Emergency Nursing Interface with Mobile
Integrated Health (MIH) and Community
Paramedicine (CP) Programs
Description
Emergency departments (ED) provide a substantial proportion of the healthcare delivered in the United States.1 Increased ED
utilization is a reflection of increasing community healthcare needs and the lack of access to available care.1,2 Indeed, a recent
literature review found that on average, 37% (range 8–62%) of patients seeking emergency care were triaged with the lowest
rating of non-urgent.3 With ever-increasing numbers of patients, emergency departments face significant barriers to the
delivery of acute care and essential healthcare services.2,4 Inappropriate use of emergency services, crowding, frequent
“bounce-back” visits, barriers to access of care, and fragmentation in care all strain emergency departments, which serve as
the safety net of the US healthcare system.4 These inefficiencies are more than an economic problem: they have a human toll
and lead to suffering and unnecessary deaths.4
The Institute for Healthcare Improvement has proposed the following three-pronged approach to the problem:
• Improve the experience of care
• Improve the health of populations
• Reduce the per capita costs of healthcare5
Achieving these aims will require communitywide partnerships among prehospital, particularly EMS, and community
professionals including social service providers, behavioral health professionals, and educational leaders to provide an
effective approach.
In 2013, citing wasteful spending, unnecessary services, inefficiently delivered services and missed prevention opportunities,
the Institute of Medicine (IOM) recommended a “system wide transformation” to include engaging patients, embracing new
technologies, increasing teamwork and transparency, and valuing outcomes of care.4, pg. 320
One innovative strategy, Mobile Integrated Healthcare (MIH), is being piloted or has been implemented across the United
States. This population-based healthcare delivery approach uses out-of-hospital resources in the community setting to
provide services to a wide range of patients within a given population. Community paramedicine (CP), an example of MIH,
allows paramedics and emergency medical technicians (EMTs) to operate in expanded roles within their scope of practice in
the field under the direction of a physician.6,7 These programs were originally implemented to increase access to healthcare
in underserved rural areas.8 In 1996, the US Department of Transportation Emergency Medical Services (EMS) Agenda for
the Future outlined a plan for EMS to integrate primary care services into the community.9 In 2012, there was a proposal for
further expansion of the EMS role into non-rural areas.8
In many cases, CP programs are filling a gap in services that had been performed by public health nurses and visiting
nurses.7 This raises uncertainty related to overlapping responsibilities, education and training,7 and underscores the necessity
for interprofessional collaboration and role clarity.10–14 Currently, it is the registered nurse who coordinates discharge
planning, referrals for chronic disease management, post-discharge community follow-up, and continuing preventive care.7
In fact, the American Nurses Association cited their belief that “patient-centered care coordination is a core professional
standard and competency for all registered nursing practice” presents a major motivation for establishing interprofessional
collaboration7,pg.1 and advocate communication and cooperation between paramedics and registered nurses.7
The intended expansion of the community paramedic role may overlap emergency nursing scope of practice, education and
training.15 Thus, collaboratively developed MIH and CP frameworks with clearly-defined roles are essential as these
programs move forward in providing specific needs-based community resources. /.8,10–14

ENA Position
It is the position of the Emergency Nurses Association that:
1.

Emergency nurses support all members of the healthcare team to function fully and collaboratively, consistent with their
education, training, and scope of practice

2.

Emergency nurses promote and support public health services that provide safe, patient-centered, quality care

3.

Emergency nurses collaborate with a variety of interprofessionals to improve the health of populations served, reduce
healthcare costs, and improve individual patient experiences

4.

Interprofessional teams with members having clearly defined roles are essential to provide patient care within the
framework of MIH and CP programs

5.

Patient-centered care coordination is a core professional standard and competency for all registered nursing practice

6.

Emergency nurses support advanced education for EMS providers in MIH and CP programs

7.

Emergency nurses advocate for additional research to measure the efficacy of these community programs

Background
Pioneering programs such as the MIH and CP have launched a movement for more cost-effective healthcare spending using a
patient-centered approach integrated with a team-based, interprofessional collaborative structure.10–13 Services offered by
these programs include telephone triage, chronic disease management, follow-up home visits, post-discharge education, and
preventive care, all under medical direction or oversight.16–20 These programs may present an opportunity to increase the
proportion of individuals who have access to care.8 In fact, current data show they may help prevent hospital readmissions
and reduce ED visits by decreasing the number of frequent-user transports.8
These programs face challenges.21 Many states have well-established MIH or CP programs, whereas others have only
recently amended their EMS laws to legalize and support these programs.10 States without legislation in place regarding these
programs create regulatory challenges and barriers including uncertainty over funding and reimbursement21 requiring these
programs to be locally funded.22 The role of the community paramedic is subject to state regulations and certification 6,7,10–14,
23
creating a regulatory barrier since many states require every patient be transported.8 There is also inconsistency among
programs regarding education, scope of practice and physician oversight.21 Some programs call for advanced EMS training
while others use EMS providers at all levels without additional training.8 Advanced education for paramedics usually
includes diagnostic and triage skills, expanded psychomotor skills, and pathophysiology of chronic disease.8
In 2014 the National EMS Advisory Committee (NEMSAC) published their final advisory on community paramedicine.21
They outlined multiple recommendations and strategies regarding the provision of healthcare services and urged a national
healthcare stakeholder strategy meeting to guide the implementation of these programs.21 Successful program strategies
recommend completing an assessment of a community’s healthcare needs to identify populations who might benefit from
MIH and CP programs. 6,8,10 Emergency nurses, together with discharge planners, case managers, social service providers,
emergency nurse practitioners and emergency physicians will be essential for identifying patients at risk and providing
education. Further role clarification and collaboration will also be necessary to determine how contact information and
community referrals will be disseminated. Opportunity exists for emergency nursing collaboration with EMS and other
interprofessional colleagues to clarify roles and maintain the integrity of registered nursing scope of practice as ED patients
are transitioned into these community programs.
While there is much in the literature regarding MIH and CP, there are currently few studies to support the efficacy, safety and
economic benefit of these programs.8 Additional studies are necessary to validate preliminary findings and provide evidencebased performance measures.8

Resources
U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality. (n.d.). Innovations Exchange.
Retrieved from https://innovations.ahrq.gov/
Universities of Minnesota, North Carolina at Chapel Hill, & Southern Maine. (2014). The evidence for community
paramedicine in rural areas: State and local findings and the role of the state flex program (Flex Monitoring Team Briefing
Paper No. 34). Retrieved from https://www.naemt.org/Files/MobileIntegratedHC/CP%20Policy%20Brief%202.pdf
Peck, T. (2015). Mobile integrated healthcare: The patient-centered approach to population health. Retrieved from the
Envision Healthcare website: https://www.evhc.net/News-Resources/Knowledge-Center/White-Papers/Envision-HealthcareMobile-Integrated-Healthcare-W.pdf
Mobile Integrated Healthcare Practice Resource Center. (2014). About the MIHP resource center. Retrieved from
http://mihpresources.com/
The Mobile Integrated Healthcare Practice Collaborative Supported by Medtronic Philanthropy. (2014). Principles for
establishing a mobile integrated healthcare practice. Retrieved from https://portal.azoah.com/oedf/documents/2015A-EMS0011-DHS/AMR-16%20P-%20MIHP_Guide.pdf
The Annapolis Coalition on the Behavioral Health Workforce. (2014). Core competencies for integrated behavioral health
and primary care. Retrieved from the SAMHSA website:
http://www.integration.samhsa.gov/workforce/Integration_Competencies_Final.pdf
U.S. Department of Health and Human Services, Health Resources and Services Administration Office of Rural Health
Policy. (2012). Community paramedicine: Evaluation tool. Retrieved from:
http://www.hrsa.gov/ruralhealth/pdf/paramedicevaltool.pdf

References
1.

Weiss, A. J., Wier, L. M., Stocks, C., & Blanchard, J. (2014). Overview of emergency department visits in the United States, 2011 (Statistical Brief #174).
Retrieved from the Agency for Healthcare Quality and Research website:
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb174-Emergency-Department-Visits-Overview.pdf

2.

American College of Emergency Physicians. (2014). The ethics of healthcare reform: Issues in emergency-medicine – An information paper. Retrieved
from http://www.acep.org/Content.aspx?id=80871

3.

Uscher-Pines, L., Pines, J., Kellermann, A., Gillen, E., & Mehrotra, A. (2013). Deciding to visit the emergency department for non-urgent conditions:
A systematic review of the literature. The American Journal of Managed Care, 19(1), 47–59. Retrieved from
http://www.ajmc.com/journals/issue/2013/2013-1-vol19-n1/Emergency-Department-Visits-for-Nonurgent-Conditions-Systematic-Literature-Review/

4.

Institute of Medicine. (2013). Best care at lower cost: The path to continuously learning healthcare in America. Washington, DC: The National
Academies Press.

5.

Institute for Healthcare Improvement (2015). Initiatives: The IHI triple aim. Retrieved from:
http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/default.aspx

6.

American College of Emergency Physicians (ACEP). (2014). Medical direction of mobile integrated healthcare and community paramedicine
programs. Retrieved from: https://www.acep.org/Physician-Resources/Policies/Policy-statements/EMS/Medical-Direction-of-Mobile-IntegratedHealthcare-and-Community-Paramedicine-Programs/

7.

American Nurses Association (2014). ANA’s essential principles for utilization of community paramedics. Retrieved from the Nursing World website:
http://www.nursingworld.org/MainMenuCategories/ThePracticeofProfessionalNursing/NursingStandards/ANAPrinciples/EssentialPrincipliesUtilizationCommunityParamedics.pdf

8.

Choi, B. Y., Blumberg, C., & Williams, K. (2015). Mobile integrated healthcare and community paramedicine: An emerging emergency medical
services concept. Annals of Emergency Medicine. Advance online publication. doi:http://dx.doi.org/10.1016/j.annemergmed.2015.06.005

9.

National Highway Traffic Safety Administration. (2000). Emergency Medical Services education agenda for the future: A systems approach. Retrieved
from the ems.gov website: http://www.ems.gov/education/EducationAgenda.pdf

10. Beck, E, Craig, A., Jeeson, J., Bourn, S., Goodloe, J. Moy, H. P., Myers, B.,…White, L. (2013). Mobile integrated healthcare practice: A healthcare
delivery strategy to improve access, outcomes, and value. Retrieved from the American College of Emergency Physicians website:
https://www.acep.org/uploadedFiles/ACEP/Practice_Resources/disater_and_EMS/MIHP_whitepaper%20FINAL1.pdf
11. Hodge, J. G., Orenstein, D. G., & Weidenaar, K. (2014). Expanding the roles of emergency medical services providers: A legal analysis. Retrieved
from the Association of State and Territorial Health Officials website: http://www.astho.org/Preparedness/ASTHO-EMS-and-Law-Report/
12. National Association of Emergency Medical Technicians (NAEMT). (2014). Vision statement on mobile integrated healthcare (MIH) & community
paramedicine (CP). Retrieved from: http://www.naemt.org/Files/CommunityParamedicineGrid/MIHVision022814.pdf
13. National Association of State EMS Officials. (2014). Mobile Integrated Health — Community Paramedicine Committee strategic plan priorities and
strategies 2014. Retrieved from: https://nasemso.org/Projects/MobileIntegratedHealth/documents/2014-MIH-CP-Priorities-Strategies.pdf
14. Interprofessional Education Collaborative Expert Panel. (2011). Core competencies for interprofessional collaborative practice: Report of an expert
panel. Retrieved from the American Association of Colleges of Nursing website: http://www.aacn.nche.edu/education-resources/ipecreport.pdf
15. Emergency Nurses Association. (2011). Emergency nursing scope and standards of practice. Des Plaines, IL: Author.
16. Tadros, A. S., Castillo, E. M., Chan, T. C., Jensen, A. M., Patel, E., Watts, K., & Dunford, J. V. (2012). Effects of an emergency medical servicesbased resource access program on frequent users of health services. Prehospital Emergency Care, 16(4); 541–547. doi:10.3109/10903127.2012.689927
17. National Association of Emergency Medical Technicians. (2014). Mobile integrated healthcare: Approach to implementation. Burlington, MA: Jones
& Bartlett Learning.
18. City of San Antonio MIH Team. (2015). Mobile integrated healthcare pilot program: What is mobile integrated healthcare (MIH)? Retrieved from:
http://www.sanantonio.gov/SAFD/About/Divisions/EmerencyMedicalServices/MobileHealthcare.aspx
19. North Central EMS Institute. (2014). The community paramedic program—A new way of thinking. Retrieved from the Community Paramedic website:
http://communityparamedic.org/
20. Peck, T. (2015). Mobile integrated healthcare: The patient-centered approach to population health. Retrieved from the Envision Healthcare website:
https://www.evhc.net/News-Resources/Knowledge-Center/White-Papers/Envision-Healthcare-Mobile-Integrated-Healthcare-W.pdf
21.

National Emergency Medical Services Advisory Countil. (NAEMSAC) 2014, Final Advisory on Community Paramedicine. Retrieved from:
http://www.ems.gov/pdf/nemsac/NEMSAC-Final-Advisory-on-Community-Paramedicine-dec2014.pdf

22. Zavadsky, M., Hagen, T., Hinchey, P., McGinnis, K., Bourn, S., & Myers, B. (2015). Mobile integrated healthcare and community paramedicine:
Insights on the development and characteristics of these innovative healthcare initiatives, based on national survey data. Retrieved from the National
Association of Emergency Medical Technicians website: https://www.naemt.org/docs/default-source/MIH-CP/naemt-mih-cp-report.pdf?sfvrsn=2
23. American College of Emergency Physicians. (2014). Medical direction of mobile integrated healthcare and community paramedicine programs.
Retrieved from: https://www.acep.org/Physician-Resources/Policies/Policy-statements/EMS/Medical-Direction-of-Mobile-Integrated-Healthcare-andCommunity-Paramedicine-Programs/

Authors
Emergency Medical Services (EMS) Advisory Council
Nancy Barr, MSN, RN
Jeffrey Bell, BSN, RN, EMT-P, CEN, NREMT-P
Lou Faraone, MSN, RN, CEN, NRP
Wanda Larson, PhD, MEd, BA, RN, CEN
Nicholas Nelson, MS, RN, EMT-P, CEN, CPEN, CCRN, CPN, NRP
Christopher Parker, BSN, RN, CEN, CPEN, NREMT-P
Diane Gurney, MS, RN, CEN, FAEN Chair, Position Statement Committee
Reviewed by the Position Statement Committee
Diane Gurney, MS, RN, CEN, FAEN, Chair
Katie Bush, MA, RN, CEN, SANE-A
Melanie Crowley, MSN, RN, CEN
Gordon Gillespie, PhD, DNP, RN, CEN, CPEN, CNE, PHCNS-BC, FAEN

Steven Jewell, BSN, RN
Robin Walsh, MS, BSN, RN
E. Marie Wilson, MPA, RN
ENA 2015 Board of Directors Liaisons
Sally Snow, BSN, RN, CPEN, FAEN
Joan Somes, PhD, RN-BC, CEN, CPEN, FAEN, NREMT-P, Emergency Medical Services Advisory Council
ENA Staff Liaisons
Monica Escalante Kolbuk, MSN, BA, RN
Dale Wallerich, MBA, BSN, RN
Developed: 2015.
Approved by the ENA Board of Directors: December, 2015
©Emergency Nurses Association, 2015.

This position statement, including the information and recommendations set forth herein, reflects ENA’s current position with respect to the subject matter discussed herein based on current knowledge at the
time of publication, is only current as of the publication date, and is subject to change without notice as new information and advances emerge. The positions, information and recommendations discussed
herein are not codified into law or regulations. Variations in practice and a practitioner’s best nursing judgment may warrant an approach that differs from the recommendations herein. ENA does not approve
or endorse any specific sources of information referenced. ENA assumes no liability for any injury and/or damage to persons or property arising from the use of the information in this position statement.

