuration would meet the needs of the county for the next ten years. 

In order to assess KCEMS and determine the answers to those questions we collected 
qualitative and quantitative data. We considered system efficiency through medic unit 
productivity, economies of scale through costs per capita, and medic unit response times to 
emergency incidents. 

OPTIMAL NUMBER OF ALS AGENCIES AND MEDIC UNITS PER AGENCY 

Based on our quantitative analysis of data from the previous ten years of paramedic-generated 
patient records and incident data, we found the paramedic agencies are meeting and in some 
cases exceeding their response time requirements throughout the county. By meeting the 
demands of the system the agencies demonstrate an adequate number of medic units and 
personnel are in place today. 

;('~ lhe 
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We also found the current agency configuration with multiple, decentralized agency operations 
makes responding to changes in the configuration a slow and expensive process. A 
configuration change is currently necessary as Vashon Island Fire & Rescue has asked to 

relinquish its ALS agency. 

We conducted interviews with an array of stakeholders including ALS providers, fire districts 
chiefs, medical directors, dispatch personnel, and elected officials. These individuals provided 
first-hand knowledge and insights about agency and unit configurations. Key informants were 
nearly unanimous in saying that "the fewer providers the better" for greater economy of scale, 
but also generally said the ideal number of units per agency is the same number that their 

agency already has. 

From an efficiency and financial perspective, the optimal number of ALS providers countywide 
is one. However, that change is not likely to be politically feasible in the near future. Fewer 
agencies benefit from greater economies of scale. Standardization, reduction of duplication, 
and portability of paramedics from one agency or area to another can improve the operations, 
finances and performance of the system as a whole. Rather than reducing the total number of 
agencies, partners may want to consider an intermediate approach based on these principles 
that achieve those benefits and may be acceptable in the short term, such as a move towards 

consolidating agencies operating in Zone 1. 

REGIONAL PROCESS FOR RESPONDING TO ALS RECONFIGURATION NEEDS 

Stakeholders also provided advice during interviews about developing a regional process that 
can be used in the event changes in the ALS agency configuration are required in the future. 
Most informants trust the EMS Division to facilitate such a process. Stakeholders viewed both 
quantitative (e.g., call volume, response time) and qualitative (e.g., geography, a jurisdiction's 
motivation, knowledge and availability of required resources and oversight if interested in 
providing an ALS unit) data as valuable in informing the change process and both should 

continue to be used in the future. 

Several stakeholders noted the value of including elected officials as part of proceedings to 
build consensus, elevate the discussion beyond EMS operations, and to move the process 
forward. A process similar to that emplCilyed for levy deliberations was offered as a possible 

structure. 

1 PROCESS RECOMMENDATIONS 
We recommend the EMS Division continue to periodically and proactively review the system's 
medic units and capacity. Evaluation and realignment should be conducted as situations arise, 
such as any time a provider relinquishes oversight or a need for system realignment is identified 
by the EMS Division (e.g., failure to meet key performance measures, agency withdrawal, 

significant changes in incident volumes by zone, or by other factors). 
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Elements of evaluations should include but not be llrrited to: 
• A clear determination of community need 

• A consensus process 
• Clear selection criteria for stakeholder inclusion in the consensus process 

• tmpartlal faci!itatlon; and, 

• Expert consultation to identify barriers/facilitators for success 

A Central Region £MS and Trauma Coundl policy adopted in 2012 requires requests for 
geographic expansion or cortraction of ALS or BLS service and requests for new AlS or BLS 
service within King County be subject to the approval of the King County Medical Program 
Director {MP Di and must be authorized by the Central Region EMS & Trauma Care Council. The 
MPD and the Central Region Council should be fully informed through access to the business 
case. 

Prior to initiating any formal changes to support a new ALS agency in taking over an existing ALS 
medic unit or coverage: area, we strongly suggest the leadership of that agency communicate 
with and attempt to develop a proposal jointly with the existing provider. This wm avoid the 
perceptior that a hostile takeover is being made and will allow the affected organizations to 
collaborate on a viable proposal for the EMS Division to consider. 

Proposals for an agency to take over ALS geography from another ALS agency, or to become a 
new provider must indude a business case. The business case must include a detailed 
description of the meetings and attempted resolution of issues with existing provider{s) and 
why they were not successful. It must also contain the costs for each levy cycle that include the 
balancing factors such as. how it will impact adjoining agencies negatively, or posltively. The 
agency must discuss what their value added proposition is and what any existing ALS agency 
would reHnquish. The proposals should focus on how the change or addition makes the system 
better or fixes an existing problem. 

lf ar entity submits a request for consideration as a new ALS provider, then balancing the 
metrics of the need and the impact on the existing providers should be heavily considered. An 
approach that mimics the Washington State Department of Health Certificate of Need (CONi 
process. identified in Chapter 246-310 WAC should be used. Specifically, the determination of 
need described in WAC 246-310-210 can be adapted for KCEMS needs wlth little difficulty and it 
already incorporates the concepts of social Justice and equity. Spedficatly1 the hospital bed 
need methodology should be consulted for appropriateness of definitions and process 
modeling. The specifics could be determined jointly through an existing or a new EMS advisory 
committee to the EMS Division. 

If an agency wants to withdraw then a pre-determined process must be activated to determire 
if the operatmn of the medic unit goes up for bid or the bordering agency is forced to take it 

,.l "" 
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over, with dearly defined parameters of the minimum number of units that that should be 
under an agency's purview. 

Future plans are built on forecasts that are greatly impacted by Industry, the economy, housing 
prices, and migration patterns. The EMS Divlsion's levy planning cycle needs to consider 
scenarios far into the future that are not known today and may not be ptedictable. The same is 

true for redesigning the system, including medic unit placement, paramedic supply 
management in the context of retirements, and changes in educ.:Jtional technologies that could 
enhance the substantial training provided by the EMS Dlvision to paramedics, EMTs, 
dispatchers, and others. 

The ultimate decision in creating EMS system change will need to be made by the syslem 
stakeholders that have ownership in the outcomes: leaders and decision makers from 

throughout the region, the EMS Division, its many EMS partners, and the public. Many issues do 
not have easy or quick solutions and may require further analysis and consultation. 

We appreciate the foresight of the EMS Division to investigate these topics in advance of the 
next levy using an independent third party, We provide an objective analysis of the issues and 
topics identified and have organized this report in a manner friendly for the layperson and 

public. 

{Continued on the next page] 
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BACKGROUND 

KING COUNTY ALS STUDY OBJECTIVES 

The Paramedic Foundation (TPF) was retained by the EMS Division to conduct a study that 
examines the current Advanced Life Support (ALS) agency structure within the KCEMS regional 
tiered system in relationship to clinical outcomes and financial impacts. This ALS study has two 

primary deliverables: 

1) Evaluate the ALS tier of service delivery and validate the optimal number (or range) of ALS 
agencies in the County, and the appropriate number {or range) of units operated per agency. 
The study also considers whether the current service model is designed to meet ALS system 
needs projected over the next decade (through 2025). 

2) Develop a regional process for responding to any requests for changes to the current ALS 
agency configuration (e.g., if an ALS agency ceases operation). 

TPF recognizes that the current EMS system provides excellent patient care, and our 

recommendations ensure that: 
The provision of medical care or patient outcomes does not deteriorate; 
The system remains a tiered, integrated, regional system; 
The delivery of patient care is derived from the highest standards of medical training 
based on scientific evidence with continued oversight by EMS physicians; and 
The system sustains its focus on operational and financial effectiveness and efficiencies. 

METHODOLOGY 

l uuANTITATIVE DATA & METHODS 
The project team requested and received the following data from the EMS division (for all 
agencies except Seattle) and Seattle Fire Department for our analysis: 

• financial summaries (2011-2016 for agencies except Seattle; 2011 through 2015 for 

Seattle) 
• Available electronic Medical Incident Report forms (eMIRF) from 2006 through mid-

2016 for all agencies except Seattle 
• Computer Aided Dispatch (CAD) system summary data for Seattle 2006 through 2015 

Note: 

Patient identifying information was removed prior to our response data analysis with incident 
locations identified by a simple grid number provided by the EMS Division. 

Seattle is in the process of converting paper records into electronic records by scanning them 
into a software system. Seattle's manual process is six to nine months behind and may be 
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incomplete, limiting our primary data analysis to only data available from the Computer Aided 
Dispatch (CAD) system. This did not include detailed data for 2015 and that limits our 

comparative analysis as noted where applicable in this report. 

We also requested demographic data from the King County Demographer and sourced data 
from the US Census website and the National EMS Information System (NEMSIS) website. 

In an effort to make meaningful distinctions between agencies, models and systems, several 
different ratios were examined. Since agency revenue is based on per unit reimbursement from 
the levy pool, only moderate differences can be found when evaluated on a per agency basis. 
However, as we will discuss through the report other measures were identified and used in our 

analysis. Several cost ratios were calculated: 

• Cost per unit hour 
• Salaries and benefits per unit hour 

• Unit hour utilization 

• Cost per transport 
• Cost per response 

• Cost per capita 

l ouAUTATIVE DATA & METHODS 
Between mid-September and early October 2016, TPF conducted interviews with 21 
stakeholders, including fire chiefs from all three ALS zones, medical directors, dispatch 
directors, and elected officials. A TPF team of five or six conducted interviews in a semi
structured manner to address the two primary research questions and to elicit related ALS 

service issues. 

Detailed handwritten notes were recorded, compiled, analyzed, and thematically coded using 
Atlas.ti qualitative software. This systematic data synthesis was employed to objectively 
capture the multitude of viewpoints expressed by various stakeholders. 

This report does not contain all of the analysis we performed on information we collected as 
some of the key informant input validated a good practice or was otherwise helpful, but may 
not have addressed the primary study questions and as a result do not require specific mention 

in the report. 

[Continued on the next page] 
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KING COUNTY DEMOGRAPHICS 

Key to understanding how the history of KCEMS progressed into the mature system that exists 
today is awareness of the geographic challenges and urban growth over the past forty years. 

Exhibit 1: King County incorporated areas 

The Seattle-Tacoma-Bellevue, WA Metropolitan Statistical Area (MSA) is the country's 141
h most 

populous (Census 2012} with a 2010 total population of 3,439,809. King County is part of the 
MSA, is located in western Washington State, and includes 2,116 square miles. King County is 
bordered on the west by the Puget Sound and on the east by the Cascade Mountains and 
includes both Vashon and Maury Islands. In 2015 the population (2015 US Census Bureau 
estimates) was estimated to have increased 9.6% over 2010 reaching 2,117,125. At 1,000 
persons per square mile, King County is the most densely populated county in the state. 

The City of Seattle has been the seat of King County since January 1853. Seattle currently contains 32% 
of t he county population with an estimated population of 684,451 (2015 Census estimate), a 12.5% 
increase over 2010 population levels. Seattle's population is spread over 84 square miles, with a 
density of 8,148 persons per square mile. 
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The City of Bellevue contains 7% of the county population. Bellevue's estimated population is 139,820 
(2015 Census estimate), a 9.3% increase since 2010. Covering 32 square miles, Bellevue has a 
population density of 4,320 persons per square mile. 

While the City of Seattle is the most densely populated municipality in the county, there are 
pockets of dense population north and south of the city. Most of the ALS medic unit station 
locations are within or nearby areas of higher population. 

Exhibit 2: Medic unit locations with road networks 

[Continued on the next page] 
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E><hibit 3: Medic unit locations with population density (2010) 

The ALS medic unit station locations are primarily on the west side of the county where the vast 
majority of the population and transportation infrastructure has been built. 
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The eastern two-thirds of King County are primarily rural in nature due in part to the Cascade 
mountain terrain and protected lands that are inland away from the seaport. These factors limit 
urban growth. The King County Comprehensive Plan designates an Urban Growth Area (UGA} 
that includes areas and densities sufficient to permit the urban growth that is projected to 
occur in the County for the succeeding 20-year period. Areas within the UGA boundaries are 
designated for higher density growth while areas outside are designated for low density 
growth. All but two ALS medic unit stations are within the UGA Boundary. 

Exhibit 5: KCEMS service area descriptions 

7 73 Seattle 690,151 8,225 

Auburn, Black Diamond, 
Burien, Covington, Des 

Moines, Enumclaw, 

8 71 
Federal Way, Kent, 

750,157 670 
Maple Valley, Pacific, 

Renton, Seatac, Sea-Tac 
Airport, Skyway, 

Tukwila, White Center 

3 29 
Bothell, Kenmore, Lake 

161,143 3,354 
Forest Park, Shoreline 

Bellevue, Issaquah, 

4 37 
Mercer Island, North 

314,075 332 
Bend, Sammamish, 

Snoqualmie 

Duvall, Kirkland, 
II 

3 31 
Redmond, Woodinville 

199,180 526 

1 7 
Vashon and Maury 

10,946 16 
Island 

26 248 2,125,652 
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* 2014 Service Area Population is calculated by summing the 2014 census tract populations for each 
tract designated per agency. Density is then calculated by dividing that calculation with the summed 
square mileage of those census tracts. 

Exhibit 5: KCEMS service area descriptions represent the service area population and 
population density by ALS agency (2014 census tract data). 

The service areas represent the actual populations served by each agency's primary area of 
response. Approximately 14% of King County's population reside in unincorporated areas on 
the Eastern side of the county. KCMl, Bellevue Fire Department, and Redmond Fire 
Department have primary responsibility for the Eastern and unincorporated areas which are. 
This method objectively "assigns" the population to the agency with the closest medic unit 
station responsibility for response. 

Vashon 

KCMl 

Shoreline 

Redmond 

Bellevue 

Seattle 

0.0 

Responses per 1,000 population (2015) 

10.0 20.0 30.0 40.0 

Responses per 1,000 

Exhibit 6: Responses per 1,000 (2014 service area population) 

50.0 

Exhibit 6: Responses per 1,000 (2014 service area population) shows the variability in the number of 
responses per capita by ALS agency, which also represent geographical variances within the county. 

I DEMOGRAP HIC FORECASTING 

The Puget Sound Region a I Council has developed " forecast analysis zones" for purposes of forecasting 
future growth within the region (see Exhibit 7). 

[Continued on the next page] 
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Exhibit 7: Forecast Analysis Zones (Source: Puget Sound Regional Council) 

PROJECTED KING COUNTY POPULATION 
BY FORECAST ANALYSIS ZONE 

A 
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Exhibit 8: Projected King County population by Forecast Analysis Zone (Source: Puget Sound Regional 

Council, 9/2015 forecast) 
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Population changes and trends factor into the forecasting for planning purposes. In considering the 
Puget Sound Regional Council's forecasts for the next ten years it is prudent to recognize that an 
increasing volume of incidents will occur in the Eastside King and Seattle areas; w ith more modest 
growth in the remaining areas. The growth patterns prior to 2010 are not the same as those forecasted 
for t he next ten years. Noticeable growth in the Shoreline Area, Green River, SE King, SW King and King 
Other zones will be modest while the Eastside King and Seattle Area growth w ill be stronger (Exhibit 8) . 
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Exhibit 9: KCEMS response volume forecast 

The response volume forecast (simple linear trend based on forecasted population trends) 
shows an increase in total KCEMS system volume of 29% over the next decade (Exhibit 9). 

KING COUNTY EMS SYSTEM 

The KCEMS system is comprised of six pre-hospital regional ALS agencies operating 26 medic 
units throughout King County: one third-service agency (also known as King County Medic One 
or KCMl), three municipal fire departments (Seattle Fire Department, Bellevue Fire 
Department, and Redmond Fire Department), and two fire districts (Shoreline Fire Department, 
and Vashon Island Fire & Rescue). In addition, a contract with Snohomish County Fire District 26 
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brings ALS agencies to the Skykomish/King County Fire District 50 area, from Baring to Stevens 

Pass. 

In many parts of the county private ambulance companies co-respond either automatically or 
upon request and complete a majority of the lower acuity transports. 

There are twelve Public Safety Answering Points (PSAPs) in King County that each transfer 
medical related 9-1-1 incidents to one of five KCEMS dispatch centers in Seattle and throughout 
King County. Dispatchers determine the level of care necessary for immediate dispatch 
following medically approved emergency dispatch triage guidelines. 

There are eighteen hospitals and three stand-alone emergency departments in the county. For 
specialty care, there is one level I trauma center, four level Ill trauma centers, three level IV 
trauma centers and one level V trauma center. Categorized Cardiac and Stroke Centers are also 
distributed in the heavily populated areas along 1-5 and 1-405 and 1-90. There are twelve level 1 
and four level 2 cardiac centers; and four level 1, seven level 2, and five level 3 stroke centers in 
the county. The State's only Levell trauma center is located in Seattle and it serves patients 

from Washington, Wyoming, Alaska, Montana and Idaho. 

The KCEMS system operates in a coordinated manner by numerous agencies that provide high 
quality pre-hospital medical care across King County. It is this unique integrated regional system 
of consistent, standardized, and collaborative medical care that allows the system to excel and 

achieve the best possible patient outcomes. 

A "Tiered Response System" is defined b'{ the EMS Division as an EMS response system that 
uses dispatch criteria to differentiate between BLS and ALS practitioner response levels to 9-1-1 
incidents. The KCEMS tiered response system consists of primarily BLS and ALS agencies but 
there are also alternative response models for some lower acuity 9-1-1 incidents (Section 5.17 

of Seattle & King County Public Health Policy PHL 9-2 DPH, 2012). 

An "Integrated Regional System" is defined by the EMS Division as the coordination of EMS 
system components, including BLS and ALS agencies that respond in a seamless manner 
regardless of jurisdictional boundaries, in order to achieve the highest level of pre-hospital 
patient care (Section 5.10 of Seattle & King County Public Health Policy PHL 9-2-DPH, 2012). 

The KCEMS tiered response system increases patient safety and care because it does not over
dispatch paramedics to incidents that do not need their level of care. By managing the system 
this way a smaller number of paramedics are used and each has the chance to perform low

volume high-risk procedures with greater frequency. 

Systems that are all ALS dilute the ability of the paramedics to perform low-volume high-risk 
procedures because a significantly larger number of paramedics are required in the workforce, 
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and all of them respond to incidents where many of them will not have the opportunity to use 
any paramedic skills. In addition, as a practical matter, dual paramedic systems allow weaker
skilled providers to "hide" behind a stronger provider and the weaker provider is much harder 

to detect through quality improvement activities. 

I EMS DIVISION REGIONAL SERVICES 
The EMS Division manages the core regional services and supports other key elements of the 
integrated regional system. The EMS Division is essential to enabling KCEMS agencies to provide 
the highest quality out-of-hospital emergency care available. Regional coordination ensures 
pre-hospital patient care is delivered at the same standards across the region; regional policies 
and practices that reflect the diversity of needs are maintained; and, local area service delivery 

is balanced with centralized interests in an efficient manner. 

The EMS Division also manages innovative projects and operations known as Strategic 
Initiatives, which are designed to improve the quality of KCEMS agencies and manage the 
growth and costs of the system. Regional Strategic Initiatives have allowed the KCEMS system 
to maintain its role as a national leader in the field and have been key in the system's ability to 

manage its costs. 

Examples of Regional Services and Regional Strategic Initiatives include: 

• Uniform education of more than 4,200 EMTs and dispatchers 
• Regional medical control and quality improvement for over 30 EMS agencies 

• Injury prevention public health programs 
• Regional (centralized) data collection and analysis 

• Regional planning for the KCEMS system 

• Financial/administrative management 
• More than 10,000 public school students per year are taught CPR 
• BLS efficiencies with a stated objective to reduce unnecessary requests for paramedics 

by EMTs 

{Continued on the next page] 
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I KCEMS RE SPONSE ZONES 

King County Regional Emergency Coordination Zones 

Exhibit 10: King County emergency coordination zones 

Exhibit 10 shows King County emergency coordination zones. KCEMS Zone 1 is the North and 
East County areas and are served by Shoreline Fire Department, Redmond Fire Department, 
and Bellevue Fire Department. Zone 1 borders the Seattle Fire Department border at the north 
city limit and Renton Fire Department' s border at its northern lim it. KCEMS Zone 1 includes the 
cities of: Bellevue, Bothell, Duvall, Issaquah, Kenmore, Kirkland, Lake Forest Park, Mercer Island, 
North Bend, Sammamish, Shoreline, Snoqualmie, Redmond, and Woodinville. 

KCEMS Zone 3 is the South County area served by KCMl and includes the cities of Auburn, Black 
Diamond, Burien, Covington, Des Moines, Enumclaw, Federal Way, Kent, Maple Valley, Pacific, 
Renton, Seatac, Sea-Tac Airport, Skyway, Tukwila, and White Center. 

KCEMS Zone 5 is served by Seattle Fire Department and includes the entire city. 

KING COUNTY GOVERNANCE 

The King County EMS Division resides within King County's Public Health Department. King 
County is governed by the Metropolitan King County Council (MKCC), a district elected 
legislative body consisting of nine members. The Council adopts laws, sets policy, and holds 
final approval over the budget. The council is free to pass all laws and ordinances it sees fit to 
further its operations, within the boundaries of the state and federal constitutions. 

Currently KMCC has nine standing policy committees and three regiona l committees. Members 
of the Seattle City Council and representatives from suburban cities and local sewer districts are 
also members of the regional committees. In addition, all nine members of the Council meet as 
a Committee of the Whole to discuss broad-reaching legislation and issues. 
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The King County Executive is the highest elected official representing the government. 

The Executive is not a member of the County Council, and is a separately elected official who 

submits legislation to the County Council for consideration. Each year in October, the Executive 

submits a proposed budget to the County Council for the operation of County government for 

the coming year. The Executive also has veto power over ordinances passed by the County 

Council. 

EMS SYSTE M OPERAT IONAL EFF ICIENCIES 

EMS systems exist in a complicated regulatory and economic environment. They exist at the 

nexus of healthcare, public safety, and public health, and often use a combination of funding 

mechanisms from each. EMS systems are constrained by federal, state and local regulation in 

terms of system design, response reliability, certification, licensing and healthcare compliance. 

Each level of regulation adds cost to the system but also improves the quality, reliability, and 

responsiveness to local expectations as well. 

EMS systems exist within the realm of public utility economics such that most of the cost is in 

establishing the network. As an essential public service that is locally regulated, EMS shares 

many economic attributes with public transportation, water, power and other utilities. As with 

the fire service, most of the cost of an EMS agency is associated with "readiness" (the ability to 

respond reliably to the next request for service). 

I EFFECTIVENESS MEASURES 

Some public services may be uncomfortable with or unaccustomed to measures of productivity 

but one of the hallmarks of the KCEMS system is its interest in efficiency. While KCEMS agencies 

may not have many comparable peer groups outside of the county from which benchmarks can 

be set, the benchmarks within the county can and should be monitored and thus are able to be 

managed. 

An objective measure of the effectiveness of productive effort Is based on the deployment of 

ALS medic units throughout the county. Unit hour utilization (UHU) is a measure of productivity 

that is often used as a proxy for EMS system efficiency. UHU identifies the most efficient 

providers of an EMS service by their ab ility to produce a given level of output using the least 

number of inputs. This is a measure of medic unit productivity, not of individual paramedics and 

does not measure non-response related workloads. 

UHU measures the productivity of the inputs (ALS medic unit hours) with the amount of time 

they are treating or transporting patients for productive activity. A unit hour (UH) is a fully 

staffed medic unit available for response to incidents for one hour. Thus the UHU is typically 

calculated by divid ing the number of responses (UHU-R) or the number of transports (UHU-T) 

by the number of UHs consumed to cover those responses or transports. 
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A higher UHU indicates better productivity although at a certain point it can be so high that 
issues of practitioner fatigue or other concerns may become an issue. As a productivity 
measure in urban or suburban systems (rural areas provide geographic coverage and rarely 
have the ability to improve productivity}. A UHU of 40% is generally considered a ceiling for 24 

hour shifts. 

Common UHU Scale for Urban & Suburban 
EMS 

45%-55% High Utilization 

35%·45% Optimal Utilization 

25%·35% Average Utilization 

15%·25% Below Average Utilization 

1%·15% Low Utilization 
Exhibit 11: Common UHU scale for Urban & Suburban EMS 

Workload expressed as Unit Hour Activity (UHA) more accurately measures the workload 
pressure put on the paramedics staffing a medic unit in their role as emergency medical 
responders. It also somewhat levels the playing field for differences in driving times between 
remote, rural, suburban, and urban agencies. This is an important consideration because 
research in the EMS, medicine, and transportation sectors supports that overworked staff make 
more mistakes and reduce the quality of patient care. UHA is calculated by using the total 
number of hours that units are engaged on calls by the total number of unit hours, or put more 
simply it is the fraction of the period that is spent engaged in responses to the total time on 
duty. It does not include time spent doing other work that may be assigned such as chart 

reviews, training, or restocking. 

Hypothetically, if a medic unit were to never respond, it would always be available for a 
response. Conversely, if a medic unit were to go on every response, it would have limited 
availability for the next response and in some cases would not be able to respond (such as 
simultaneous dispatches to different incidents). Therefore, it is important for KCEMS to balance 
readiness to respond with the availability (factoring both UHU and 9·1-1 calls it was unavailable 
to be dispatched to) to respond, for a given medic unit. KCEMS could develop a composite 

measure that balances efficiency with capacity. 

Other composite measures relying on UHU include subjective data such as crew fatigue and 
worker dissatisfaction with other objective points such as sick calls, worker compensation 
claims, etc., to give leaders a measure and "feel" for when new units are needed or when 
productivity starts to decrease or paramedics become bored. When measured over time these 

can be powerful indicators of system health. 
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Another distinction of KCEMS is an intense focus on minimizing the incidents that paramedics 
respond to and then minimizing the number of transports they perform. As such it is 
appropriate to measure the UHU for both responses and transports on an ongoing basis and to 
use these figures for discussing and managing the deployment of the system to ensure that the 
design of the system and trends in transportation decisions are appropriate to meet the needs 

of the patients requiring them. 

For all current ALS medic units in KCEMS, the number of UHs per unit per year is 8,760 hours 
(24 * 7 * 365). That means a 24-hour ALS medic unit that runs eight incidents during a 24-hour 
shift would have a UHU-R of 0.33 or 33% (8/24). If it transports patients in 4 of those incidents, 
it would have a UHU-T of 0.17 or 17% (4/24). The UHA would determine that the four 
responses without a transport averaged 45 minutes (4 • 45 = 180 minutes) and the four 
transported averaged 75 minutes (4 • 75 = 300 minutes) for a total of 480 minutes of time 
spent on responses in 24-hours {1,440 minutes) for a fraction of 0.375 or 37.5%. 

In many EMS systems, when a unit reaches a UHU-R of 40%-50% {9-12 responses per 24-hour 
shift), concerns are raised about the workload and its potential effect on the practitioners in 
terms of sleep time and fatigue on long shifts. Since KCEMS units fall below this level so fatigue 
is not likely to be a primary concern for KCEMS. 

Agency UHU-R , UHU-T ~ 

[ Vashon Island Fir; & Rescu1:_ J 6%-+-2% J_ 6% I 
Redmond Fire Department 14% 4% 10% 

I Bellevue Fir;;epart,;;nt f 15% ~ 6 % 1 10 % 1 
l 

Shoreline Fi~ Department 17% 7% 13% , 

KCMl __ 4---t _ 23% G ~ 14%_ -1 
Seattle Fire Department 31% 11% 17% 

- -
Exhibit 12: KCEMS ALS workload comparison 

These UHU levels (Exhibit 12) demonstrate that Seattle Fire Department has the highest 
productivity metric; this is not surprising considering the entire urban geography served by the 
department. Among the more widespread urban-suburban mix of the other agencies, KCMl 
stands out in productivity. This too is not surprising due to the single role nature of the KCMl 
practitioners and the design of the response system in the South County area. The single unit 
Vashon system is a geographical coverage unit and thus will likely never significantly improve its 
UHU. Not shown is a recent trend in that KCMl has become increasingly productive (an 
increasing UHU-R) over the last three years while the fire-based systems have remained 

unchanged. 
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I MEDIC UN IT RESPON SE TIME 

The public and elected officials focus on response times primarily because it is one of the few 
things that they both measure and understand. The public is unaware of adherence to 
protocols, drug dosages and other components of competent quality clinical ca re, but they 
know how quickly the system responds to their calls for help. 
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Exhibit 13: 2014 incident density with medic unit locations 
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Exhibit 13 shows the resulting number of incidents within each grid box when the incident data 
was joined to the geographic grid. This map demonstrates that heavier volumes of activity 
mostly exist nearby the ALS medic unit stations and coincide with population and 
infrastructure. 

Travel time is impacted not only by driving speed but also distance from the station, weather, 
construction, traffic congestion, and physical and manmade barriers that will delay the units 
from reaching the scene. Once on scene, the patient could be several stories up within a 
building, on the far end of an industrial or commercial facility, or within a maze of hallways 
within a residential facility leading to an extended patient contact time. 

While travel time is somewhat variable, we conducted a geographic analysis using station 
locations and the actual average street network speeds to create a model of expected response 
times. 
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EKhibit 14: 10-minute drive t ime coverage map 
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Exhibit 14's geographic analysis model shows the coverage for up to a 10-minute drive time 

from each ALS medic unit station. This depicts the "average" coverage for t he required 
response times. The 2016 EMS Division's Annual Report reports that ALS Agencies (not 

including Seattle Fire Department) reached nearly 80% of incidents in less than the 10-minute 
standard (averaging 8 minutes), and 94% of incidents in less than 14 minutes. Thus the ALS 

agencies are meeting their response time requirements for the current level of demand with 
the current number of ALS medic units. 

[Continued on the next page} 
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Response Time Performance & Reliability 
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Exhibit 15: Response time reliability graph 

Exhibit 15 shows that the current number of ALS medic units {26) are capable of achieving the 
goals of the EMS Division. This analysis should be monitored into the future as any variance of 
the result compared to the goal may require station moves, unit standby at other locations, or 
additional units within existing stations. 

Key Findings 
• The level of utilization among KCEMS ALS agencies is low compared to industry 

standard benchmarks. 
• Seattle Fire Department stands out as a productive urban system while KCMl is a 

productive suburban system. 
• KCEMS ALS agencies are meeting their response time requirements with the 

current number of ALS medic units. 
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EMS ECONOMICS 

The next criteria for determining the optimal number or range of ALS agencies are the 
economics. For the public benefit in King County we chose to evaluate the economy of scale 

and economy of scope; and to consider alternative models. 

An economy of scale for EMS occurs when the cost per UH decreases while the number of 
responses increases. This occurs where there are high fixed costs and constant marginal costs, 
or when there are low fixed costs and declining marginal costs. The inputs are unit hours and 

the outputs are responses. 

Closely related to the question of economies of scale is the issue of economies of scope. 
Whereas economies of scale relate primarily to the efficiencies associated with the level of 
production of a single product type, economies of scope relate to efficiencies that accrue from 
combining processes or activities in the production of multiple outputs {Abbott, Malcolm, and 
Bruce Cohen. "Productivity and efficiency in the water industry." Utilities Policy 17.3 (2009}: 
233-244). This speaks directly to the regional services provided by the EMS Division. 

KCEMS ECONOMY OF SCALE 

As described above, an economy of scale for EMS occurs when the cost per UH decreases while 
the number of responses increases. Although six agencies are too few to determine statistical 
significant correlations, the data show that the cost per capita decreases $18.05 (p= 0.22), the 
cost per response decreases $353.42 (p-value 0.05), and the cost per transport decreases 
$1,055.73 (p= 0.14) for each additional medic unit operated by an agency - even though the 
cost per unit hour may increase slightly at $3.15 (p= 0.2) per unit hour for each additional unit 

operated. 

For every medic unit operated by an agency the: p-value 

• Cost per capita decreases : . 
Cost per response decreases $353.42 0.05 

Cost per transport decreases $1,055. 73 0.14 
Cost per unit hour increases $3.15 0.2 

Exhibit 16: Economy of scale cost changes 

[Continued on the next page] 
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2015 l<CEMS Cost per Capita and# Medic Units 
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Exhibit 17: Differences in cost per capita between ALS agencies 

Vashon 

1 

$188.49 

The single largest contributor to the ALS agency budgets is personnel salary and benefits. All 
ALS agencies are in a negotiated salary environment; thus there is little variation both in total 
salaries and in ratios of salary per unit hour. Salaries and benefits comprise 80-90% of ALS 
agency costs and would also vary by number of AL S medic units. KCMl salary and benefit costs 
per medic unit are significantly lower when compared with the other ALS agencies. 

This demonstrates an appreciable economy of scale. It was not within the scope of this study to 
complete a detailed ALS agency costing study, but such a study could uncover why there are 
cost per capita differences between Shoreline and the other agencies. 

A # Medic Salaries & 
gency Units Benefits per UH* 

Vashon 

Redmond 

Shoreline 

Bellevue 

-

l $209.S6 

3 $215.14 

3 $228.84 

4 $203.72 

B $190.99 

Exhibit 18: ALS agency medic units and salaries & benefits per unit hour 
*Seattle Fire Department was unable to provide a breakdown of its costs sufficient to identify 

the salary & benefit costs for the department. 
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To maximize economic efficiency a manager seeks the greatest UHU from the lowest cost per 
UH. In rural areas, there may be no opportunity to improve productivity. In rural areas 
management of the UH cost is the most important issue for economic efficiency. Although labor 
is the largest cost of all ALS agencies at 80-90% of expenses, even small improvements in 
decreasing costs for supplies, capital items and medications, may make a noticeable difference 
in the UH cost. 

In urban areas higher volume and productivity are even more powerful than UH cost in 
reducing the cost per incident and cost per transport. For this reason, many systems buy more 
expensive and reliable equipment and pay their paramedics higher wages to work in a more 
productive environment, often using variable staffing and fluid deployment. 
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SFD 3 $6,801,262 4,394 2,241 $1,548 $3,035 26,280 $259 $42 

RFD 3 $6.349,125 3,723 1,019 $1,705 56,231 26,280 $242 $32 

• $8,604,502 5,382 2,171 $1,599 $3,96~ 35,040 $246 $27 

$16,812,533 19,297 6,48it $145 $2,593 61,3JO $274 $24 

111111=1 $17,472,315 17,214 4,185 $1,015 $4,175 70,080 $249 $23 

Exhibit 19: Economy of scale comparison data 

Exhibit 19 V/FR l=Vashon Island Fire & Rescue, SFD 3 = Shoreline Fire Department, RFD 3 = Redmond Fire 
Department, BFD 4 = Bellevue Fire Depanment, SFD 7 = Seattle Fire Department, KCMl 8 = King County 
Medic One. 

A large factor in calculating the cost per unit hour is the cost data itself and how the ALS 
agencies determine their costs. Because the ALS agency funding allocation is fixed and 
reimbursement-based, all ALS agencies receive the same allocation, except for KCMl which 
receives complete cost recovery rather than an allocation. KCMl has the lowest per capita cost, 
while Vashon has the highest due to the economies of scale of 8 units versus one. 

Exhibits 18-22 demonstrate the relationship that the number of ALS medic units has on the 
costs of operating the system when looking at a number of factors. 

[Continued on the next page] 
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Exhibit 20: 2015 Cost per response by number of ALS medic units 

Exhibit 20: 2015 Cost per response by number of ALS medic units shows the decreasing cost per 

response by increasing the number of ALS medic units. 
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Exhibit 21: 2015 Cost per transport by number of ALS medic units 

Exhibit 21: 201S Cost per transport by number of ALS medic units shows the decreasing cost per 

transport by number of ALS medic units. 

{Continued on the next page] 
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Cost per unit hour (2015) 
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Exhibit 22: 2015 Cost per unit hour by number of ALS medic units 

Exhibit 22: 2015 Cost per unit hour by number of ALS medic units shows the slightly increasing cost 

per unit hour for additional ALS medic units. 
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Exhibit 23: 2015 Cost per capita by number of ALS medic units 
Exhibit 23: 2015 Cost per capita by number of ALS medic units shows the decreasing cost per capita 

by increasing the number of ALS medic units per ALS agency. 

[Continued on the next page] 
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Exhibit 24: 2015 Cost of salaries & benefits per unit hour by number of medic units (not including 
Seattle Fire Department) 

Exhibit 24: 2015 Cost of salaries & benefits per unit hour by number of medic units (not 
including Seattle Fire Department) shows the decreasing costs for salaries and benefits for 

additional ALS medic units. 

These findings are consistent with key informant perceptions, most of whom thought single 
unit ALS agencies as both economically and operationally inefficient. Vashon Island Fire and 
Rescue was frequently brought up to illustrate this point. Like several rural areas of King 
County, Vashon procured an ALS medic unit based on response time needs, rather than call 
volume. According to respondents, however, high costs and staffing difficulties have proved 
insurmountable obstacles for continued program feasibility. Vashon is in the process of 
transferring ALS medic units to another ALS agency. The optimal ALS medic unit volume 
suggested by informants often matched the current number in their own jurisdiction. Several 
cautioned, however, that too many ALS medic units could weaken interpersonal bonds 
between BLS and ALS practitioners, which are seen as important in providing congruent care. 

In reviewing operations, we considered ALS medic unit productivity compared to number of 
responses, number of transports, population density, and the number of ALS medic units. 

We learned that: 

1) Although KCEMS is medically homogenous, its operations and costs vary by agency. 
There is variation between the ALS agencies and ALS medic units that comprise KCEMS. 
The ALS agencies have the latitude and exercise discretion to design the agency 
according to their internal needs. This variation may erode efficiencies. 
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2) Response rate describes busy-ness. 
The number of respon ses a single ALS medic unit or single ALS agency experiences is the 
sole factor used to determine how busy that unit or agency is. Oversight to more 
accurately compare responses between agencies by adding filters for other related 
productivity measures would improve the measure. 

3) The fewer the number of responses, the more likely the ALS medic unit is to transport. The 
higher the number of responses, the less likely the ALS medic unit is to transport. 

It was not within our scope to determine why these phenomena exist. They deserve 
further study. 

4) The denser the population of an area, the busier the ALS medic units. 
Population density increases response requests. Various temporal, environmental, 
sociological and geographical affects are influenced by density. 

5) The number of ALS medic units is not correlated to the number of responses. 
The service area for each ALS medic unit was established based on factors which were 
significant at the time. The changing factors of population density, traffic volume, and 
frequency of events drawing people to such an area during specific days or times may 
have changed. 

6) A denser population does not result in a greater number of ALS medic units. 
The system does not deploy ALS medic units based on the population density. 

The two most significant independent factors of economic efficiency of the KCEMS system are 
1) the salaries and benefits costs and 2) the administrative and operational support necessary 
for each ALS agency to maintain. Reducing the number of ALS agencies while increasing the 
number of ALS medic units operated by each agency (tota l number of medic units remaining 
unchanged), will reduce redundant administration and operational support and will lead to the 
most effective means of increasing the economic efficiency of KCEMS. 

Key Findings 
• KCEMS system costs are greatly reduced by having fewer ALS agencies operating 

more units per ALS agency. 

• Salaries and Benefits comprise the largest portion of the cost of the KCEMS 
system. Although controlled by labor agreements, there is significant variability 
between ALS agencies. 
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KING COUNTY STAKEHOLDER PERSPECTIVES 

This section briefly outlines interview findings on the two primary research questions regarding: 
the optimal number of ALS agencies and units and a process for responding to changes in ALS 
configuration. Where appropriate, qualitative findings have also been provided throughout this 
report to further illustrate key points and provide context for the quantitative analysis. 

OPTIMAL NUMBER OF AGENCIES 

Overall, stakeholders expressed satisfaction with the existing number of ALS agencies in the 
county. This view was particularly strong among current ALS agencies. Responses among 
contract agencies included caveats about wanting more ownership in the system, such as local 
jurisdiction branding on medic units and decision-making about resource allocation (e.g., BLS 

training}. 

Though satisfaction with the current ALS agency configuration was high, representatives from 
both ALS agencies and contract organizations acknowledged that a reduction in agencies would 
increase system efficiency. Zone 1 was most frequently cited, with suggestions of up to an 40% 
efficiency benefit through consolidation. Decreasing redundancies in management (e.g., 
Medical Service Officer (MSO), Medical Service Administrator (MSA), chiefs) and administrative 

overhead were repeatedly mentioned as ways to produce savings. 

Respondents suggested that ALS agency consolidation also offered benefits beyond economics, 

such as: 
• More seamless service integration through a reduction of jurisdictional boundaries. 
• Reduced barriers experienced by new paramedics from contract jurisdictions who currently lose 

their seniority and home department when required to become ALS agency employees. 
• Increased range of environments through which paramedics could rotate with ALS personnel from 

rural jurisdictions gaining skills practice in busier urban areas, while rural settings offer 

recuperation time for others. 
• More informal training and quality assurance opportunities provided by paramedics to contract 

department BLS staff, something that is more readily available to ALS agency EMTs. 

Those suggesting consolidation were quick to point out, however, that merging ALS medic unit 
service areas would be extremely difficult. Politically, agencies were well established and 
invested in the current service configuration. Some fire-based agencies expressed that dual role 
paramedics provide benefits to the fire department in addition to their role as a paramedic. 

Organizationally, different operational systems and labor representation would make 
integration challenging (e.g., departments on different work schedules). Several respondents 
warned that decreasing the number of ALS agencies could impede innovation as smaller 
departments were seen as more agile and responsive to change, as well as better able to tailor 
services around community needs. Overall, the challenges of service consolidation seemed 
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formidable to many. In fact, several respondents quipped that despite advantages, they don't 

see mergers happening in their lifetime. 

OPTIMAL NUMBER OF ALS UNITS PER AGENCY 

Most respondents were satisfied with current numbers of ALS medic units. Adequate response 
time was typically cited to support these views. Respondents reported that multiple ALS medic 
units (at least 3 to 6) allowed for adequate backfill of staff to cover absences related to 

vacation, training, and injury. 

Still, key informants in all zones expressed divergent opinions about exceptions to acceptable 
ALS medic unit numbers. Most notably, Zone 5 (Seattle) reported potential benefit of a third 
ALS medic unit to service the downtown area. Seattle reportedly reaches Status 0, with no ALS 
medic units available, on a bi-weekly basis. This situation draws in the city's north and south 
ALS medic units, leaving outlying areas with slower service. Rural jurisdictions in Zone 1 and 3 

also reported challenges of long response time. 

The needs of rural communities highlighted concerns regarding system equity. KCEMS applies 
an urban, rapid response EMS model to the county's outlying regions. However, response times 
in those isolated areas tended to be longer and receive less EMS backup compared to urban 
centers. Respondents shared stories of BLS staff choosing to transport to the hospital over 
requesting ALS support because of delayed wait times and conversely paramedics first on 

scene, needing to wait for BLS before going back in service. 

REGIONAL PROCESS FOR RESPONDING TO CHANGES IN THE ALS CONFIGURATION 

While not all stakeholders directly addressed the question of a change process during the 
interview, many expressed satisfaction with the current EMS Division role in overseeing ALS 
service levels and looked to the EMS Division as the lead agency in facilitating a change process 
moving forward. With regard to criteria for change, the use of county EMS data (e.g., call 
volume, response time, heat maps) provided by the EMS Division was highly valued. 
Respondents agreed that change should be based on science and system needs. Several 
stakeholders asserted, however, that statistics alone should not constitute the only evaluation 
criteria for system change. A jurisdiction's motivation for staffing an ALS medic unit, their 
knowledge and availability of required resources and oversight, and the jurisdiction's potential 

for success were additional factors offered for consideration. 

How the change process should be structured was less articulated among respondents. One 
suggestion was to employ a similar process as was currently used for the King County EMS levy. 
The levy process invites input from ALS stakeholders and utilizes working groups. Opinions as to 
who should be at the table were split between current ALS agencies only or all interested 
stakeholders, with answers typically reflecting the stakeholder's particular affiliation. Several 
respondents favored including elected officials, as done with levy proceedings, to help build 
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consensus, elevate discussion beyond EMS operations, and move the change process forward. 
Employing a facilitator was also mentioned. Transparency was seen as an important element of 
any change process. 

OPPORTUNITIES ANO CHALLENGES FOR CHANGE 

Organizational change is a complex process requiring attention to the multiple factors of 
culture, politics, and the environment to ensure success. Stakeholders raised several important 
considerations in regard to pursuing change. 

I KCEMS CU LTURE, LOYALTY, & PRIDE 

Respondents in the various stakeholder groups hold the KCEMS system in high regard. Many 
cited excellent performance outcomes, especially cardiac survival rates, and its international 
reputation. KCEMS' success was attributed to a variety of factors including strong EMS 
leadership, a common paramedic training platform, and tiered system of care. Allegiance to the 
KCEMS system was particularly strong among ALS agency personnel, many of whom 'grew up' 
in the system and expressed deep loyalty and pride. Many respondents expressed the 
sentiment that "commitment to Medic One as a system is without reproach". 

System loyalty presents both challenges and opportunities for system change. Impassioned 
loyalties can foster resistance, as evidenced by the number of respondent comments about the 
system working and not needing to be fixed. Also organizational success can breed isolationism 
and elitism, closing minds to ideas about how the system could be improved. Similarly, we 
heard stories about past evaluations that, despite good evidence, failed to produce change. 
Recently, a regional fire authority study in the north end produced recommendations that were 
never implemented because elected official couldn't decide on funding. South King County also 
was involved in a study earlier that failed to produce results. The consultant at that time was 
reported as saying that while the study questions were answered, the real issues were not. 

Challenges also offer opportunities. KCEMS stakeholders have considerable investment in the 
EMS system and ensuring its ongoing excellence. Stakeholders also uphold the KCEMS mission 
of serving the public as "what we're all about". When managed well, these commitments can 
be mobilized in building continued system success. 

I BALANC ING DATA ANO POLITICS 

As noted previously, stakeholders value a change process guided by data. The EMS Division has 
an established reputation for providing quality data to monitor system performance and 
anticipate upcoming needs. Having a well-respected data monitoring system in place provides 
the analytic foundation necessary for a well-orchestrated change process. 

Data alone do not transform systems, however, people do. The politics associated with system 
change within KCEM S have been described as highly charged. "Elephants in the room", 
"political football" and "holy grails" capture some of the sentiments describing the current 
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political climate. Attending to the various stakeholder perspectives will be essential to 
successfully moving any change process forward . Respondents looked for assistance from 
people outside the EMS system, including elected officials and facilitators, to help moderate a 
multi-stakeholder process. 

LEVY 
The King County EMS levy was one of the most commonly raised topics during interviews. Such 
attention is understandable given the levy's role as the primary funding source for ALS agencies 
within the county. Every six years, voters in King County are asked to fund the Medic One 
system with the levy. However, prior to it even going to the people for a vote, the levy must be 
approved for the ballot first by each city council of city over 50,000 and second by the King 
County Council. 

As the region has grown, new cities have gained populations large enough to participate in levy 
deliberations and their presence has shifted the balance of power in decision-making. For 
newcomers, this shift represents an opportunity to address needs of their communities. For 
longtime participants (e.g., Seattle, Bellevue, Redmond, Shoreline), the change poses a threat 
not only to the status quo, but potentially to the levy itself - a concern expressed by many 
regarding the recent deliberation process. 

Key Findings 
• KCEMS stakeholders are satisfied with the processes and trust the capabilities of 

the EMS Divis ion staff to facilitate and manage the system as a regional, 
integrated, and tiered system. 

• There are numerous benefits to agency consolidation in addition to the cost 
savings. Although difficult to quantify, they are felt to be important by most 
stakeholders. 

• There was not unanimous consent as to the ideal number of medic units as long 
as it was greater than one. 

• The ultimate decisions will need to be based on a multitude of factors and 
balanced with the needs of the entire system. 
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ANSWERING THE QUESTIONS 

#1 IDEAL NUMBER OR RANGE OF ALS AGENCIES TO MEET THE REG IO N' S CURRENT AND 
FUTURE NEEDS 

To determine the number of units needed to adequately serve the public need and demand for 
service requires a complex analysis of incident level of service, location of existing stations, 
geography and the ability to reach these priority incidents within a specific response time 
standard. 

To consider the demand for and the capability of the ALS agencies to meet it, we considered 
the questions: 1) what are the performance requirements by which the need can be measured? 
And 2) are there enough agencies to meet those needs? 

ALS agencies are meeting and in some cases exceeding their response time requirements 
throughout the county. By meeting the demands of the system, these ALS agencies are 
demonstrating an adequat e number of ALS medic units and personnel are in place today. 

Across the region, the ALS medic units are arriving on average in 8 minutes. When the incident 
processing and chute t imes are included this total response time averages 10 minutes and also 
meets the performance standards set by the EMS Division. From th is we conclude the current 
system has enough ALS agencies and ALS medic unit s with in each agency to meet the medical 
needs of the county. 

We also found the current ALS agency configuration with multiple, decentralized agency 
operations makes responding to changes in the configuration a slow and expensive process. A 
configurat ion change is currently necessary as Vashon Island Fire & Rescue has asked to 
rel inquish it s ALS medic unit. 

We also conducted interviews with an array of stakeholders including ALS providers, fire 
districts chiefs, medical directors, dispatch personnel, and elected officials. These individuals 
provided first-hand knowledge and insights about agency and unit configurations. Key 
informants were nearly unanimous in saying that "the fewer providers the better" for greater 
economy of scale, but also generally said the ideal number of units per agency is the same 
number that their agency already has. 

What this does not consider is the economic impact. Considering the number of ALS medic 
units operated by an ALS agency, there are significant economic advantages t o a single ALS 
agency. There are demonstrable economies of scale from a single ALS agency operating all of 
the ALS medic units in the county. In t he future, should there continue to be more than one ALS 
agency operating ALS medic units, it is clear that more ALS medic units are more advantageous 
than fewer ALS medic units and that it is untenable to only operate a single ALS medic unit. It 
may be unrealistic for any ALS agency t o operate fewer than three ALS medic units in order to 
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maintain the capacity to absorb and respond to logistical, staffing, equipment, and system 
demand issues. 

From an efficiency and financial perspective, the optimal number of ALS providers countywide 
is one. However, that change is not likely to be politically feasible in the near future. Fewer 
agencies benefit from greater economies of scale. Standardization, reduction of duplication, 
and portability of paramedics from one agency or area to another can improve the operations, 
finances and performance of the system as a whole. Rather than reducing the total number of 
agencies, partners may want to consider an intermediate approach based on these principles 
that achieve those benefits and may be acceptable in the short term, such as a move towards 
consolidating agencies operating in Zone 1. 

The answer: One ALS agency should operate the entire ALS system in King County, maintaining 
the current number of ALS medic units. 

#2 A PROCESS FOR PROVIDING REGIONALIZED ALS AND MODELS FOR THE FUTURE 

Stakeholders also provided advice during interviews about developing a regional process that 
can be used in the event changes in the ALS agency configuration are required in the future. 
Most informants trust the EMS Division to facilitate such a process. Stakeholders viewed both 
quantitative (e.g., call volume, response time) and qualitative (e.g., geography, a jurisdiction's 
motivation, knowledge and availability of required resources and oversight if interested in 
providing an ALS unit) data as valuable in informing the change process and both should 
continue to be used in the future. 

Several stakeholders noted the usefulness of elected officials as part of proceedings to build 
consensus, elevate the discussion beyond EMS operations, and to move the process forward. A 
process similar to that employed for levy deliberations was offered as a possible structure. 

Future plans are built on forecasts that are greatly impacted by industry, the economy, housing 
prices, and migration patterns. The EMS Division's levy planning cycle needs to consider 
scenarios far into the future that are not known today and may not be predictable. The same is 
true for designing the system, including ALS medic unit placement, paramedic supply 
management in the context of retirements, and changes in educational technologies that cou ld 
enhance the substantial training provided in the county to paramedics, EMTs, dispatchers, and 
others. 

I PROCESS RECOMMENDATIONS 

We recommend the EMS Division continue to periodically and proactively review the system's 
medic units and capacity. Evaluation and realignment should be conducted as situations arise, 
such as any time a provider relinquishes oversight or a need for system realignment is identified 
by the EMS Division (e.g., failure to meet key performance measures, agency withdrawal, 
significant changes in incident volumes by zone, or by other factors). 
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Elements of evaluations should include but not be limited to: 

• A clear determination of community need 

• A consensus process 
• Clear selection criteria for stakeholder inclusion in the consensus process 

• Impartial facilitation; and, 
• Expert consultation to identify barriers/facilitators for success 

A Central Region EMS and Trauma Council policy adopted in 2012 requires requests for 
geographic expansion or contraction of ALS or BLS service and requests for new ALS or BLS 
service within King County be subject to the approval of the King County Medical Program 
Director (MPD) and must be authorized by the Central Region EMS & Trauma Care Council. The 
MPD and the Central Region Council should be fully informed through access to the business 

case. 

Prior to initiating any formal changes to support a new ALS agency in taking over an existing ALS 
medic unit or coverage area, we strongly suggest the leadership of that agency communicate 
with and attempt to develop a proposal jointly with the existing provider. This will avoid the 
perception that a hostile takeover is being made and will allow the affected organizations to 

collaborate on a viable proposal for the EMS Division to consider. 

Proposals for an agency to take over ALS geography from another ALS agency, or to become a 
new provider must include a business case. The business case must include a detailed 
description of the meetings and attempted resolution of issues with existing provider(s) and 
why they were not successful. It must also contain the costs for each levy cycle that include the 
balancing factors such as how it will impact adjoining agencies negatively, or positively. The 
agency must discuss what their value added proposition is and what any existing ALS agency 
would relinquish. The proposals should focus on how the change or addition makes the system 

better or fixes an existing problem. 

If an entity submits a request for consideration as a new ALS provider, then balancing the 
metrics of the need and the impact on the existing providers should be heavily considered. An 
approach that mimics the Washington State Department of Health Certificate of Need (CON) 
process identified in Chapter 246-310 WAC should be used. Specifically, the determination of 
need described in WAC 246-310-210 can be adapted for KCEMS needs with little difficulty and it 
already incorporates the concepts of social justice and equity. Specifically, the hospital bed 
need methodology should be consulted for appropriateness of definitions and process 
modeling. The specifics could be determined jointly through an existing or a new EMS advisory 

committee to the EMS Division. 

If an agency wants to withdraw then a pre-determined process must be activated to determine 
if the operation of the medic unit goes up for bid or the bordering agency is forced to take it 
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over, with clearly defined parameters of the minimum number of units that that should be 
under an agency's purview. 

Future plans are built on forecasts that are greatly impacted by industry, the economy, housing 
prices, and mlgration patterns. The EMS Division's levy planning cycle needs to consider 
scenarios far into the future that are not known today and may not be predictable. The same is 
true for redesigning the system, including medic unit placement, paramedic supply 
management in the context of retirements, and changes in educational technologies that could 
enhance the substantial training provided by the EMS Division to paramedics, EMTs, 
dispatchers, and others. 

The ultimate decision in creating F.MS system change will need to be made by the system 
stakeholders that have ownership in the outcomes: leaders and decision makers from 
throughout the region, the EMS Division, its many EMS partners, and the public, Many issues do 
not have easy or quick solutions and may require further analysis and consultation. 

[Continued on the next page) 
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THE PARAMEDIC FOUNDATION 

The Paramedic Foundation (TPF) is a Minnesota non-profit corporation and is tax-exempt under 
section 501(c)3 of the Internal Revenue Code as an IRS designated 170(b)(1)(A)(vi) public 
charity. It has no employees but is overseen by five volunteer directors. A Board of Advisors 
comprised of 14 professionals from across the country are also able to be contractually 
engaged as needed for specific projects. TPF headquarters are located in St Cloud, Minnesota, 
with an office and office staffing donated by a large non-profit Minnesota and Wisconsin based 

paramedic service. 

TPF has formed the project team and assignments based on the requirements of this project. 
The project was led by Nikiah "Nick" Nudell, MS, NRP a paramedic and the Chief Data Officer 

for TPF. 

TPF and its subsidiary I Priori Health Partners, LLC) have a long history of performing statewide 
EMS, critical access hospital and rural EMS evaluations and consultations for dozens of EMS 
systems across North and South America, Australia, and the Near-East. TPF also completed an 
ambulance rate rebasing analysis for the North Dakota Medicaid agency which resulted in the 
Governor including enhanced reimbursement in his budget the following year. TPF is the only 
EMS consulting firm that has ever completed a Medicaid ambulance rate rebasing study in any 

state. 

TPF specializes in evaluating integrated medical communities and are unsurpassed in our 
experience working with communities that rely on levies for program support. We know that 
each program, community, and system require unique and thoughtful considerations that do 
not favor cookie-cutter solutions for obtaining superior medically oriented, patient centered, 
outcomes. In this manner, TPF's sub-contractors are all seasoned EMS professionals averaging 

over 30 years' experience in EMS. 

Nick Nudell, MS, NRP grew up in King County and was first trained in CPR by Shoreline Fire 
Department in the 1980s. He recently completed a US Secretary of Transportation appointment 
to the National EMS Advisory Committee, where he served on the Affordable Care Act sub
committee. He has over 16 years' experience as a paramedic, data analyst, project manager and 
nationally-recognized quality improvement expert with over 20 years of experience using 
quantitative data. In his doctoral studies he is developing deep learning algorithms to support 
mobile public services (police, fire, and EMS) in quality improvement and service delivery. 
Mr. Nudell has worked professionally with hundreds of local and state EMS agencies and the 
National Highway Traffic Safety Administration to analyze the data generated from out-of
hospital clinical encounters and has served as a subject matter expert on data collection, 
analysis, reporting, and use for many private and public organizations. He is the Project 
Manager for the EMS Compass Initiative, a US Department of Transportation cooperative 
agreement that he was the chief architect of, to design an evidence-based process for 

developing national EMS performance measures. 

K'J. the • 6/ PARAMEDIC FOUNDATION 
2800 N ih St• St. Cloud, MN 56303 USA• www.paramedicfoundation.org 43 



King County Emergency Medical Services (EMS) Division Advanced life Support Study 

Davis G. Patterson, PhD, is a sociologist with more than two decades' experience conducting 
quantitative and qualitative research in health and human services, with a focus on informing 
policy on improving patient access to healthcare. He is the Deputy Director of the WWAMI 
Rural Health Research Center, co-investigator in the Center for Health Workforce Studies, and a 
research assistant professor at the University of Washington, Seattle. Dr. Patterson has 
conducted numerous studies of prehospital EMS, including the rural component of the NHTSA
funded EMS Workforce for the 21st Century: A National Assessment, a CDC-funded study of EMS 
cardiac and stroke capabilities and practices, a HRSA-funded study of prehospital EMS 
personnel in rural areas, and a NHTSA-funded study, Quality Review of Emergency Medical 
Service Performance Measure Data. 

Fred Morrison is recently retired as the CEO of Eagle County Paramedic Services (ECPS) located 
in Edwards, Colorado. After moving to Eagle County in 1986, he worked in the fire service and 
rose through the ranks at ECPS to become CEO in 2006. Mr. Morrison has a BS in Business 
Administration from Colorado State University with concentrations in both finance and 
management; paramedic training from Swedish Medical Center (Denver); and a certificate in 
Ambulance Service Management from the American Ambulance Association. Appointed by the 
Colorado Governor to the State Emergency Medical and Trauma Advisory Council, he is 

currently serving as Chair. 

Paul Anderson, MS, NRP has invested his entire career in EMS, providing direct patient care and 
filling leadership roles. As a Chief Operating Officer he provided vision and direction for a 
paramedic service responding to 82,000 calls per year in multiple states. He worked extensively 
with governmental entities with a focus on developing and sustaining initiatives which 
strengthen paramedic services. He has been involved in a variety of projects with The 

Paramedic Foundation. 

David Shrader has more than 40 years of experience in medical transportation services, 
including extensive executive management and various clinical, teaching, supervisory and 
management roles for private, public and voluntary ground and air agencies. He began his 
career as an EMT and subsequently filled roles as Paramedic Training Officer, Flight Medic, 
SWAT Medic (and law enforcement officer), Technical Rescue leader, Operations Manager, 
Director in a public service and then COO and CEO at various private companies. While working 
as the COO of a large medical transportation company, his responsibilities included operations 
in Seattle, Tacoma and Spokane. David also served as a firefighter and Deputy Chief of his local 

Fire Department. 

Robert McNally, MS brings 20 years of public safety experience as a firefighter/paramedic, 
manager, and trainer. He has been recognized twice for his service to the community. He 
graduated magna cum laude with Bachelor's Degree in Public Administration and has a 
Master's degree in Urban and Regional Planning from the University of North Carolina at 
Charlotte. His focus was to apply Geographic Information Science (GIS) technology to public 
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safety and homelard security issues, Nobert also worked as a research associate for a homeland 
securlty project grant funded by the Defense Intelligence Agency and the Special Warfare 
branch of the US Navy while attending the University. Hls thesis on critical infrastructure 
protection planning was recognized as exemplary research by a statewide geographic 
association. 

Andrea Corage Baden, PhD, MPH is a medical sociologist specializing in qualitative 
methodologies, induding individual and group interviews. Andrea has had a long career in the 
health field, first as a provider, including a Seattle EMT, and then as a researcher focusing on 
health disparities and equity. Currently Andrea works as a research consultant in the Center for 
Health Workforce Studies at the Unlversity of Washington . 
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Frequently Used Acronyms 
The Emergency Medical Services field makes frequent use of acronyms that may not be 
familiar to many persons. To reduce confusion for the purposes of this report the 

following acronyms are defined as: 

ALS 

BLS 
CAH 
CAAS 
CAMTS 
DHHS 

Advanced Life Support (i.e. EMT-1/AEMT or paramedic level 
service) 
Basic Life Support (i.e. EMT/EMR level service) 

Critical Access Hospital 
Commission on the Accreditation of Ambulance Services 
Commission on the Accreditation of Medical Transport Systems 

Nebraska Department of Health and Human Services 

DPAT 
EMD 
EMR 

Nebraska Department of Property Assessment & Taxation 
Emergency Medical Dispatch (pre~arrival instructions for 911 calls) 

Emergency Medical [First) Responder 
EMS 
EMT 
EMT-1/AEMT 
EMTS 
eNARSIS 
NCEMSC 
NRS 
occ 
OCEMTS 
Paramedic 

PIER 
PSAP 
SNF 

Emergency Medical Services 
Emergency Medical Techniclan certified by DHHS 
EMT certified by DHHS at the Intermediate level (ILS) 

Emergency Medlcal Transport Service 
electronic NE Ambulance and Rescue Service Information System 
North Central EMS Cooperatlve 

Nebraska Revised Statutes 
Otoe County Commissioners 
Otoe County EMTS 
Paramedic certified by DHHS (ALS) 
Public Information, Education, and Relations 

Public Safety Answering Point 
Skilled Nursing Facility 
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Introduction 
On Thursday, May 18, 1967 Otoe County Rescue Service became operational as a non
profit organization that was "organized to meet the need for rescue services in Otoe 
County. !t consisted of an eastern division headquartered at Nebraska City, and a 
western division, headquartered in Syracuse," Since that tlme emergency services in 
Otoe County have changed and advanced following the technological and educational 
evolution that has moved modern emergency medical services {EMS) from slmply 
"Rescue" to providing advanced life support services. Otoe County today faces the 
common challt:nges of how to continue to provide prompt, experienced, compassionate 
and highly trained medical personnel on its responding ambulances. 

Over the last four decades EMS in most rural communities has been heavily subsidized 
by volunteers who donate their time to undertake the required education and training 
to ensure preparedness for the role of responding to, treating and transporting sick and 
injured members of their communities. In the last decade, due to many socioeconomlc, 
financial and demographic factors, volunteerism in many communities has dedlned, 
outmigration from rural communities has increased and the intensity of need among 
those rural residents who stay have increased. 

In 2003 an assessment was provided by the State of Nebraska to Nebraska City in order 
to address their increasing call volume and demand for services.. The recommendations 
included adding paid paramedic staff to their existing services and the result has 
received great praise from the residents of Nebraska City and the surrounding towns. 

This year, PrioriHealth Partners, LLP was requested by the Otoe County Mutual Aid 
Association, in cooperation with the Oloe County Board and the State of Nebraska's 
Emergency Medical Services/Trauma Program, to conduct an assessment of the EMS 
system in Otoe County. Funding for this project was provided through the Federal Office 
of Rural Health and the Nebraska Office of Community and Rural Health. An important 
goal of the project is to make recommendations about how the EMTS services should be 
organized, where they belong within tht: local government structure, and to provide 
some funding options, 

The goal of this project is to provide a comprehensive assessment of the countywide 
EMS system !n Otoe County and to obtain knowledgeable and actionable 
recommendations for improvement. The project focused on the out-of~hospital portion 
of the EMS system, which provides response and medical transportation as well i:is the 
burden that interfadlity (hospital, nursing home, assisted living, etc.} transportation 
places on these services. 

Specifically, the project looked at the: 
• design of the system; 
• historical foundation and development of the system; 

• system's organizational structures; 
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• 
• 
• 
• 
• 
• 

leadership, administration and management; 

response reliability and operations; 

finance; 
staffing and personnel; 
clinical care (including medical oversight and direction); and 

quality assurance processes . 

The citizens of Otoe County helped organize a three-day assessment from March 27-29, 
2013, that included input from members of the community including but not limited to 
Burr, Douglas, Palmyra, Nebraska City, Syracuse, Talmage and Unadilla. This report 
represents an independent assessment and set of recommendations from content and 
systems experts from and contracted by Priori Health Partners, LLP. 

PrioriHealth Partners conducted interviews of over 40 citizens of Otoe County, including 
elected local public officials, public safety agency representatives, healthcare providers, 
the media, local business owners, and numerous EMT staff. This provided a broad view 
of the impressions, realities and perceptions of a cross section of both the providers and 
users of EMS across the County. It revealed the issues, strengths and weaknesses of the 
present system, a historical perspective on the development of the system, and some 

thoughts toward the future needs and opportunities. 

Data used for analysis in this report was collected through: 

• 
• 
• 
• 

site visits to Nebraska City and Syracuse; 

a review of key documents; 
a review of available operational and response data; 
three days of interviews with more than 40 community and service members 

from eight different communities. 

The interviews included individuals from: 
• EMS providers and organizational leadership; 

• 
• 
• 
• 
• 
• 
• 
• 

local governmental officials; 

residents; 
public safety, fire and emergency management officials; 

school officials; 
business and farm owners; 

medical and hospital staff; 

regional health and EMS officials; and, 

local users of EMS . 

Availability of quantitative data was limited and many of the issues involved in the Otoe 
County EMS system are rooted in local practices, opinions, beliefs and traditions. This 
assessment sought to go beyond gross measurements and understand the subtleties of 
the local issues and challenges. To that end, the assessment and report draw generously 
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on qualitative data, including the observations, experiences, reflections and opinions of 
the key informants. 

The PrioriHealth team evaluated the themes and trends in the data looking specifically 
for opportunities that presented themselves in current utilization patterns and thinking 

of how to design and allocate service distribution more effectively. Throughout the 
evaluation special attention was paid to the unique challenges and opportunities facing 

all of Otoe County. The final recommendations are intended to be an extension of t he 
existing trends, data and thought that was borne out in the evaluation process. 

Therefore these recommendat ions are specific to the unique history, personalities and 
system characteristics of Otoe County. 

About Otoe County 
Otoe County is 619 square miles w ith a population of 15,740 and an average density of 
11 people per square mile. Nebraska City is the county seat with just under half of the 
county population (7,289) and is also home of the 

National Arbor Day Foundation. The rich farm 
and pastureland of this area of the state make it 

home to ranching and other agricultu ral industry 
and the median household income is $45,295 
with only 8.10% of the population living below 

t he poverty line as compared to 10.8 % statewide. The population of the county has 

remained stable for the last 10 years and the percent of its population over 65 is 18.3% 
as compared to 13.5% statewide. The eastern border of the county is defined by the 

Missouri River and is adjacent to Fremont County, Iowa to the east. Just southeast is 
Atchison County Missouri. Southern bordering counties in Nebraska are Nemaha and 

Johnson, Lancaster County boarders the west and Cass County directly north. 

There are si x highways that cross the county with Nebraska Highway 2 bisecting the 
county from east to west 
connecting Nebraska City to 

Syracuse, the next most 
populated town (1,942). U.S. 
Highway 75 is on the eastern 

side of the county and connects 
Auburn in Nemaha County to the 

south, Nebraska City and 
Plattsmouth in Cass County to 

t he north. The primary hospitals 
in the area are both 18-bed 

critical access hospitals, St. 
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Mary's Community Hospital in Nebraska City and Community Memorial Hospital in 

Syracuse. The table below shows a lower number of hospital beds per population in 
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Otoe County compared to the rest of Nebraska but a higher number of long-term care 
beds (assisted living facilities) per population than the average across the state. 

Table 1; Selected Health Care Facility Beds-to-Population Ratios for Oloe County and 
Nebraska 

: Otoe Countv Nebraska 

Nuf!.!ber of ho~pital beds per 1,000 eopulatio~ 2.3** 5.6* l Number of long term care bed per 1,000 elderly 
1165' 80.6* 

populatign (65+) . 
.. Source: The Nebraska Health Information Project 2C01 Dalabook, Neb-aska Cer:ter fo, Rural Hea:th 
Resean::h, Uriversily ::if Nebra5ka Medica: Center. 
**Soune: Hospira· Ros'tt'" (4/11/2003), Netrn~ka !:iepartmem of Health ,.md Human Ser;ices 

I 
' 

According to an economic development profile performed by Nebraska Rural Health 
Works and the Nebraska Center for Rural Health Research in 2005, there were 1,488 
jobs related to healthcare, 16.4% of the county's total employment, earning a total of 
$36.24 million accounting for 19.6% of the county's total income. Otoe County ls 
designated by the state as a health professional shortage area ln the specialties of family 
medicine, general surger'y, internal medicine, pediatrics, OB/GYN, psychiatry, 
occupational therapy and physical therapy and it is federally designated as a mental 
health professional shortage area. 

Otoe County EMS System 
For the past 46 years, volunteers throughout Otoe County have provided dedicated and 
unselfish service to their neighbors. Today there are seven distinct emergency medical 
transport agencies that provide responses to medical emergencies within the county. 
There is one non~transporting entity that covers the coal-fired power plant. The village 
of Otoe, when available, has a quick response team that operates under the license of 
Syracuse Rescue. The dedicated men and women of the following serv!Ces are al! 
volunteer using EMTs: Burr EMfS; Douglas EMTS; Palmyra £MTS; Talmage EMTS; and, 
Unadilla £MTS, The remaining two services: Nebraska City Fire & Rescue Department 
has both part-time paid EMTs and three patd paramedics; Syracuse EMTS uses only 
volunteers indudlng four volunteer paramedics, Average annual call volume between 
the EMTSs ranges from 7 to 329, except for Nebraska City, which had over 1,000 calls 
iast year. Calls for help are received by the enhanced 9-1-1 (e911) call center managed 
by the Otoe County Sherriff's Office out of Nebraska City. 

Traditionally known in Nebraska as "Rescue" or referred to through association to the 
ambulance itself, £MTS' are relatively new but rapidly expanding in scope, education, 
cllnical and functional competencies and demand for services. This is true in both urban 
and rural areas; however, rural emergency medical care has evolved in a unique 
manner. 
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EMTS' vary widely across the county and generally show a progressive attitude toward 
modern emergency medical care. According to the Nebraska Rural Health Works study, 
Otoe County also has a higher professional-to-population ratio than the state for 
actively licensed EMS professionals: 8.25 (emergency medical technician (EMT) Basic, 
EMT Intermediate, paramedics and first responders) per 1,000 population as compared 

to 4.85 for the state. 

Many of the out of hospital emergency care providers described being on the brink of 
closure with many calls for service not getting an immediate response, thereby causing 
great risk to lives on almost a daily occurrence somewhere in the County. The public of 
Otoe County was found to be generally supportive of the EMTSs and complimentary to 
those volunteers who make a solid effort to serve, but are largely unaware of the 

precarious situation that they are in. 

Individual citizens across Otoe County have taken on a tremendous burden of 
volunteering as EMTs in support their local communities for over four decades. These 
volunteers have missed family events, coerced their employers to let them leave work 
at a moments notice, and shared grief with their friends and neighbors while providing 
high quality service to them. However, times have changed and as the population 
grows, the time commitment has become unmanageable and is anticipated to only get 
worse. At least half of the residents of Otoe County are currently at risk of losing their 
local EMTS as it is currently provided due to diminishing interest in volunteering and 
increasing career demands. While some citizens surveyed expressed a vague knowledge 
of some difficulty of services to provide adequate daytime coverage most were not 
aware of the severity of the issues. They were also generally unaware of the level of 
care provided, basic or advanced, that was being provided by the EMTS in their 

particular hometown. 

The total number of EMTS report forms submitted to the state during the 2012 calendar 
year was 1,451. Of these all but eight reports were submitted to the electronic Nebraska 
Ambulance and Rescue Service Information System (e-NARSIS) with Palmyra submitting 
none of their eight reports (Palmyra submitted paper reports). Nebraska City Fire and 
EMTS responded to 1035 (71.3%} of the requests for service in the county and Syracuse 
EMTS had the next highest number of responses at 329 (22.7%). 

Reports filed by service with e-NARSIS 2012 

PrioriHealth Partners, LLP 

EMTS Number Percent of total 
Burr 7 0.5% 

Douglas 15 1.0% 

Nebraska City 1035 71.3% 
OPPO* 9 0.6% 

Palmyra 
Syracuse 

8 
329 

0.6% 
22.7% 
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Talmage 2S 
Unadilla 23 

Total 1451 

1.7% 

1.6% 
100% 

"Omaha Public Power Oistrct operates a non-transporting respori.l'e unit Ir Otoe County. 

EMTSs must be available 24 hours per day, and for all seven days of the week. This is 

irrespective of running only one call a week or 3 calls in onC' day. The "readiness" factor 
must be there for all that provide "time~critical" emergency medical response, care, 
treatment and transport. Having only a very few calls can create "rust out" for those 

members on high alert for calls that do not come very often, and too many calls per 
person can create "burn out" for the volunteer that must still report to a salaried job 
and to family needs. 

Like many rural areas in the United States, changes in socioeconomic conditlons, 
demographics and healthcare are presenting significant challenges to the EMS system in 

Otoe County. A deslre to ensure that Otoe County has a sustainable, high quallty EMS 
system going forward motivated county leaders with assistance from the State Office of 
EMS to seek outside help in learning more about these challenges. Of particular concern 
was the challenge of ensuring Otoe County has enough personnel to meet local 9-1-1 

emergency response needs and meet the interfacility medical transport needs that are a 
part of an increasing regionatization of healthcare and medical specialties. 

Over the last ten years the Emergency Medic.al Services/Trauma Program of the Public 

Health Division of the Nebraska Department of Health and Human Services has sought 
to help local communities address EMS challenges. To that end, the program has 
assisted communities In obtaining funds to finance EMS assessment and development 
projects and obtain the help of experts who are experienced and knowledgeable in the 

current challenges faced by rural EMS systems. 

Recommendations: 
The state engaged Priori Health Partners, LLP for an assessment in Cass County that 
occurred around the same time as the Otoe County assessment We found the EMS 
system issues in both counties to be remarkably similar. Each county has exactly one full 

time EMTS, the balance of the county served by volunteer EMTs, paramedics and nurses 
in just a couple of configurations. Both counties have a large part of the citizenry that 
commutes to either Omaha or Lincoln to work. County residents seek healthcare 

services in a similarly divided way. Those dose to an existing in county clinic or hospital 
choose local care and those more distant to an In-county facility, where commuting ls 
common, choose medical care in one of the urban areas. 

Both counties are struggling to attract and maintain volunteer ambulance staff, to the 
point where the citizens cannot expect the closest EMTS to respond to their 9-1-1 call at 
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all, and in some cases enduring extended wait times because the back0 up systems are 
Ineffective, 

We have conducted a number of assessment5 in Nebraska, and because the 
recommendations are always tied to local circumstances, they are different in almost 
every case. However, when it comes to Cass and Otoe counties, the local circumstances 
are largely similar. After considering a number of options that included doing nothing, or 
splitting Otoe County Into three distinct geographic segments, among others, we believe 
the same fixes are appropriate to both counties. 

Our recommendations are based on our experience in a number of states and 
throughout Nebraska, but it is up to the county lo adopt them, adopt some of them, 
adopt a modified set1 or do something completely different. We are submitting Otoe 
County recommendations almost ldentlcal to the recommendations 'We made to Cass 
County, We believe there would be a lot of synergy lf Cass and Otoe counties formed a 
joint powers board and established one multi-county service, However, because the 
decisions of what to do will be decided locally, we are providing recommendations that 
are solely directed to Otoe County. 

We believe the leadership at all levels in the county, from the first responders to the 
county commissioners. is at the right place, right now, to make a bold and effective 
change that will benefit otoe County for decades to come. There are some pockets 
within the county where trust is not strong, but generally, based on our experience with 
other counties ln Nebraska, the local change agents are in the right places and the 
county board has the rlght mix of personalities to lead a successful transition, 

1. All existing Otoe County EMTS~ should become a consolidated unit of Otoe 
County government. We considered a number of options related to a future 
structure for the various Otoe County EMTS', among them, changing nothing. 
There is increasing demand on volunteer services In other parts of the county 
we recommend that Otoe county introduce paid paramedics Into the 
western end of the county, providing for advanced life support coverage in 
addition to the well established and trained volunteer services, and reflecting 
a movement back to the original structure established in 1967. 

Ultimately, we concluded that the system is currently so unstable that we are 
recommending that Otoe County consolidate the various EMTS' into one 
county department. We recognize that this recommendation is fraught with 
complexity because the various EMTS' are organized so differently and 
include both paid and volunteer services, those that are part of a fire and 
emergency medlcaf transport department and those that are separate and 
free standing. 
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Otoe County should adopt a county EMTS ordinance in order to create a 
single organizational unit for the EMTS'. We recognize that we are proposing 
a fairly unfriendly method to reach the goal, but believe it is necessary for 
the future safety of the citizens of and visitors to Otoe County to move 
quickly and definitively. In this structure, it does not necessarily mean that 
any of the existing EMTS' would cease to function. 

On the contrary, the services could continue to operate much the way they 
have in the past as long as volunteers are available, except the administrative 
functions and capital assets would be consolidated, and response would be 
coordinated. In addition, the county could impose one or more consistent 
methods of assuring that a EMTS will respond when summoned by the public 
- such as requiring the simultaneous dispatch of two agencies to calls in 
areas that historically get no response. 

All out of hospital emergency care providers would be under one insurance 
plan so they could respond to a call anywhere in the county. For example, an 
out-of-hospital emergency care provider in Syracuse could assist with a call in 
Palmyra when visiting Palmyra and not be concerned about liability, worker 
compensation issues or patient protocols. This structure would also lead to 
decreasing fragmentation and differing options setting inconsistent policy, 
and would allow the providers to speak with one voice. 

To accomplish this goal, the county should create the position of the "Chief 
Paramedic" for the combined Otoe County EMTS (OCEMTS) operation. This 
position would be responsible for working with each of the rural fire boards 
to assure the all requirements of NRS 35-508 are addressed, coordinate 
centralized administrative functions such as state licensure and training, 
provide for asset/supply management, and be a mentor for the local 
"assistant chiefs". The position should be filled using a structured job posting 
with relevant education and experience requirements, and salary 
commensurate with the job description and in line with other county 
administrative positions. Other duties that should be included in the job 
description are coordinating quality improvement with the medical director; 
facilitating recruitment and retention; budgeting; data management; public 
relations/marketing; coordination between OCEMTS and the towns and 
county, hospitals and clinics; and, helping to cover daytime requests for 

service. 

The rates established for ambulance service should be constructed to cover 
costs if possible, considering any policy to write-off deductible and co-pays. 
Often times we see public ambulance services set their rates by canvassing 
the surrounding providers. Setting rates according to a survey is not 
defensible to the public and runs a liability risk from a federal point of rate 
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setting. Rates should be reflective of cost, and reduced or offset by a positive 
determination on a specific method of applying taxpayer funds, such as those 

received from the rural fire protection districts and any other district created 
by the county. 

The county should construct a write~off policy for co.pay and deductibles for 

insured patients. The federal Medicare program has a policy that requires 
"reasonable'' attempts to collect co.pay and deductible from patients with 
Medicare coverage. Reasonable: attempts to recover deductible and co-pays 

from insured patients should also be made. The Office of the Inspector 
General of the federal Department of Health and Human Services has issued 
several advisory opinions that do allow public ambulance providers to 

substitute local taxes for Medicare deductible and copays, but there is no 
mandate to do so. 

OCEMTS should have two rate schedules; one for residents of Otoe County 
and another for non-residents. As a matter of good public policy, Otoe 
County taxpayers should not subsidize non~residents, such as the transient 

population using the major highways. Creating two distinct rates, each 
applied to a specific class of patient (resident, non-resident) is allowable 
under federal regulations, as long as all members of the class are treated 
similarly (a resident with Blue Cross ls charged the same rate as a resident 

with Medicare, a non-resident with Blue Cross is charged the same rate as a 
non-resident with Medicare), Their legal residence address being the sole 
distinction between them. Otoe County should not subsidize ambulance 
sefVice for non-residents and any subsidy for residents should be based on a 
we!l·considered affirmative plan that can be adjusted year to year. The billing 
company used by the county should be able to help produce an accounting 
defensible cohesive plan based on the last several years of actual experience, 

2. Otoe County should appoint an independent board to oversee OCEMTS. 

Otoe County should establish an OCEMTS EMS Board to create a distinct 
identity for OCEMTS and distinguish the function of corporate governance 
separate from operations. This community board of directors will manage 
the corporate activities, plan for long-term financial viability and create a 
buffer of appropriate oversight between staff and the County Board. The 

board should be comprised ot no more than six volunteer citizens that 
includes the expertise of a physician; banker or accountant; executive 
director of a primarily volunteer non-profit organization; a citizen who ls not 
now, nor has ever been, a EMTS member in the county; and two elected 
officials~ one from the county and the other representing the rural fire 

protection distrlcts. Otoe County should provide the resources of the county 
attorney to write a corporate charter, corporate constitution, and bylaws to 

reflect the structure of an external governing body. 

PriorlHealth Partners, LLP 13 



2013 Otoe County EMS Assessment 

3. Otoe County should pursue an EMS Taxing District under Nebraska law 13-
303 to fund additional the additional paramedics. If it is possible to combine 
operations between Otoe and Cass counties, the joint powers board should 
pursue an EMS Taxing District. 

The county should consider the creation and use of an EMS taxing district as 
allowed under Nebraska law. Nebraska state statute 13-303 allows each 
county to provide emergency medical services as a governmental function 
and that "Any county board of counties and the governing bodies of cities 
and villages may pay their cost for such service out of available general funds 
or may levy a tax for the purpose of providing the service". Following 
additional requirements, Otoe County may establish an EMS Taxing District 
with a levy that, "shall be in addition to all other taxes and shall be in 
addition to restrictions on the levy of taxes provided by statute, except that 
when a fire district provides the service the county shall pay the cost for the 
county service by levying a tax on that property not in a fire district providing 
the service". This discussion is not intended to be construed as legal advice 
and the County should consult with legal advisors regarding the specific 
provisions of Nebraska law to generate adequate funding for an effective 
EMS System. 

The county should also consider using the Nebraska law regarding the 
establishment of a "hospital district", which doesn't necessarily have to 
include a hospital, but can be used for other health purposes, such as funding 
EMTS services. 

4. Integration with the hospitals should be increased. While we met with 
representatives from the hospitals in Nebraska City and Syracuse and they 
are generally supportive of the ambulance 
services, integration should be increased to the 
benefit of both OCEMTS and the hospitals. 
Whenever possible joint training between 
paramedics and nurses should occur, there should 
be focused efforts on mixing eNARSIS data with 

~we want to feel like 
we're port of them, 
too." - Physician's 
Assistant 

hospital data, and ambulance staff should participate in "grand rounds" like 
activities including the review of care to patients admitted to the trauma 
registry, STEMI activations, and the like. 

It is not clear to us if the hospitals in Otoe County have a complete 
appreciation for how meeting their patient transfer needs stresses the local 
ambulance services. Unless the hospitals decide to take on the cost and risk 
of providing their own transport service, they need to realize that the 
ambulance services have additional readiness costs to serve them when they 

PrioriHealth Partners, LLP 14 



2013 Otoe County EMS Assessment 

needed. The ambulance service must have enough staff in reserve to call in 
for immediate service, or to place on immediate pager call, while an 
ambulance is completing an interfacility transport. The ability to respond to 
9-1-1 requests cannot be superseded for interfacility transport. 

The ambulance services in Nebraska City and Syracuse must respond to 
changes in population creating more 9-1-1 volume. They must also deal with 
the inability of some of their neighboring services to respond, especially 
during normal working hours. In order to serve the public, the ambulance 
service will need to grow staff before reimbursement can pay for it. It is 
possible that over time the hospitals may have to take responsibility for 
obtaining interfacility transport, perhaps by providing it themselves or by 
contracting for services from outside the county (which may cause delays in 

response). 

As parallel health care providers, we believe it essential that there be a very 
strong bond between the Otoe County ambulance services and hospitals. The 
government is now starting to reward or punish hospitals for specific care 
outcomes and the outcome of the discharged patient is influenced, maybe 
statistically heavily, by the quality of the care provided at the scene of an 
emergency and in transit. EMS care as it relates to emergency department 
care is no longer about delivering a live patient to the emergency 
department, it is about how choosing appropriately between endotracheal 
intubation or CPAP affects the length of patient stay, hospital acquired 
infections, the risk and cost of a failed airway placement, whether the CAH 
can keep the patient or has to transfer them, the patient's satisfaction score 
and the amount and kind of rehabilitation necessary. This is the part we're 
not sure the hospitals have yet grasped. 

It is essential that when the county or a local government is considering an 
issue involving the ambulance services that, as a heavy user, the hospitals are 
at the meeting and included in discussion. The hospitals should also include 
representatives of the ambulance services in appropriate meetings they 
conduct. While providing the minimal acceptable care might happen without 
this sort of integration, in order to positively affect patient care (and 
outcome scores), the hospitals and ambulance services need to act like, and 
be viewed like, they are joined at the hip. 

5. Otoe County, alone or with Cass County, should employ a single physician 

medical director for OCEMTS. 
Otoe County should contract for or establish a county position of medical 
director. A centralized medical director function can assure a consistent 
quality of care throughout the county. The contract or position description 
should include performance provisions and provide compensation based on 
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time required to perform the duties. The minimum level compensal!on 
should include at least 8 hours of physician tlme per month, and at that rate 
would require approximately $6,923 [96 hours@ $72.11 per hour (based on 
$150,000 annual salary/2080 hours)+ $1,400 for ttave!/meetlngsl per year. 
This ls a small investment in a quality EMS system that can be eftecHve and 
reduce the risk of lawsuits, improve pre-hospital care and integrate medical 
oversight. 

A standardized medical director's job description should be developed and 
implemented ln consideration of the Nebraska EMS Statutes, Rules and 
Regufations1

. The EMS medical director should develop a medical supervision 
plan. The medical director {and any surrogates} should complete both the 
Nebraska specific and the national medical director's course within 24 
months of appointment The medical director should receive basic awareness 
!eve! training on e-NARS!S and develop enough competence with the system 
to run various reports. The medical director's contract should include 
conducting a skills competence evaluation at least annually. 

The roles and expectations of medical directors should be detined in writing, 
and they should be compensated for providing the service. The fMS/frauma 
Program at DHHS has or can obtaln template or model contracts, The EMS 
medical director's written agreement with the EMS agency(s) should include 
the follow!ng responsibilities: 

a. Approving the planned deployment of personnel resources. 
b. Approving the manner in which licensed EMS personnel administer first 

aid or emergency medical attention without expectatlon of 
remuneration. 

c Documenting the review of the qualification, proficiencies, and all other 
EMS agency, hospital, and medical clinic affiliations of EMS personnel 
prior to credentialing the individuaL 

d. Documenting that the capabilities of licensed EMS personnel are 
maintained on an ongoing basis through edut.atlon, sklli proficiencies, 
and competency assessment. 

e, Developing and imp!ementlng a program for continuous assessment and 
improvement of services by licensed EMS personnel under their 
supervision. 

f. Reviewing and updating protocols, policies, and procedures at least every 
two 12) years. 

g. Developing, implementing and overseeing a Medical Supervision Plan 
h. Collaborating with other EMS medical directors, hospital supervising 

physicians, and medical clinic supervising physicians locally, and in other 
counties, to ensure EMS agencies and licensed EMS personnel have 
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protocols, standards of care and procedures that are consistent and 

compatible with one another. 
i. Designating other physicians or Qualified Physician Surrogate

2 
to 

supervise licensed EMS personnel in the temporary absence of the EMS 

medical director. 

The EMS medical director should have a written agreement with each 
EMTS (implemented through county ordinance, if necessary) that 

authorizes the medical director to: 

a. Provide explicit approval for licensed EMS personnel under his 
supervision to provide medical care. Licensed EMS personnel may not 
provide medical care without the explicit approval of an EMS medical 

director. 
b. Credential licensed EMS personnel under his supervision with a scope 

of practice. This scope of practice may be limited relative to the scope 

of practice authorized by the State but may not exceed the scope of 
practice established by the State. 

c. Restrict the scope of practice of licensed EMS personnel under 
his/her supervision and withdraw approval of licensed EMS personnel 
to provide services when such personnel fail to meet or maintain 
proficiencies established by the EMS medical director or the Nebraska 

DHHS. 

The medical supervision of licensed EMS personnel should be provided in 
accordance with a documented Medical Supervision Plan (MSP) that includes 
direct, indirect, on-scene, educational, and proficiency standards 
components. The EMS medical director is responsible for developing, 
implementing, and overseeing the MSP. However, non-physicians can assist 
the EMS medical director with the indirect medical supervision of licensed 

EMS personnel. 

/fit is not politically or financially possible to have a singk__aqency serve Otoe County or a 

joint powers entity serving both Otoe and Cass Counties, we recommend that Otoe 

Coun_!y do the followif]_g_;_ 

1. EMTS in Otoe County should go "Back To The Future" and once again have 

western and eastern coordination of EMTS', with paramedics responding to 
all calls. All of the EMTS' in the western third of Otoe County, and most of 

2 See NRS Title 1 Tl, ChaQ!er 12 se_ction 12-002_definitions. "Qualified Physician Surrogate means a 
qualified, trained medical person designated by a qualified physician in writing to act as an agent for 
the physician in directing the actions or renewal oflicensure of out-of-hospital emergency care 
providers." 
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the rest in the county, are distressed because of their inability to staff the 
service. These will have to be paid positions in order to ensure acceptable 

level of stability. 

There are three natural healthcare service areas that have evolved in the 
county. The eastern third has a full-time paid paramedic service provided by 
NCFR and the residents tend to obtain healthcare in Nebraska City. The 
middle third has an availability based volunteer paramedic service from 
Syracuse EMTS and the residents tend to obtain healthcare in Syracuse. The 
western third has all volunteer EMT service and the residents tend to obtain 
healthcare in Lincoln with paramedic coverage provided by Lincoln Fire and 

Rescue or from Cass County. 

Otoe County should fund Syracuse EMTS to employ their existing paramedics 
and to add paramedics to serve the western part of the county, in addition to 

the greater Syracuse area. In the beginning, or whenever appropriate, the 
paramedics assigned to the western part of the county should be a single 
paramedic responding in a first response vehicle, so that the remaining 
volunteer EMTs or drivers in the existing EMTS' can continue to be used until 

such time that the service stops operating. 

If this option is selected, it should include automatic response by Nebraska 
City paramedics to support calls toward the town of Union and the rest of 

the northeast corner of Otoe County. 

2. Otoe County should pursue an EMS Taxing District under Nebraska law 13-
303 to fund additional the additional paramedics to serve the western part 
of the county and for payment for medical direction services. In addition to 
funding paramedics in the western sector, Otoe County should prepare for 
the eventual need to provide financial support to Syracuse and Nebraska City 
for new or additional paramedics as their circumstances change. 

The county should consider the creation and use of an EMS taxing district as 
allowed under Nebraska law. Nebraska state statute 13-303 allows each 
county to provide emergency medical services as a governmental function 
and that, "any county board of counties and the governing bodies of cities 
and villages may pay their cost for such service out of available general funds 
or may levy a tax for the purpose of providing the service." Following 
additional requirements, Otoe County may establish an EMS Taxing District 
with a levy that, "shall be in addition to all other taxes and shall be in 
addition to restrictions on the levy of taxes provided by statute, except that 
when a fire district provides the service the county shall pay the cost for the 
county service by levying a tax on that property not in a fire district providing 
the service." This discussion is not intended to be construed as legal advice 
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and the County should consult with legal advisors regarding the specific 
provisions of Nebraska law to generate adequate funding for an effective 
EMS System. 

The county should also consider using the Nebraska law regarding the 
establishment of a "hospital district", which doesn't necessarily have to 
include a hospital, but can be used for other health purposes, such as funding 
EMTS services. 

3. Otoe County should contract for or establish a county position of medical 

director. A centralized medical director function can assure a consistent 
quality of care throughout the county. The contract or position description 
should include performance provisions and provide compensation based on 
time required to perform the duties. The minimum level compensation 
should include at least 8 hours of physician time per month, and at that rate 
would require approximately $6,923 [96 hours@ $72.11 per hour (based on 
$150,000 annual salary/2080 hours)+ $1,400 for travel/meetings] per year. 
This is a small investment in a quality EMS system that can be effective and 
reduce the risk of lawsuits, improve pre-hospital care and integrate medical 

oversight. 

A standardized medical director's job description should be developed and 
implemented. The EMS medical director should develop a medical 
supervision plan. The medical director {and any surrogates) should complete 
both the Nebraska specific and the national medical director's course within 
24 months of appointment. The medical director should receive basic 
awareness level training on e-NARSIS and develop enough competency with 
the system to run various reports. The medical director's contract should 
include conducting a skills competence evaluation at least annually. 

The roles and expectations of medical directors should be defined in writing, 
and they should be compensated for providing the service. The EMS/Trauma 
Program at DHHS has or can obtain template or model contracts. The EMS 
medical director's written agreement with the EMS agency(s) should include 
the following responsibilities: 

1. Approving the planned deployment of personnel resources. 
2. Approving the manner in which licensed EMS personnel administer first 

aid or emergency medical attention without expectation of 
remuneration. 

3. Documenting the review of the qualification, proficiencies, and all other 
EMS agency, hospital, and medical clinic affiliations of EMS personnel 
prior to credentialing the individual. 
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4. Documenting that the capabilities of l!censed EMS personnel are 
maintained on an ongoing basis through education, skill proficiencies, 
and competency assessment. 

5. Developing and implementing a program for continuous assessment and 
improvement of services by licensed EMS personnel under their 
supervision. 

6. Reviewing and updating protocols, policies, and procedures at least every 
two (2) years. 

7, Developing, implementing and overseeing a Medical Supervision Plan 
8, Collaborating with other EMS medical directors, hospital supervising 

physicians, and medical clinic supervising physicians to ensure EMS 
agencies and licensed EMS personnel have protocols, standards of care 
and procedures that are consistent and compatible with one another. 

9, Designating other physicians to supervise licensed EMS personnel in the 
temporary absence of the EMS medical dlre:ctor. 

The EMS medical director should have a written agreement with each EMTS 
(implemented through county ordinance, if necessary) that authorizes the 
medical director to: 

l. Provide explicit approval for licensed EMS personnel under h!s 
supervision to provide medical care. licensed EMS personnel may not 
provide medical care without the explicit approval of an EMS medical 
director. 

iL Credential licensed EMS personnel under his supervision with a scope 
of practice. This scope of practice may be limited relative to the scope 
of practice authomed by the State but may not exceed the scope of 
practice established by the State. 

iii. Restrict the scope of practice of licensed EMS personnel under his 
supervision and withdraw approval of licensed EMS personnel to 
provide services when such personnel fail to meet or maintain 
proficiencies established by the EMS medical director or the Nebraska 
DHHS. 

The medical supervision of licensed EMS personnel should be provided in 
accordance wlth a documented Medical Supervision Plan (MSP) that includes 
direct, indirect, on-scene, educational, and proficiency standards 
components. The EMS medical director is responsible for developing, 
implementing, and overseeing the MSP. However, non-physicians can asslst 
the EMS medical director with the Indirect medlcal superv!slon of licensed 
EMS personnel. 

4. EMTS rules, or by imposition of a city requirement where the city operates 
the EMTS, should require completion of leadership training for the 
candidates of the office of "chief". The purpose of the DHHS EMS/Trauma 
Program's EMS Leadership course is to jumpstart role shifts in leadership that 
develops quallty leadership and contributes to the recruitment and retention 
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of local EMS members. Students develop leadership skills by participating in 

facilitated class discussions, associated class activities and homework 

assignments. 
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About PrioriHealth Partners, LLP 
PrioriHealth Partners, LLP is an established national emergency medical service 
consulting firm that specializes in rural EMS system assessment and design so is 
uniquely qualified to provide this assessment and resulting recommendations. Each 
partner and consultant has a broad background in rural EMS issues as providers, 
administrators, regulators, and consultants. PrioriHealth has significant experience in 
assessing and developing EMS systems with a particular focus on emergency medical 
service policy and finance in rural states and geographies as well as developing EMS 
leaders and CQI processes in small to medium sized ambulance services. Past projects 
completed by Priori Health partners and consultants include but are not limited to: 

• Performed the North Dakota statewide EMS payment rate-rebasing project. 

• 

• 

• 

• 

Conducted numerous EMS organizational assessments at the regional, county, 

and city level. 
Conducted statewide rural EMS assessments including financial implications 

resulting in recommendations for state action. 
Developed and assisted in the implementation of rural EMS system designs for 

counties and regions. 
Developed or contributed to the development of state EMS systems, trauma 
systems, Quality Management Plans, public health plans, and the reassessment 

of these plans. 

• Developed the budget model spreadsheet for the Rural EMS & Trauma Technical 
Assistance Center. This tool passed the clearance process and was adopted by 
the US Department of Health and Human Services. We have instructed 
ambulance services in using the tool in the states of North Dakota, Montana, 
Minnesota, Indiana, Michigan, Louisiana, Nebraska and Colorado. 

• 

• 

Performed cost-based charge analysis for ambulance services in Minnesota and 

Montana. 
Led the strategic planning of contemporary systems for providing health care to 
the citizens of rural areas throughout North America and Australia including 

tribal nations. 
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The remainder of this report provides general information that may be useful for the 
Otoe County board and will be useful for the OCEMTS governing board. It contains 
largely the philosophies we embraced when making the specific recommendations in 

the report. 

Objectives for the Otoe County EMS System 
The reader should consider the balance of this report in context with the following five 
"hallmarks for ensuring high-performance emergency ambulance service" (American 
Ambulance Association. Community Guide to Ensure High-Performance Emergency 
Ambulance Service. McLean, VA, 2004). These are: 

Hallmark 1- Hold your emergency ambulance service accountable 
Hallmark 2- Establish an independent oversight mechanism 
Hallmark 3-Account for all service costs 
Hallmark 4- Require system features that ensure economic efficiency 
Hallmark 5- Ensure long-term high performance 

Nebraska Regulation 
In Nebraska, as in most states, EMTS is not a service whose provision by local 
government is mandated by law. The amount of EMTS and the level of care provided is a 
local issue that is often a product of historical precedent and local initiative. 

The Nebraska State Legislature has enacted a number of statutes designed to protect 
the health and safety of persons in Nebraska. Monitoring the performance of Nebraska 
EMS agencies and personnel is the responsibility of the DHHS Division of Public Health, 
Licensing and Regulatory Affairs. Ambulance services are also licensed and regulated by 
DHHS. Ambulance services are inspected randomly and as often as annually by DHHS for 
compliance with minimum equipment standards. DHHS also oversees EMS education 
and licenses EMS providers including: Emergency Medical Responders, EMTs, EMT-ls, 
AEMTs, and paramedics to provide specific scopes of practice. The licenses of personnel 
are renewed by DHHS every two years upon each provider completing specific 

continuing education requirements. 

Another service provided by DHHS is a data collection system called the electronic 
Nebraska Ambulance and Rescue Service Information System (e-NARSIS). This data 

collection system is used by EMS agencies statewide. 

DHHS also provides a medical direction course for physicians serving local emergency 
medical services the opportunity to become better aware of their responsibilities as a 
Physician Medical Director for a local service. The training provides medical directors 
with the opportunity to share experiences as a PMD, to receive the PMD manual for 
reference and to learn about their role as a PMD. 
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National History of EMS 
Modern EMS has roots in the 1960s, when concerns about soaring highway traffic 
deaths led the federal government to fund a study on accidental death in America. The 
resulting report, published in 1966, highlighted the need for improved pre-hospital 
emergency medical services, especially in rural areas where trauma injuries and deaths 
were (and remain) most prevalent. 3 Congress responded and began funding EMS 
development through a variety of projects and funding mechanisms. 

In 1973, Congress passed the Emergency Medical Services Systems Act, which eventually 
led to the formation of a plan for the development of geographic EMS Regions across 
the United States. The framers of the plan wanted to ensure that EMS everywhere met 
certain standards and envisioned the development of 304 EMS regions that each 
conformed to 15 "essential EMS components."4 In the early 1980s, before these regions 
could be established and become self-sufficient, federal funding for regional EMS 
development was eliminated, leaving local communities to develop EMS with little or no 
regional planning and funding. EMS did not develop according to any large scale 
planning, but simply developed locally and organically where there was need, desire, 

resources and leadership. 

Modern emergency medical services (EMS) has kept pace with technological and 
knowledge advancements in medicine. The care provided by paramedics is fast 
becoming the standard of care throughout the country. These highly trained men and 
women are able to provide advanced life support medical interventions and stabilization 
that is especially needed in the rural communities where response and transport times 
are extended due to the geographic distances. Of equal importance in rural response 
mechanism are those many EMT trained personnel who volunteer their time to help in 
these emergency medical situations. Every community deserves an organized, efficient, 
sustainable and reliable system supported by EMS, fire departments, EMTS' and law 
enforcement to ensure appropriate health, safety and security for its residents and 

visitors. 

Added to the pressure on rural communities, there has also been an increase in 
regionalization of specialized, hospital and health system-based medical services such as 
cardiac, trauma, stroke and burn care to name a few. Local rural hospitals typically are 
providing basic services and more complex and specialized interventions are being done 
at the urban centers. This increases demand on EMTS personnel to transfer long 
distances for these specialized services. In some areas, rural health clinics and hospitals 

3 Division of Medical Sciences, Committee on Trauma and Committee on Shock (September 1966), 
Accidental Death and Disability: The Neglected Disease of Modern Society, Washington, D.C.: National 

Academy of Sciences-National Research Council. 

4 "History" by Post, C. and Treiber, M. in Prehospital Systems and Medical Oversight. A. Kuehl, Ed. 
National Association of EMS Physicians. Dubuque, IA: Kendall/Hunt Publishing Co. 2002. pgs. 3-19. 
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have closed, creating more reliance on local EMTS as a healthcare safety net in both 
emergent and non-emergent medical situations. 

Rural EMS Challenges in Nebraska 

The Rural and Frontier EMS Agenda for the Future expresses the following vision for the 
future of EMS systems such as that found in Otoe County: 
"The rural/frontier EMS system of the future will assure a rapid response with basic and 
advanced levels of care as appropriate to each emergency, and wlll serve as a formal 
community resource for prevention, evaluation, care, triage, referral and advice. Its 
foundation w!II be a dynamic mix of volunteer and paid professionals at all levels, for 
and determined by its community.,, 

Fulfilling this vision requires the application of significant federal, state, and local 
resources as well as committed leadership at all levels to address such issues as: 

• Ability to provide timely public access and deployment of resources to overcome 
distance and time barriers 

• 
• 

Adequacy of communications and other infrastructure 

Adequacy of data collection to support evaluation and research 
Adequate reimbursement and subsldlzation • 

• 
• 

Appropriate methods of care and transportation in remote, low-volume settings 
Assurance of on-line and off-line medical oversight 

• Effective quality Improvement 

• Staff recruitment and retention 
• The role of the volunteer 

Community Expectations 

The presence of an EMTS in town does not mean that the service is well integrated into 
the community or the healthcare system. Members of the community at large, and even 
!ts leaders, often do not understand the type and level of care that EMTS provides. 
While citizens may expect an advanced level of care in their community because of film 
and televislon images of EMTS, these expectations are rarely discussed. Tourism and the 
migration of residents from urban/suburban locales to rural/frontier areas may also 
import expectations of urban levels and type of EMS response. 

The lack of an accurate understanding of what local EMT$ Is providing, what other 
options exist, and what the community's cost would be for such options is a barrier to 
community integration of EMS, Many rural/frontier services have come to the brink of 
extinction, or have dosed their doors, before a community discussion has taken place. 
In other communities, where such discussions have been held, communities have 
diverted scarce local tax dollars to preserve a more rapid, local advanced level of care, 

Regardless of outcome, the community's ability to understand, know options for, 
discuss, and choose the type and level of care lt wishes to have and fund, a process of 
"informed self-determination", is important to the community integration of EMS. 
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Consumers may subconsciously expect advanced levels of EMS care, but have little idea 
of the level of care actually provided in their community. If there is a discrepancy 
between the two, they do not realize it nor seek an opportunity to participate in 
determining the level of care to be afforded. The concept of "informed self
determination" (citizens being informed of, and selecting among alternative levels and 
type of EMS response and their attached price tags) when implemented in several 
frontier towns in Maine resulted in selection of paid, paramedic staffing despite 

significant cost increases. 

Where a single rural/frontier service might be unable to sustain basic or advanced levels 
of care, or assure certain business, operations or clinical functions, multiple services 
have demonstrated the ability to regionalize or otherwise cooperate to do so. 
Regionalizing has enabled them to share services such as alternative forms of advanced 
life support intercept, medical oversight, billing, quality improvement, and to seek 
financial support on a greater geographic basis such as a county or regional tax district. 
Rural and frontier settings such as otoe County have limited and shrinking local health 
care resources (e.g., physician practices, hospitals); and these are separated from other 
sources of care by geographic and organizational barriers. 

The Role of the Volunteer 
In 2004, the National Rural Health Association published a vision for the future of rural 
EMS in the United States and predicted increasing reliance on rural EMS because "rural 
and frontier settings have limited and shrinking local health care resources."

5 
In 2005, a 

report from the International City/County Management Association described EMS 
systems as "Bending - and in some cases breaking- under the strain of rising costs, 
reduced subsidies, and increasing services expectations."6 In 2006, the federally funded 
Institute of Medicine's comprehensive report, Future of Emergency Care: Emergency 
Medical Services at the Crossroads, described rural EMS in America as facing a multitude 
of challenges. That report stated, "providing adequate access to care presents a 
daunting challenge given the distances required to provide care and the limited assets 
available." 7 1n 2008, a nationwide assessment of the EMS workforce funded by the 
federal government and conducted by the University of California, San Francisco Center 
for the Health Professions described the recruitment and retention of EMS providers as 
one of the greatest challenges facing rural EMS.8 

S Rural and Frontier Emergency Medical Services: Agenda for the Future. National Rural Health 

Association. 2004. p.5. 

6 EMS in Critical Condition: Meeting the Challenge. International City/County Management Association IQ 

Report. Volume 37/ Number 5, 2005. 

7 Future of Emergency Care: Emergency Medical Services at the Crossroads. Institutes of Medicine of the 

National Academies. 2006. p. 48. 

8 EMS Workforce for the 21st Century: A National Assessment. National Highway Traffic Safety 

Administration: Office of Emergency Medical Services. 2008. p. 59. 
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EMTS agencies that are dependent on volunteers for staffing and fund-raising for 
revenue have found advancement difficult. It is a challenge to assure the timely 
response of a basic life support ambulance in these settings. In the current era of 
preparing public safety for effective response to manage natural disasters and other 
events, the reality of rural/frontier EMS is that the infrastructure upon which to build 
such a response is itself in jeopardy. 

Volunteer and other rural/frontier EMTS providers often lack preparation with which to 
best serve certain community groups and members such as children, the elderly, 
minority groups, migrant/immigrant workers, farm/ranch families, and persons with 
disabilities. Volunteer EMTS agencies provide a vital community service and an 
opportunity for social membership, community service fulfillment and recognition, self
improvement and diversion for their members. 

The need for primary care involving cycles of episodic hospitalization increase as rural 
and frontier populations age. As a community's local health resources disappear, the 
more that community calls upon its EMTS providers not only for traditional care and 
transportation to distant resources, but a range of informal care, evaluation, and advice 
as well. This expectation is sometimes managed in concert with the informal 
arrangement with local primary care providers and sometimes not, may extend beyond 
the generally basic life support scope of practice of local EMTS. 

The Rural ALS Paradox 
The further a patient is from an emergency medicine facility, the more the patient 
benefits from the higher levels of local emergency medical intervention. As hospitals 
close and outpatient services are less available to offer sophisticated resuscitation care, 

dependence for such interventions falls upon local EMTS. 

Paradoxically, advanced life support (ALS) levels of EMTS care are less likely to be 
available in the rural/frontier setting. This "rural ALS paradox" or "para medicine 
paradox" results because comprehensive ALS services are difficult to establish and 
maintain in systems that experience insufficient call volume to meet high fixed costs and 
to enable advanced providers to be paid and retain their skills. 

Providers in distant hospitals and referral centers often have limited connection with 
rural/frontier EMTS providers who bring patients to them. Rural and frontier EMTS 
providers are often volunteers who provide emergency medical care and transportation 
and then return to home, work, or another non-EMTS setting. They know their patient's 
condition, environment and needs at the time of the emergency call, but this 
information and other opportunities for clinical feedback or consultation by distant 
hospital staff may be lost as time and distance from the call increase. 
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Air Medical Services 

Air Medical services are vital in rural areas not only to whisk critically ill or injured 
patients from the scene or local hospital to specialty centers, but as the sole source of 
;:idvanced life support in many areas. Many air medical services report back to local 
EMTS on their patients and fill a feedback void that specialty centers may leave. Other 
air medical services represent an additional "step-removed" in patient information and 
feedback flow between local EMTS providers and distant medical centers. This may 
become more pronounced as improved Medicare Air Medical service reimbursement 
brings more providers (sometimes in an uncoordinated/ unregulated fashion) into the 
EMTS continuum. In addition, there may be increased requests to use air medical 
services for rural/frontier patient access to time-dependent specialty interventions (e.g., 
emergency cardiac catheterization and angioplasty for chest pain patients). Otoe County 
is well served with one air medical provider in Lincoln, two aircraft in Omaha and one in 
St Joseph, MO. 

Leadership for Survival 

Service chiefs of volunteer agencies find themselves in their positions for a number of 
good reasons, but not often because of their leadership and management experience or 
training. As a result, they and their services vary greatly in their ability to successfully 
integrate paid compensation into traditionally volunteer work, paid staff into an 
organization with volunteers, and ALS personnel into a largely BLS environment. The 
more successful an agency is at accomplishing these types of integration, the more likely 
it will survive. 

Otoe County Challenges 

Rural and frontier EMTS providers are acutely aware of the challenges that they face. 
The Otoe County Commissioners are also keenly aware of many of these challenges. 
This report is intended to arm the providers and commissioners with information about 
future directions in which their services and systems might best head to assure their 
survival, advancement and growth. It is also, more importantly, targeted to locally 
underscore the fragility of the entire Otoe County EMTS system; to identify the barriers 
to success and to propose solutions and highlight successful practices that they must 
consider in their spheres of influence. 

Financial Challenges for Rural EMTS in Nebraska 

Under Medicare, reimbursement for EMTS is tied to the transportation regardless of the 
need to provide emergency medical care. Managed Care Organizations (MCOs) have in 
some cases sought to limit access to EMTS for their beneficiaries by narrowing the 
definition of "medical emergency" and the need for "emergency care" to an after-the
fact medical review determination, rather than a patient-centered decision as would be 
made by a "prudent layperson" at the time of the event. Some MCOs also have 
instructed patients to call their primary care physicians prior to dialing 911, which may 
unnecessarily delay needed emergency care. 
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Many services have experimented with subscription programs. Some have been 
abandoned when state insurance rules interpreted that they may constitute illegal 
insurance programs, when they require the billing of non-subscribing patients as well, or 
when Medicare requirements for documentation of fees became too complex for 
smaller services. The bill balance after all insurance has paid an air ambulance company 
can amount to thousands of dollars. As a result, optional membership programs have 
been developed by many of the national providers in areas where they would be the 
normal requested service. The company providing the aircraft in both Omaha and St 
Joseph have such a program called OmniAdvantage. 

It is normal for a service in an isolated community to have a 30 percent to 50 percent 
"no transport" rate in a state that runs a 10 percent to 20 percent rate overall. It is also 
normal for members of such a service to provide episodes of informal evaluation, 
advice, and care that are never reflected in an EMTS patient/run record. These 
anomalies preclude billing where only patient transports are considered by the payer as 

a reimbursable service. 

Volunteers and Billing 
Many volunteer services have considered patient billing as contrary to the community
service nature of their operation. Others simply have had no expertise or infrastructure 
for collecting fees or maintaining the necessary business functions. Others have charged 
nominal fees for their services that have no relationship to cost. The absence of any 
billing and nominal charges among many providers in a geographic region caused 
Medicare and other reimbursement mechanisms, which are based on an average of the 
billed charges for all providers in that region ("prevailing charges"), to be artificially low. 
Where patient billing has been pursued in rural and frontier areas, low reimbursement 
rates and the relatively low volume of calls have historically generated inadequate 
revenue to underwrite full-time preparedness. 

Currently, EMTS service providers that do bill have at least two major choices for doing 

so. 
1. They may use a billing service, which could charge $15 to over $30 per invoice 

processed; this is a $5,000 to $10,000 annual cost for a small service with no 
guarantee of return. Other billing services charge based on a percentage of 
amounts billed or actually received. Using a billing service still requires a service 
chief or other service representative to review patient/run records and other 
materials submitted to the billing service. 

2. Using internal staff or county employees whose primary job is unrelated to EMTS 
to perform billing functions. 

A number of computer assisted billing services are available, with a range of accessibility 
considerations for rural/frontier providers. Some software packages are installed on a 
local computer while others are web-based applications. Computer assisted billing 
services may cost thousands or tens of thousands to install and implement and 
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hundreds or thousands in annual maintenance fees, plus the cost of a computer with 
adequate processing power. At least one web-based service is now available which 
significantly reduces the initial cost to under a few thousand dollars and half that in 
subsequent years. It uses a Medicare form quality review function to reduce the 
frequency of denials. 

Medicare as a Rural Payer 
Recent efforts by the federal government to overhaul the Medicare reimbursement 
system for ambulances have removed some of these historical under-reimbursement 
influences, and have attempted to account for the greater per-call expense of providing 
care in rural and frontier areas. But this work stopped short of placing a cost figure on 
the provision of rural/frontier EMTS care and reimbursing at that level. 
Medicare now provides enhanced reimbursement for air medical interfacility transports 
that originate in rural areas when the sending provider simply certifies medical necessity 
for the flight. Yet similar interfacility transports by ground, while deemed "appropriate" 
from a Medicare safety standpoint, are still subjected to retrospective medical necessity 
determinations for reimbursement purposes, and are inadequately reimbursed. 
Furthermore, the transfer of rural/frontier patients from specialty treatment centers 
back to local hospitals where family access is improved is not covered by present 
Medicare reimbursement practices. 

While Medicare has recently provided increased rates of mileage reimbursement for 
rural ambulance services, these are tied to definitions of "rural" that do not include 
some rural areas and, overall, do not cover the fixed and other costs of maintaining the 
EMTS safety net infrastructure in rural/frontier areas. The issue of responsibility for 
maintaining this infrastructure has not been resolved. 

Managing Personnel Costs 
Historically, rural and frontier services have kept their costs low by employing 
volunteers to provide a fairly austere set of basic life support services. Equipment and 
training support comes from community fund-raising and/or modest requests for local 
governmental subsidy. Volunteer EMTS providers have been increasingly challenged in 
their staff recruitment and retention efforts. As public and professional expectations of 
EMTS increase, it will become more complex and difficult to support a volunteer EMTS. 

There is a natural progression that EMTS agencies go through as service requests 

increase: 
• Services start paying stipends. 
• Services employ a part- or full-time manager 
• Services employ part- or full-time staff at those times when it is most difficult to 

attract volunteers (typically Monday- Friday during normal business hours) 
• Services provide and pay for EMT-I and Paramedic levels of care when they are 

not available on a volunteer basis. 
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This, in turn, places greater pressure on volunteer service leaders to employ more 
sophisticated business practices such as patient billing; reimbursement; staff 
employment (subject to complex requirements of the Fair labor Standards Act) 
especially where volunteer staff are mixed with paid staff, and to request government 
subsidies. 

Critical Access Hospitals 

The impact of closure of rural/frontier hospitals has been addressed by Congress in part 
by the establishment of Critical Access Hospitals. Other than reimbursement provisions 
for ambulance services attached to those hospitals, there has been no federal, and 
limited state, focus on maintaining a safety net of "critical access ambulance services". 
Pressure on Congress to address the rural problem in EMTS reimbursement and 
financing is countered by concerns over reducing reimbursement for urban services in a 
federal health policy that resists increasing the overall EMTS patient care 
reimbursement pot. Surveys of state EMS directors in 2000 and 2004 placed financing 
among the top four most important issues for rural EMTS. 

Resource Management 

Agency coordination and current knowledge of system resources is essential to maintain 
a coordinated response and appropriate resource utilization within an effective EMTS 
system. A data collection system is in place that can properly monitor the utilization of 
agency resources; data is available for timely determination of the quantity, quality, and 
utilization of resources. The agency is adequately staffed to carry out coordination of 
responses and activities. Agency management requests technical assistance both 
proactively and as needed. The agency receives coordinated and ongoing support at the 
local, regional and state levels, obtaining both technical expertise and financial support. 
There is a formal program to recruit and retain EMTS personnel, including volunteers. A 
system of critical incident stress management is used. 

Education and Training 

EMTS personnel can perform their mission only if adequately trained and available in 
sufficient numbers within their agency. The agency has a mechanism to assess current 
manpower needs and establish a comprehensive plan for stable and consistent EMTS 
training programs with effective local, regional, and state support. The competence of 
all out-of-hospital emergency medical care personnel is assured on an ongoing basis. 

Agency management provides quality leadership through participation in management 
courses. The agency management, in conjunction with state and institutional support, 
assures that EMTS personnel have access to specialty courses covering topics such as 
trauma life support, cardiac care and pediatric patients. Personnel maintain a working 
knowledge of the Critical Access Hospital (CAH) designation and its potential impact on 
the EMTS system. 
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Transportation 
Safe, reliable ambulance transportation is a critical component of an effective EMTS 
system. The transportation component of the local EMTS plan includes provisions for 
uniform coverage, including a protocol for air medical dispatch, rendezvous and a 
mutual aid plan. This plan is based on an ongoing, formal assessment of transportation 
resources, including the placement and deployment of all out-of-hospital emergency 
medical care transport services. There is an identified ambulance placement or 
response unit strategy, based on patient need and optimal response times. The agency 
has a mechanism for modification, upgrades or improvements based on changes in the 
environment (i.e. population density). The agency maintains emergency vehicles in a 
constant state of readiness through routine maintenance, inspections and inventory 
control. The agency assures emergency vehicle operator competency. 

Funding and Policy 

To provide a quality, effective system of emergency medical care, each EMTS agency 
must have in place a consistent, established funding source to adequately support the 
activities of the agency. This agency has the authority to plan and implement an 
effective EMS system, abiding by State and local rules and regulations for each 
recognized component of the EMS system (certification, licensure, standardized 
treatment, transport, communication and evaluation, services and establishment of 
medical control). There is a consistent, established funding source to adequately 
support the activities of the agency and other essential resources which are necessary 
to carry out the duties as determined by local authority. 

The agency operates under a clear management structure with standard operating 
procedures. The public has a well-defined, easily accessible mechanism for identifying 
and commenting on policy governing the EMTS system. The role of any local /regional 
EMTS agencies or councils who are charged with implementing EMTS policies is clearly 
established, as well as the relationship between agencies. Supportive management 
elements for planning and developing an effective EMTS system include the presence of 
a formal EMTS medical director, and an EMTS Advisory Committee or equivalent for 
review of EMTS medical care issues. The EMTS Advisory Committee has a clear mission, 
specified authority and representative membership from all disciplines involved in the 
implementation of EMTS systems. 

Facilities 
It is imperative that the seriously ill or injured patient is delivered in a timely manner to 
the closest appropriate facility. The agency participates in a formal system of identifying 
the functional capabilities of all health care facilities that receive patients from the out
of-hospital emergency medical care setting. This determination is free of political 
considerations, updated on a regular basis and includes stabilization and definitive care. 
The agency makes determinations about patient destination in accordance with clinical 
protocols that address patient conditions of all types, including patients requiring 
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specialty care (such as severe trauma, burns, spinal cord injuries and pediatric 
emergencies), and when necessary, on-line medical direction. 

All facilities to which the agency might transport proactively notify transport 
organizations or their communications centers when diversion is necessary. Hospital 
staff routinely participates in telecommunications with prehospital care providers and 
other hospitals when requested to facilitate patient care information and destination 
determinations. The health care facility assists with logistical support of the EMS system 
and provides feedback to the agency medical director regarding the patient care 
provided by the transporting agency. EMTS providers maintain an understanding of the 
capabilities of area healthcare facilities. 

Communication 

A reliable communication system is an essential component of an EMTS system. 
The agency is responsible for utilizing a communication system that is compatible with 
their local dispatch agency and area hospitals. There is a common statewide radio 
system that allows for direct communication between all providers and facilities to 
ensure that receiving facilities are ready and able to accept patients and maintain 
patient and provider safety. Consultation with specialty and definitive care facilities is 
readily available. Minimum standards for dispatch centers are established, including 
protocols to ensure uniform dispatch and standards for dispatcher training and 
certification. The center provides certified Emergency Medical Dispatchers (EMD) with a 
system of priority dispatch. There is an established mechanism for monitoring the 
quality of the communication system, including the age and reliability of the equipment. 

Public Information, Education and Prevention 
To effectively serve the public, each agency must develop and implement an EMTS 
public information and education program. Consistent, structured programs are in place 
to enhance the public's knowledge of the EMS system, appropriate EMS system access, 
bystander care actions and injury prevention. The EMS system actively supports 
programs that are directed at both the general public and EMTS providers. The agency 
enlists the cooperation of other public service agencies, with local and state support, in 
the development and distribution of these programs, and serves as an advocate for 
change that result in injury/illness prevention. 

Medical Direction 

Physician oversight is critical to all aspects of the EMS system, including the 
Communications Center that provides patient care outside the traditional confines of a 
clinic or hospital. The role of the agency medical director is clearly defined, with 
legislative authority and responsibility for EMS system standards, protocols and 
evaluation of patient care. Physicians are consistently involved and provide leadership 
at all levels of quality improvement programs. Medical directors receive feedback from 
the healthcare facility regarding the patient care provided by the EMTS agency and 
utilize the information as a quality improvement tool. Medical directors are responsible 
for maintaining policies and procedures incorporating standard treatment protocols. 
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Medical directors are knowledgeable in EMS system design and development. All 
physicians providing on line medical direction have comprehensive knowledge about 
the local EMS system. The availability of on line medical direction is assured by the 
agency on a formal basis. 

System Integration 
The delivery of quality patient care requires that EMS components are clearly integrated 
with the overall health care system. Under the authority of the Medical Director, 
development and implementation of integration efforts includes triage/transfer 
guidelines and destination determination for patients based on age and presenting 
condition, data collection, and quality improvement methods for optimal care. These 
guidelines and protocols are developed through a multi-agency, multidisciplinary 
consensus driven process. Information and trends from data collection should be 
reflected in community public education and injury prevention programs. Collaboration 
and planning among all area agencies and institutions with an interest in enhancing the 
health care system results in coordination of resources on behalf of all participants. 
Safe, effective and timely inter-facility transports occur as a result of interagency 
communications and coordination procedures. 

Quality Improvement 
A comprehensive improvement program is needed to effectively plan, implement and 
monitor the EMS system. The agency is responsible for evaluating the effectiveness of 
services provided to victims of medical or trauma related emergencies, therefore the 
EMTS agency should be able to state definitively what impact has been made on the 
patients served by the system. A data collection system (i.e., eNARSIS or equivalent) 
exists that captures the minimum data necessary to measure compliance with standards 
and this data is regularly provided to the EMS office. Pre-established standards, criteria 
and outcome parameters are used to evaluate resource utilization, scope of services, 
effectiveness of policies and procedures, and patient outcome. 

A comprehensive, medically directed quality improvement program is established to 
assess and evaluate patient care, including a review process (how EMTS system 
components are functioning) and outcome. The quality improvement program should 
include an assessment of how the system is currently functioning according to the 
performance standards, identification of system improvements that are needed to 
exceed the standards and a mechanism to measure the impact of the improvements 
once implemented. 

Medical directors participate in a formal evaluation process with the health care facility 
to discuss the patient care provided by the EMTS agency. This information is provided 
to the agency as part of an ongoing quality improvement program. Patient data is 
collected and integrated with available emergency department and trauma system data; 
optimally there is linkage to databases outside of EMS (such as crash reports, trauma 
registry, medical examiner reports and discharge data) to fully evaluate quality of care. 
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The evaluation process is educational and quality improvement/system evaluation 
findings are disseminated to agency providers. The agency assures that all quality 
improvement activities have confidentiality protection and are non-discoverable. 
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Cost Proposal 
Request for Proposal Number 5947 21 

Firm Name: The Paramedic Foundation 

The bidder shall provide a flat fee for assessment stages listed below. Each individual assessment will contain all three stages. 

UOM Initial Initial Initial Optional Optional Optional Optional 
PER ASSESSMENT Award Award Award Renewal Renewal Renewal Renewal 
Full assessment to include all three Year1 Year2 Year3 One One Two Two 
stages listed in Section V of the RFP. Year4 Years Year6 Year7 

Stage 1 EA $1,500 $1,500 $1,700 $1,700 $1,900 $1,900 $2,100 

Stage 2 EA $19,000 $19,000 $21,000 $21,000 $22,000 $22,000 $22,000 

Stage 3 EA $4,500 $4,500 $5,000 $5,000 $5,500 $5,500 $6,000 

Optional Pricing: 
Per Section V.C.8 of the RFP, DHHS may request additional items to be included with assessment. Indicate below the rate for optional 
items. 

Deliverable UOM Initial Initial Initial Optional Optional Optional Optional 
Award Award Award Renewal Renewal Renewal Renewal 
Rate Rate Rate One One Two Two 

Year1 Year2 Year3 Rate Rate Rate Rate 
Year4 Years , Year6 Year7 

Additional written reoorts EA $200/hr 
Upon request of DHHS, additional site EA $200/hr plus travel costs 
visits or consulting for EMS agency 
being evaluated. 
Targeted assessment: EA $9,500 $9,500 $10,000 $10,000 $11,000 $11,000 $12,000 
To include Stage 1, two of the focus 
areas listed in sections V.C.4.a. - h. 
from Staqe 2, and all of Staqe 3: 



 

 

 
ADDENDUM ONE QUESTIONS and ANSWERS 

 
 
Date:  November 7, 2018  
 
To:  All Bidders  
 
From:  Annette Walton, Buyer 

AS Materiel State Purchasing Bureau 
 
RE:  Addendum for Request for Proposal Number RFP 5947 Z1 to be opened November 26, 2018 

at 2:00 P.M. Central Time 
 
 

Questions and Answers 
 
Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal.  The questions and answers are to be considered as part of the Request for Proposal.  It 
is the Bidder’s responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Question 
Number 

RFP 
Section 

Reference 

RFP 
Page 

Number 

Question State Response 

1. 
RFP 5947 
Z1 Section 
V.A-B: 
Project 
Description 
& Scope of 
Work 

 

 As we understand it, the 
project would entail 
conducting the Scope of 
Work as described in 
Section V.C for various 
individual organizations 
and/or EMS systems 
throughout the State, and 
as assigned by DHHS 
EHS? Is that correct? 

Yes, this is correct.  DHHS 
EHS will identify and assign 
EMS services or systems that 
will participate.   

2. 
RFP 5947 
Z1 Section 
V.A-B: 
Project 
Description 
& Scope of 
Work 

 Do you have any ideas how 
many separate 
assessments would need to 
be completed? 

Contractor must complete all 
assessments as assigned to 
meet the requirements of the 
RFP. Typically, two (2) to four 
(4) assessments are 
completed within a one (1) 
year period.   

3. 
RFP 5947 
Z1 Section 
V.A-B: 
Project 
Description 
& Scope of 
Work 

 

 The costs to conduct each 
assessment would vary, 
depending on the number 
of agencies involved, call 
volumes, geographic size, 
etc.? Is there any way to 
determine what the typical 
features of each location 
would be? 

The features of each location 
vary. Nebraska has 423 
licensed services.  Each of 
these services have varying 
call volumes, geographic 
coverage area, etc. Some 
participate in regional 
collaborations.  Funding for 
these assessments will 
restrict the assessments to 
rural areas.   



 

Page 2 

4. 
RFP 5947 
Z1 Section 
V.A-B: 
Project 
Description 
& Scope of 
Work 

 Is there an expectation that 
the consultant fees would 
be the same for each 
assessment? 

 

Yes. Please see Cost 
Proposal.  

5. 
RFP 5947 
Z1 Section 
V.A-B: 
Project 
Description 
& Scope of 
Work 

 Do you have any idea of 
what the expectations 
concerning an agency’s or 
systems timeline might be? 

The assessments are done 
on an as needed basis.  
When the assessment is 
requested the agency’s goal 
is for the assessment to be 
started within one month of 
the request.  The remaining 
timeline will be determined 
during the initial call between 
the agency, service and 
consultant.   

6. 
V.B. 

22 Is the amount of grant 
funding from the Medicare 
Rural Hospital Flexibility 
Program for this consulting 
project public information, 
and if so, what was the 
amount of the grant award? 

The funding for assessments 
varies from year to year 
based on other projects that 
this funding would be used 
for.  The amount is public 
information.  Funding for the 
current year is approximately 
$45,000; however, this 
amount will change in 
upcoming years due to the 
grant going to competitive bid.  

7. 
V.B. 

22 
Of the 420 EMS services in 
Nebraska, does the State 
have an estimate of how 
many would be assessed 
individually or regionally? 

The number of individual and 
regional assessments vary 
each year. Services are 
typically assessed 
individually; however, there 
has been an increase in 
regional assessments as 
services experience staffing 
issues.   

8. 
V. C. 8. a-c 

25 
If optional services are 
requested by the State, will 
we be compensated 
separately, or should we 
anticipate this request and 
include pricing in this RFP 
response? 

Optional Services requested 
as a part of this RFP are 
listed in the Cost Proposal.  

9. 
V. F. 5. 

26 
To meet this requirement, 
can we submit three final 
reports that our lead 

Yes, however the reports 
have to be relevant to the 
requirements of this RFP. 
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consultant completed that 
are from a different 
company that released the 
reports for this project as 
examples of our 
consultant’s work? 

10. 
VI. 2. H. 

28 
Does the summary matrix 
listing the bidder’s previous 
experience limited to the 
three final reports submitted 
as required in Section V. F. 
5, or can they be three 
different projects? 

The three (3) reports can be 
from three (3) different 
projects, however the reports 
have to be relevant to the 
requirements of this RFP. 

11. 
Cost 
Proposal 

 
 Could you please clarify 
the cost proposal? Am I 
understanding the table 
correctly as asking for the 
cost of 1 quarterly 
assessment, broken down 
into the 3 stages identified 
in the RFP?  

In that case, is it correct to 
understand the box under 
"Initial Award Year 1" as 
representing the cost of 1 
stage (Stage 1) of 1 out of 4 
assessments we propose to 
contract to do in Year 1? 
Thank you. 

Yes. 
 
 
 
 
 
 
 
 
Yes. 
 

12. 
 V. F 1-5 

27 
Is it sufficient, when 
answering Section F 
"Bidder Requirements," to 
refer the reader/evaluator to 
the appropriate section of 
our Technical Proposal for 
our responses to items 1-5? 
Or, is it preferable that we 
summarize our responses 
and fill in the boxes in the 
RFP as well?  

Please provide your response 
to the specific questions listed 
in Section F. Bidder 
Requirements in the space 
provided.  

 
 
This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal response.  
 
 



 

State of Nebraska State Purchasing Bureau  
REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES 

RETURN TO:  
Name: State Purchasing Bureau 
Address: 1526 K St. Suite 130 
City/State/Zip: Lincoln, NE 68508 
Phone:402-471-6500

SOLICITATION NUMBER RELEASE DATE 

RFP 5947 Z1 October 17, 2018 

OPENING DATE AND TIME PROCUREMENT CONTACT 

November 26, 2018  2:00 P.M. Central Time Annette Walton  
 

PLEASE READ CAREFULLY! 
SCOPE OF SERVICE 

 
The State of Nebraska (State), Department of Administrative Services (DAS), Materiel Division, State Purchasing Bureau (SPB), is issuing 
this Request for Proposal (RFP) Number 5947 Z1 for the purpose of selecting a qualified bidder to provide Emergency Medical Services 
consulting services.  A more detailed description can be found in Section V. The resulting contract may not be an exclusive contract as 
the State reserves the right to contract for the same or similar services from other sources now or in the future.  
 
The term of the contract will be three (3) years commencing upon execution of the contract by the State and the Bidder (Parties). The 
contract includes the option to renew for two (2) additional two (2) year periods upon mutual agreement of the Parties. The State reserves 
the right to extend the period of this contract beyond the termination date when mutually agreeable to the Parties.  
 
ALL INFORMATION PERTINENT TO THIS REQUEST FOR PROPOSAL CAN BE FOUND ON THE INTERNET AT:  
http://das.nebraska.gov/materiel/purchasing.html. 

 
IMPORTANT NOTICE: Pursuant to Neb. Rev. Stat. § 84-602.04, State contracts in effect as of January 1, 2014, and contracts 
entered into thereafter, must be posted to a public website.  The resulting contract, the RFP, and the successful bidder’s 
proposal or response will be posted to a public website managed by DAS, which can be found at 
http://statecontracts.nebraska.gov.  

 
In addition and in furtherance of the State’s public records Statute (Neb. Rev. Stat. § 84-712 et seq.), all proposals or responses received 
regarding this RFP will be posted to the State Purchasing Bureau public website.  
 
These postings will include the entire proposal or response. Bidders must request that proprietary information be excluded 
from the posting.  The bidder must identify the proprietary information, mark the proprietary information according to state law, 
and submit the proprietary information in a separate container or envelope marked conspicuously in black ink with the words 
"PROPRIETARY INFORMATION".  The bidder must submit a detailed written document showing that the release of the 
proprietary information would give a business advantage to named business competitor(s) and explain how the named 
business competitor(s) will gain an actual business advantage by disclosure of information.  The mere assertion that 
information is proprietary or that a speculative business advantage might be gained is not sufficient.  (See Attorney General 
Opinion No. 92068, April 27, 1992)  THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY.  COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF NEBRASKA. The 
State will then determine, in its discretion, if the interests served by nondisclosure outweighs any public purpose served by 
disclosure.  (See Neb. Rev. Stat. § 84-712.05(3))  The bidder will be notified of the agency's decision.  Absent a State 
determination that information is proprietary, the State will consider all information a public record subject to release regardless 
of any assertion that the information is proprietary. 

 
If the agency determines it is required to release proprietary information, the bidder will be informed.  It will be the bidder's responsibility 
to defend the bidder's asserted interest in non-disclosure.   
 
To facilitate such public postings, with the exception of proprietary information, the State of Nebraska reserves a royalty-free, 
nonexclusive, and irrevocable right to copy, reproduce, publish, post to a website, or otherwise use any contract, proposal, or 
response to this RFP for any purpose, and to authorize others to use the documents.  Any individual or entity awarded a 
contract, or who submits a proposal or response to this RFP, specifically waives any copyright or other protection the contract, 
proposal, or response to the RFP may have; and, acknowledges that they have the ability and authority to enter into such 
waiver.  This reservation and waiver is a prerequisite for submitting a proposal or response to this RFP, and award of a contract.  
Failure to agree to the reservation and waiver will result in the proposal or response to the RFP being found non-responsive 
and rejected.   
 
Any entity awarded a contract or submitting a proposal or response to the RFP agrees not to sue, file a claim, or make a demand 
of any kind, and will indemnify and hold harmless the State and its employees, volunteers, agents, and its elected and appointed 
officials from and against any and all claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, 
costs, and expenses of every nature, including investigation costs and expenses, settlement costs, and attorney fees and 
expenses, sustained or asserted against the State, arising out of, resulting from, or attributable to the posting of the contract 
or the proposals and responses to the RFP, awards, and other documents. 

http://das.nebraska.gov/materiel/purchasing.html
http://statecontracts.nebraska.gov/
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GLOSSARY OF TERMS 
 
Acceptance Test Procedure: Benchmarks and other performance criteria, developed by the State of Nebraska or other 

sources of testing standards, for measuring the effectiveness of products or services and the means used for testing such 
performance. 
 
Addendum:  Something to be added or deleted to an existing document; a supplement. 

 
After Receipt of Order (ARO): After Receipt of Order. 

 
Agency:  Any state agency, board, or commission other than the University of Nebraska, the Nebraska State colleges, the 

courts, the Legislature, or any other office or agency established by the Constitution of Nebraska.  
 
Agent/Representative:  A person authorized to act on behalf of another. 

 
Amend:  To alter or change by adding, subtracting, or substituting.   

 
Amendment:  A written correction or alteration to a document. 

 
Appropriation:  Legislative authorization to expend public funds for a specific purpose.  Money set apart for a specific use. 

 
Award:  All purchases, leases, or contracts which are based on competitive proposals will be awarded according to the 

provisions in the RFP.  The State reserves the right to reject any or all proposals, wholly or in part, or to award to multiple 
bidders in whole or in part.  The State reserves the right to waive any deviations or errors that are not material, do not 
invalidate the legitimacy of the proposal, and do not improve the bidder’s competitive position.  All awards will be made in a 
manner deemed in the best interest of the State. 
 
Best and Final Offer (BAFO):  In a competitive bid, the final offer submitted which contains the bidder’s (vendor’s) most 

favorable terms for price.  
 
Bid/Proposal:  The offer submitted by a vendor in a response to a written solicitation.  

 
Bid Bond:  An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) accepts 

liability and guarantees that the vendor will not withdraw the bid. 
 
Bidder:  A vendor who submits an offer bid in response to a written solicitation. 

 
Business:  Any corporation, partnership, individual, sole proprietorship, joint-stock company, joint venture, or any other 

private legal entity. 
 
Business Day:  Any weekday, except State-recognized holidays. 

 
Calendar Day:  Every day shown on the calendar including Saturdays, Sundays, and State/Federal holidays.   

 
Cancellation: To call off or revoke a purchase order without expectation of conducting or performing it at a later time. 

 
Central Processing Unit (CPU):  Any computer or computer system that is used by the State to store, process, or retrieve 

data or perform other functions using Operating Systems and applications software. 
 
Change Order: Document that provides amendments to an executed purchase order or contract. 

 
Collusion:  An agreement or cooperation between two or more persons or entities to accomplish a fraudulent, deceitful, or 

unlawful purpose. 
 
Commodities: Any equipment, material, supply or goods; anything movable or tangible that is provided or sold. 

 
Commodities Description: Detailed descriptions of the items to be purchased; may include information necessary to obtain 

the desired quality, type, color, size, shape, or special characteristics necessary to perform the work intended to produce the 
desired results.  
 
Competition:  The effort or action of two or more commercial interests to obtain the same business from third parties. 

 
Confidential Information: Unless otherwise defined below, “Confidential Information” shall also mean proprietary trade 

secrets, academic and scientific research work which is in progress and unpublished, and other information which if released 
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would give advantage to business competitors and serve no public purpose (see Neb. Rev. Stat. §84-712.05(3)).  In 
accordance with Nebraska Attorney General Opinions 92068 and 97033, proof that information is proprietary requires 
identification of specific, named competitor(s) who would be advantaged by release of the information and the specific 
advantage the competitor(s) would receive. 
 
Contract:  An agreement between two or more parties creating obligations that are enforceable or otherwise recognizable at 

law; the writing that sets forth such an agreement.  
 
Contract Administration:  The management of the contract which includes and is not limited to; contract signing, contract 

amendments and any necessary legal actions. 
 
Contract Award: Occurs upon execution of the State document titled “Service Contract Award” by the proper authority. 

 
Contract Management: The management of day to day activities at the agency which includes and is not limited to ensuring 

deliverables are received, specifications are met, handling meetings and making payments to the Contractor.  
 
Contract Period: The duration of the contract. 

 
Contractor:  Any individual or entity having a contract to furnish commodities or services. 

 
Cooperative Purchasing: The combining of requirements of two or more political entities to obtain advantages of volume 

purchases, reduction in administrative expenses or other public benefits.  
 
Copyright:  A property right in an original work of authorship fixed in any tangible medium of expression, giving the holder 

the exclusive right to reproduce, adapt and distribute the work.   
 
Critical Program Error: Any Program Error, whether or not known to the State, which prohibits or significantly impairs use 

of the Licensed Software as set forth in the documentation and intended in the contract. 
 
Customer Service: The process of ensuring customer satisfaction by providing assistance and advice on those products or 

services provided by the Contractor. 
 
Default:  The omission or failure to perform a contractual duty.  

 
Deviation: Any proposed change(s) or alteration(s) to either the terms and conditions or deliverables within the scope of the 

written solicitation or contract.   
 
Evaluation: The process of examining an offer after opening to determine the vendor’s responsibility, responsiveness to 

requirements, and to ascertain other characteristics of the offer that relate to determination of the successful award. 
 
Evaluation Committee:  Committee(s) appointed by the requesting agency that advises and assists the procuring office in 

the evaluation of bids/proposals (offers made in response to written solicitations). 
 
Extension:  Continuance of a contract for a specified duration upon the agreement of the parties beyond the original 

Contract Period.  Not to be confused with “Renewal Period”. 
 
Free on Board (F.O.B.) Destination:  The delivery charges are included in the quoted price and prepaid by the vendor.  

Vendor is responsible for all claims associated with damages during delivery of product. 
 
Free on Board (F.O.B.) Point of Origin:  The delivery charges are not included in the quoted price and are the 

responsibility of the agency.  Agency is responsible for all claims associated with damages during delivery of product. 
 
Foreign Corporation:  A foreign corporation that was organized and chartered under the laws of another state, government, 

or country. 
 
Installation Date:  The date when the procedures described in “Installation by Contractor“, and “Installation by State”, as 

found in the RFP, or contract, are completed. 
 
Interested Party: A person, acting in their personal capacity, or an entity entering into a contract or other agreement 

creating a legal interest therein. 
 
Late Bid/Proposal: An offer received after the Opening Date and Time. 

 
Licensed Software Documentation:  The user manuals and any other materials in any form or medium customarily 
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provided by the Contractor to the users of the Licensed Software which will provide the State with sufficient information to 
operate, diagnose, and maintain the Licensed Software properly, safely, and efficiently. 
 
Mandatory/Must:  Required, compulsory, or obligatory.  

 
May:  Discretionary, permitted; used to express possibility. 

 
Module (see System):  A collection of routines and data structures that perform a specific function of software. 

 
Must:  See Mandatory/ Must and Shall/Will/Must.  

 
National Institute for Governmental Purchasing (NIGP): National Institute of Governmental Purchasing – Source used for 

assignment of universal commodity codes to goods and services. 
 
Open Market Purchase: Authorization may be given to an agency to purchase items above direct purchase authority due to 

the unique nature, price, quantity, location of the using agency, or time limitations by the AS Materiel Division, State 
Purchasing Bureau. 
 
Opening Date and Time:  Specified date and time for the public opening of received, labeled, and sealed formal proposals.   

 
Operating System:  The control program in a computer that provides the interface to the computer hardware and peripheral 

devices, and the usage and allocation of memory resources, processor resources, input/output resources, and security 
resources. 
 
Outsourcing:  The contracting out of a business process which an organization may have previously performed internally or 

has a new need for, to an independent organization from which the process is purchased back. 
 
Payroll & Financial Center (PFC): Electronic procurement system of record.  

 
Performance Bond:  An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) 

accepts liability and guarantees that the Contractor fulfills any and all obligations under the contract.  
 
Platform:  A specific hardware and Operating System combination that is different from other hardware and Operating 

System combinations to the extent that a different version of the Licensed Software product is required to execute properly in 
the environment established by such hardware and Operating System combination.  
 
Point of Contact (POC): The person designated to receive communications and to communicate. 

 
Pre-Bid/Pre-Proposal Conference:  A meeting scheduled for the purpose of clarifying a written solicitation and related 

expectations. 
 
Product:  Something that is distributed commercially for use or consumption and that is usually (1) tangible personal 

property, (2) the result of fabrication or processing, and (3) an item that has passed through a chain of commercial 
distribution before ultimate use or consumption.  
 
Program Error:  Code in Licensed Software which produces unintended results or actions, or which produces results or 

actions other than those described in the specifications.  A program error includes, without limitation, any Critical Program 
Error. 
 
Program Set:  The group of programs and products, including the Licensed Software specified in the RFP, plus any 

additional programs and products licensed by the State under the contract for use by the State. 
 
Project:  The total scheme, program, or method worked out for the accomplishment of an objective, including all 

documentation, commodities, and services to be provided under the contract. 
 
Proposal:  See Bid/Proposal. 

 
Proprietary Information:  Proprietary information is defined as trade secrets, academic and scientific research work which 

is in progress and unpublished, and other information which if released would give advantage to business competitors and 
serves no public purpose (see Neb. Rev. Stat. § 84-712.05(3)). In accordance with Attorney General Opinions 92068 and 
97033, proof that information is proprietary requires identification of specific named competitor(s) advantaged by release of 
the information and the demonstrated advantage the named competitor(s) would gain by the release of information. 
 
Protest/Grievance:  A complaint about a governmental action or decision related to a RFP or resultant contract, brought by 
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a vendor who has timely submitted a bid response in connection with the award in question, to AS Materiel Division or 
another designated agency with the intention of achieving a remedial result. 
 
Public Proposal Opening:  The process of opening correctly submitted offers at the time and place specified in the written 

solicitation and in the presence of anyone who wished to attend.  
 
Recommended Hardware Configuration:  The data processing hardware (including all terminals, auxiliary storage, 

communication, and other peripheral devices) to the extent utilized by the State as recommended by the Contractor. 
 
Release Date:  The date of public release of the written solicitation to seek offers. 

 
Renewal Period:  Optional contract periods subsequent to the original Contract Period for a specified duration with 

previously agreed to terms and conditions.  Not to be confused with Extension.  
 
Request for Information (RFI):  A general invitation to vendors requesting information for a potential future solicitation.  The 

RFI is typically used as a research and information gathering tool for preparation of a solicitation.  
 
Request for Proposal (RFP):  A written solicitation utilized for obtaining competitive offers.  

 
Responsible Bidder:  A bidder who has the capability in all respects to perform fully and lawfully all requirements with 

integrity and reliability to assure good faith performance. 
 
Responsive Bidder:  A bidder who has submitted a bid which conforms to all requirements of the solicitation document. 

 
Shall/Will/Must:  An order/command; mandatory. 

 
Should:  Expected; suggested, but not necessarily mandatory.  

 
Software License:  Legal instrument with or without printed material that governs the use or redistribution of licensed 

software. 
 
Sole Source – Commodity:  When an item is available from only one source due to the unique nature of the requirement, 

its supplier, or market conditions. 
 
Sole Source – Services:  A service of such a unique nature that the vendor selected is clearly and justifiably the only 

practical source to provide the service.  Determination that the vendor selected is justifiably the sole source is based on 
either the uniqueness of the service or sole availability at the location required.  
 
Specifications:  The detailed statement, especially of the measurements, quality, materials, and functional characteristics, 

or other items to be provided under a contract.  
 
Statutory: These clauses are controlled by state law and are not subject to negotiation.  

 
Subcontractor: Individual or entity with whom the contractor enters a contract to perform a portion of the work awarded to 

the contractor.  
 
System (see Module):  Any collection or aggregation of two (2) or more Modules that is designed to function, or is 

represented by the Contractor as functioning or being capable of functioning, as an entity. 
 
Termination:  Occurs when either Party, pursuant to a power created by agreement or law, puts an end to the contract prior 

to the stated expiration date.  All obligations which are still executory on both sides are discharged but any right based on 
prior breach or performance survives. 
 
Third Party: Any person or entity, including but not limited to fiduciaries, shareholders, owners, officers, managers, 

employees, legally disinterested persons, and subcontractors or agents, and their employees.  It shall not include any entity 
or person who is an interested Party to the contract or agreement.  
 
Trade Secret:  Information, including, but not limited to, a drawing, formula, pattern, compilation, program, device, method, 

technique, code, or process that (a) derives independent economic value, actual or potential, from not being known to, and 
not being ascertainable by proper means by, other persons who can obtain economic value from its disclosure or use; and 
(b) is the subject of efforts that are reasonable under the circumstances to maintain its secrecy (see Neb. Rev. Stat. §87-
502(4)). 
 
Trademark:  A word, phrase, logo, or other graphic symbol used by a manufacturer or vendor to distinguish its product from 
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those of others, registered with the U.S. Patent and Trademark Office.  
 
Upgrade:  Any change that improves or alters the basic function of a product or service. 

 
Vendor:  An individual or entity lawfully conducting business in the State of Nebraska, or licensed to do so, who seeks to 

provide goods or services under the terms of a written solicitation. 
 
Vendor Performance Report:   A report issued to the Contractor by State Purchasing Bureau when products or services 

delivered or performed fail to meet the terms of the purchase order, contract, and/or specifications, as reported to State 
Purchasing Bureau by the agency. The State Purchasing Bureau shall contact the Contractor regarding any such report. The 
vendor performance report will become a part of the permanent record for the Contractor. The State may require vendor to 
cure. Two such reports may be cause for immediate termination. 
 
Will: See Shall/Will/Must. 

 
Work Day:  See Business Day.   
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 PROCUREMENT PROCEDURE 
 

 GENERAL INFORMATION  

The RFP is designed to solicit proposals from qualified bidders who will be responsible for providing Emergency 
Medical Service consulting services at a competitive and reasonable cost.   
 
Proposals shall conform to all instructions, conditions, and requirements included in the RFP.  Prospective bidders 
are expected to carefully examine all documents, schedules, and requirements in this RFP, and respond to each 
requirement in the format prescribed.  Proposals may be found non-responsive if they do not conform to the RFP. 
 

 PROCURING OFFICE AND COMMUNICATION WITH STATE STAFF AND EVALUATORS  

Procurement responsibilities related to this RFP reside with the State Purchasing Bureau.  The point of contact (POC) 
for the procurement is as follows: 
 
Name:   Annette Walton, Buyer   
Agency:   State Purchasing Bureau  
Address:  1526 K Street, Suite 130 
  Lincoln, NE  68508 
Telephone: 402-471-6500 
 
E-Mail:  as.materielpurchasing@nebraska.gov 
 
From the date the RFP is issued until the Intent to Award is issued, communication from the bidder is limited to the 
POC listed above.  After the Intent to Award is issued, the bidder may communicate with individuals the State has 
designated as responsible for negotiating the contract on behalf of the State.  No member of the State Government, 
employee of the State, or member of the Evaluation Committee is empowered to make binding statements regarding 
this RFP.  The POC will issue any clarifications or opinions regarding this RFP in writing.  Only the buyer can modify 
the RFP, answer questions, render opinions, and only the SPB or awarding agency can award a contract.  Bidders 
shall not have any communication with, or attempt to communicate or influence any evaluator involved in this RFP.   
 
The following exceptions to these restrictions are permitted: 
 
1. Contact made pursuant to pre-existing contracts or obligations; 
2. Contact required by the schedule of events or an event scheduled later by the RFP POC; and 
3. Contact required for negotiation and execution of the final contract. 
 

The State reserves the right to reject a bidder’s proposal, withdraw an Intent to Award, or terminate a contract if the State 
determines there has been a violation of these procurement procedures.  
 
  

mailto:as.materielpurchasing@nebraska.gov
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 SCHEDULE OF EVENTS  

The State expects to adhere to the procurement schedule shown below, but all dates are approximate and subject to 
change.  
 

ACTIVITY DATE/TIME 

1. 1 Release RFP October 17, 2018 

2.  Last day to submit written questions October 31, 2018 

3. 1 State responds to written questions through RFP “Addendum” and/or 
“Amendment” to be posted to the Internet at:  
http://das.nebraska.gov/materiel/purchasing.html  

 
November 7, 2018 

4. 1 Proposal opening 
Location: State Purchasing Bureau 
  1526 K Street, Suite 130 
  Lincoln, NE 68508 

 
November 26, 2018 

2:00 PM 
Central Time 

5. 1 Review for conformance to RFP requirements  November 26, 2018 

6. 1 Evaluation period November 27, 2018 
Through 

December 7,2018 

7. 1 “Oral Interviews/Presentations and/or Demonstrations” (if required) 
 

TBD 

8. 1 Post “Intent to Award” to Internet at: 
http://das.nebraska.gov/materiel/purchasing.html   

December 11, 2018 

9. 1 Contract finalization period  December 12, 2018 
Through 

January 9, 2018 

10. 1 Contract award January 10, 2018 

11. 2 Contractor start date January 15, 2018 

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
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 WRITTEN QUESTIONS AND ANSWERS  

Questions regarding the meaning or interpretation of any RFP provision must be submitted in writing to the State 
Purchasing Bureau and clearly marked “RFP Number 5947 Z1; Emergency Medical Services consulting services 
Questions”.  The POC is not obligated to respond to questions that are received late per the Schedule of Events.   
 
Bidders should present, as questions, any assumptions upon which the bidder's proposal is or might be developed.  
Proposals will be evaluated without consideration of any known or unknown assumptions of a bidder.  The contract 
will not incorporate any known or unknown assumptions of a bidder. 
 
It is preferred that questions be sent via e-mail to as.materielpurchasing@nebraska.gov, but may be delivered by 
hand or by U.S. Mail.  It is recommended that bidders submit questions using the following format. 
 

RFP Section 
Reference 

RFP Page 
Number 

Question 

   
 
Written answers will be posted at http://das.nebraska.gov/materiel/purchasing.html per the Schedule of Events. 
 

 PRICES 

Prices submitted on the cost proposal form shall remain fixed for the first three (3) years of the contract.  Any request 
for a price increase subsequent to the first three (3) years of the contract shall not exceed five percent (5%) of the 
previous contract period.  Increases will be cumulative across the remaining periods of the contract.  Requests for an 
increase must be submitted in writing to the State Purchasing Bureau a minimum of 120 days prior to the end of the 
current contract period.  Documentation may be required by the State to support the price increase. 
 
The State reserves the right to deny any requested price increase. No price increases are to be billed to any State 
Agencies prior to written amendment of the contract by the parties. 
 

 SECRETARY OF STATE/TAX COMMISSIONER REGISTRATION REQUIREMENTS (Statutory) 

All Contractors must be authorized to transact business in the State of Nebraska and comply with all Nebraska 
Secretary of State Registration requirements.  The Contractor who is the recipient of an Intent to Award may be 
required to certify that it has complied and produce a true and exact copy of its current (within ninety (90) calendar 
days of the intent to award) Certificate or Letter of Good Standing, or in the case of a sole proprietorship, provide 
written documentation of sole proprietorship and complete the United States Citizenship Attestation Form, available 
on the Department of Administrative Services website at http://das.nebraska.gov/materiel/purchasing.html.   
 

 ETHICS IN PUBLIC CONTRACTING  

The State reserves the right to reject bids, withdraw an intent to award or award, or terminate a contract if a bidder 
commits or has committed ethical violations, which include, but are not limited to: 
 
1. Offering or giving, directly or indirectly, a bribe, fee, commission, compensation, gift, gratuity, or anything 

of value to any person or entity in an attempt to influence the bidding process; 
2. Utilize the services of lobbyists, attorneys, political activists, or consultants to influence or subvert the 

bidding process; 
3. Being considered for, presently being, or becoming debarred, suspended, ineligible, or excluded from 

contracting with any state or federal entity: 
4. Submitting a proposal on behalf of another Party or entity; and 
5. Collude with any person or entity to influence the bidding process, submit sham proposals, preclude 

bidding, fix pricing or costs, create an unfair advantage, subvert the bid, or prejudice the State. 
 

The bidder shall include this clause in any subcontract entered into for the exclusive purpose of performing this 
contract. 
 
Bidder shall have an affirmative duty to report any violations of this clause by the bidder throughout the bidding 
process, and throughout the term of this contract for the awarded Contractor and their subcontractors. 
 

 DEVIATIONS FROM THE REQUEST FOR PROPOSAL 

The requirements contained in the RFP become a part of the terms and conditions of the contract resulting from this 
RFP.  Any deviations from the RFP in Sections II through VI must be clearly defined by the bidder in its proposal and, 
if accepted by the State, will become part of the contract.  Any specifically defined deviations must not be in conflict 
with the basic nature of the RFP, requirements, or applicable state or federal laws or statutes.  “Deviation”, for the 
purposes of this RFP, means any proposed changes or alterations to either the contractual language or deliverables 
within the scope of this RFP.  The State discourages deviations and reserves the right to reject proposed deviations. 
 

mailto:as.materielpurchasing@nebraska.gov
http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
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 SUBMISSION OF PROPOSALS  

Bidders should submit one proposal marked on the first page: “ORIGINAL”.  If multiple proposals are submitted, the 
State will retain one copy marked “ORIGINAL” and destroy the other copies.  The bidder is solely responsible for any 
variance between the copies submitted. Proposal responses should include the completed Form A, “Bidder Contact 
Sheet”.  Proposals must reference the RFP number and be sent to the specified address.  Please note that the 
address label should appear as specified in Section I B.  on the face of each container or bidder’s bid response 
packet.  If a recipient phone number is required for delivery purposes, 402-471-6500 should be used.  The RFP 
number should be included in all correspondence. 
 
Emphasis should be concentrated on conformance to the RFP instructions, responsiveness to requirements, 
completeness, and clarity of content. If the bidder’s proposal is presented in such a fashion that makes evaluation 
difficult or overly time consuming the State reserves the right to reject the proposal as non-conforming. 
 
By signing the “Request for Proposal for Contractual Services” form, the bidder guarantees compliance with the 
provisions stated in this RFP. 
 
The State shall not incur any liability for any costs incurred by bidders in replying to this RFP, in the demonstrations 
and/or oral presentations, or in any other activity related to bidding on this RFP. 
 
The Technical and Cost Proposals Template should be presented in separate sections (loose-leaf binders are 
preferred) on standard 8 ½” x 11” paper, except that charts, diagrams and the like may be on fold-outs which, when 
folded, fit into the 8 ½” by 11” format.  Pages may be consecutively numbered for the entire proposal, or may be 
numbered consecutively within sections.  Figures and tables should be numbered consecutively within sections.  
Figures and tables should be numbered and referenced in the text by that number.  They should be placed as close 
as possible to the referencing text. 
 

 BID PREPARATION COSTS  

The State shall not incur any liability for any costs incurred by bidders in replying to this RFP, including any activity 
related to bidding on this RFP. 
 

 FAILURE TO COMPLY WITH REQUEST FOR PROPOSAL 

Violation of the terms and conditions contained in this RFP or any resultant contract, at any time before or after the 
award, shall be grounds for action by the State which may include, but is not limited to, the following: 
 
1. Rejection of a bidder’s proposal; 
2. Withdrawal of the Intent to Award; 
3. Withdrawal of the Award; 
4. Termination of the resulting contract; 
5. Legal action; and 
6. Suspension of the bidder from further bidding with the State for the period of time relative to the 

seriousness of the violation, such period to be within the sole discretion of the State. 
 

 BID CORRECTIONS 

A bidder may correct a mistake in a bid prior to the time of opening by giving written notice to the State of intent to 
withdraw the bid for modification or to withdraw the bid completely.  Changes in a bid after opening are acceptable 
only if the change is made to correct a minor error that does not affect price, quantity, quality, delivery, or contractual 
conditions.  In case of a mathematical error in extension of price, unit price shall govern. 
 

 LATE PROPOSALS 

Proposals received after the time and date of the proposal opening will be considered late proposals.  Late proposals 
will be returned unopened, if requested by the bidder and at bidder's expense.  The State is not responsible for 
proposals that are late or lost regardless of cause or fault. 
 

 PROPOSAL OPENING  
The opening of proposals will be public and the bidders will be announced.  Proposals WILL NOT be available for 

viewing by those present at the proposal opening. Vendors may contact the State to schedule an appointment for 
viewing proposals after the Intent to Award has been posted to the website.  Once proposals are opened, they become 
the property of the State of Nebraska and will not be returned. 
 

 REQUEST FOR PROPOSAL/PROPOSAL REQUIREMENTS 

The proposals will first be examined to determine if all requirements listed below have been addressed and whether 
further evaluation is warranted. Proposals not meeting the requirements may be rejected as non-responsive.  The 
requirements are: 
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1. Original Request for Proposal for Contractual Services form signed using an indelible method;  
2. Clarity and responsiveness of the proposal; 
3. Completed Corporate Overview;  
4. Completed Sections II through VII; 
5. Completed Technical Approach; and  
6. Completed State Cost Proposal Template. 

 
 EVALUATION COMMITTEE  

Proposals are evaluated by members of an Evaluation Committee(s).  The Evaluation Committee(s) will consist of 
individuals selected at the discretion of the State.  Names of the members of the Evaluation Committee(s) will not be 
published prior to the intent to award. 
 
Any contact, attempted contact, or attempt to influence an evaluator that is involved with this RFP may result in the 
rejection of this proposal and further administrative actions. 
 

 EVALUATION OF PROPOSALS 

All proposals that are responsive to the RFP will be evaluated.  Each evaluation category will have a maximum point 
potential.  The State will conduct a fair, impartial, and comprehensive evaluation of all proposals in accordance with 
the criteria set forth below.  Areas that will be addressed and scored during the evaluation include: 
 
1. Corporate Overview should include but is not limited to: 

a. the ability, capacity, and skill of the bidder to deliver and implement the system or project that 
meets the requirements of the RFP; 

b. the character, integrity, reputation, judgment, experience, and efficiency of the bidder; 
c. whether the bidder can perform the contract within the specified time frame; 
d. the quality of bidder performance on prior contracts; 
e. such other information that may be secured and that has a bearing on the decision to award the 

contract; 
2. Technical Approach; and,  
3. Cost Proposal.  

 
Neb. Rev. Stat. §73-107 allows for a preference for a resident disabled veteran or business located in a 
designated enterprise zone.  When a state contract is to be awarded to the lowest responsible bidder, a resident 

disabled veteran or a business located in a designated enterprise zone under the Enterprise Zone Act shall be allowed 
a preference over any other resident or nonresident bidder, if all other factors are equal. 
 
Resident disabled veterans means any person (a) who resides in the State of Nebraska, who served in the 
United States Armed Forces, including any reserve component or the National Guard, who was discharged 
or otherwise separated with a characterization of honorable or general (under honorable conditions), and 
who possesses a disability rating letter issued by the United States Department of Veterans Affairs 
establishing a service-connected disability or a disability determination from the United States Department 
of Defense and (b)(i) who owns and controls a business or, in the case of a publicly owned business, more 
than fifty percent of the stock is owned by one or more persons described in subdivision (a) of this 
subsection and (ii) the management and daily business operations of the business are controlled by one or 
more persons described in subdivision(a) of this subsection. Any contract entered into without compliance 
with this section shall be null and void. 

 
Therefore, if a resident disabled veteran or business located in a designated enterprise zone submits a proposal in 
accordance with Neb. Rev. Stat. §73-107 and has so indicated on the RFP cover page under “Bidder must complete 
the following” requesting priority/preference to be considered in the award of this contract, the following will need to 
be submitted by the vendor within ten (10) business days of request: 
 
1. Documentation from the United States Armed Forces confirming service;  
2. Documentation of discharge or otherwise separated characterization of honorable or general (under 

honorable conditions); 
3. Disability rating letter issued by the United States Department of Veterans Affairs establishing a service-

connected disability or a disability determination from the United States Department of Defense; and 
4. Documentation which shows ownership and control of a business or, in the case of a publicly owned 

business, more than fifty percent of the stock is owned by one or more persons described in subdivision 
(a) of this subsection; and the management and daily business operations of the business are controlled 
by one or more persons described in subdivision (a) of this subsection. 
 

Failure to submit the requested documentation within ten (10) business days of notice will disqualify the bidder from 
consideration of the preference. 
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Evaluation criteria will be released with the RFP.   
 

 ORAL INTERVIEWS/PRESENTATIONS AND/OR DEMONSTRATIONS 

The State may determine after the completion of the Technical and Cost Proposal evaluation that oral 
interviews/presentations and/or demonstrations are required. Every bidder may not be given an opportunity to 
interview/present and/or give demonstrations; the State reserves the right, in its discretion, to select only the top 
scoring bidders to present/give oral interviews. The scores from the oral interviews/presentations and/or 
demonstrations will be added to the scores from the Technical and Cost Proposals.  The presentation process will 
allow the bidders to demonstrate their proposal offering, explaining and/or clarifying any unusual or significant 
elements related to their proposals. Bidders’ key personnel, identified in their proposal, may be requested to 
participate in a structured interview to determine their understanding of the requirements of this proposal, their 
authority and reporting relationships within their firm, and their management style and philosophy.  Only 
representatives of the State and the presenting bidder will be permitted to attend the oral interviews/presentations 
and/or demonstrations.  A written copy or summary of the presentation, and demonstrative information (such as 
briefing charts, et cetera) may be offered by the bidder, but the State reserves the right to refuse or not consider the 
offered materials.  Bidders shall not be allowed to alter or amend their proposals.   
 
Once the oral interviews/presentations and/or demonstrations have been completed, the State reserves the right to 
make an award without any further discussion with the bidders regarding the proposals received. 
 
Any cost incidental to the oral interviews/presentations and/or demonstrations shall be borne entirely by the bidder 
and will not be compensated by the State. 
 

 BEST AND FINAL OFFER 

If best and final offers (BAFO) are requested by the State and submitted by the bidder, they will be evaluated (using 
the stated BAFO criteria), scored, and ranked by the Evaluation Committee.  The State reserves the right to conduct 
more than one Best and Final Offer.  The award will then be granted to the highest scoring bidder.  However, a bidder 
should provide its best offer in its original proposal.  Bidders should not expect that the State will request a best and 
final offer. 
 

 REFERENCE AND CREDIT CHECKS 

The State reserves the right to conduct and consider reference and credit checks.  The State reserves the right to 
use third parties to conduct reference and credit checks.  By submitting a proposal in response to this RFP, the bidder 
grants to the State the right to contact or arrange a visit in person with any or all of the bidder’s clients.    Reference 
and credit checks may be grounds to reject a proposal, withdraw an intent to award, or rescind the award of a contract.   
 

 AWARD 

The State reserves the right to evaluate proposals and award contracts in a manner utilizing criteria selected at the 
State's discretion and in the State’s best interest. After evaluation of the proposals, or at any point in the RFP process, 
the State of Nebraska may take one or more of the following actions: 
 
1. Amend the RFP; 
2. Extend the time of or establish a new proposal opening time; 
3. Waive deviations or errors in the State’s RFP process and in bidder proposals that are not material, do not 

compromise the RFP process or a bidder’s proposal, and do not improve a bidder’s competitive position; 
4. Accept or reject a portion of or all of a proposal; 
5. Accept or reject all proposals; 
6. Withdraw the RFP; 
7. Elect to rebid the RFP; 
8. Award single lines or multiple lines to one or more bidders; or, 
9. Award one or more all-inclusive contracts. 

 
The RFP does not commit the State to award a contract.  Once intent to award decision has been determined, it will 
be posted to the Internet at: 
http://das.nebraska.gov/materiel/purchasing.html 
 
Grievance and protest procedure is available on the Internet at: 
http://das.nebraska.gov/materiel/purchasing.html 
 
Any protests must be filed by a bidder within ten (10) business days after the intent to award decision is posted to the 
Internet. 
 
 

http://das.nebraska.gov/materiel/purchasing.html
http://das.nebraska.gov/materiel/purchasing.html
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 TERMS AND CONDITIONS 
 
Bidders should complete Sections II through VII as part of their proposal.  Bidder is expected to read the Terms and 

Conditions and should initial either accept, reject, or reject and provide alternative language for each clause.  The bidder should 
also provide an explanation of why the bidder rejected the clause or rejected the clause and provided alternate language.  By 
signing the RFP, bidder is agreeing to be legally bound by all the accepted terms and conditions, and any proposed alternative 
terms and conditions submitted with the proposal.  The State reserves the right to negotiate rejected or proposed alternative 
language.  If the State and bidder fail to agree on the final Terms and Conditions, the State reserves the right to reject the 
proposal.  The State of Nebraska is soliciting proposals in response to this RFP.  The State of Nebraska reserves the right to 
reject proposals that attempt to substitute the bidder’s commercial contracts and/or documents for this RFP. 
 
The bidders should submit with their proposal any license, user agreement, service level agreement, or similar documents that 
the bidder wants incorporated in the contract.  The State will not consider incorporation of any document not submitted with 
the bidder’s proposal as the document will not have been included in the evaluation process.  These documents shall be 
subject to negotiation and will be incorporated as addendums if agreed to by the Parties. 
 
If a conflict or ambiguity arises after the Addendum to Contract Award have been negotiated and agreed to, the Addendum to 
Contract Award shall be interpreted as follows: 

1. If only one Party has a particular clause then that clause shall control; 
2. If both Parties have a similar clause, but the clauses do not conflict, the clauses shall be read together; 
3. If both Parties have a similar clause, but the clauses conflict, the State’s clause shall control. 
 

 GENERAL 

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The contract resulting from this RFP shall incorporate the following documents: 
 
1. Request for Proposal and Addenda; 
2. Amendments to the RFP; 
3. Questions and Answers;  
4. Contractor’s proposal (RFP and properly submitted documents); 
5. The executed Contract and Addendum One to Contract, if applicable ; and, 
6. Amendments/Addendums to the Contract. 
 
These documents constitute the entirety of the contract.  
 
Unless otherwise specifically stated in a future contract amendment, in case of any conflict between the incorporated 
documents, the documents shall govern in the following order of preference with number one (1) receiving preference 
over all other documents and with each lower numbered document having preference over any higher numbered 
document: 1) Amendment to the executed Contract with the most recent dated amendment having the highest priority, 
2) executed Contract and any attached Addenda, 3) Amendments to RFP and any Questions and Answers, 4) the 
original RFP document and any Addenda, and 5) the Contractor’s submitted Proposal. 
 
Any ambiguity or conflict in the contract discovered after its execution, not otherwise addressed herein, shall be 
resolved in accordance with the rules of contract interpretation as established in the State of Nebraska. 
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 NOTIFICATION  
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NOTES/COMMENTS: 

 
 
 

   

 
Contractor and State shall identify the contract manager who shall serve as the point of contact for the executed 
contract.  
 
Communications regarding the executed contract shall be in writing and shall be deemed to have been given if 
delivered personally or mailed, by U.S. Mail, postage prepaid, return receipt requested, to the parties at their 
respective addresses set forth below, or at such other addresses as may be specified in writing by either of the parties.  
All notices, requests, or communications shall be deemed effective upon personal delivery or three (3) calendar days 
following deposit in the mail. 
 

 GOVERNING LAW (Statutory) 

 
Notwithstanding any other provision of this contract, or any amendment or addendum(s) entered into 
contemporaneously or at a later time, the parties understand and agree that, (1) the State of Nebraska is a sovereign 
state and its authority to contract is therefore subject to limitation by the State’s Constitution, statutes, common law, 
and regulation; (2) this contract will be interpreted and enforced under the laws of the State of Nebraska; (3) any 
action to enforce the provisions of this agreement must be brought in the State of Nebraska per state law; (4) the 
person signing this contract on behalf of the State of Nebraska does not have the authority to waive the State's 
sovereign immunity, statutes, common law, or regulations; (5) the indemnity, limitation of liability, remedy, and other 
similar provisions of the final contract, if any, are entered into subject to the State's Constitution, statutes, common 
law, regulations, and sovereign immunity; and, (6) all terms and conditions of the final contract, including but not 
limited to the clauses concerning third party use, licenses, warranties, limitations of liability, governing law and venue, 
usage verification, indemnity, liability, remedy or other similar provisions of the final contract are entered into 
specifically subject to the State's Constitution, statutes, common law, regulations, and sovereign immunity. 
 
The Parties must comply with all applicable local, state and federal laws, ordinances, rules, orders, and regulations.  
 

 BEGINNING OF WORK  
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The bidder shall not commence any billable work until a valid contract has been fully executed by the State and the 
successful Contractor.  The Contractor will be notified in writing when work may begin. 
 

 CHANGE ORDERS  
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The State and the Contractor, upon the written agreement, may make changes to the contract within the general 
scope of the RFP.   Changes may involve specifications, the quantity of work, or such other items as the State may 
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find necessary or desirable.  Corrections of any deliverable, service, or work required pursuant to the contract shall 
not be deemed a change.  The Contractor may not claim forfeiture of the contract by reasons of such changes.   
 
The Contractor shall prepare a written description of the work required due to the change and an itemized cost sheet 
for the change. Changes in work and the amount of compensation to be paid to the Contractor shall be determined 
in accordance with applicable unit prices if any, a pro-rated value, or through negotiations.  The State shall not incur 
a price increase for changes that should have been included in the Contractor’s proposal, were foreseeable, or result 
from difficulties with or failure of the Contractor’s proposal or performance. 
 
No change shall be implemented by the Contractor until approved by the State, and the contract is amended to reflect 
the change and associated costs, if any.  If there is a dispute regarding the cost, but both parties agree that immediate 
implementation is necessary, the change may be implemented, and cost negotiations may continue with both Parties 
retaining all remedies under the contract and law. 
 

 NOTICE OF POTENTIAL CONTRACTOR BREACH 
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If Contractor breaches the contract or anticipates breaching the contract, the Contractor shall immediately give written 
notice to the State.  The notice shall explain the breach or potential breach, a proposed cure, and may include a 
request for a waiver of the breach if so desired.  The State may, in its discretion, temporarily or permanently waive 
the breach.  By granting a waiver, the State does not forfeit any rights or remedies to which the State is entitled by 
law or equity, or pursuant to the provisions of the contract.  Failure to give immediate notice, however, may be grounds 
for denial of any request for a waiver of a breach. 
 

 BREACH 
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Either Party may terminate the contract, in whole or in part, if the other Party breaches its duty to perform its 
obligations under the contract in a timely and proper manner.  Termination requires written notice of default and a 
thirty (30) calendar day (or longer at the non-breaching Party’s discretion considering the gravity and nature of the 
default) cure period.  Said notice shall be delivered by Certified Mail, Return Receipt Requested, or in person with 
proof of delivery.  Allowing time to cure a failure or breach of contract does not waive the right to immediately terminate 
the contract for the same or different contract breach which may occur at a different time.  In case of default of the 
Contractor, the State may contract the service from other sources and hold the Contractor responsible for any excess 
cost occasioned thereby. 
 
The State’s failure to make payment shall not be a breach, and the Contractor shall retain all available statutory 
remedies and protections. 
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 NON-WAIVER OF BREACH 
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The acceptance of late performance with or without objection or reservation by a Party shall not waive any rights of 
the Party nor constitute a waiver of the requirement of timely performance of any obligations remaining to be 
performed. 
 

 SEVERABILITY  
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If any term or condition of the contract is declared by a court of competent jurisdiction to be illegal or in conflict with 
any law, the validity of the remaining terms and conditions shall not be affected, and the rights and obligations of the 
parties shall be construed and enforced as if the contract did not contain the provision held to be invalid or illegal. 
 

 INDEMNIFICATION  
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1. GENERAL 

The Contractor agrees to defend, indemnify, and hold harmless the State and its employees, volunteers, 
agents, and its elected and appointed officials (“the indemnified parties”) from and against any and all third 
party claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, costs, and 
expenses of every nature, including investigation costs and expenses, settlement costs, and attorney fees 
and expenses (“the claims”), sustained or asserted against the State for personal injury, death, or property 
loss or damage, arising out of, resulting from, or attributable to the willful misconduct, negligence, error, or 
omission of the Contractor, its employees, subcontractors, consultants, representatives, and agents, 
resulting from this contract, except to the extent such Contractor liability is attenuated by any action of the 
State which directly and proximately contributed to the claims. 
 

2. INTELLECTUAL PROPERTY 

The Contractor agrees it will, at its sole cost and expense, defend, indemnify, and hold harmless the 
indemnified parties from and against any and all claims, to the extent such claims arise out of, result from, 
or are attributable to, the actual or alleged infringement or misappropriation of any patent, copyright, trade 
secret, trademark, or confidential information of any third party by the Contractor or its employees, 
subcontractors, consultants, representatives, and agents; provided, however, the State gives the Contractor 
prompt notice in writing of the claim.  The Contractor may not settle any infringement claim that will affect 
the State’s use of the Licensed Software without the State’s prior written consent, which consent may be 
withheld for any reason. 
 
If a judgment or settlement is obtained or reasonably anticipated against the State’s use of any intellectual 
property for which the Contractor has indemnified the State, the Contractor shall, at the Contractor’s sole 
cost and expense, promptly modify the item or items which were determined to be infringing, acquire a 
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license or licenses on the State’s behalf to provide the necessary rights to the State to eliminate the 
infringement, or provide the State with a non-infringing substitute that provides the State the same 
functionality.  At the State’s election, the actual or anticipated judgment may be treated as a breach of 
warranty by the Contractor, and the State may receive the remedies provided under this RFP. 
 

3. PERSONNEL 

The Contractor shall, at its expense, indemnify and hold harmless the indemnified parties from and against 
any claim with respect to withholding taxes, worker’s compensation, employee benefits, or any other claim, 
demand, liability, damage, or loss of any nature relating to any of the personnel, including subcontractor’s 
and their employees, provided by the Contractor. 
 

4. SELF-INSURANCE 

The State of Nebraska is self-insured for any loss and purchases excess insurance coverage pursuant to 
Neb. Rev. Stat. § 81-8,239.01 (Reissue 2008). If there is a presumed loss under the provisions of this 
agreement, Contractor may file a claim with the Office of Risk Management pursuant to Neb. Rev. Stat. §§ 
81-8,829 – 81-8,306 for review by the State Claims Board. The State retains all rights and immunities under 
the State Miscellaneous (Section 81-8,294), Tort (Section 81-8,209), and Contract Claim Acts (Section 81-
8,302), as outlined in Neb. Rev. Stat. § 81-8,209 et seq. and under any other provisions of law and accepts 
liability under this agreement to the extent provided by law. 
 

5. The Parties acknowledge that Attorney General for the State of Nebraska is required by statute to 
represent the legal interests of the State, and that any provision of this indemnity clause is subject to the 
statutory authority of the Attorney General. 
 

 ATTORNEY'S FEES  
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In the event of any litigation, appeal, or other legal action to enforce any provision of the contract, the Parties agree 
to pay all expenses of such action, as permitted by law and if order by the court, including attorney's fees and costs, 
if the other Party prevails. 
 

 ASSIGNMENT, SALE, OR MERGER  
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Either Party may assign the contract upon mutual written agreement of the other Party.  Such agreement shall not be 
unreasonably withheld. 
 
The Contractor retains the right to enter into a sale, merger, acquisition, internal reorganization, or similar transaction 
involving Contractor’s business.  Contractor agrees to cooperate with the State in executing amendments to the 
contract to allow for the transaction.  If a third party or entity is involved in the transaction, the Contractor will remain 
responsible for performance of the contract until such time as the person or entity involved in the transaction agrees 
in writing to be contractually bound by this contract and perform all obligations of the contract. 
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 CONTRACTING WITH OTHER NEBRASKA POLITICAL SUB-DIVISIONS 

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor may, but shall not be required to, allow agencies, as defined in Neb. Rev. Stat. §81-145, to use this 
contract.  The terms and conditions, including price, of the contract may not be amended.  The State shall not be 
contractually obligated or liable for any contract entered into pursuant to this clause.  A listing of Nebraska political 
subdivisions may be found at the website of the Nebraska Auditor of Public Accounts. 
 

 FORCE MAJEURE  
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Neither Party shall be liable for any costs or damages, or for default resulting from its inability to perform any of its 
obligations under the contract due to a natural or manmade event outside the control and not the fault of the affected 
Party (“Force Majeure Event”).  The Party so affected shall immediately make a written request for relief to the other 
Party, and shall have the burden of proof to justify the request.  The other Party may grant the relief requested; relief 
may not be unreasonably withheld.  Labor disputes with the impacted Party’s own employees will not be considered 
a Force Majeure Event. 
 

 CONFIDENTIALITY  
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All materials and information provided by the Parties or acquired by a Party on behalf of the other Party shall be 
regarded as confidential information.  All materials and information provided or acquired shall be handled in 
accordance with federal and state law, and ethical standards.  Should said confidentiality be breached by a Party, the 
Party shall notify the other Party immediately of said breach and take immediate corrective action. 
 
It is incumbent upon the Parties to inform their officers and employees of the penalties for improper disclosure 
imposed by the Privacy Act of 1974, 5 U.S.C. 552a.  Specifically, 5 U.S.C. 552a (i)(1), which is made applicable by 5 
U.S.C. 552a (m)(1), provides that any officer or employee, who by virtue of his/her employment or official position 
has possession of or access to agency records which contain individually identifiable information, the disclosure of 
which is prohibited by the Privacy Act or regulations established thereunder, and who knowing that disclosure of the 
specific material is prohibited, willfully discloses the material in any manner to any person or agency not entitled to 
receive it, shall be guilty of a misdemeanor and fined not more than $5,000. 
 

 OFFICE OF PUBLIC COUNSEL (Statutory)  

 
If it provides, under the terms of this contract and on behalf of the State of Nebraska, health and human services to 
individuals; service delivery; service coordination; or case management, Contractor shall submit to the jurisdiction of 
the Office of Public Counsel, pursuant to Neb. Rev. Stat.  §§ 81-8,240 et seq.  This section shall survive the 
termination of this contract. 
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 LONG-TERM CARE OMBUDSMAN (Statutory)  

 
Contractor must comply with the Long-Term Care Ombudsman Act, Neb. Rev. Stat.  §§ 81-2237 et seq.  This section 
shall survive the termination of this contract. 
 

 EARLY TERMINATION  
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The contract may be terminated as follows: 
1. The State and the Contractor, by mutual written agreement, may terminate the contract at any time. 
2. The State, in its sole discretion, may terminate the contract for any reason upon thirty (30) calendar day’s 

written notice to the Contractor.   Such termination shall not relieve the Contractor of warranty or other 
service obligations incurred under the terms of the contract.  In the event of termination the Contractor 
shall be entitled to payment, determined on a pro rata basis, for products or services satisfactorily 
performed or provided. 

3. The State may terminate the contract immediately for the following reasons: 
a. if directed to do so by statute; 
b. Contractor has made an assignment for the benefit of creditors, has admitted in writing its inability 

to pay debts as they mature, or has ceased operating in the normal course of business; 
c. a trustee or receiver of the Contractor or of any substantial part of the Contractor’s assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal conduct pertaining 

to performance under the contract by its Contractor, its employees, officers, directors, or 
shareholders; 

e. an involuntary proceeding has been commenced by any Party against the Contractor under any 
one of the chapters of Title 11 of the United States Code and (i) the proceeding has been pending 
for at least sixty (60) calendar days; or (ii) the Contractor has consented, either expressly or by 
operation of law, to the entry of an order for relief; or (iii) the Contractor has been decreed or 
adjudged a debtor; 

f. a voluntary petition has been filed by the Contractor under any of the chapters of Title 11 of the 
United States Code; 

g. Contractor intentionally discloses confidential information; 
h. Contractor has or announces it will discontinue support of the deliverable; and, 
i. In the event funding is no longer available. 

 
 CONTRACT CLOSEOUT 
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Upon contract closeout for any reason the Contractor shall within 30 days, unless stated otherwise herein: 
 
1. Transfer all completed or partially completed deliverables to the State; 
2. Transfer ownership and title to all completed or partially completed deliverables to the State; 
3. Return to the State all information and data, unless the Contractor is permitted to keep the information or 

data by contract or rule of law.  Contractor may retain one copy of any information or data as required to 
comply with applicable work product documentation standards or as are automatically retained in the 
course of Contractor’s routine back up procedures; 

4. Cooperate with any successor Contactor, person or entity in the assumption of any or all of the obligations 
of this contract; 
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5. Cooperate with any successor Contactor, person or entity with the transfer of information or data related to 
this contract; 

6. Return or vacate any state owned real or personal property; and, 
7. Return all data in a mutually acceptable format and manner. 
 
Nothing in this Section should be construed to require the Contractor to surrender intellectual property, real or 
personal property, or information or data owned by the Contractor for which the State has no legal claim.  
  



Page 15   
RFP Boilerplate | 12/14/2017 

 CONTRACTOR DUTIES 
 

 INDEPENDENT CONTRACTOR / OBLIGATIONS 

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
It is agreed that the Contractor is an independent contractor and that nothing contained herein is intended or should 
be construed as creating or establishing a relationship of employment, agency, or a partnership.    
 
The Contractor is solely responsible for fulfilling the contract.  The Contractor or the Contractor’s representative shall 
be the sole point of contact regarding all contractual matters. 
 
The Contractor shall secure, at its own expense, all personnel required to perform the services under the contract.  
The personnel the Contractor uses to fulfill the contract shall have no contractual or other legal relationship with the 
State; they shall not be considered employees of the State and shall not be entitled to any compensation, rights or 
benefits from the State, including but not limited to, tenure rights, medical and hospital care, sick and vacation leave, 
severance pay, or retirement benefits. 
 
By-name personnel commitments made in the Contractor's proposal shall not be changed without the prior written 
approval of the State.  Replacement of these personnel, if approved by the State, shall be with personnel of equal or 
greater ability and qualifications. 
 
All personnel assigned by the Contractor to the contract shall be employees of the Contractor or a subcontractor, and 
shall be fully qualified to perform the work required herein.  Personnel employed by the Contractor or a subcontractor 
to fulfill the terms of the contract shall remain under the sole direction and control of the Contractor or the 
subcontractor respectively. 
 
With respect to its employees, the Contractor agrees to be solely responsible for the following: 
 
1. Any and all pay, benefits, and  employment taxes and/or other payroll withholding; 
2. Any and all vehicles used by the Contractor’s employees, including all insurance required by state law; 
3. Damages incurred by Contractor’s employees within the scope of their duties under the contract; 
4. Maintaining Workers’ Compensation and health insurance that complies with state and federal law and 

submitting any reports on such insurance to the extent required by governing law; and  
5. Determining the hours to be worked and the duties to be performed by the Contractor’s employees. 
6. All claims on behalf of any person arising out of employment or alleged employment (including without limit 

claims of discrimination alleged against the Contractor, its officers, agents, or subcontractors or 
subcontractor’s employees) 
 

If the Contractor intends to utilize any subcontractor, the subcontractor's level of effort, tasks, and time allocation 
should be clearly defined in the bidder’s proposal.  The Contractor shall agree that it will not utilize any subcontractors 
not specifically included in its proposal in the performance of the contract without the prior written authorization of the 
State. 
 
The State reserves the right to require the Contractor to reassign or remove from the project any Contractor or 
subcontractor employee. 
 
Contractor shall insure that the terms and conditions contained in any contract with a subcontractor does not conflict 
with the terms and conditions of this contract.  
 
The Contractor shall include a similar provision, for the protection of the State, in the contract with any subcontractor 
engaged to perform work on this contract. 
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 EMPLOYEE WORK ELIGIBILITY STATUS 

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor is required and hereby agrees to use a federal immigration verification system to determine the work 
eligibility status of employees physically performing services within the State of Nebraska. A federal immigration 
verification system means the electronic verification of the work authorization program authorized by the Illegal 
Immigration Reform and Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or 
an equivalent federal program designated by the United States Department of Homeland Security or other federal 
agency authorized to verify the work eligibility status of an employee. 
 
If the Contractor is an individual or sole proprietorship, the following applies: 
 
1. The Contractor must complete the United States Citizenship Attestation Form, available on the 

Department of Administrative Services website at http://das.nebraska.gov/materiel/purchasing.html  
 
The completed United States Attestation Form should be submitted with the RFP response. 
 

2. If the Contractor indicates on such attestation form that he or she is a qualified alien, the Contractor agrees 
to provide the US Citizenship and Immigration Services documentation required to verify the Contractor’s 
lawful presence in the United States using the Systematic Alien Verification for Entitlements (SAVE) 
Program. 
 

3. The Contractor understands and agrees that lawful presence in the United States is required and the 
Contractor may be disqualified or the contract terminated if such lawful presence cannot be verified as 
required by Neb. Rev. Stat. §4-108. 
 

 COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT / 
NONDISCRIMINATION (Statutory) 

 
The Contractor shall comply with all applicable local, state, and federal statutes and regulations regarding civil rights 
laws and equal opportunity employment. The Nebraska Fair Employment Practice Act prohibits Contractors of the 
State of Nebraska, and their subcontractors, from discriminating against any employee or applicant for employment, 
with respect to hire, tenure, terms, conditions, compensation, or privileges of employment because of race, color, 
religion, sex, disability, marital status, or national origin (Neb. Rev. Stat. §48-1101 to 48-1125).   The Contractor 
guarantees compliance with the Nebraska Fair Employment Practice Act, and breach of this provision shall be 
regarded as a material breach of contract.  The Contractor shall insert a similar provision in all subcontracts for 
services to be covered by any contract resulting from this RFP. 
 

 COOPERATION WITH OTHER CONTRACTORS  

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
Contractor may be required to work with or in close proximity to other contractors or individuals that may be working 
on same or different projects.  The Contractor shall agree to cooperate with such other contractors or individuals, and 
shall not commit or permit any act which may interfere with the performance of work by any other contractor or 
individual.  Contractor is not required to compromise Contractor’s intellectual property or proprietary information 
unless expressly required to do so by this contract. 
 

http://das.nebraska.gov/materiel/purchasing.html


Page 17   
RFP Boilerplate | 12/14/2017 

 PERMITS, REGULATIONS, LAWS 
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(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The contract price shall include the cost of all royalties, licenses, permits, and approvals, whether arising from patents, 
trademarks, copyrights or otherwise, that are in any way involved in the contract.  The Contractor shall obtain and 
pay for all royalties, licenses, and permits, and approvals necessary for the execution of the contract.  The Contractor 
must guarantee that it has the full legal right to the materials, supplies, equipment, software, and other items used to 
execute this contract. 
 

 OWNERSHIP OF INFORMATION AND DATA / DELIVERABLES   
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(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The State shall have the unlimited right to publish, duplicate, use, and disclose all information and data developed or 
obtained by the Contractor on behalf of the State pursuant to this contract. 
 
The State shall own and hold exclusive title to any deliverable developed as a result of this contract.  Contractor shall 
have no ownership interest or title, and shall not patent, license, or copyright, duplicate, transfer, sell, or exchange, 
the design, specifications, concept, or deliverable. 
 

 INSURANCE REQUIREMENTS 
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(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor shall throughout the term of the contract maintain insurance as specified herein and provide the State 
a current Certificate of Insurance/Acord Form (COI) verifying the coverage.  The Contractor shall not commence work 
on the contract until the insurance is in place.  If Contractor subcontracts any portion of the Contract the Contractor 
must, throughout the term of the contract, either: 
1. Provide equivalent insurance for each subcontractor and provide a COI verifying the coverage for the 

subcontractor; 
2. Require each subcontractor to have equivalent insurance and provide written notice to the State that the 

Contractor has verified that each subcontractor has the required coverage; or, 
3. Provide the State with copies of each subcontractor’s Certificate of Insurance evidencing the required 

coverage. 
 

The Contractor shall not allow any subcontractor to commence work until the subcontractor has equivalent insurance.  
The failure of the State to require a COI, or the failure of the Contractor to provide a COI or require subcontractor 
insurance shall not limit, relieve, or decrease the liability of the Contractor hereunder. 
 
In the event that any policy written on a claims-made basis terminates or is canceled during the term of the contract 
or within one (1) year of termination or expiration of the contract, the Contractor shall obtain an extended discovery 
or reporting period, or a new insurance policy, providing coverage required by this contract for the term of the contract 
and one (1) year following termination or expiration of the contract. 
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If by the terms of any insurance a mandatory deductible is required, or if the Contractor elects to increase the 
mandatory deductible amount, the Contractor shall be responsible for payment of the amount of the deductible in the 
event of a paid claim. 
 
Notwithstanding any other clause in this contract, the State may recover up to the liability limits of the insurance 
policies required herein. 
 
1. WORKERS’ COMPENSATION INSURANCE 

The Contractor shall take out and maintain during the life of this contract the statutory Workers’ 
Compensation and Employer's Liability Insurance for all of the contactors’ employees to be engaged in work 
on the project under this contract and, in case any such work is sublet, the Contractor shall require the 
subcontractor similarly to provide Worker's Compensation and Employer's Liability Insurance for all of the 
subcontractor’s employees to be engaged in such work.  This policy shall be written to meet the statutory 
requirements for the state in which the work is to be performed, including Occupational Disease.  The policy 
shall include a waiver of subrogation in favor of the State.  The COI shall contain the mandatory COI 
subrogation waiver language found hereinafter.  The amounts of such insurance shall not be less than 

the limits stated hereinafter.  For employees working in the State of Nebraska, the policy must be written by 
an entity authorized by the State of Nebraska Department of Insurance to write Workers’ Compensation and 
Employer’s Liability Insurance for Nebraska employees. 
 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY 
INSURANCE 

The Contractor shall take out and maintain during the life of this contract such Commercial General Liability 
Insurance and Commercial Automobile Liability Insurance as shall protect Contractor and any subcontractor 
performing work covered by this contract from claims for damages for bodily injury, including death, as well 
as from claims for property damage, which may arise from operations under this contract, whether such 
operation be by the Contractor or by any subcontractor or by anyone directly or indirectly employed by either 
of them, and the amounts of such insurance shall not be less than limits stated hereinafter. 
 
The Commercial General Liability Insurance shall be written on an occurrence basis, and provide 

Premises/Operations, Products/Completed Operations, Independent Contractors, Personal Injury, and 
Contractual Liability coverage.  The policy shall include the State, and others as required by the 
contract documents, as Additional Insured(s).  This policy shall be primary, and any insurance or 
self-insurance carried by the State shall be considered secondary and non-contributory.  The COI 
shall contain the mandatory COI liability waiver language found hereinafter. The Commercial 

Automobile Liability Insurance shall be written to cover all Owned, Non-owned, and Hired vehicles. 
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REQUIRED INSURANCE COVERAGE  
COMMERCIAL GENERAL LIABILITY  

General Aggregate  $2,000,000 

Products/Completed Operations 
Aggregate 

$2,000,000 

Personal/Advertising Injury  $1,000,000 per occurrence 

Bodily Injury/Property Damage  $1,000,000 per occurrence 

  

Medical Payments $10,000 any one person 

Damage to Rented Premises (Fire) $300,000 each occurrence 

Contractual Included 

Independent Contractors Included 

If higher limits are required, the Umbrella/Excess Liability limits are allowed to satisfy the higher 
limit. 

WORKER’S COMPENSATION 

Employers Liability Limits $500K/$500K/$500K 

Statutory Limits- All States Statutory - State of Nebraska 

USL&H Endorsement Statutory 

Voluntary Compensation Statutory 

COMMERCIAL AUTOMOBILE LIABILITY  

Bodily Injury/Property Damage  $1,000,000 combined single limit 

Include All Owned, Hired & Non-Owned 
Automobile liability 

Included 

Motor Carrier Act Endorsement Where Applicable 

UMBRELLA/EXCESS LIABILITY 

Over Primary Insurance  $2,000,000 per occurrence 

PROFESSIONAL LIABILITY 

All Other Professional Liability (Errors & 
Omissions)  

$1,000,000 Per Claim / Aggregate 

MANDATORY COI SUBROGATION WAIVER LANGUAGE   

“Workers’ Compensation policy shall include a waiver of subrogation in favor of the State of 
Nebraska.” 

MANDATORY COI LIABILITY WAIVER LANGUAGE 

“Commercial General Liability & Commercial Automobile Liability policies shall name the State of 
Nebraska as an Additional Insured and the policies shall be primary and any insurance or self-
insurance carried by the State shall be considered secondary and non-contributory as additionally 
insured.” 

 
If the mandatory COI subrogation waiver language or mandatory COI liability waiver language on the COI 
states that the waiver is subject to, condition upon, or otherwise limit by the insurance policy, a copy of the 
relevant sections of the policy must be submitted with the COI so the State can review the limitations 
imposed by the insurance policy.  
 

3. EVIDENCE OF COVERAGE 

The Contractor shall furnish the Contract Manager, with a certificate of insurance coverage complying with 
the above requirements prior to beginning work at:  
 
Department of Health and Human Services 
Attn: Program Manager Emergency Health Systems 
301 Centennial Mall S. 
Lincoln, NE 68509 
 
These certificates or the cover sheet shall reference the RFP number, and the certificates shall include the 
name of the company, policy numbers, effective dates, dates of expiration, and amounts and types of 
coverage afforded.  If the State is damaged by the failure of the Contractor to maintain such insurance, then 
the Contractor shall be responsible for all reasonable costs properly attributable thereto. 
 
Reasonable notice of cancellation of any required insurance policy must be submitted to the contract 
manager as listed above when issued and a new coverage binder shall be submitted immediately to ensure 
no break in coverage. 
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4. DEVIATIONS 

The insurance requirements are subject to limited negotiation.  Negotiation typically includes, but is not 
necessarily limited to, the correct type of coverage, necessity for Workers’ Compensation, and the type of 
automobile coverage carried by the Contractor. 
 

 ANTITRUST 

 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor hereby assigns to the State any and all claims for overcharges as to goods and/or services provided 
in connection with this contract resulting from antitrust violations which arise under antitrust laws of the United States 
and the antitrust laws of the State. 
 

 CONFLICT OF INTEREST  
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Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
By submitting a proposal, bidder certifies that there does not now exist a relationship between the bidder and any 
person or entity which is or gives the appearance of a conflict of interest related to this RFP or project. 
 
The bidder certifies that it shall not take any action or acquire any interest, either directly or indirectly, which will 
conflict in any manner or degree with the performance of its services hereunder or which creates an actual or an 
appearance of conflict of interest.  
 
The bidder certifies that it will not knowingly employ any individual known by bidder to have a conflict of interest. 
 
The Parties shall not knowingly, for a period of two years after execution of the contract, recruit or employ any 
employee or agent of the other Party who has worked on the RFP or project, or who had any influence on decisions 
affecting the RFP or project.  
 

 ADVERTISING  
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Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
The Contractor agrees not to refer to the contract award in advertising in such a manner as to state or imply that the 
company or its services are endorsed or preferred by the State.  Any publicity releases pertaining to the project shall 
not be issued without prior written approval from the State. 
 

 NEBRASKA TECHNOLOGY ACCESS STANDARDS (Statutory)  

 
Contractor shall review the Nebraska Technology Access Standards, found at http://nitc.nebraska.gov/standards/2-
201.html and ensure that products and/or services provided under the contract are in compliance or will comply with 
the applicable standards to the greatest degree possible.  In the event such standards change during the Contractor’s 

http://nitc.nebraska.gov/standards/2-201.html
http://nitc.nebraska.gov/standards/2-201.html
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performance, the State may create an amendment to the contract to request the contract comply with the changed 
standard at a cost mutually acceptable to the parties. 
 

 DISASTER RECOVERY/BACK UP PLAN 
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NOTES/COMMENTS: 

 
 
 

   

 
The Contractor shall have a disaster recovery and back-up plan, of which a copy should be provided upon request to 
the State, which includes, but is not limited to equipment, personnel, facilities, and transportation, in order to continue 
services as specified under the specifications in the contract in the event of a disaster.   
 

 DRUG POLICY 
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NOTES/COMMENTS: 

 
 
 

   

 
Contractor certifies it maintains a drug free work place environment to ensure worker safety and workplace integrity.  
Contractor agrees to provide a copy of its drug free workplace policy at any time upon request by the State. 
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 PAYMENT 
 

 PROHIBITION AGAINST ADVANCE PAYMENT (Statutory) 

 
Payments shall not be made until contractual deliverable(s) are received and accepted by the State. 
 

 TAXES (Statutory) 

 
The State is not required to pay taxes and assumes no such liability as a result of this solicitation.  Any property tax 
payable on the Contractor's equipment which may be installed in a state-owned facility is the responsibility of the 
Contractor. 
 

 INVOICES  
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NOTES/COMMENTS: 

 
 
 

   

 
Invoices for payments must be submitted by the Contractor to the agency requesting the services with sufficient detail 
to support payment. Invoices shall be sent to Department of Health and Human Services, Office of Emergency Health 
Systems, 301 Centennial Mall S, PO Box 95026, Lincoln, NE 68509-5026. Invoices to included project being billed 
for. Payment should be subject to DHHS approval of deliverables.  The terms and conditions included in the 
Contractor’s invoice shall be deemed to be solely for the convenience of the parties.  No terms or conditions of any 
such invoice shall be binding upon the State, and no action by the State, including without limitation the payment of 
any such invoice in whole or in part, shall be construed as binding or estopping the State with respect to any such 
term or condition, unless the invoice term or condition has been previously agreed to by the State as an amendment 
to the contract.   
 

 INSPECTION AND APPROVAL  
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(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
Final inspection and approval of all work required under the contract shall be performed by the designated State 
officials.   
 
The State and/or its authorized representatives shall have the right to enter any premises where the Contractor or 
subcontractor duties under the contract are being performed, and to inspect, monitor or otherwise evaluate the work 
being performed.  All inspections and evaluations shall be at reasonable times and in a manner that will not 
unreasonably delay work. 
 

 PAYMENT  
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(Initial) 

NOTES/COMMENTS: 

 
 
 

   

 
State will render payment to Contractor when the terms and conditions of the contract and specifications have been 
satisfactorily completed on the part of the Contractor as solely determined by the State.  (Neb. Rev. Stat. Section 73-
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506(1))  Payment will be made by the responsible agency in compliance with the State of Nebraska Prompt Payment 
Act (See Neb. Rev. Stat. §81-2401 through 81-2408).  The State may require the Contractor to accept payment by 
electronic means such as ACH deposit. In no event shall the State be responsible or liable to pay for any services 
provided by the Contractor prior to the Effective Date of the contract, and the Contractor hereby waives any claim or 
cause of action for any such services. 
 

 LATE PAYMENT (Statutory) 

 
The Contractor may charge the responsible agency interest for late payment in compliance with the State of Nebraska 
Prompt Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408). 
 

 SUBJECT TO FUNDING / FUNDING OUT CLAUSE FOR LOSS OF APPROPRIATIONS  
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NOTES/COMMENTS: 

 
 
 

   

 
The State’s obligation to pay amounts due on the Contract for a fiscal years following the current fiscal year is 
contingent upon legislative appropriation of funds.  Should said funds not be appropriated, the State may terminate 
the contract with respect to those payments for the fiscal year(s) for which such funds are not appropriated.  The 
State will give the Contractor written notice thirty (30) calendar days prior to the effective date of termination.  All 
obligations of the State to make payments after the termination date will cease.  The Contractor shall be entitled to 
receive just and equitable compensation for any authorized work which has been satisfactorily completed as of the 
termination date.  In no event shall the Contractor be paid for a loss of anticipated profit. 
 

 RIGHT TO AUDIT (First Paragraph is Statutory) 
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The State shall have the right to audit the Contractor’s performance of this contract upon a 30 days’ written notice.  
Contractor shall utilize generally accepted accounting principles, and shall maintain the accounting records, and other 
records and information relevant to the contract (Information) to enable the State to audit the contract.  The State 
may audit and the Contractor shall maintain, the Information during the term of the contract and for a period of five 
(5) years after the completion of this contract or until all issues or litigation are resolved, whichever is later.  The 
Contractor shall make the Information available to the State at Contractor’s place of business or a location acceptable 
to both Parties during normal business hours.  If this is not practical or the Contractor so elects, the Contractor may 
provide electronic or paper copies of the Information.  The State reserves the right to examine, make copies of, and 
take notes on any Information relevant to this contract, regardless of the form or the Information, how it is stored, or 
who possesses the Information.  Under no circumstance will the Contractor be required to create or maintain 
documents not kept in the ordinary course of Contractor’s business operations, nor will Contractor be required to 
disclose any information, including but not limited to product cost data, which is confidential or proprietary to 
Contractor. 
  
The Parties shall pay their own costs of the audit unless the audit finds a previously undisclosed overpayment by the 
State.  If a previously undisclosed overpayment exceeds one-half of one percent (.5%) of the total contract billings, 
or if fraud, material misrepresentations, or non-performance is discovered on the part of the Contractor, the Contractor 
shall reimburse the State for the total costs of the audit.  Overpayments and audit costs owed to the State shall be 
paid within ninety days of written notice of the claim.  The Contractor agrees to correct any material weaknesses or 
condition found as a result of the audit. 
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 PROJECT DESCRIPTION AND SCOPE OF WORK 
 

 BACKGROUND 

 
The purpose of this contract is to provide Emergency Medical Service (EMS) consulting services for individual, city, 
county, regional, state, private or other types of EMS Services, Department of Health and Human Services (DHHS) 
Office of Emergency Health Systems (EHS) or the EMS Board. The consultation will include initial interviews and 
research (Stage One), an assessment to include items specified in sections V.C.3 – 5 (Stage Two), and a presentation 
of findings and final recommendations to EMS Services and DHHS (Stage Three). DHHS will have the option to 
request a targeted assessment, which would limit the items included in Stage Two. Location of assessments will vary 
throughout the State of Nebraska. 
 
DHHS EHS requires that all assessments be completed per the agency’s timeline which can vary in length. In order 
to achieve the needs of the agency, DHHS EHS may award a contract to no more than two (2) Contractors. 
 

 PROJECT ENVIRONMENT 

 
Nebraska Emergency Medical Service (EMS) consulting services is grant funded by the Medicare Rural Hospital 
Flexibility Program specifically designated for rural EMS.  Nebraska currently has over 420 EMS services; most of 
them are considered rural. Nebraska EMS services a variety of different types of ownership including but not limited 
to city, county, private or Rural Fire District and are primarily located in rural and frontier locations. Assessments may 
be performed on a single service or on a regional area. 
 
Nebraska EMS is regulated by: 

1. Emergency Medical Services Practice Act:   
http://dhhs.ne.gov/publichealth/Licensure/Documents/EmergencyMedicalServicesAct.pdf 

2. Title 172 Nebraska Administrative Code Chapter 11 
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-11.pdf  

3. Title 172 Nebraska Administrative Code Chapter 12 
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-12.pdf  

4. Title 172 Nebraska Administrative Code Chapter 13 
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-13.pdf  
 

EMS appears in various other Nebraska Statutes and Rules and Regulations.  The Office of Emergency Health 
Systems can assist in providing these during the assessment process if requested. 
 

 SCOPE OF WORK 

 
1. Provide a comprehensive EMS consultation of the service(s), or region identified by DHHS, to determine 

strengths, weaknesses, coverage gaps, workforce and funding shortfalls, sustainability, benchmark and 
quality indicators, scoring formats and future needs for pre-hospital care. Benchmarks and indicators, to be 
utilized by the contractor for the needs assessment shall be submitted and approved by DHHS.  
 

Stage One: 

2. Facilitate one conference call with DHHS and EMS service(s) to determine the full scope of the 
assessment and priorities. 
 

Stage Two: 

3. Interview community leaders, public officials, business leaders, healthcare administrators, law enforcement 
personnel, emergency communication (dispatch/Public Safety Answering Point (PSAP)), personnel, 
healthcare professionals, ambulance services, healthcare consumers or other interested stakeholders who 
may provide information for the assessment and recommendations.  
 

4. Provide a full assessment of Emergency Medical Services to include all or part of the following.  A full 
assessment shall address all items below 
 
a. Organizational Structure and system design:  

i. Local authority structure and city or county laws or ordinances; 
ii. Integration with and support from other local healthcare and emergency response 

entities (fire, rescue, Emergency Management Agency (EMA), etc.); 
iii. Human resources and the level of volunteerism, addressing the sustainability of 

volunteerism;  
iv. Leadership within the organization;  
v. Administration and management practices; and, 

http://dhhs.ne.gov/publichealth/Licensure/Documents/EmergencyMedicalServicesAct.pdf
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-11.pdf
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-12.pdf
http://dhhs.ne.gov/publichealth/Licensure/Documents/EMS172-13.pdf
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vi. Ownership and the level of involvement.  
 

b. EMS response  time reliability: 
i. The total demand for service upon the system by response type, including historical 

demand and projected trends. 
ii. A fractile measurement of the EMS systems response times. 
iii. The EMS system’s ability or inability to respond to every request for service and the 

causative factors. 
 

c. Fiscal structure and stability: 
i. Current EMS system finances. 
ii. Billing practices. 
iii. Funding sources within the service area, including the third-party payer mix within the 

service area and the relative need for subsidies. 
iv. Value of donated labor. 
v. Full and total cost of providing Emergency Medical Services. 
 

d. The delivery and quality of clinical care including the use of quality improvement: 
i. The current level of care authorized and provided based on the scopes of practice 

established by EMS Statute and Rules and Regulations listed in V.B. Project 
Environment. 

ii. Medical direction including the level of involvement and expertise of the local Medical 
Director(s) and/or Surrogate(s). 

iii. Quality Assurance and Quality Improvement plan. 
iv. Education and training status. 
 

e. Public education and outreach efforts to include the support and perception of the local 
community; public access to the emergency response system.  
 

f. Communication systems to include the EMS agency’s ability to communicate with hospitals, local 
and state emergency management, air medical ambulances, emergency response agencies and 
the support and involvement of the local dispatch entity or PSAP personnel. 
 

g. Integration and involvement with other system of care initiatives and activities such as the trauma, 
cardiac and stroke systems of care. 
 

h. The level of emergency preparedness of the system and its ability to respond to a disaster or 
public health emergency.     
 

5. Collect relevant data regarding state and local regulations, laws, and ordinances, census data, 
demographics, local socioeconomics, industry, geography, highways, neighboring service areas, local 
medical and healthcare services, and facilities; unique impact factors, such as parks, mining, prisons, 
tourism and special events; and service location, for example, stroke, cardiac and trauma centers. 
 

Stage Three: 

6. Provide a comprehensive final report to be distributed to local officials, regional health departments, pre-
hospital providers and DHHS for public distribution. The final report for each assessment must include all 
findings, recommendations and a plan how to improve the EMS services if applicable.  Report will be 
made available for in preliminary and final forms to DHHS and the EMS Service(s).  
 

7. Contractor should consider and utilize the 18 attributes of a successful EMS agency in their evaluations 
and reports. See http://worh.org/sites/default/files/EMS%20Attributes%20of%20Success%20Workbook.pdf 
 

8. Optional Services: 

a. Additional items as requested by DHHS including but not limited to: additional site visits or 
consulting for EMS agency being evaluated 

b. Provide additional verbal and written reports to DHHS, 
c. Targeted Assessments: the contents of a targeted assessment will be determined by DHHS. 

These would include all three stages, but would only address two of the areas from sections 
V.C.4.a. - h. 
 

  

http://worh.org/sites/default/files/EMS%20Attributes%20of%20Success%20Workbook.pdf
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 PROJECT REQUIREMENTS 

 
The Contractor must provide its own supplies and equipment throughout the term of the contract including but not 
limited to: transportation, workspace, cell phone, computer, email, internet etc. 
 

 DHHS REQUIREMENTS 

 
DHHS shall provide the following: 
 
1. Access to data such as Trauma Registry, Crash Outcome Data Evaluation Systems (CODES), eNARSIS, 

and other resources upon request. 
2. Name, contact information and localities to be assessed. 
3. One (1) staff person to assist with helping organize the assessment, act as a liaison with services and 

other resources upon request. 
4. Coordination of assessment related activities as needed 

 
 BIDDER REQUIREMENTS: 

 
1. Please describe your company’s qualifications including but not limited to history, approach, mission, 

areas of expertise, resources available to perform EMS assessments and that your company has the 
ability to stay current with the full spectrum of Emergency Medical Services.   
 

Bidder Response: 

 

 
2. Please describe your company’s experience in conducting comprehensive EMS assessments; please 

address experience in rural areas and volunteer workforces. 
 

Bidder Response: 
 

 
3. Please describe your company’s proposed approach to completing the in Section V.C. Scope of Work. 

Provide an in-depth description of the services you propose to provide, the methods you will use, and the 
outcomes you propose to achieve. 
 

Bidder Response: 

 
 
4. Please describe your knowledge of federal and State of Nebraska EMS laws and regulations.  

 

Bidder Response: 

 
 
5. Provide three examples of final reports that your company has provided to customers. 

 

Bidder Response: 

 
 

 DELIVERABLES:   

1. See Cost Proposal. 
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 PROPOSAL INSTRUCTIONS  
 
This section documents the requirements that should be met by bidders in preparing the Technical and Cost Proposal. Failure 
to respond to a specific requirement may be the basis for elimination from consideration during the State’s comparative 
evaluation. 
 
Proposals are due by the date and time shown in the Schedule of Events.  Content requirements for the Technical and Cost 
Proposal are presented separately in the following subdivisions; format and order: 
 

 PROPOSAL SUBMISSION 

 
1. REQUEST FOR PROPOSAL FORM  

By signing the “RFP for Contractual Services” form, the bidder guarantees compliance with the provisions 
stated in this RFP, agrees to the Terms and Conditions stated in this RFP unless otherwise agreed to, and 
certifies bidder maintains a drug free work place environment. 
 
The RFP for Contractual Services form must be signed using an indelible method (not electronically) and 
returned per the schedule of events in order to be considered for an award.  
 
Sealed proposals must be received in the State Purchasing Bureau by the date and time of the proposal 
opening per the Schedule of Events.  No late proposals will be accepted.  No electronic, e-mail, fax, voice, 
or telephone proposals will be accepted. 
 
It is the responsibility of the bidder to check the website for all information relevant to this solicitation to 
include addenda and/or amendments issued prior to the opening date.  Website address is as follows:  
http://das.nebraska.gov/materiel/purchasing.html 
 
Further, Sections II through VII must be completed and returned with the proposal response.  
 

2. CORPORATE OVERVIEW  

The Corporate Overview section of the Technical Proposal should consist of the following subdivisions:  
 
a. BIDDER IDENTIFICATION AND INFORMATION 

The bidder should provide the full company or corporate name, address of the company's 
headquarters, entity organization (corporation, partnership, proprietorship), state in which the 
bidder is incorporated or otherwise organized to do business, year in which the bidder first 
organized to do business and  whether the name and form of organization has changed since first 
organized. 
 

b. FINANCIAL STATEMENTS 

The bidder should provide financial statements applicable to the firm.  If publicly held, the bidder 
should provide a copy of the corporation's most recent audited financial reports and statements, 
and the name, address, and telephone number of the fiscally responsible representative of the 
bidder’s financial or banking organization. 
 
If the bidder is not a publicly held corporation, either the reports and statements required of a 
publicly held corporation, or a description of the organization, including size, longevity, client base, 
areas of specialization and expertise, and any other pertinent information, should be submitted in 
such a manner that proposal evaluators may reasonably formulate a determination about the 
stability and financial strength of the organization.  Additionally, a non-publicly held firm should 
provide a banking reference. 
 
The bidder must disclose any and all judgments, pending or expected litigation, or other real or 
potential financial reversals, which might materially affect the viability or stability of the organization, 
or state that no such condition is known to exist.  
 
The State may elect to use a third party to conduct credit checks as part of the corporate overview 
evaluation. 
 

c. CHANGE OF OWNERSHIP 

If any change in ownership or control of the company is anticipated during the twelve (12) months 
following the proposal due date, the bidder should describe the circumstances of such change and 
indicate when the change will likely occur.  Any change of ownership to an awarded vendor(s) will 
require notification to the State. 
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d. OFFICE LOCATION 

The bidder’s office location responsible for performance pursuant to an award of a contract with 
the State of Nebraska should be identified. 
 

e. RELATIONSHIPS WITH THE STATE 

The bidder should describe any dealings with the State over the previous two (2) years.  If the 
organization, its predecessor, or any Party named in the bidder’s proposal response has contracted 
with the State, the bidder should identify the contract number(s) and/or any other information 
available to identify such contract(s).  If no such contracts exist, so declare. 
 

f. BIDDER'S EMPLOYEE RELATIONS TO STATE 

If any Party named in the bidder's proposal response is or was an employee of the State within the 
past twelve (12) months, identify the individual(s) by name, State agency with whom employed, job 
title or position held with the State, and separation date.  If no such relationship exists or has 
existed, so declare. 
 
If any employee of any agency of the State of Nebraska is employed by the bidder or is a 
subcontractor to the bidder, as of the due date for proposal submission, identify all such persons 
by name, position held with the bidder, and position held with the State (including job title and 
agency).  Describe the responsibilities of such persons within the proposing organization.  If, after 
review of this information by the State, it is determined that a conflict of interest exists or may exist, 
the bidder may be disqualified from further consideration in this proposal.  If no such relationship 
exists, so declare. 
 

g. CONTRACT PERFORMANCE 

If the bidder or any proposed subcontractor has had a contract terminated for default during the 
past five (5) years, all such instances must be described as required below.  Termination for default 
is defined as a notice to stop performance delivery due to the bidder's non-performance or poor 
performance, and the issue was either not litigated due to inaction on the part of the bidder or 
litigated and such litigation determined the bidder to be in default. 
 
It is mandatory that the bidder submit full details of all termination for default experienced during 
the past five (5) years, including the other Party's name, address, and telephone number.  The 
response to this section must present the bidder’s position on the matter.  The State will evaluate 
the facts and will score the bidder’s proposal accordingly.  If no such termination for default has 
been experienced by the bidder in the past five (5) years, so declare. 
 
If at any time during the past five (5) years, the bidder has had a contract terminated for 
convenience, non-performance, non-allocation of funds, or any other reason, describe fully all 
circumstances surrounding such termination, including the name and address of the other 
contracting Party.   
 

h. SUMMARY OF BIDDER’S CORPORATE EXPERIENCE 

The bidder should provide a summary matrix listing the bidder’s previous projects similar to the 
scope of this RFP.  The State will use no more than three (3) narrative project descriptions 
submitted by the bidder during its evaluation of the proposal. 
 
The bidder should address the following: 
 
i. Provide narrative descriptions to highlight the similarities between the bidder’s 

experience and this RFP.  These descriptions should include: 
 

a) The time period of the project; 
b) The scheduled and actual completion dates; 
c) The Contractor’s responsibilities;  
d) For reference purposes, a customer name (including the name of a contact 

person, a current telephone number, a facsimile number, and e-mail address); 
and 

e) Each project description should identify whether the work was performed as the 
prime Contractor or as a subcontractor.  If a bidder performed as the prime 
Contractor, the description should provide the originally scheduled completion 
date and budget, as well as the actual (or currently planned) completion date and 
actual (or currently planned) budget.   

 



Page 29   
RFP Boilerplate | 12/14/2017 

ii. Contractor and subcontractor(s) experience should be listed separately.  Narrative 
descriptions submitted for subcontractors should be specifically identified as 
subcontractor projects. 

 
iii. If the work was performed as a Subcontractor, the narrative description should identify 

the same information as requested for the Contractors above.  In addition, 
subcontractors should identify what share of contract costs, project responsibilities, and 
time period were performed as a subcontractor.   

 
i. SUMMARY OF BIDDER’S PROPOSED PERSONNEL/MANAGEMENT APPROACH 

The bidder should present a detailed description of its proposed approach to the management of 
the project. 
 
The bidder should identify the specific professionals who will work on the State’s project if their 
company is awarded the contract resulting from this RFP.  The names and titles of the team 
proposed for assignment to the State project should be identified in full, with a description of the 
team leadership, interface and support functions, and reporting relationships.  The primary work 
assigned to each person should also be identified.   
 
The bidder should provide resumes for all personnel proposed by the bidder to work on the project.  
The State will consider the resumes as a key indicator of the bidder’s understanding of the skill 
mixes required to carry out the requirements of the RFP in addition to assessing the experience of 
specific individuals. 
 
Resumes should not be longer than three (3) pages.  Resumes should include, at a minimum, 
academic background and degrees, professional certifications, understanding of the process, and 
at least three (3) references (name, address, and telephone number) who can attest to the 
competence and skill level of the individual.  Any changes in proposed personnel shall only be 
implemented after written approval from the State. 
 

j. SUBCONTRACTORS 

If the bidder intends to subcontract any part of its performance hereunder, the bidder should 
provide: 
 
i. name, address, and telephone number of the subcontractor(s); 
ii. specific tasks for each subcontractor(s); 
iii. percentage of performance hours intended for each subcontract; and 
iv. total percentage of subcontractor(s) performance hours. 
 

3. TECHNICAL APPROACH  

The technical approach section of the Technical Proposal should consist of the following subsections:   
 
a. Understanding of the project requirements; 
b. Bidder Requirements; and, 
c. Deliverables. 
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 COST PROPOSAL REQUIREMENTS 
 
This section describes the requirements to be addressed by bidders in preparing the State’s Cost Proposal.  The bidder must 
use the State’s Cost Proposal. The bidder should submit the State’s Cost Proposal in accordance with Section I Submission 
of Proposal. 
 
THE STATE’S COST PROPOSAL AND ANY OTHER COST DOCUMENT SUBMITTED WITH THE PROPOSAL SHALL 
NOT BE CONSIDERED CONFIDENTIAL OR PROPRIETARY AND IS CONSIDERED A PUBLIC RECORD IN THE STATE 
OF NEBRASKA AND WILL BE POSTED TO A PUBLIC WEBSITE. 

 
 COST PROPOSAL 

This summary shall present the total fixed price to perform all of the requirements of the RFP.  The bidder must 
include details in the State’s Cost Proposal supporting any and all costs.   
 
The State reserves the right to review all aspects of cost for reasonableness and to request clarification of any 
proposal where the cost component shows significant and unsupported deviation from industry standards or in areas 
where detailed pricing is required. 
 

 PRICES 

Prices quoted shall be net, including transportation and delivery charges fully prepaid by the bidder, F.O.B. destination 
named in the RFP.  No additional charges will be allowed for packing, packages, or partial delivery costs.  When an 
arithmetic error has been made in the extended total, the unit price will govern. 
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Form A 
Bidder Contact Sheet 

Request for Proposal Number 5947 Z1 
 

Form A should be completed and submitted with each response to this RFP.  This is intended to provide the State with 
information on the bidder’s name and address, and the specific person(s) who are responsible for preparation of the bidder’s 
response.   
 

Preparation of Response Contact Information 

Bidder Name:  

Bidder Address:  
 
 

Contact Person & Title:  

E-mail Address:  

Telephone Number (Office):  

Telephone Number (Cellular):  

Fax Number:  

 
Each bidder should also designate a specific contact person who will be responsible for responding to the State if any 
clarifications of the bidder’s response should become necessary.  This will also be the person who the State contacts to set 
up a presentation/demonstration, if required. 
 

Communication with the State Contact Information 

Bidder Name:  

Bidder Address:  
 
 

Contact Person & Title:  

E-mail Address:  

Telephone Number (Office):  

Telephone Number (Cellular):  

Fax Number:  
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Per Nebraska’s Transparency in Government Procurement Act, Neb. Rev Stat § 73-603 DAS is required to 
collect statistical information regarding the number of contracts awarded to Nebraska Contractors.  This 
information is for statistical purposes only and will not be considered for contract award purposes. 
 
_____ NEBRASKA CONTRACTOR AFFIDAVIT: Bidder hereby attests that bidder is a Nebraska Contractor.  
“Nebraska Contractor” shall mean any bidder who has maintained a bona fide place of business and at least 
one employee within this state for at least the six (6) months immediately preceding the posting date of this 
RFP. 
 

______I hereby certify that I am a Resident disabled veteran or business located in a designated enterprise 
zone in accordance with Neb. Rev. Stat. § 73-107 and wish to have preference, if applicable, considered in 
the award of this contract. 

    REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES FORM 
 

By signing this Request for Proposal for Contractual Services form, the bidder guarantees compliance 
with the procedures stated in this Request for Proposal, and agrees to the terms and conditions unless 
otherwise indicated in writing and certifies that bidder maintains a drug free work place. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FORM MUST BE SIGNED USING AN INDELIBLE METHOD (NOT ELECTRONICALLY) 
 

FIRM:  

COMPLETE ADDRESS:  

TELEPHONE NUMBER:  

FAX NUMBER:  

DATE:  

SIGNATURE:  

TYPED NAME & TITLE OF SIGNER:  

 

BIDDER MUST COMPLETE THE FOLLOWING 

_____  I hereby certify that I am a blind person licensed by the Commission for the Blind & Visually Impaired 
in accordance with Neb. Rev. Stat. §71-8611 and wish to have preference considered in the award of this 
contract. 
 




