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DISCLOSURE for Continuing Medical Education Purposes

 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
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* 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.



Additional DISCLOSURE in this case

for Continuing Medical Education Purposes ...

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

However, this CME activity has been desighed 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.



Background: Connecticut’s EMS System

o Conny Hartlord County Foltand Cow

« 169 towns operating autonomously, 107 PSAPs
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Previous work until 2024: filling the Gap in rural areas

IU Health LifeLine EMS System Overview
® 450 full-time team members ‘*1 > . ‘ F_/

® 129 PRN team members

Chicago

® Mechanical fleet across 25 bases:

- 35 ALS/BLS ambulances o, o
L ]
- 5 helicopters ¥
S 3 [ ] ...
- © critical care units .
[ ]

incinnati
i

® 911-supported 5 counties in Indiana e
® Supports 60% of Indiana’s geography for on-scene emergency incidents o
® Annual runs: 52,517

- Air: 2,436

- Ground: 50,081

® |argest Indiana EMS agency providing air and ground transport for all levels
of care including specialized neonatal, high-risk obstetrics and ECMO

® |U Health LifeLine oversees a regional call center handling over 100,000
calls annually related to greater than 80,000 requests
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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.
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New Haven Example (just 1 of 5 within our system)

e Volume & Dispatch
— 0-1-1 Encounters: 146,116

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

e Clinical Roster

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

— Paramedics: 511

— EMTs: 1,296 (based on the 2024
credential tally)
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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.
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Resource Capability and Priority Consensus
rough Coalition Building

EMS Transport Prioritization

YaleNewHavenHealth

Level of Cass Triage Tool - Review intarventions listed on left. Follow algorithm based on intarvantion/s required.

Indiana University Health LifeLine is committed to providing highquality emergency medical services (EMS} to the commun
As part of our dedication to patient care, we have developed EMS Transport Prioritization and Levels of Care guidelines.
These documents outline the appropriate transport prioritization and levels of care based on the severity and complexity
of each patient's condition.

U Health LifeLine Levels of Care Triage Tool

o ity el rgency of

Patients with medicaly surgical/obstetric emergencies* should
proceed to the ‘priority one’ pathway; otherwise move to the next step.

s of Care flow chart ensures that our various EMS clinician
i approach, we aim to optimize patientcentered care, fac
ystem and enhance the overall efficiency of our operations.

ppropriately utilized and dispatched.
e patient flow throughout the

heaithcare

Does the patient meet medical
necessity for an ambulance?**

Priority one — Highest priority/time sensitivity eocal/ semon chustiic

encies requiring priority

o it
= STEMI "
Priority one transport request = Acute stroke (< 24 hours) Yes No

= Level 1 trauma -
« Surgical/medical/ obstetric emerge

dial/surgca other o itareatiion/oporation Kot | AcyCoTcrian sty e A1

ovstetc eme available at the sending facility SABageriant of iiAd e oF sociel
R i vasoactive Infusions services transport
- Automatic weather check with Nan<iinical priorty one** < io cutons prioriy e rix e perica/
closest appropriate aviation resource  (bed status/length of stay, etc.) i Sy -

cadershi 3 CNO, 0O
or CMO \UUK ‘:\[\Ad( jonal awareness
of regional demands

2. Determine distance
positioning of |lansporx resources

| |

s a rotor absolute fastest? LL comms/shift ops to use

sedation

« Insulin infusion for patients.
< 16 years of ags

= ECMO, acute VAD support,
balloon pump, actively
transduced arterial lines,
inhaled pulmonary

1U Health LifoLine
priority designations:

ALS (Minimum 1 x Paramadic with Patisnt) « More than 40 miles total Levels of Care Triage Tool Priority one vasodilators
8 distance or 45 minutes driving ‘Whatever it
« ALS/ground s ot faster due Shatevic emen L Yes No
to positioning of resources roncinica hgh ponty rea
Priority twe I by
Y5 No Next avallable interfaciity’; is the patient Does the patient require

ospitalto-hospital transfers not more than 40 IV therapies, cardiac

r“cuvn medicel/surgica/ btetri miles from the monitoring or potentially
critela; ths also Includes destination  require management/

additional stabilization

¥ X
CCT  Lifeline Operations
tor moves most

% cai Care Transgort or 45 minutes
Pecuests oo and of o angperts i by
appropriate asset with hospice invoives distancs? e ey
based on patient
needs and resource Priority three
positioning (rotor, Next available discharge” from
CT ground or ALS) hosital to home, stable patient ' '
Priorty four if Yes: M¥es;  “If*No" Choose BLS
“Schenuled"; schaduled Advanced Life choose CCT  choose ALS  « For stable patients requiring up to
Support \ALS!/ ‘Basic Life Support (BLS) rotor or basic maintenance fluids and/or
and Aternative Transport Services “fastest minima oxygen therapy
(ATS) by default avallable’ = BLS patients do not require
cardisc monitoring.
SCT (Minimum 1x SCT Paramadic with e
Pationt)
CCT - CRITICAL CARE TEAM
CCT - Either CCT Transport Team OR 1x SCT R ——— s oo
« Advanced Pravider such s LifeLine LifeLine

Iuhealth.org/lifeline

RIN/RT/APP/MD s i Gt iz

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

Medical/surgical/obstetric emergencies
requiting priority one status:
«STEMI

ute stroke (< 24 hours)

o Level 14

da mgulr seif or reduced

. contractures, modecats
severe pain on movement, combative;
restrined or other medicaly
ecessary condition

Definitions

Advanced Life Support (ALS)

One paramedc clinician in patent

the transport apparatus
capable of cardiac monitoring, medication
administration and e« sac

ife support

Attemative Transport Service (ATS;
Wheelchair transport): Transport resource
for patients not requiring ambulance,
stretcher and/or not meeting medica;
cessity criteria who ar
nDD'"uuau y served
ervices transport

ks M g (DL} One EMFE

Critical Care Transport (CCT): Two clinicians
i gt crperinent of tansport apparatus




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.
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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
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Questions?

Thank you!

Thomas.Lardaro@yale.edu
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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,

ED CROWDING

GLOBAL BUDGET

30 ambulaWces Wall time/Ambo availability

165,000 EMS calls

Strained system

Hospitals at capacity

Need to prioritize life threats/time sensitivgilness
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What Hasn’t Worked

12 referrals/month

ol
Back to report ‘ TRANSPORTS TO ALTERNATIVE DESTINATION LOCATIONS

@ Stabilization Center (BHSB) @ Urgent Care University Campus (UMMC)
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Nurse Navigation Basics

Real time
Front loaded

Community connection
Alternative transport
Medical intelligence

15. Electrocution / Lightning

16. Eye Problems / Injuries

MODERATE eye injuries 16A01
MINOR eye injuries 16A02
MEDICAL eye problems 16A03
17. Falls

Marked (*) NOT DANGEROUS body area with deformif 17A01
NOT DANGEROUS body area 17A02
NON-RECENT (2 6hrs) injuries (without priority symptq 17A03
18. Headache

Breathing normally 18A01
19. Heart Problems / A.l.C.D.

Heart rate 2 50 bpm and < 130 bpm (without prioritys| 19A01
Chest pain/discomfort < 35 (without priority sympton] 19A02
20. Heat / Cold Exposure

Alert 20A01
21. Hemorrhage (Bleeding) / Lacerations

NOT DANGEROUS hemorrhage 21A01
MINOR hemorrhage 21A02

22. Inaccessible Incident / Other Entrapments (Non-Traffic)

No longer trapped (no injuries) 22A01
23. Overdose / Poisoning (Ingestion)

POISONING (without priority symptoms) 23001
24. Pregnancy / Childbirth / Miscarriage

Waters broken (no contractions or presenting parts) 24001
Override 24A00




Eligible determinant

Call received by 911
Screened for eligibility
Consent from caller

Health care facilities excluded

Self care
(ECN or RelyMD)

The Process

Nurse Navigator

Non emergent BLS Ride share

Return emergently to
911



' D Transaction Overview

270 calls were assessed by the GMR Nursing staff.
81 (30.0%) of the assessed calls resulted in a self-care, mobile

uraent care virtual care, referral to a medical facility or nurse
Transaction Dashboard 15 to the ER.

— NN ER 31 (11.5%)

SELF-CARE
/ 29 (10.7%)

—— ALS 12 (4.4%)

VIRTUAL CARE
T 7(2.6%)
BLS 190 (70.4%) —
310
5/20/26
Thru

6/2/26

14-Day 911 Nurse Navigation Snapshot

The average Patient Call
Back Score was

4.8

out of a Possible Score of
5.0

5.0 5.0 5.0 5.0 5.0
I I I I | I

b/2/26 6/1/26 5/28/26 5/27/26 5/26/26 5/22/26 5/21/26 5/20/26

telephonic calls were answered by the GMR Nursing staff within

D Tutorial

46 scheduled trips were completed (Average 3 trips per
day). The average time of transport was 00:14:03.

) 's]
(LA (1 o° G v v
o \”J“ E’J" \’f’” A A cjﬂf’ %\’15” c,\ c;(b ﬁf" \’19

T=Dest/R=Return @R @T

19 seconds




Transaction Dashboard

Transaction Breakout

5%

June May April March Februa.. January
2024 2024 2024 2024 2024 2024

@ALS @BLS @NNER @REF CCR @ SELF-CARE »

01/01/2026- Current

Year-to-Date 911 Nurse Navigation Transaction Overview

Referral Dashboard Telephony Dashboard

Referral Breakout Telephony Breakout
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u |l B [ 50 |
61 52 57 T6
49 5 25 4
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June May April March Februa.. January June May April March Febru.. January
2026 2026 2024 2024 2024 2024 2026 2026 2024 2028 2026 2026

@ SELF-CARE @ VIRTUAL CARE @ Calis Answered @Abandoned Calls

D Tutorial

Transportation Dashboard Call Back Dashboard

Transportation Breakout Call Back Breakout

June May April  March Februa.. January June May April  March Februa.. January
2026 2026 2026 2026 2024 2024 2024 2024 2024 2024 2024 2024

T=Outbound/. @R @7

3,407 calls have been assessed by the GMR Nursing staff year to date. 836 (24.5%) of the assessed calls resulted in a self-care, mobile urgent care, virtual care, referral to a medical facility or nurse navigation rides to the ER.

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

Date

10/7/2025 B8 41512026 8
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Referral Type Breakout

Hospital / ED
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|
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911 Nurse Navigation Referral Destination Summary
Referral Destination Filter Transaction Response Filter Insurance Name Filter Monthly Filter
All RV All R4 All R All
Referral Destination Breakout Market Referral Breakout
Referral Destination Referral Insurance NN REF CCR  VIRTUAL Total
Count ER CARE
@ TelePhysician - Rely MD 911 MD, Baltimore - Medicaid 161
[ Patient Choice Hospital (U 911 MD, Baltimore - Medicare 63
© Sinai Hospital 911 MD, Baltimore - Other 54
E Mercy Medical Center 911 MD, Baltimore - Commercial 30
@ Patient Choice Clinic (Unlis 911 MD, Baltimore - Uninsured 17
E UofM Medical Center 911 MD, Baltimore - Kaiser 9
= Johns Hopkins Bayview Mq Urgent Care Total 334 Self Care/ Telemed
@ MedStar Good Samaritan
= Johns Hopkins Children's dJ
E Union Memorial Hospital
=l Ascension Saint Agnes Hos Weekly Referral Breakout
E UofM Medical Center - Mig
E MedStar Harbor Hospital
[ Patient First Primary & UC - Bayview 11 31 29
© UofM UC - Rotunda 10 22 23
[ MedStar UC - Federal Hill 9 & - 1 '° - 12 -
& UofM UC - Downtown 9 I I I I I I I
£ FQHC: Total Health Care - Westside 7 l
[ ExpressCare UC - Wilkens b 0 o o 0 W Y R P R E
E ExpressCare of Near Sinai Hospital 5 }: 5{ E E :‘rr\%; ?_6‘ ;:"“ a E 8 gi
E FQHC: Jai Medical Center — Monument Street 5 M oa H o = - =

1019 [ N



These tools help communities safely and
Too Ls IN THE compassionately respond to people in crisis

911 DIVERSION TOC by connecting them tothe rght help,

e right time.,

Complimentary and
X Alternative Response

BH/911 DISPATCH

PROTOCOLS
: 2 IMPROVEMENT

* ldentifies behavioral

health calls * Measures impact
* Routes to the right * Improves coordination + Informs decisions

. T H

response « Tracks outcomes and ; beng * Drives system growth

* Improves outcomes geps » Creates a seamless * Promotes a trauma-

safety net informed approach

A THE GOAL: THE RIGHT RESPONSE, THE RIGHT TIME, THE RIGHT OUTCOME.
A stronger system. A safer community. A better experience for everyone.

Behavioral Health
911/988

Nurse Navigation

Tele911
Telemedicine



Healthcare Navigation from 911
The Columbus Version

Robert Lowe, MD FACEP
FAEMS

THE CITY 'OF

) COLUMBUS

ANDREW J. GINTHER, MAYOR




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

* |s it fair and just to send all those people to the
most expensive healthcare option ?

THE CITY'OF

EETT %
«» COLUMBUS
S &)
%, -

e of ANDREW J. GINTHER, MAYOR




CFD Version of Healthcare Navigation

e |ts not about run reduction its run redistribution

* The CFD system

* Arresting the rate of growth

THE CITY'OF

) COLUMBUS
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Patient Centered

e Whatis the Goal?

 What is NOT the Goal?

THE CITY'OF

) COLUMBUS
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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

THE CITY'OF

<SR *
«» COLUMBUS
S &)
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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.

THE CITY'OF

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

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

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

THE CITY'OF

EETT %
«» COLUMBUS
S &)
%, -

e of ANDREW J. GINTHER, MAYOR




Options ?

* |s it fair and just to send all those people to the most expensive
healthcare option ?

THE CITY'OF

& cCoOLUMBUS
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Our Plan

* Early stages of 911 referral line
* Run Cards

e Destinations - Local resources first

* FHQs, keeping medical home, training programs,, mobile clinics

THE CITY'OF

) COLUMBUS
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e UdalovaV, Powers D, Robinson S, Notter I. Who Makes More Preventable Visits to the ER?
https://www.census.gov/library/stories/2022/01/who-makes-more-preventable-visits-to-emergency-
rooms.html

*  Woody Scott K, Scott J, Sabbatini A, Chen C, Liu A, Dieleman J, Duber H. Assessing Catastrophic Health
Expenditures Among Uninsured People Who Seek Care in US Hospital-Based Emergency Departments.
JAMA Health Forum. 2021 Dec 30;2(12). doi: 10.1001/jamahealthforum.2021.4359

* Schwartz H, Rae M, Claxton G, Cotliar D, Amin K, Cox C. Emergency Department Visits Exceed
Affordability Threshold for Many Consumers with Private Insurance. 2022 Dec 16.
https://www.kff.org/health-costs/emergency-department-visits-exceed-affordability-threshold-for-
many-consumers-with-private-insurance/

 Williams J. ‘Avoidable’ ER Visits Fuel Health Care Costs. 2019 Jul 22.

https://www.usnews.com/news/health-news/articles/2019-07-22/avoidable-er-visits-fuel-us-health-
care-costs
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FREQUENT USER DATA



EMS IN DETROIT

Verified Disposition Summary

_Disposition_Catagory = Total_Encounters Unigue_Patients Percent_of_Total
EMS Transported 106631 14623 gag

Mo Transport 3138 2445

Other ! Review 4966

Rafused Transport : 7975




TOP PROVIDER IMPRESSIONS

Top 15 Provider Primary Impressions

Shtuation Provider Primary Imprassion Description Only (e@Siuation.11) Total_Encounters Unigue_Patients Maan_Age

Mot Recorded 10730
General Malalse (Unknown Cause) 10030
Pain: Location Not Otherwise Listed (Non-Traumatic) 4618
Mo Apparent lliness or Injury 3871
Ganeralized Abdominal Pain 3862
Altered Mental Staius, Unspeciiled

Fain: Headache or Migraing

Chest Paln, Non-Cardiac

VWeakness (Unable 1o Diagnosis Specific Cause)

Fain: Leg Pain (Non-Traumallc) Unspecified Cause or Location

Abdominal Fain'Proolems

Pain: Chronic Paln, Unspecified

Respiratory: Resplratory Distress Unknown Cause

MNauseaMomiting (Unknown Etiology)

Back Pain (Mon-Traumatic)

5880
5117
3136
2664

48.75372395151063
a0.25691621219633
46.95210229735587
83.214987T080103356
458303831 248058
61.75138443602448
46. 14444 111477375
a1.03491872366045
61.07643312101311
53.62B73674059788
45,304 33225921348
S3.TE4B62212523685
AT.ATTEA43N13TT2E
42 15859350544574a4
A0.59482001 7559265




DISPATCH CALL PRIORITIES

Count % of Response Priority % Total

EMS 1 6161 10.20% 3.76%

EMS 2 17454 24.97% 10.65%

132167 80.65%

EMD Completed

2169 1.32%
32094 19.58%
18316 11.18%
30916 18.86%
43999 26.85%

4673 2.85%




€ CCA NAVIGATION [) NO EMS RESPONSE

: e r ) (
% 911>/ GED H'g:‘ Ut.lllzer Medical Director BH Toolbox / HIP Task Force Create and Present
5 sencoi: A Discussion & ¢ e No EMS Response Document
ikl + Med Director speaks CITANUDY CAS T 1M Nsetng for Signature
* to individual E] Individiial Protocol + Patient signature requested; however,
Referral to Community & - refusal to sign will not prevent the
Public Health Division l &% High Intensity Patient (HIP) Task Force document from taking effect.
1C§:dProgram Emergency Commitment / = |
{1230 duyprocess) YES Involuntary Commitment
* (e By J
OUTREACH / TRUST BUILDING ! Quarterly Review
(Up to 60 days)
ok iiow ) 3 of patient calls / ED visits
Consent? / NO == build trust ' Medlc?l Director de""e'f to evaluate quantitative and
« Engine calls if CPH is in office 7 Retinto community message to patient qualitative data relevant to
« Hospital calls if CPH is in office R/ ccA Program Path no response decision
+ Consider BH toolbox " . =
+ Qualitative Review (Continue Case
Engage in l \ / Management /
C Observation) YES
L CA Program Below 6/6? - Close Case N
\ 4 (Success) /- . YES Release from
f—h 180 Days ] > Below 6/6? /\/—P No Response
L Intwenslve Case Management | o 7 If pati?m .drops below
NO 6/6 criteria, they can
180 Dayf J I be released from
Observation [ Nf no response.
YES Close Case JhusCan Continue
?
Below 6/67 (Success) (Success) No EMS Response
Status
L_Np e
PROGRAM NOTES : ; BH TOOLBOX / HIP COMPONENTS TIMELINES AT A GLANCE
) ) . + ED/911 high users new to the CSFD CCA program will ;
+ Success is returning to a ba.sehne below the program entry threshold of enter at the initial referral point. & Community Care Plan Meeti 5Ié Eme nant /. + 1-30 day intake process -
6 calls to 911 or 6 ED visits in 6 months. + Up to 60 days for outreach / trust building

Involuntary Commitment
@ Individual Protocol « 180 days intensive case management

« Followed by 180 days observation
+ Quarterly review during no response

+ ED/911 high users with previous referrals or navigation will
enter the process at the BH Toolbox / HIP Task Force
text box or No Response box. &%B High Intensity Patient (HIP) Task Force

+ Throughout the process, qualitative information will be considered and
evaluated to determine if the individual has specific needs that require
an adjustment to this standard process.
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€ CCA NAVIGATION [) NO EMS RESPONSE

: e r ) (
% 911>/ GED H'g:‘ Ut.lllzer Medical Director BH Toolbox / HIP Task Force Create and Present
5 sencoi: A Discussion & ¢ e No EMS Response Document
ikl + Med Director speaks CITANUDY CAS T 1M Nsetng for Signature
* to individual E] Individiial Protocol + Patient signature requested; however,
Referral to Community & - refusal to sign will not prevent the
Public Health Division l &% High Intensity Patient (HIP) Task Force document from taking effect.
1C§:dProgram Emergency Commitment / = |
{1230 duyprocess) YES Involuntary Commitment
* (e By J
OUTREACH / TRUST BUILDING ! Quarterly Review
(Up to 60 days)
ok iiow ) 3 of patient calls / ED visits
Consent? / NO == build trust ' Medlc?l Director de""e'f to evaluate quantitative and
« Engine calls if CPH is in office 7 Retinto community message to patient qualitative data relevant to
« Hospital calls if CPH is in office R/ ccA Program Path no response decision
+ Consider BH toolbox " . =
+ Qualitative Review (Continue Case
Engage in l \ / Management /
C Observation) YES
L CA Program Below 6/6? - Close Case N
\ 4 (Success) /- . YES Release from
f—h 180 Days ] > Below 6/6? /\/—P No Response
L Intwenslve Case Management | o 7 If pati?m .drops below
NO 6/6 criteria, they can
180 Dayf J I be released from
Observation [ Nf no response.
YES Close Case JhusCan Continue
?
Below 6/67 (Success) (Success) No EMS Response
Status
L_Np e
PROGRAM NOTES : ; BH TOOLBOX / HIP COMPONENTS TIMELINES AT A GLANCE
) ) . + ED/911 high users new to the CSFD CCA program will ;
+ Success is returning to a ba.sehne below the program entry threshold of enter at the initial referral point. & Community Care Plan Meeti 5Ié Eme nant /. + 1-30 day intake process -
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Involuntary Commitment
@ Individual Protocol « 180 days intensive case management

« Followed by 180 days observation
+ Quarterly review during no response

+ ED/911 high users with previous referrals or navigation will
enter the process at the BH Toolbox / HIP Task Force
text box or No Response box. &%B High Intensity Patient (HIP) Task Force

+ Throughout the process, qualitative information will be considered and
evaluated to determine if the individual has specific needs that require
an adjustment to this standard process.
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