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• This activity has been planned and implemented in accordance with 
the accreditation requirements and policies of the Accreditation 
Council for Continuing Medical Education (ACCME) through the joint 
providership of White Coat Institute (d.b.a. GetMyCME) and the 
Gathering of Eagles alliance. 

• The White Coat Institute is accredited by the ACCME to provide 
continuing medical education for physicians.

• None of the planners for this educational activity have relevant 
financial relationship(s) to disclose with ineligible companies whose 
primary business is producing, marketing, selling, re-selling, or 
distributing healthcare products used by or on patients.

DISCLOSURE for Continuing Medical Education Purposes 



It should be noted that Dr. Lardaro does have a consulting relationship 
with CrossJect.  

However, this CME activity has been designed and reviewed by an 
independent committee with no relevant financial ties to ensure that the 
content is free of commercial bias and evidence-based. Accordingly, all of 
the relevant financial relationships listed for Dr. Lardaro have been 
mitigated.

Additional DISCLOSURE in this case
   for Continuing Medical Education Purposes … 



Background: Connecticut’s EMS System

• 169 towns operating autonomously, 107 PSAPs



Previous work until 2024: filling the Gap in rural areas



Background: Connecticut’s EMS System

• 169 towns operating autonomously, 107 PSAPs



Key Concepts: EMS Regionalization

• Maximizes Limited Resources: Optimizes valuable public safety and EMS assets across 
broader geographic areas.

• Sustains Community Capacity: Uses multidisciplinary collaborations to maintain 
reliable, continuous local emergency response.

• Streamlines Patient Transfers: Ensures patients reach definitive care efficiently, even 
during severe resource shortages.

• Relieves Urban Strain: Provides overflow support for systems facing overwhelming 9-1-1 
call volumes.

• Protects Rural Coverage: Prevents vital Advanced Life Support (ALS) units from being 
depleted during lengthy tertiary care transports.



New Haven Example (just 1 of 5 within our system)

• Volume & Dispatch

– 9-1-1 Encounters: 146,116

• Dispatch Infrastructure: 14 Primary 
and Secondary PSAPs coordinating 
27 agencies

• Clinical Roster

– Oversight includes 1,818 total 
clinicians across all levels of 
credentialing:

– Paramedics: 511

– EMTs: 1,296 (based on the 2024 
credential tally)



Gap Analysis for Regional Models

• The Challenge: Fragmented and siloed systems lacking regional and statewide 
standardization.

• Historical Barriers: Unification is often stalled by logistical complexities and resistance to 
yielding local autonomy.

• Mission Focus: Designing scalable, regional models that balance local autonomy with 
unified quality/operational standards where they make the most sense.



Resource Capability and Priority Consensus 
Through Coalition Building

An important aspect of our work is socializing EMS concepts into health 
system operations through collaboration and stakeholder engagement…



Standardizing Regional EMS Levels of Care and Responses

The Goal: Aligning patient needs with the right transport resource across the health system. 

1. Unified Nomenclature: Adopting a common language for hospital teams, transfer centers, 
and EMS to ensure the right team is sent to the right patient.

2. Stewardship of Resources: Preserving advanced paramedic and CCT assets for the most 
acute, highly complex patients requiring tertiary care. 

3. Quality & Safety: Establishing a "Care Signature" standard for training, QA/QI, 
compliance, and time-sensitive emergencies with relevant stakeholders.



The Solutions:

1. Regional response models for time sensitive emergencies 
and long-distance transports

2. Dispatch enhancement to protect valuable and limited 
resources

1. Nurse navigator protocols

2. Alternative destinations

3. Novel response targeting social determinants of health

3. Multidisciplinary collaboration with the relevant 
stakeholders to get the right care to the patient or the 
patient to the right care while maintaining responsible 
stewardship of community resources



Thank you!

Thomas.Lardaro@yale.edu

Questions?

mailto:Thomas.Lardaro@yale.edu


Navigating to Nowhere? Making Sense of 
Alternative Destinations

Benjamin Lawner, DO, MS, EMT-P
Associate Professor, Department of Emergency Medicine

Medical Director, Baltimore City Fire Department
Medical Director, Maryland ExpressCare Critical Care Transport

With Help from Lots of Other People



What is the benefit of directing 911 patients to other resources ? 
What are components of a successful diversion model ? 

How is a nurse led diversion program socialized/operationalized within a system? 



Why Consider, “Nurse Nav?” Baltimore Version

• 30 ambulances 

• 165,000 EMS calls 

• Strained system

• Hospitals at capacity

• Need to prioritize life threats/time sensitive illness

GLOBAL BUDGET

ED CROWDING

Wall time/Ambo availability



Daily Operations

NONE AVAILABLE NONE AVAILABLE



What Hasn’t Worked
12 referrals/month

Standalone Nurse Triage

Isolated Telemedicine

Changing culture immediately



Nurse Navigation Basics

Real time
Front loaded

Community connection
Alternative transport
Medical intelligence



The Process

• Call received by 911

• Screened for eligibility

• Consent from caller

• Health care facilities excluded

Self care 
(ECN or RelyMD) Non emergent BLS Ride share Return emergently to 

911

Nurse Navigator

Eligible determinant





836/3407 (24.5%) resulted in navigation away  from EMS 

01/01/2026- Current



Hospital / ED Urgent Care Self Care/ Telemed



Nurse Navigation

Behavioral Health 
911/988

Tele911
Telemedicine

Complimentary and 
Alternative Response



Healthcare Navigation from 911
  The Columbus Version

Robert Lowe, MD  FACEP  
FAEMS



Are we stuck in the past?

• We most accept and acknowledge we are a 
healthcare system

• Thus we have all levels of patient need and patient 
acuity

• Is it fair and just to send all those people to the 
most expensive healthcare option ? 



CFD Version of Healthcare Navigation

• Its not about run reduction its run redistribution

• The CFD system

• Arresting the rate of growth



Patient Centered

• What is the Goal?

• What is NOT the Goal?



Healthcare Expenses

• According to a UnitedHealth Group study, 
• Average ED visit ($2,032) 
• Same patient in primary care setting ($167)
• Same patient in urgent care setting ($193) 
• Virtual may be even less



National Data on healthcare expenses
• A catastrophic health expenditure

•  exceeds 40% of the patient’s post-subsistence 
income.

• disproportionately impacts lower income 
individuals.

 

• Single treat and release ED visit:
• 18% of uninsured patients at risk for a catastrophic 

health expenditure. 



National Data on healthcare expenses
• roughly 10% of Americans have medical debt

• 50% cannot afford employer plan deductible
• more than 1 in 3 cannot afford a $400 medical expense

• Insured
• ED visits cost $646 out-of-pocket on average 



Options ?

• Is it fair and just to send all those people to the most expensive 
healthcare option ? 



Our Plan

• Early stages of 911 referral line

• Run Cards

• Destinations - Local resources first 

• FHQs, keeping medical home, training programs,, mobile clinics
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FREQUENT USER DATA

Robert B Dunne MD FACEP, 
FAEMS
DFD MEDICAL DIRECTOR
Chief Medical Consultant
City of Detroit

E. Stein Bronsky, MD
Co-Chief  CSFD Medical 
Director Colorado Springs, CO



EMS IN DETROIT

• Total EMS encounters: 136,390
• 12% emergent priority 
• Unique Patients: 16,349 (1800 account for 40%)
• Patient with recurrent transport and non: 7,938 (48%)



TOP PROVIDER IMPRESSIONS



DISPATCH CALL PRIORITIES

Count % of Response Priority % Total

EMS 1 6161 10.20% 3.76%

EMS 2 17454 24.97% 10.65%

EMD Completed 132167 80.65%

Omega 2169 1.32%

Alpha 32094 19.58%

Bravo 18316 11.18%

Charlie 30916 18.86%

Delta 43999 26.85%

Echo 4673 2.85%
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