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EXECUTIVE SUMMARY

Faced with a growing demand for transporting patients with behavioral or psychiatric disorders,
Minnesota’s ambulance providers are searching for ways to meet the need. A major concern
expressed by the ambulance industry has not only been the growing number of these transports,
but the distances patients must be transported to an available psychiatric treatment facility. In
response to these concerns, the Emergency Medical Services Regulatory Board (EMSRB or
Board) created the EMS Behavioral Health Work Group to examine the issues and recommend
solutions. This report summarizes the efforts of the work group, its findings and recommendations.

In creating the work group, the Board made efforts to draw from all parties affected by the
problem to assure that any recommendations served the patients as well as the providers. During
the course of the monthly meetings from April through September of 2007, all parties were
encouraged to share concerns from their respective points of view. While much anecdotal
information was shared, objective data was also examined.

Through the Minnesota State Ambulance Reporting (MNSTAR) system, the Board has collected
data on all ambulance runs since mid 2003. MNSTAR data substantiated the increasing demand,
both in number of interfacility transports of patients with behavioral/psychiatric disorders and in
the growing length of time involved in these transports. The total number of behavioral disorder
transports increased by 23% from 2005 to 2006. Compared with other non-psychiatric interfacility
transports in 2006, behavioral health transports, on average, took over one and one-half times
(51%) longer. Work group members agreed that the distance which many patients had to travel for
admission to a psychiatric facility is a concern that needs a solution.

The Minnesota Department of Human Services has developed and expanded an array of mental
health services in recent years, which in the long term should help address the problems. It appears
that one of the more promising options, the nine (soon to be ten) 16-bed Community Behavioral
Health Hospitals (CBHHs) that have opened since 2006 across the state, are still too new or not yet
functioning at a level to have entirely relieved the pressure on the system. Hospital emergency
departments are far too frequently housing psychiatric patients until suitable placements can be
found, and patients are far too often traveling great distances from their community support
networks in search of admission. Whether it is the ambulance or law enforcement transporting the
patient, the transporting agency is feeling the strain on their budget and the toll it is taking on their
other responsibilities.

After examining the problem, the work group agreed upon some recommendations that may offer
some solutions. Several of the recommendations are focused on system-wide changes, which are
beyond the sphere of the group’s influence or ability to change, such as increasing the number of
beds for behavioral health patients and supporting changes in Medicare reimbursement for
ambulance service, especially for long distance transports. Other recommendations, however,
focus on solutions closer to home, including pilot testing a new bed tracking system for locating
psychiatric beds and promoting the use of crisis response teams in emergency departments for
assessment, de-escalation, determining mode of transport and locating suitable placements. There
are additional findings and recommendations contained in this report which should be of interest to
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lawinakers, mental health advocates and healthcare providers alike. Hopefully, this report will
stimulate further dialog and opportunities for creative solutions.

Mark Schoenbaum, Director
MDH, Office of Rural Health & Primary Care
Board Member of EMSRB and Work Group Chair

Emergency Medical Services Regulatory Board
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INTRODUCTION

Minnesota’s emergency medical services (EMS) providers are experiencing an increasing demand
for transport of persons with behavioral health or psychiatric disorders in recent years. This
growing need has presented unique challenges to emergency medical services (EMS) providers.
The patient care needs of these patients generally do not include treatment of the classic medical
conditions or traumatic injuries for which EMS providers are so well trained. More notable,
however, is the extended distances involved in transporting persons in need of psychiatric care to
appropriate mental health facilities. The need to ensure that appropriate transportation to mental
health treatment facilities is available to persons with behavioral/psychiatric conditions is a
concern for all affected. The Emergency Medical Services Regulatory Board (EMSRB) responded
by establishing a Behavioral Health EMS work group to study this complex issue (Appendix A).
This report is intended to provide an overview of the work group’s efforts, findings and
recommendations.

The EMSRB solicited membership for the work group from a variety of interested parties,
including the ambulance industry, emergency physicians, hospitals, law enforcement, mental
health professionals, the Minnesota Departments of Health and Human Services, patient advocates,
state legislators, special transportation services (STS), and representatives of the Emergency
Medical Services Regulatory Board (Appendix B). The work group met in May, June, July and
September of 2007. Members examined the characteristics and trends in psychiatric transports,
challenges presented to ambulance services in transports, factors affecting the frequency, length
and time of day of these transports, and other relevant issues.

The GOALS of the Behavioral Health EMS work were the following:

= Recommend improvements in EMS transport to mental health treatment facilities within
the constraints of existing resources.

* Recommend best practices in EMS management of psychiatric transports and
opportunities for improved coordination and treatment of psychiatric patients that might

reduce the demands on the EMS system.

« Identify training and resources needed to improve management of psychiatric transports
or reduce demand.

»  Determine the need for legislative or other policy recommendations to reduce these
demands on the EMS and health care system.

The work group also established the following PRINCIPLES to guide its work:
Preserve limited and critical EMS resources.

»  Emphasize crisis prevention, de-escalation and emergency department diversion as
preferred over hospital admission.
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= Minimize the stress on transported patients and families.

= Use the least restrictive transport mode appropriate.

= Bvaluate transport requests from dispatch and from hospitals for urgency and patient
condition and triage for the most appropriate response time, mode (ambulance, Special
Transport Services (STS), law enforcement, etc.) and nearest available designation.

»  Develop adequate EMS standby response capacity.

Minimize long EMS transports, which create a strain both on patients and the health care
system.

Support adequate reimbursement for long, costly EMS transports.

= Use a systems approach to planning and funding emergency mental health services and
emergency medical services.
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BACKGROUND

Anecdotal reports from the ambulance industry provide evidence to indicate that Minnesota’s EMS
providers are facing increasing challenges in meeting the demand for behavioral health transports.
One purpose of the EMS Behavioral Health work group was to examine the actual data to
determine any trends, briefly examine the causes, and make recommendations for best practice
solutions. The work group examined six areas:

= Minnesota State Ambulance Reporting (MNSTAR) data
«  Related studies

Medical/treatment resources

»  Perspectives of different interest groups

= The Crisis Response Team (CRT) model

= Reimbursement for ambulance transport

Minnesota State Ambulance Reporting (MNSTAR) Data

EMSRB staff provided a variety of summary reports using MNSTAR data collected from all
Minnesota ambulance services for the years of 2004, 2005 and 2006. MNSTAR data illustrated
that behavioral/psychiatric disorder calls in 2006 were 4 percent of all 911 emergency calls and 8.6
percent of all inter-facility/medical transport calls. Thus, as a proportion of call type, inter-facility
transfer requests exceeded 911 emergency responses. In addition, MNSTAR data revealed that of
the total 5,454 psychiatric inter-facility/medical transports in 2006, the majority (3,336) utilized
basic life support (BLS) care, compared with the higher level of care provided by an advanced life
support (ALS) response (2,089).

In Figures 1 and 2, the graphs show the number of behavioral health ambulance transports
compared with all other non-psychiatric ambulance transports for 2006. (These are inter-facility
transports and do not include 911 responses). The same graphs also provide data on the time
involved in behavioral health transports compared with all other non-psychiatric transports. In the
first two graphs (Figures 1 and 2) the time interval data reflect the hours involved with one-way
transports only (measured from the time the ambulance left the hospital with the patient on board
until arrival at the destination hospital). The data does not reflect
...behavioral health | the return trip during which ambulances were unavailable to
transports are, on respond to other requests for service.

average, 51%
longer (in minutes)

MNSTAR data show the average one-way transport time for 2006
behavioral health transports was 56 minutes, compared with an
than other : average of 37 minutes for other inter-facility transfers (excluding
transports. behavioral health). Thus, behavioral/psychiatric disorder
transports, on average, are 51% longer (in minutes) than other
non-psychiatric) inter-facility transports. Again, this average transport time represents only one-
way trips and does not account for the additional time involved with return trips.’

1 . Lo .
MNSTAR data reflects only those patients transported by ambulance. Similar data for persons transported to mental health
treatment facilities by law enforcement officials is unknown because this data is not tracked on a statewide basis.
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There has also been a significant increase in the time necessary for behavioral/psychiatric disorder
interfacility transports between 2005 and 2006.

Table 1 illustrates that the number of transports This data shows a 50 % increase in
by one-hour blocks of time. According to the long distance (2 to 9 hours, one
MNSTAR data, in 2004 there were 1032 Way) behavﬁgraﬁ/pgychﬁaﬁri@
behavioral/psychiatric disorder transports that transports from 2005 to 2006.

took between 2 to 9 hours. This increased in 2005

to 1342 such transports. In 2006, the most recent

year for which data is available, there were 2047 such transports that ranged in time from 2 to 9
hours. This data shows a 50% increase in long distance (2-9 hours, one way)
behavioral/psychiatric transports from 2005 to 2006.

Ambulance providers report that many.of the interfacility transport requests for behavioral health
patients are during night time hours (between 10:00 p.m. and 7:00 a.m.) A query of the MNSTAR
data for 2006 found that of the 5566 such transports, 1,441 or 26% began between these nighttime
hours. Long-distance, night time transports create a strain on ambulance services which typically
have fewer staff on duty during these hours. Night time driving also poses a greater safety risk.

Related Studies

A retrospective study of MNSTAR data was completed by a team from the Mayo Clinic.

An abstract of this study can be found in the Research Forum Abstracts of Annals of Emergency
Medicine (Volume 48, No. 4. CC Kwon, MD Sztajnkrycer, DG Hankins). The nature of pre-
hospital and inter-facility emergency psychiatric care at a statewide level during a 12 month period
from June 2004 to June 2005 was reviewed. The study revealed that of a total of 422,939
ambulance runs, 17,566 or 4.2 percent involved behavioral or psychiatric disorders. Chemical
restraints were used on 1.5% of the runs. The authors recommended that EMS agencies evaluate if
their providers have sufficient level-specific resources for these potentially high risk patients.

The Twin Cities Patient Flow Study completed by 10 hospitals in the Minneapolis St. Paul
metropolitan area and the Anoka County Metro Regional Treatment Center (Fall 2006) examined
the use of emergency departments and adult inpatient psychiatric units by persons experiencing a
mental health crisis. (Appendix C) The three-month study found that 40 to 50 patients a month
who arrived at metro area hospital emergency departments were admitted to inpatient units
because they do not have access to less intensive mental health services. The study results also
indicated that 240 to 250 patients per month have “non-acute” days in the hospital, suggesting that
patients would spend less time in the hospital if adequate transfer/discharge options were available.
The study identified the need to create a work group with representative from multiple disciplines
and agencies to develop short and long term recommendations. (Note: The east metro group has
begun meeting and the west metro group will be convening in late 2007.) The study also found that
there was a need for lawmakers to provide funding for community treatment alternatives, housing
and crisis care, and to provide appropriate level of care to patients and the system. The 2007
Legislative session resulted in a significant investment of funds to support community-based
mental health and related services such as housing. Services implemented with these funds will
begin to address the current gaps in the mental health delivery system.
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Medical/Treatment Resources

During the last two to three decades, the nation has undergone a major shift in treating persons
with mental illness by closing large state-supported institutions and offering community-based
alternatives. Minnesota has followed that trend and has gradually closed most of the state’s
regional treatment centers, commonly referred to as “state hospitals”. In place of the state
hospitals, the Minnesota Department of Human Services (DHS) has developed a myriad of
treatment options, which are described below. (Appendix D)

= Assertive Community Treatment (ACT) is a Medicaid reimbursed service provided by
multidisciplinary treatment teams with low client to staff ratios (10-1). ACT is for
persons who have the most serious mental illnesses and have not benefited from
conventional community care. ACT was implemented in 2005. There are currently 26
teams located throughout the state.

Intensive Residential Treatment Services (IRTS) are short-term, time-limited Medicaid
reimbursed services provided in residential settings for people who are at risk of
significant functional deterioration if they do not receive this level of supervision and
treatment. IRTS were implemented in 2004. There are currently 32 treatment facilities
across the state.

* Adult Rehabilitation Mental Health Services (ARMHS) is a Medicaid funding stream
permitting rehabilitation services provided one-to-one or in groups within the home or
community by qualified staff. ARMHS began in 2002 with five providers. There are
currently 111 providers, which provide service in all 87 counties.

= Medicaid (MA) Crisis Response Services respond to the needs of people experiencing a
mental health crisis or emergency, and in some cases this includes short-term needs for
other interventions. Crisis Services operate under contract with a county(ies) and began
operating in 2003. There are currently 28 crisis providers in 31 counties. Not all
providers offer 365 day, 24/7 services.

= Community-Based Extended Psychiatric Hospital Beds provide extended psychiatric
inpatient services to individuals who are recipients of Medical Assistance or who are,
underinsured or uninsured and who are either under civil commitment or require longer
inpatient care because of clinical considerations. Sixteen community hospitals with
inpatient psychiatric units are under contract with DHS. The hospitals are located across
the state.

Commiunity Alternatives for Disabled Individuals (CADI) is a comprehensive package of
Medical Assistance services, used to provide care and support for people living at home
rather than in a nursing home. These services are provided to approximately 9,000
individuals annually. '

= Community Behavioral Health Hospitals (CBHH) are 16-bed State-operated treatment
facilities located across greater Minnesota for persons in need of acute mental health
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inpatient treatment. DHS began operating CBHHs in 2006. Currently, nine of the ten
CBHHs are in operation. Due to shortages of key staff, several of them are not yet at full
capacity.

According to DHS, the total number of mental health beds now available in Greater Minnesota
under the various options exceeds the number previously available in the State’s regional treatment
centers. In addition to Anoka Regional Treatment Center, there is one regional treatment center in
operation (Willmar) which will continue to operate until there are a sufficient number of CBHH
beds available. There are some noteworthy differences in the new CBHHs when compared with
state hospitals. A Greater Minnesota patient’s average length of stay has decreased from
approximately 45 days at a state hospital to an average of 19 days at a CBHH. There are no 24/7
primary care clinicians available at CBHHs. The CBHHs contract for their primary care services
from the community clinics. As stand alone mental health units, the CBHHSs cannot serve patients
with primary care conditions that require inpatient observation and treatment or convalescent care.
This creates a need for medical clearance before patients can be admitted, which is a challenge that
did not exist under state hospital system.

Utilization of beds for psychiatric patients, as reported to Minnesota Department of Health
(MDH), increased in most community hospitals with psychiatric units between 1995 and 2005. An
increasing number of psychiatric patients have been admitted to psychiatric units through hospital
emergency department and mental health patients travel for care more than all other patients
combined. This information is based upon mandated hospital reporting and an analysis of hospital
insurance claims. MDH will be publishing a report on psychiatric bed utilization by early 2008.
(Appendix E) According to data from the Minnesota Disability Law Center, in 2006 alone, 76
patients from Minnesota were admitted with hold orders to psychiatric beds at Prairie St. Johns in
Fargo, North Dakota. While several of those hold orders originated in western Minnesota
counties, more than half originated in counties much further east, including Anoka (23), Hennepin
(4), Ramsey (4) and Olmsted (3), all of which are at least a 3 to 4 hour drive.

The Minnesota Hospital Association, under contract with DHS, is in the final stages of piloting an
online interactive mental health inpatient bed tracking system. The first phase is for community
psychiatric hospital beds across the state beginning with the metro area. The second phase will
include community-based services such as crisis stabilization beds and Intensive Residential
Treatment Services. The hospitals have agreed to input the necessary data. The intent is to be able
to locate an available psychiatric bed via the Web, rather than having to make a series of telephone
inquiries. It is also intended that the patients will be able to be treated more closely to their home
communities, rather than having to travel several hours to an available treatment facility.

Perspectives of Different Interest Groups

The work group was comprised of individuals representing different interests and time was allotted
on the agenda to share the varying perspectives. Included in these perspectives were those of the
patient advocates, law enforcement, the ambulance and special transportation services industries,
hospitals and emergency physicians. Work group members recognized that behavioral health
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patients present complex clinical issues and there are many variables to be considered in triage and
transport.

The patient advocates” issues included the desire to reduce demand for transports; better training
for those interacting with patients; the lack of crisis services and the use of restraints. The least
amount of restraint is ideal; this includes physical and chemical restraints. There is also the
perspective that when law enforcement transports patients, there is a tendency to view the transport
as a criminal matter, rather than as a person seeking treatment for an illness. The question was
raised if it was necessary to utilize 72-hour or transport hold orders with patients who voluntarily
seek admission, as some ambulance services said they required a hold order before transporting a
psychiatric patient between facilities. The mental health advocates tended to agree with ambulance
providers that additional mental health treatment facilities and crisis prevention services would
improve conditions for patients and their families.

Local law enforcement plays a major role in behavioral health transports. While there is no
statewide data tracking the frequency of or where law enforcement officers transport mental health
patients, anecdotal information and data recorded by individual sheriffs” offices suggest that a
significant amount of law enforcement resources are used to deliver persons to mental health
treatment facilities. (Appendix F) In addition to transporting patients to psychiatric hospitals or
facilities for care, sheriff’s offices throughout the state regularly transport these patients back to
their home county for civil commitment hearings. After a patient is admitted to a treatment facility,
the sheriff must often return to the treatment facility to transport the patient to the Court House
pursuant to judicial transport orders.

The Anoka County Sheriff’s Office, which transports a large number of behavioral health patients
to and from civil commitment hearings at the Anoka County Court House, describes the challenges
faced when patients are placed in treatment facilities far from Anoka County:

Patients (especially those transported from out-state locations) are away from
treatment facilities for extended periods of time. The time away from treatment
facilities has had a negative impact on the condition of already fragile patients.

Because patients have early morning pick-ups, there are occasions when they miss
breakfast and prescribed medications. They arrive at the court house and wait for the
hearing, regularly extending from morning hours into late afternoon. No medications
are passed to the patients while in the court house complex. If patients are waiting
through the lunch recess, they are fed a bag lunch from the Jail Division. Medical
conditions of these patients have deteriorated during the period of time they are in the
court house complex. Because no medical attention is available in the complex, the
Sheriff’s Office has had to call 911 for an ambulance. This has resulted in court
continuance and additional transports for the patients. If county social workers cannot
find a bed locally or within the metro area on the date of the court appearance, the
patients are returned to out-state locations, arriving at the treatment facility during the
evening, missing meals.
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The more problematic situations for this law enforcement agency are transports from
facilities located 3 to 4 hours travel time from Anoka County. Overtime costs for the
Court Security/Transport Unit have more than doubled from 2005 to 2006, directly
related to transport assignments.

On two occasions in July/August of 2007, deputies worked 22 hour days to accomplish
the pick-up of a patient, transport to the court house, and return to the treatment
facility. Long work days remove deputies from other work assignments, create liability
and safety issues for the agency, and place civil commitment patients at further risk,
emotionally and physically.

Example: On 7/31/07, pursuant to a court issued transport order, two deputies left
Anoka at 4:00 a.m. to drive to Worthington, Minnesota, to transport a civil
commitment patient back to the Anoka County Court House for a court appearance.
The patient arrived at the Anoka County Court House at 12:30 p.m. to awairt the
hearing and meet with the doctor and public defender. The court hearing ended at
5:00 p.m.

Because no bed could be found by the county social worker at the appearance (either
locally or in the metro area) the patient was ordered returned to the treatment facility
in Worthington. The patient was transported (by the same two deputies) back to
Worthington. Because of the length of the day and concern for the patient, Sheriff’s
deputies provided a fast food meal to the patient at 5:23 p.m. The patient arrived back
at the treatment facility at 9:35 p.m. The deputies returned to Anoka County, ending
their shift at 2:00 a.m. the following day, 8-01-07. The deputies were required to
report for work at 7:30 a.m. on 8-01-07, only 5-1/2 hours off the clock. This transport
required a 22 hour continuous shift for law enforcement, 982 miles driven, 14 hours
overtime for each deputy, and over a 10 hour day for the patient away from the
treatment facility and any patient care, for a single patient.

The same day long-distance transports occur; other patients are also scheduled and
brought in from additional treatment facilities for court. On the date of the above
example, patients were transported from Willmar, Annandale, Minneapolis, and Coon
Rapids. Because the number of deputies required for transports exceeded the staffing
capability, two deputies were re-allocated from civil process duties to conduct
transports. This meant the service of time sensitive papers were delayed, papers were
not served, and other assignments were put on hold.

Law enforcement agencies are unable to provide specialized patient care. For example,
patients who are non-ambulatory or who require an insulin injection during transit
would be inappropriate law enforcement transports. In Anoka County, an Allina
ambulance would be contacted by the Sheriff’s Office and requested to conduct these
transports.

Some ambulance services questioned the need for ambulances when patients appear to have no
need for medical interventions during the transport. Ambulance services may, if there is no
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medical necessity, suggest that the transport of behavioral health patients be done by regular
vehicle (private car or law enforcement). The problem lies in what is considered a “medical
necessity.” There is no standard definition and it is basically determined by the requesting
physician. (Appendix G). It is reported that emergency department physicians will document a
medical necessity to have a behavioral health patient transported by ambulance, freeing their
hospital’s bed for another patient. EMS providers reported that the length of transports in the past
two years has increased, as well as the number of transports to out of state facilities. They contend
it is more difficult to staff for these long distant transports, and there is a lack of coordination
between transports to and from the metro area.

It is likely that behavioral health patients were more frequently transported by STS (also known as
para-transit) providers in the past. STS is transportation for those not requiring the level of patient
care provided in an ambulance. The STS industry is not regulated by the EMSRB, but by the
Minnesota Department of Transportation. Drivers and patient assistants are trained to care for
vulnerable adults and provide first aid. They must also have driver training and background
checks. The STS personnel are not emergency medical technicians (EMTs).

According to the representative of the special transportation services (STS), since DHS began
using a broker for non-emergency medical transportation in 2004, this industry has lost 130
companies statewide and there is no longer 24-hour, 7 days a week coverage in the metro area.
Because of the reduction in STS providers, many of the patients are being referred to EMS for
transport to psychiatric facilities. Under current DHS requirements, STS requests for services must
be approved by an out-of-state broker before they can occur and this causes significant delays. It
appears likely that the reduction in STS providers in the metro area has led to an increased demand
for ambulance transport services.

Emergency department physicians reported difficulty in finding appropriate psychiatric beds and
the reluctance of some hospitals to “give up” a bed to a psychiatric patient. In regard to the Web-
based hospital bed tracking system that is currently being piloted, some question if hospitals will
accurately report bed availability.

Crisis Response Team Model

Meds-1 Ambulance in Grand Rapids, Minnesota, utilizes a crisis response team (CRT) when
responding to patients with behavioral/psychiatric disorders. The Crisis Response Team Model
was developed in Itasca County through a group effort among ambulance services, hospitals, law
enforcement and mental health professionals. Meds-1 Ambulance is the Advanced Life Support
(ALS) ambulance in the county responding to approximately 3,000 calls a year. The Crisis
Response Team (CRT) was developed in 1999 and is funded by the county through a grant. The
CRT has 21 members, all of whom are mental health providers. The CRT model was developed
after the closure of an inpatient psychiatric unit in the county. Law enforcement had concerns
about taking patients to facilities without an appropriate evaluation. There was no method for
determining which mode of transport should be used. Furthermore, the three hospitals in the
county each had different ways of assessing patients.
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A member of the CRT responds to the hospital emergency department to evaluate the patient. An
ambulance transport is requested when certain criteria are met. Approximately 50 percent of the
transports involve CRT transports in a county vehicle and the other half are transported via
ambulance. A CRT member accompanies all patients to assist with de-escalation on the ambulance
or as the driver of the car if an ambulance is not required. If the patient is transported by
ambulance, they are also assessed for medical needs en route. The ambulance crew and CRT
member work with the hospitals to ensure that the patient is triaged to the appropriate facility.
Phone calls are made before transport to ensure psychiatric bed availability.

Because reimbursement for ambulance transport is limited to the closest available bed, the CRT
assures that the closest appropriate facility is selected. Meds-1 has not had a problem with third-
party billing and Itasca County has agreed to reimburse at the Medicaid rate when all other options
are exhausted. Meds-1 Ambulance designated the CRT as a business associate for purposes of
HIPAA. The 911 operator dispatches a CRT member as well as the ambulance for all behavioral
health emergencies.

The CRT members are employees of a 3" party, not-for-profit entity and have a minimum of a
bachelor’s degree with additional crisis training. The CRT member consults with the emergency
department physician. Although hospital evaluation time is increased, it does not directly involve
emergency department personnel because a CRT team member is always with the patient. If a hold
order is required, the CRT members can issue it on behalf of the County Health Officer. Prior to
discharge, a CRT team member is contacted to allow follow up with the patient and after-care
planning.

The Crisis Response Team Model in Itasca County evolved over time and has resulted in fewer
behavioral health transports by ambulance (approximately 50 percent of behavioral health calls).
There is increased success in locating appropriate beds in the area, often in Hibbing or Duluth.
Only twice in the last year have they had to travel long distances.

Itasca County does not use special transportation services (STS) or wheelchair vans for psychiatric
transports since transport by a CRT member is an option, provided an ambulance is not required.

Reimbursement for Ambulance Transport

The issue of reimbursement continues to be a concern in behavioral health transports. The work
group heard presentations from North Memorial and HealthEast Transportation regarding current
reimbursement. North Memorial Ambulance provided the following statistics for the month of
January 2007: Of 42 out-state (35 to 230 miles) transports, Medicare and/or Medicaid paid 55
percent of the claims, HMOs paid 36 percent, 9 percent were self-pay, 7.5 percent were bad debt.
North Memorial receives 3 to 5 percent less reimbursement for behavioral health transports than
for the average transport. North Memorial management estimates that behavioral health transports
cost between $600 and $1,000 per call. Most of these calls require overtime because of the
transporting distance, and additional crews are often necessary. North Memorial Transportation
reported that not only is the reimbursement by Medicare inadequate, it can be six to seven months
before payment is received. In contrast, HMOs usually reimburse within in three to four months.
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HealthBast Transportation reported on reimbursement for out-of-town transports from January to
June of 2007. The statistics indicated there were 54 behavioral/psychiatric disorder transports (an
average of nine per month). The average transport distance was 96 miles per patient. Of those
billed, 51 percent were paid, 32 percent were charged less than billed (due to contracts), 17 percent
were private pay or bad debt, 42 percent were covered by HMOs, and 21 percent were paid by
Medicaid and/or Medicare. HealthEast representatives reported that Medical Assistance payments
are an additional challenge because of the documentation required and lack of electronic billing.

Both ambulance services reported having some of the same reimbursement issues. Reimbursement
rates for Medicare Basic Life Support (BLS) are an average of $230 base rate plus mileage and the
ALS base rate is approximately $300. When both Medicare/Medicaid pay the reimbursement, it is
approximately 45 cents on the dollar.

The billing process for Medicare/Medicaid requires a physician certification statement (PCS),
which documents the medical necessity for ambulance transport. If the documentation is
incomplete, additional information is requested before the bill can be submitted. Documentation
must be provided to determine insurance eligibility. Patient records must document that the person
was transported (o the nearest appropriate facility. A reason must be provided for each transport.
Once the claim is submitted, payment is not guaranteed, and ambulance services report that payers
too often unduly scrutinize or reject ambulance claims. Staff spend considerable time in reviewing
pending claims. The information patients provide to Medicare/Medicaid may be incomplete or
unusable. Some claims end up being referred to collection agencies or revenue recapture.

State law prohibits ambulance services from denying emergency ambulance service because of
inability to pay or because of the source of payment, but transport may be limited to the closest
appropriate facility. Payers also often require transport to the closest appropriate facility. For
inter-facility transports, the sending facility selects the receiving facility and then calls for
ambulance transport. If the sending facility selects a receiving facility the payer judges not to be
the closest facility, the ambulance claim can be denied even though the ambulance had no control
over the destination.
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IDEAL OUTCOMES, ISSUES DISCUSSION

During the course of the discussions of the EMS Behavioral Health work group, it became
apparent that the underlying causes of the problems at issue were much larger than what could be
fully addressed by the work group. The state’s mental health treatment system, for example, is
critical in resolving the concerns but outside the work group’s ability to tackle. This realization,
however, did not deter the work group from focusing its discussion on the following ideal
oufcomes:

#  Reduce the demand for EMS mental health transports and increase the efficiency of EMS
behavioral health responses.

¥ Adjust reimbursement and regulations to adequately cover the cost of EMS behavioral health
transports and allow the most appropriate EMS response.

Promote the adoption of EMS and related best practices for behavioral health response and
transports, both clinical and non-clinical.

= Support improvements in the mental health system related to the role of the EMS system.

Reduce Demand

An analysis of the data, both anecdotal and statistical, indicated that the demand for ambulance
transport of patients with psychiatric disorders has substantially increased in recent years. The
increased demand has diverted resources from functions traditionally performed by the EMS
system. Not only must ambulance services change staffing patterns and personnel training to meet
this need, but they must continue to be available for 911 emergency response, as well as
specialized needs. One example was provided by Life Link II1, a metropolitan-based ambulance
service whose specialty is critical care, interfacility transports throughout the state. Life Link
management expressed concern with routine psychiatric transports diverting resources from other
specialized transports, such as neonatal transports, which few other ambulance services perform.
HealthEast Transportation, another metropolitan-based service specializing in interfacility
transports, indicated that at times when transporting psychiatric patients to the CBHH facilities
outside of the metro area, they have been turned away because there is no physician on site.

On the positive side, Meds-1 Ambulance in Grand Rapids offered some solutions that have been
successful in reducing the demand in Itasca County. This northern Minnesota ALS service
explained their collaboration within the county in implementing Crisis Response Teams (CRTSs).
Meds-1 worked with the local mental health community to assist in developing triage and referral
procedures for community based alternatives for psychiatric patients. A mental health professional
is dispatched fo the scene to assess the behavioral health patient and determines if the patient
requires transport by ambulance or by car driven by the CRT member. Regardless of the mode of
transport, the CRT member always accompanies the patient. The CRT member is also able to track
bed availability for crisis patients. This approach has been successful in reducing the demand for
ambulance transport of patients with behavioral/psychiatric disorders by an estimated 50 percent.
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Reimbursement for Psychiatric Transports

As the number of transports increase along with length of transports, discussion regarding
reimbursement recurs. The findings suggest that reimbursement to ambulance services for
psychiatric transports falls short of covering costs incurred, primarily for long distance transports.
Transporting patients from metropolitan hospitals to psychiatric facilities far from the metro area
creates staffing challenges, for both ambulance services and law enforcement. An Allina
representative estimated that its ambulances log an extra 100,000 miles per year (a 25% increase)
for psychiatric patient transports. Ambulance providers also noted the Medical Assistance claims
are the only bills they cannot process electronically which creates additional work. Law
enforcement personnel provided a summary of transport costs associated with civil commitments
for the Anoka County Sheriff’s Office, when psychiatric patients who have been admitted to
hospitals far from Anoka County must be transported back for hearings. Anoka County’s 2006
data indicates that law the Sheriff’s office performed 1,156 transports of patients for civil
commitment hearings, logging 35,419 miles, at a cost of $126,559. Other representation from law
enforcement stated they could transport patients more often but there is no funding for these
transports. Using special transportation services (STS) providers, when there is no medical
necessity for ambulance transport, could potentially help ameliorate the problem. The findings
suggest that the recent decrease in the number of STS providers may have exacerbated the demand
on ambulance services which are now being used for less acute transports previously performed by
STS providers.

Best Practices

The adoption of best practices was discussed but not entirely resolved. The issues included:
staffing (both EMS and hospital); better coordination in locating psychiatric beds; pre-crisis
intervention; training needs (EMS staff and system); reducing inappropriate discharges and
admissions, including repeat transports (patients returning after 72 hour hold ends); and the need
for regulatory relief.

Staffing: In regard to staffing, much of the discussion focused on the availability of psychiatric
beds. While there may be more licensed hospital / treatment facility beds available, the ability to
staff these beds is problematic, both with nurses and/or psychiatrists. The staffing problem is
compounded when a patient is ready to be discharged but there is no suitable place for the patient
to go. While there may be best practice options to address this concern, it seems that it is a product
of the healthcare staffing shortage.

With regard to ambulance staffing, the question arose if ambulance services are required to accept
interfacility transport requests for mental health patients. The decision to transport by ambulance
or other means essentially is determined by the physician requesting the transfer, and whether
there is a medical necessity for ambulance transport. In some communities where ambulance
coverage is provided by a small volunteer service with limited resources, a long distance transport
is not always an option, and another ambulance service may need to be located. Some ambulance
providers reported requiring the patient be under a hold order before transporting from one facility
to another. While state statute requires that emergency transport not be denied due to inability to
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pay, it only requires that the patient be taken to the closest appropriate facility. The focus of this
group’s concern has not been the 911 emergency calls, but the request to transport a patient from a
hospital emergency department to another treatment facility where a psychiatric bed had been
located, often a lengthy transport.

Locating nearby psychiatric beds: The problem with locating psychiatric beds or appropriate
mental health treatment options is particularly problematic in the metro area. While the opening of
the nine community behavioral health hospitals (CBHHs) in Greater Minnesota has been helpful,
this option has done little for patients from the metro area because CBHHs do not accept metro
patients. Ambulance services continue to criss-cross the state in search of available psychiatric
beds. The recent implementation of the web-based psychiatric bed tracking tool by the Minnesota
Hospital Association shows promise in locating beds for psychiatric patients in metro area
hospitals.

Training: It was also noted that ambulance personnel receive little, if any, training on caring for
patients exhibiting signs of mental illness. Such training is not a part of the EMT-Basic
curriculum, but could and should be offered as continuing education for EMT-Basics and EMT-
Paramedics. Organizations, such as the Barbara Schneider Foundation, have recently developed
training for law enforcement and EMS agencies on de-escalating techniques to be used with
mentally ill patients in crisis situations.

Mental health experts reported that persons with mental illness often avoid seeking treatment due
to the shame and humiliation associated with the illness. This reluctance often leads to little or no
treatment until they have a full-blown crisis, landing them in a hospital emergency department or
jail. Inappropriate interventions by untrained law enforcement officers or medical personnel can
add to the humiliation and escalate the patient’s crisis condition. It is critical that mentally ill
persons be treated in a compassionate manner, while ensuring the safety of both the patient and the
responding personnel.

Pre-Crisis Intervention: The information provided by the Department of Human Services on
mental health treatment options shows that progress has been made in recent years with the
continued development of additional services. Many of these service options are new and will
hopefully be more easily accessed after they become better established and known. Nine
Community Behavioral Health Hospitals (CBHHs) have opened in the last two years. Discussions
indicated the CBHHSs are not meeting the need as quickly as they should since patients often have
to wait several hours until admission arrangements are made.

Social workers and mental health case managers are needed for persons with mental illness in
order to access less restrictive alternatives. In some counties, individuals who are in the public
system and who have a serious and persistent mental illness can only access targeted case
management services if they have been admitted to a hospital or are under civil commitment.

Suggestions were made that to minimize stress when transporting a patient, there should be
appropriate dialog with the family, with a goal of having more knowledge of who to talk to before
the transport. Anoka County Sheriff’s Department showed that in 2006 they transported 4,566
patients, of which 1,202 were civil commitments. As patients wait for court hearings their
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conditions often deteriorate and they may need to call an ambulance. Patients that are hospitalized
in Fargo present a real problem, especially when they are scheduled for a court hearing with a one-
day notice and must be transported back to Anoka.

Regulatory Issues: According to some emergency physicians participating in the work group, the
federal Emergency Medical Treatment and Active Labor Act (EMTALA) holds the transferring
physician responsible for the patient. Because of this liability, there is an incentive to order that the
patient be transported by ambulance, often by an advanced life support (ALS) ambulance which
has the ability to administer medications, rather than by a less costly alternative. Some ambulance
providers reported that while transporting at the ALS level, they will only be reimbursed at the
lower BLS rate.

Improvements to the Mental Health System Relating to EMS

A topic of universal concern was how to improve various components of the mental health system.
Most if not all of the suggestions already discussed would benefit EMS providers in the caring for
patients with mental illness. Preventive services, community-based services and an adequate
supply of treatment facilities in strategic locations, both acute beds and supportive living services,
are essential to long term improvements. Of particular concern, was the need for treatment options
in the metro area to avoid transporting patients great distances from their home.
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RECOMMENDATIONS

This report includes a number of broad recommendations for reducing demand and improving
transport of behavioral health patients. Although the work group recognized its limitations in being
able to resolve such a system-wide problem, it concluded the meetings with the following list of
specific recommendations:

I.

Utilize the web-based bed-tracking tool, recently developed by the Minnesota Hospital
Association under contract with the Department of Human Services, for locating available
psychiatric beds. Test the reliability of the tracking tool through intermittent audits to ensure
hospitals updating bed status in an accurate and timely maiter.

Promote training in the care of behavioral health patients for hospital emergency department and
ambulance personnel. Encourage EMS conferences to include sessions on de-escalation in
behavioral crisis situations. Assure access to mental health professionals particularly in rural
Minnesota where hospital emergency departments may not have trained mental health
professionals on staff.

Develop a single mental health crisis phone number for the metro area, and consider expanding
it to a single statewide number. With the constant change of crisis phone numbers in the metro
area, patients are unable to easily access help prior to calling 911. A reliable crisis line may
reduce the number of trips to the hospital emergency room.

Explore expanded use of intermediate or alternative transportation services, including Special
Transportation Service (STS) providers, to assist with ambulance and law enforcement transfers
for behavioral health patients when appropriate.

Promote alternative approaches, such as the development and implementation of Crisis
Response Teams used by hospitals and ambulance providers in Itasca County.

Increase the number of hospital and/or community-based beds, including residential crisis and
treatment options, for behavioral health patients to limit the number of patients have to be
transported far from their home communities. While the total number of beds now available is
purported to be equal to the number prior to the state hospital closures, there continues to be a
problem of access, particularly in the metro area.

Support changes at the state, federal and private payer levels in billing and reimbursement,
particularly for long distance transports. For example, Congress-and the Minnesota Legislature
should clarify for Medicare and Medical Assistance respectively that physicians’ certification
statements for EMTALA transfers guarantee payment by Medicare/Medical Assistance. At the
state level, DHS should enable providers to submit claims electronically for Medical Assistance.

Amend state law to require counties to pay the cost of ambulance transport for mentally ill
and/or chemically dependent persons temporarily confined for observation, evaluation,
diagnosis, treatment and care, if the person does not have health insurance coverage. Minnesota
Statutes § 253B.045 currently requires counties to pay for the cost of such treatment, when no
health insurance is available, but does not specifically include ambulance transport.
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APPE|

Board member Mark Schoenbaum moved that the EMSRB establish a work group on
transporting patients with psychiatric or behavior conditions and on broader issues affecting care
for psychiatric emergencies.

Membership will be appointed by the chair and include two or more EMSRB board members,
representatives of the ambulance industry, hospitals, mental health professionals and/or mental
health interest groups, state agencies, local law enforcement and may include others.

The work group is charged to study the characteristics and trends in transports of patients with
psychiatric or behavior conditions, challenges presented to ambulance services in transporting
patients with psychiatric or behavior conditions, factors affecting the frequency, length and time
of day of psychiatric transports, and other relevant issues.

The work group will recommend best practices in EMS management of psychiatric transports,
opportunities for improved coordination and treatment of psychiatric patients that might reduce
the demands on the EMS system, and shall identify training and resources needed to improve
management of psychiatric transports or reduce demand. The workgroup may also make
legislative or other policy recommendations to reduce demands on the EMS and health care
system by psychiatric patients in need of transport.

The work group will meet as needed. EMSRB staff will support the work group, and
contributions of staff or other support from other interested parties is welcome. The work group
shall report its findings and recommendations to the EMSRB by September, 2007.

Motion Passed: March 17, 2007
Minnesota Emergency Medical Services Regulatory Board



This page was left blank intentionally.



Sue Abderholden
Randall Ansley

Sharon Autio
Maddy Cohen

Mark Dascalos

Brian Edwards
Becky Fink

James Franklin

R.J. Frascone, M.D.

Tim George

Dan Hankins, M.D.
Mary Hedges
Laurie Hill

John Huot
Robert Jensen
Kory Kaye, M.D.
Talia Landucci
Buck McAlpin
Kevin Miller

Bob Norlen

Mike Parrish
Tammy Peterson
Kevin Raun

Jim Rieber
Catherine Roach
Mark Schoenbaum
Roger Schwab
Karin Small
Donald Snorek
Adam Stout

Sue Stout

Matt Sztajnkrycer, M.D., Ph.D.

Edward Van Cleave
Ben Wasmund

Mike Weidner

Will Wilson

Gary Wingrove

Diane Ollendick Wright

WORK GROUP MEMBERS

National Alliance on Mental liiness
Winona Area Ambulance Service
Minnesota Department of Human Services
Regions Hospital

Allina Medical Transportation

Northfield Hospital Ambulance Service
Mary T. Inc

MN Sheriffs Association

Regions Hospital

Meds-One Ambulance

Mayo Clinic

EMSRB

Walker Ambulance

Life Link 1l

Kanabec Cty Sheriff's Office

Regions Hospital, EMSRB State Medical Director
EMSRB

MN Ambulance Association

Dakota County Public Health

EMSRB '

North Memorial Ambulance

EMSRB

HealthEast Medical Trans.

EMSRB Board Chair

National Alliance on Mental lliness
Office of Rural Health & P.C./EMSRB Board
Ombudsman for MH/DD

Justice Services Division Anoka Cty Sheriff's Office
Tri-County Hospital

Kanabec Hospital Ambulance Service
MN Hospital Association

Mayo Clinic

MDH-HEP

Lakes Region EMS

MN Para transit Provider Association
Mental Health Assoc. of MN

Gold Cross Ambulance

Supportive Living Services



This page was left blank intentionally.






About the study APPENDIX C

The Twin Cities Psychiatric Patient Flow Study was recommended by community leaders at the Roundtable
Discussion on Behavioral Health held last spring. The study includes all Twin Cities hospitals that have both
inpatient and emergency psychiatric departments and Anoka County Regional Treatment Center, which
provides longer-term inpatient psychiatric care. Leaders from the Minnesota Department of Human Services
and all seven metro county social services also contributed.

Organizations participating in the study included:

Abbott Northwestern Hospital

Anoka County Social Services

Anoka Metro Regional Treatment Center
Carver County Social Services

Dakota County Social Services

Fairview Hospital Systems

Hennepin County Medical Center
Hennepin County Social Services
Mercy Hospital

Minnesota Department of Human Services
North Memorial Hospital

Ramsey County Social Services
Regions Hospital

Scott County Social Services

St. John's Hospital

St. Joseph's Hospital

United Hospital

Washington County Social Services
Woodwinds Health Campus

#H##
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medical advice.
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Minnesota Department of Humen Services

LA Crisis Response Services

Diefinition of Crisis Services:

These are MA services targeted to respond to needs of people experiencing a mental health cxisis or
mental health emergency (see Minnesota Statutes, section 2568.0624, subd. 2. (2) and (b)); and 1o
some cases this will include short-term needs following intervention. These serviees are intended to
assist the recipient to regain functioning to the level of functioning prior to the ctisis/emergency or
to refer to longer-term supports that will assist the reciplent in regaining functioning; to diminish
crisis/ emergency-related suffering of the recipient; to avoid, where possible, mote restrictive service
settings; and to maintain community living by the recipient. The services include: erisis assessment,
crisis intervention, crisis stabilization (in community and shost-term residential), and community
intervention.

History of Dates of Implementation/Operation:

The Crists Sexvices began operating January 1, 2003, Crists Services operate on a contract model.
As of May 7, 2007, there ase currently 28 cuisis providers providing services in 31 counties. As 2007
continues, we expect to see an increase of additional providers as many of the contracts are up for
renewal.

Reservations in Minnesota:

I.  Red Lake 7 Mille Lacs

2. White Earth 8. Shakopee Mdewakanton Sioux
3.  Leech Lake 9. Prairie Island

4. Bois Forte / Nett Lake 10. Upper Sioux

5. Grand Portage 11. Lower Sioux

6. Fond du Lac

Current as of
05/07/2007
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Minnesota Department of Humean Services

Adult Mental el

CADI Slots

Definition of CADL:

Community Alternatives for Disabled Individuals (CAIDI) is a comprehensive package of Medical
Assistance services, which can be used to provide care and support for people to live in their own
home, instead of in 4 nursing hoime.

To be eligible for CAIDI, the person must:
« Be eligible for MA as a person with a disability
* Require the level of care provided in a NF
» Have a community care plan that reasonably assuges health and safety
° Be able to have CADI services provided within the waiver’s funding limits

CADI services ate provided to approximately 9,000 individuals in MN annually. The service is
provided to petsons with a wide range of diagnoses. At present, there are 3,030 adult persons with a
primary diagnosis of meantal illness using a CADI waiver. This is represented by the small sized
numbers in each county.

As part of the MH restructuting efforts, we have also allocated CADI capacity for those individuals

needing the level of setvice available at Ah Gwah Ching. The large sized numbers in each
planning region represent this, depicting 69 statewide.

Reservations in Minnesota:

1. Red Lake 7. Mille Lacs

2. White Harth 8. Shakopee Mdewakanton Sioux
3. Leech Lake 9. Prairie Island

4. Bois Forte / Nett Lake 10.  Upper Sioux

5. Grand Postage 11, Lower Sioux

G.

Fond du Lac

Current as of

01/17/2007
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APPE

Office of the Sheriff

Anoka County
Sheriff Bruce Andersohn

325 East Main Street, Anoka, MN 55303-2489 (763)323-5000 Fux (763)422-7503

DATE: Monday, June 4th, 2007
TO: Capt. Small
/

FROM: Sgtﬁ;’ erscliberger

SUBJECT: Costs Associated with Civil Comunitment Transports

All of the statistics on the attached pages are taken directly from the daily transport logs
completed by Anoka County Sheriff's Office Transport Deputies, with one exception.

The numbers associated with “phone calls” was based on a very conservative estimate. Each
Monday, Wednesday, and Thursday, staff in the Transport Unit must go through each order and
call each facility from which each patient is to be transported the following day. In addition to
giving the facility an estimated time of arrival of the transport deputies, the Sheriff’s Office staff
must determine if the patient has any problems:

¢ medical conditions which would prevent normal Sheriff’s Office Transport,

o walking, standing, and/or sitting conditions that would prevent normal Sheriff’s Office
Transport,

e behavior or other “risk” factors that Deputies should be aware of.

If complications arise, the staff making the calls must deal with that problem. Sometimes “the
problem” means making arrangements for an ambulance to do the transport. Other times it
requires calls to the social worker for additional info. Often, it takes a lot of contact time with
facilities to get to a nurse who can provide truly accurate information. The phone calls require
writing a memo so the deputies who conduct the transport the following day have the info they
need.

I would estimate that on Mondays and Wednesdays, phone calls involve at least 2 hour each on
the two days. With the smaller number of hearings scheduled on Fridays, I estimated that would
be about 15 minutes for Thursday’s phone calls. By taking 1 % hours times 52 weeks a year, this
involves a sum of 65 hours. (This doesn’t account for phone calls related to the transfers of
patients from one facility to another.)

The total number of transports, both for court and transfers, arc statistics we have normally
tracked and the numbers come from our monthly reports. The time commitment & mileage
statistics were derived by having a staff person hand count each transport log each day for the
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two years we reviewed. We had to do it this way because we have never divided these
categories for our normal tracking purposes. They are accurate numbers, but don’t appear on
our monthly report broken out in these categories. The number of Jail Division lunches provided
by the Sheriff’s Office for patients are also numbers we have specifically tracked and accounted
for, beginning in 2006. -

Also please note there is a great deal of transport work that has to be scheduled for late in the
day. This is due to court appearances being “time sensitive” and required to be completed based
on the transport order. Most of the transports related to criminal cases, warrants, writs, prison
commits have to be put off until late in the day. Those transports, if tracked specifically, would
reflect much of our overtime costs. But only because they get pushed off until later in the day.

The attached data and cost analysis shows an accurate, but very conservative amount of expenses
absorbed by the Sheriff’s Office.

If you have any questions, please contact me.

EH



TOTAL EXPENSES RELATED TO CIVIL

COMMITMENT TRANSPORTS 2006

Regular: $62,130
Deputy 1,734.5
Hours In and
Transit Overtime:
388 $18,099
Miles Driven 35,419 $17,178
Monitoring 744 $26,650
Hours
Telephone 65 $2,328
Hours
122 bag
lunches from
Lunches Jail x $1.40
Provided to each and 1
Patients fast food $170.80 and
drive-thru @ $3.41
$3.41
GRAND
TOTAL¥ $126,559.21

*See Memo of Explanation




STATISTICS ASSOCIATED

WITH

CIVIL COMMITMENT TRANSPORTS

2006

Deputy Miles Hours Monitoring Court Transfers
Hours in Driven Patients Hearings
Transit |
January 122.5 1697 63 88 9
February 202 3456 77 90 8
March 144 2259 54 84 4
April 186.5 3355 57 71 5
May 107 1547 63 82 16
June 113.5 1768 69 93 15
July 210 3528 01 73 15
August 217 3227 66 144 12
September 145.5 2029 38 75 12
October 180.5 3283 51 86 12
November 242.5 4407 72 95 14
December 251.5 4863 73 96 3
Grand Total 2,122.5 35,419 744 hours 1,077 125
hours miles transports transfers




STATISTICS ASSOCIATED

A WITH
CIVIL COMMITMENT TRANSPORTS

2005

Deputy Miles Hours Monitoring Court Transfers
Hours in Driven Patients Hearings
Transit
January 134 2288 57 71 4
February 177 3046 62 53 9
March 212 3710 61 102 14
April 157 2619 80 108 1
May 157 2409 68 105 7
- June 202 3787 86 125 10
July 171.5 3152 67.5 80 13
- August 156.5 2570 41 75 11
September 208.5 3970 68 84 9
October 233.5 4272 79 107 10
November 105.5 1379 59.5 54 14
December 165 2731 60 87 3
Grand Total 2,079.5 35,933 789 hours 1,051 105
hours miles transports transfers
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