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Executive Summary

Overview of Evaluation

Medical control authorities (MCAs) are designated by MDHHS Bureau of Emergency
Preparedness, EMS, and Systems of Care (BEPESOC) to supervise and coordinate EMS systems
within their regional jurisdictions. MCAs provide medical control to their region’s life support
agencies (LSAs), which provide prehospital care and transport before a patient is received at a
hospital, free-standing emergency department (FSED), or free-standing outpatient facility
(FSOF). MCAs are administered by participating hospitals, FSEDs, and FSOFs in each MCA
region.

MCAs have a crucial role in the provision of safe, effective EMS to their communities. MPHI’s
evaluation approach was designed for MDHHS and other relevant stakeholders to learn more
about the current capacity of MCAs in Michigan. The purpose of the evaluation was to
understand the organizational strengths and effectiveness of MCAs so that gaps and
challenges can be identified and addressed. The data generated by this evaluation is meant to
be used by stakeholders to better support MCAs and implement policies that encourage best
practices and address the current challenges that MCAs face.

Evaluation Approach

First, the evaluation team finalized the scope of data collection through document review and
extensive input from MDHHS BEPESOC leaders. Subsequently, data collection tools, including
two surveys, were developed collaboratively using an evaluation framework, and then
programmed within the RedCAP survey environment. First, the Phase 1 survey, along with a
data extraction template to collect basic organizational and functional information about the
MCAs, was sent to one key contact at each MCA. Second, the Phase 2 survey was disseminated
to MCA stakeholders to collect more comprehensive and role-specific data. Once the surveys
were closed, data was analyzed to identify factors that contribute to the or ineffectiveness of
MCA:s.

Key Takeaways

Phase 1

Overall Structure of MCAs

Common Organization Structures
e 46% are organized as a specific department of a hospital.
e 30% are organized as an independent corporation.

Common Staffing Models
e 57% use a staffing model in which staff are employed by another entity and are
shared between that work and the work of the MCA.
e 26% use a staffing model in which staff are employed by and are fully dedicated to
MCA work.
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Common Funding Sources
e 61% received monetary contributions from hospitals.
e 48% received in-kind support from hospitals.

Website and App Usage
e 68% have an official website.
e 55% have websites containing their protocols.
e 39% use an app.

Medical Director Appointment and Training
e 51% of MCAs have a medical director who was appointed within the last five years.
o Among medical directors appointed within the last five years, 54% completed
educational programs specific to medical directors since 2020.

e Medical director educational training programs taken included:
o MCA Trauma Conferences (70%)
o In-person MCA Training (26%)
o Recorded MCA Training on MI-TRAIN (26%)

Communications
e 96% of MCAs record communication between field EMS units and hospitals
electronically.
o Over half (56%) maintain records for more than 6 months
e 78% of MCAs have a communication records maintenance mechanism in which the
hospital receives and maintains transmission.
e 10% of MCAs maintain communication records by an accessible cloud-based platform.

Protocol Distribution and Awareness
e In 87% of MCAs, EMS personnel are supplied with the current protocol through their
agency.
e 54% are supplied the current protocol through the MCA website.
e 37% are supplied the current protocol via phone app update.
® In 89% of MCAs, licensed EMS personnel are made aware of their MCA’s protocols
through agency assurance.
LSA Credentialing and Monitoring

® 56% of MCAs have a formal process for granting authority to LSAs.
e 46% of MCAs do not monitor LSA availability.

Phase 2

Years of Experience
e 44% of respondents held their current position for one to five years.
e 44% held their current position for more than five years.
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Time Allocation
e 45% of respondents spend less than five hours a week on MCA work.
e 24% spend more than 20 hours a week.
e Ideally, a majority (79%) would spend more than five hours a week on MCA work,
compared to the 55% who do so currently.

Training
e 41% of respondents attended an in-person MCA training.
e Most (83%) respondents rated the training as very useful (seven or above), with an
average rating of 8.1.

MCA Handbook
e About 1in 3 (33%) respondents had thoroughly read or were familiar with the
handbook.
e About 1in4(25%) did not know an MCA handbook existed.

Understanding of MICA Structure and Functions
e Over 80% of respondents said they had a comprehensive understanding for each topic
(rating of seven or above):
o 87% for processes and requirements for personnel credentialing.

o 85% for processes and requirements for agency licensure.
o 84% for statutory responsibilities of an MCA’s functions.
o 83% for statutory responsibilities for an MCA’s structure.
o 80% for protocol submission processes.

MCA Bylaws

e 49% of respondents said their bylaws were updated in the last five years.
e Notably, almost half (46%) reported that they were not sure when bylaws were last
updated.

Perception of MICA Effectiveness
o 82% of respondents said their MCA was very effective (rating of seven or higher).

Regional Activities
e 66% of respondents agreed or strongly agreed that their MCA regularly participates in a
Regional Trauma Advisory Committee (RTAC).
e 68% agreed or strongly agreed that their MCA regularly participates in a Regional
Trauma Network (RTN).
e 79% agreed or strongly agreed that their MCA has been involved in the development
of regions for systems of care (SOC), such as stroke, STEMI, and trauma.
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Quality Improvement
e 75% of respondents agreed or strongly agreed that their MCA has a defined quality
improvement process.
e Only 51% reported they receive reports of quality indicators.

Knowledge Test

e Overall, 67% of survey respondents selected correct responses for most knowledge
test questions.

e 97% was the highest rate of correct answers, for whether an MCA can revoke or
suspend an EMS license.

e 47% was the lowest rate of correct answers, for whether the authority of an MCA
comes from the bylaws.

e When stratified by respondent primary role, the lowest overall score on the knowledge
test was among PSRO members (64%), followed by MCA Board and Advisory Body
members (66%) and key staff (69%).

e MDs and AMDs had the highest overall score on the knowledge test, getting 75%
correct on average.

Key Recommendations and Action Steps

Updated manuals and handbooks and accessibility of materials.
E = o Creation and distribution of a “quick manual” for those who may not read the
MCA Handbook in full — especially for Board, Advisory Body, and PSRO members.
o Development of a new MCA Handbook which is regularly updated based on need.
o Creation of easily accessible MCA manuals and handbooks that are published
electronically and provided in hard copy as needed.

|II

Improved data collection for regular oversight of MCAs.
III. o Regular collection of relevant data points regarding the structure and functions of
all MCAs.
o Creation and regular maintenance of databases encompassing relevant data
points.

Increased enforcement of MCA policies and procedures.

o Level-setting with all stakeholders to stress importance and legal weight of MCA
protocols.

o Administration of regular knowledge tests regarding understanding of MCA
policies and procedures.

o Implementation of other enforcement mechanisms, as needed.

Increased stakeholder engagement.

\
):
/L
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o Review of knowledge test results with stakeholders based on composite scores,
especially MCA Board, Advisory Body, and PSRO.

o Increased engagement with stakeholders, including enhanced feedback and input
mechanisms for Advisory Body and MCA Board.

Continued, consistent training and education.

o Provision of regular education and training opportunities regarding MCA policies
and procedures, not just upon onboarding.

o Continued knowledge dissemination at conferences, workshops, and other
educational forums.
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Introduction

Medical control authorities (MCAs) are designated by the state of Michigan to supervise and
coordinate emergency medical services (EMS) in a specific geographic jurisdiction. MCAs are
authorized by the Public Act 368 of 1978 (i.e., Public Health Code) to oversee EMS services in
their regions. MCAs are overseen by the Michigan Department of Health and Human Services
(MDHHS) Bureau of Emergency Preparedness, EMS, and Systems of Care (BEPESOC) and must
adhere to its policies.

Background

MCAs are designated by MDHHS to supervise and coordinate their respective EMS systems as
prescribed, adopted, and enforced through protocols approved by MDHHS. MCAs provide
medical control to life support agencies (LSAs), which provide prehospital care and transport
before a patient is received at a hospital or emergency department. They engage in a wide
range of functions and can generally take many different types of structures. They do not
receive any state or federal funding and are responsible for acting in the best interests of the
EMS systems in their region.

MCAs are administered by participating hospitals in each region. Any hospital, free-standing
emergency department (FSED), or free-standing outpatient facility (FSOF) that receives
emergency patients can participate in the MCA. Participating members can have
representatives on the MCA Board, which is required to comprise mostly of hospital and
FSED/FSOF representatives. All members of the MCA must comply with MDHHS-approved
MCA protocols.

Additionally, each MCA has a medical director, appointed with the advice of the Advisory
Body, who is a board-certified emergency medicine physician tasked with providing medical
control to the participating LSAs. The MCA’s Advisory Body consists of representatives of
participating LSAs, including different types and levels of EMS personnel. Many MCAs also
have clerical or administrative staff who engage in other MCA responsibilities, including
training and continuing education, personnel testing, medication management, quality
improvement, and data entry. Finally, MCAs have professional standard review organizations
(PSROs), which are focused on reviewing quality improvement data and improving quality of
care.

Evaluation Purpose
MCAs have a crucial role in the provision of safe, effective EMS to communities in Michigan.
Due to the essential nature of MCAs, the purpose of this evaluation was to understand the
organizational strengths and effectiveness of MCAs so that gaps and challenges can be
identified and addressed, and best practices can be documented and replicated. The data
generated by this evaluation is meant to be used by relevant stakeholders to better support
MCAs and implement policies that encourage best practices as well as address current
challenges.
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Evaluation Approach

MPHI developed an evaluation approach so that MDHHS and other relevant stakeholders
could learn more about the current capacity of MCAs in Michigan. This included learning more
about the current structure and functions of MCAs. MPHI started its evaluation process by
finalizing the scope of data collection through document review and meeting with MDHHS
BEPESOC leaders. Subsequently, using a comprehensive evaluation framework, the evaluation
team developed data collection tools, including two surveys, which were disseminated to the
MCAs. Once data was collected, MPHI analyzed the data to look at factors that contribute to
the effectiveness and inefficiencies of MCAs.

Document Review

At the start of the evaluation, MPHI conducted a document review to gather existing
information about the structure and functions of MCAs in Michigan. MPHI first reviewed the
most recent (2017) edition of the MCA Handbook which was prepared by BEPESOC. The
handbook is a guide for hospital administrators, clinical providers, LSA leaders, EMS personnel,
medical directors, and staff involved in MCA administration and work. The MPHI evaluation
team reviewed the 54-page document and took notes on key terms and areas of work.

The evaluation team also reviewed a prior evaluation of Michigan MCAs conducted in 2012,
including the associated evaluation survey and results. This 2012 survey formed the basis of
the surveys that were developed for the present evaluation. Further document review was
facilitated through the development of the initial data collection tool, along with which
individual MCAs were asked to send their department-approved protocols and bylaws.

Framework Development

MPHI developed an evaluation framework with guidance from the MCA Handbook, the 2012
MCA evaluation, and other areas of interest for the BEPESOC team which were determined
through conversation with them. The evaluation framework was developed systematically,
using information gathered from the document review. The three domains that were
developed were: Descriptive Information, Structure and General Operations, and Processes for
Providing Key Functions. Under each domain, evaluation concepts and data resources for
potential metrics and questions were determined. This framework laid the foundation for
survey development.

Initial Data Collection

The evaluation team created an Excel spreadsheet with multiple tabs to capture relevant
information from each MCA. The first worksheet collected demographic and staffing data from
each MCA. This included geographic and demographic data, the number of staff employed,
full-time equivalents (FTEs) dedicated to MCA work, number of EMS providers stratified by
certification level.
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The second worksheet collected the names of participating hospitals, as well as their zip code
and trauma level designation. The last two worksheets collected data about the rosters of the
MCA Board and Advisory Body (when a separate entity from the MCA Board). These
spreadsheets collected names, email contact information, which agency the person belonged
to, hospital or non-hospital membership, designated statutory role they were filling, title at
their place of employment, and board position, if they held one.

Surveys

MPHI programmed two surveys on the RedCAP platform, each designed to address different
aspects of the MCA evaluation. Additionally, the Initial Data Collection spreadsheets were sent
out along with the survey.

The first survey (Phase 1 Survey) was sent out to only one key contact at each MCA.
Concurrently, the Initial Data Collection tool was also sent out to these key contacts. Once the
Phase 1 Survey was closed, the second survey (Phase 2 Survey) was sent to various types of
MCA staff and stakeholders to get their perspectives on their work with MCAs. For the Phase 2
Survey, many MCAs had multiple respondents, while Phase 1 produced only one response per
responding MCA.

Phase 1 Survey

Using the framework developed for the evaluation, MPHI developed questions within all three
domains of the evaluation. Questions that were not selected for Phase 1 were planned to be
used in the Phase 2 Survey. The BEPESOC team reviewed a draft of the Phase 1 Survey and
provided feedback before MPHI started programming the survey. Overall, 47 questions were
selected for the final survey.

Questions were organized into general questions (e.g., MCA name), structure and operations
(e.g., type of organization, staffing model, Board and Advisory Body, medical director and staff,
funding, communications), and key function processes (e.g., protocol development, protocol
adherence, EMS credentialing, quality improvement, participation in public safety answering
points and dispatch, discretionary activities).

After the survey was programmed in RedCAP, it was sent by BEPESOC staff to one key contact
at each of the MCAs, with MPHI developing recruitment language for the survey which
contained clear communication that only MPHI staff would have access to the survey data.

Phase 2 Survey

The evaluation framework was also used to develop Phase 2 questions. The Phase 2 Survey
was designed to ask specific questions about MCA functions, including those that are role-
specific, as well as qualitative, open-ended questions about stakeholder perspectives on MCA
work.

The survey included general questions for various types of MCA staff and stakeholders.
Questions were about protocols, regional trauma collaboration, and quality improvement.
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Role-specific questions were also included (i.e., specific questions for medical director or
assistant medical director, key staff, voting members of MCA Board, participants of the
Advisory Body, and PSRO members). Additionally, one section was dedicated to an 11-question
“knowledge test” which was proposed by the BEPESOC team as a metric of how
knowledgeable MCA staff and stakeholders were about MCA structure and functions.

After the survey was programmed in RedCAP, it was sent by key staff at each MCA to relevant
staff and stakeholders, once again using recruitment language that MPHI developed.

Data Analysis

Initial analysis of Phase 1 and Phase 2 data was conducted using SPSS. Basic analysis consisted
of generating descriptive statistics from quantitative data that was received from MCAs.
Descriptive statistics included frequencies and other forms of univariate analysis. Phase 1 data
was combined with the initial data collection tool data to facilitate inferential crosstab and chi-
square analysis. Further data analysis examined differences across trauma region, type of
organization, type of staffing structure, and primary role within the MCA. Additionally,
qualitative analysis was conducted to extract themes from the responses to open-ended
guestions from Phase 1 and Phase 2.

Phase 1 and Initial Data Collection Results

Survey Response Overview
A total of 42 respondents provided complete responses to the Phase 1 survey, as well as 4
incomplete responses. The overall survey response rate was 71%.

Overall Structure

Trauma Region

Respondents reported which trauma region their MCA belonged to. As shown in Figure 1, of
those who reported their region, 6% of MCAs were from Region 1, 9% from Region 2N, 9%
from Region 25, 16% from Region 3, 16% from Region 5, 11% from Region 6, 9% from Region 7,
16% from Region 8, and 3% from multiple regions.
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6%

Figure 1. MCA Survey Participation by Michigan Trauma Region.

Organizational and Staffing Structure

MCAs vary greatly in the way they are structured. Some MCAs are independent organizations,
while others are affiliated with member hospitals or are part of an educational or county
organization. An MCA’s staffing model, which is related to its organizational structure, can vary
greatly as well; MCAs are often either employed or shared between another entity, employed
by the MCA itself, or have a mix of both models.

Respondents were asked about the organizational structure of their MCA. Among the
respondents, almost half (46%) the reporting MCAs are organized as a specific department of a
hospital, 30% as an independent corporation such as a 501c3, 4% as an entity or unit within a
county agency, and 4% as an entity or unit within an educational organization (Figure 2, left).
Another 22% had some other type of organizational structure, including a hospital-led but
independent entity, or a combination of multiple types of organizational structures.

Respondents were further asked about their MCA’s staffing model. Among the respondents,
57% had a staffing model in which staff are employed by another entity and are shared
between that work and the work of the MCA, 26% of MCAs had a staffing model in which staff
are employed by and fully dedicated to MCA work, and 2% had a mix of both models (Figure 2,
right). Another 15% had some other type of staffing model. Other reported staffing models
included part-time or full-time employment by a hospital with added position tasks related to
the MCA, part-time administrative or coordination roles, part-time medical director roles, or
on an as-needed basis.
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ifi - Staff employed
Specific hospital
entity/shared

Independent Staff employed
corpF?:Jration . 11 (24%) by MCA and - 12 (26%)
fully dedicated
County agency I 2 (4%) A mix of both ‘ 1 (2%)
Educational
organization I2 (4%)

Figure 2. MCA Organizational Structure (left) and Staffing Model (right).

Funding Sources

Respondents were asked how their MCA is funded. They reported that MCAs derive their
funding from various sources, including monetary contributions from hospitals (61%), in-kind
support from hospitals (48%), grants such as those from a community foundation or United
Way (22%), local government funding (17%), voluntary allocations from LSAs (15%), in-kind
support from a non-hospital entity (11%). A few MCAs (7%) do not receive any funding at all.
Another 4% of MCAs receive funding from another source not listed (Figure 3).
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Monetary hospital support _ 28 (61%)
In-kind hospital support - 22 (48%)
Grants - 10 (22%)

Local government funding - 6 (17%)

Voluntary allocations from
Y Lehs . 8 (15%)

In-kind non-hospital
support . 5 (11%)

No funding I 3 (7%)
other | 2 (4%)
Figure 3. Funding Sources.
Use of Official Website and App
Respondents were asked if their MCA has an official website. Results showed that 68% of

MCAs have an official website, and 55% have websites containing their protocols. Respondents
were also asked if their MCA has an app. Results showed that 39% of MCAs use an app (Figure

4).
I -
MCAs 'Fhat have website _ 15 (55%)
with protocols
MCAs that use an app - 12 (39%)

Figure 4. Use of Websites and Apps.

MCAs that have a
website
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Medical Director Appointment, Training, Reporting and Responsibilities

Respondents were asked if the medical director at their MCA was appointed in the last five
years. Slightly over half (51%) of the participating MCAs reported having a medical director
who was appointed within the last five years. Those respondents with medical directors
appointed in the last five years were asked further questions about their appointment and
training.

Respondents were asked to describe the process of appointing a medical director at their
MCAs. Content analysis results demonstrated that there were some common themes in
appointment processes. These themes, listed from most common to least common, are
presented in Table 1, along with selected quotes that fall under each theme.

Table 1. Common Medical Director Appointment Processes.

Theme Quotes

Medical director is selected MCAB nominates, votes, and recommends appointment to
through an MCA Board and/or  Board of Trustees.

Advisory Body process (n=9) The Medical Director candidate was suggested to the Advisory

Body by the (then) current Medical Director. The Advisory
Body voted to accept the recommendation and the candidate
was appointed by the Board.

Nominations were provided by the MCA Board, reviewed and
voted on by the Advisory Board, then submitted to the
Executive Committee for approval.

Medical director is appointed The position is posted within local hospitals and candidates
by MCA-affiliated hospital(s) submit CV/resume to the board.
and/or by a candidate search

at the hospital (n=7) The medical director was appointed by hospital staff and the

employing agency. Candidates identified through ED staffing
availability and willingness.

Every three years the Medical Director is appointed by either
[of two local hospitals].

Medical director roleis a part  The current medical director is also the current director of the

of existing hospital role tasks ER as well, this position has been "attached" to that position

(n=6) and when ER directors change, so does the med control
director.

The medical director is an employee of the MICA sponsoring
hospital. Part of their role includes MCA medical director.

Among MCA medical directors appointed within the last 5 years, 54% had completed
educational programs specific to medical directors since 2020. These educational programs
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included MCA Trauma Conferences (70%), in-person MCA Training with the MCA Coordinator
(26%), and recorded MCA Training on MI-TRAIN (26%) (Figure 5).

MCA Trauma Conference _ 16 (70%)
In-person MCA Training
with MCA Coordinator - 6 (26%)
Recorded MCA Trainings
on MI-TRAIN - 6 (26%)

Figure 5. Education Programs Completed by Medical Directors Since 2020.

Another 35% of MCA medical directors took other types of trainings, including the National
Association of EMS Physicians (NAEMSP) course for medical directors, remote education
programs, Nationally Registered EMT (NREMT) Paramedic training, an EMS state director-
provided course, board-provided education for EMS physicians, and various conferences (e.g.,
Regional Healthcare Coalition, National Healthcare Coalition, Homeland Security, State MCA,
Local MCA, etc.).

Respondents were asked an open-ended question about how their MCA’s medical director
interacts with Board members. They shared that in most MCAs, the medical director is a part
of Board and Advisory Body meetings and sometimes leads those meetings as well. In these
cases, the medical director may either be a voting or non-voting member of the Board. In
some MCAs, the medical director leads meetings with LSAs and hospital staff, including
administration, and regularly interacts and provides updates through emails and in-person
staff meetings.

Respondents were also asked how the medical director reports to the Board. They shared that
in most MCAs, the medical director reports to the Board on issues related to the EMS system
through regular Board meetings. Some medical directors also use quarterly Board meetings
and executive board member meetings to provide their reports. Apart from meetings, medical
directors often use email, phone, and the Teams application for reporting. In some MCAs,
reporting is done by the medical director’s liaison or in coordination with the MCA’s key staff.

Respondents were further asked how medical directors receive input from the Advisory Body.
They shared that, in most cases, medical directors receive input during Advisory Body
meetings and through periodic formal meetings with members. In many cases, the medical
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director is also a Board or Advisory Body member and directly receives feedback from other
staff. Medical directors also receive input through email, phone, or via formal liaison.

Communications

Respondents were asked if their MCA records communications between field EMS units and
hospitals electronically. Almost all (96%) of the responding MCAs record communication
between field EMS units and hospitals electronically. Among these MCAs, over half (56%)
maintain records for more than 6 months, 22% maintain communication records for less than
6 months, and the remaining 4% maintain records for some other length of time.

Respondents were asked how communication records are maintained by their MCAs. In over
78% of MCAs, the hospital receives and maintains transmission, while 10% of MCAs maintain
communication records by using an accessible cloud-based platform. Additionally, 12% of
MCAs maintain records by other methods, such as meetings, an online countywide bulletin
board, apps, podcasts, and verbal communications.

Quality Improvement

Respondents were asked if their MCA has a currently functioning Quality Improvement (Ql)
program in place. Most MCAs (86%) said they have a currently functioning QI program in place,
while 12% said they do not have one. The remaining 2% of MCAs shared that they are not
aware if they have a currently functioning Ql program in place.

Respondents were asked how often their MCA’s Ql activities are evaluated. More than half of
the MCAs (54%) shared that their Ql activities are evaluated monthly, 22% evaluate them
quarterly, and 19% of MCAs evaluate them as needed. The remaining MCAs (5%) shared that
their Ql activities are evaluated at some other frequency.

Respondents were asked about the type of Ql activities their MCA regularly participates in.
Most MCAs (74%) regularly participate in providing feedback to LSAs, 70% regularly participate
in data review work, 70% regularly participate in audit of patient care documentation, and 61%
regularly participate in training and education.

Protocol Adherence

Respondents were asked how EMS personnel within each MCA are supplied with the current
MCA protocol. In most MCAs (87%), EMS personnel are supplied with the current protocol
through their agency, over half (54%) are updated through the MCA website, 37% via a phone
app update, 4% via bulletins or newsletters, 4% via hard or digital copies sent to agencies, and
2% via social media (Figure 6).

Respondents were further asked how EMS personnel are made aware of protocols. Survey
results showed that in most MCAs (89%), licensed EMS personnel are made aware of their
MCA’s protocols through agency assurance, 15% through annual testing of licensees, 4%
through training and education, and 4% through reviews and audits. Another 15% of
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respondents reported some other way of making personnel aware of protocols, such as
through the licensee renewal process, updates and memos, and meetings.

Through their agency _ 40 (87%)
. o

Via bulletins or newsletters I 2 (4%)

Via the MCA Website

Via phone app update

Via copies sent to agencies I 2 (4%)

Via social media | 1 (2%)

Figure 6. Methods of Protocol Distribution.

EMS and LSA Credentialing and Monitoring

Granting MCA Authority to LSAs

Respondents were asked if their MCA has a formal process in place to grant LSAs authority to
function within its jurisdiction. A little over half (56%) of the responding MCAs have a formal
process for granting authority to LSAs, while 21% said they do not have any formal process.
The remaining 23% of respondents shared that they were not sure if their MCA had a formal
process for granting LSAs authority. Following up, respondents were asked to describe their
MCA’s formal process to grant authority to LSAs to function. Most respondents stated that
their MCA has an application process and that LSAs must meet the minimum requirement for
credentialing within the MCA, along with application review by Advisory Body members. Some
MCAs also require that the participating LSAs maintain records of required certifications and
licensure and receive feedback through quality assurance.

Monitoring LSA Availability

Respondents were asked to share how MCAs monitor LSA availability. Results showed that
14% of MCAs monitor LSA availability through dispatch and 911 tracking logs, 12% through a
vehicle tracking system, 9% through agency reliance, and 7% through report monitoring.
However, 46% of the MCAs reported that they do not monitor the availability of LSAs (Figure

MCA Evaluation Report | 18



7). Another 12% of respondents said they had other ways of monitoring LSA availability,
including on an as-needed basis, and through radio.

None - 20 (46%)

Dispatch/911
tracking . 6 (14%)

Vehicle tracking . 5 (129%)
system

Agency reliance l 4 (9%)

Report I 0
monitoring 3 (7%)

Figure 7. Mechanisms for Monitoring LSA Availability.

Phase 2 Results

Survey Results Overview

There were 262 complete responses to the Phase 2 survey, out of 286 total responses.
Respondents included staff, medical directors, assistant or alternate medical directors, MCA
Board members, Advisory Body participants, PSRO members, and other staff and stakeholders
who are involved in MCA work throughout the state.

Respondent Role

Respondents were asked about their primary role within their MCA. Overall, the greatest
proportion of respondents were Advisory Body members (18%) and PSRO members (18%),
followed by key staff (17%) and MCA Board members (16%). Additionally, another 12% were
members of a combined Advisory Body and MCA Board, and 11% were medical directors
(MDs) or assistant medical directors (AMDs) (Figure 8). Another 8% had another role not listed
above, including fire chiefs, those in leadership roles related to operations and administration,
and first responders.

MCA Evaluation Report | 19



Advisory Body Member Only _ 46 (18%)
PSRO Member _ 46 (18%)
Key Staff _ 45 (17%)
MCA Board Member Only _ 42 (16%)
Combined Ig/l;jﬁ;{li/loear:qdbzpd Advisory _ 31 (12%)

Medical Director or
Assistant/Alternate Medical Director _ 29 (11%)

Figure 8. Primary MCA Role of Phase 2 Respondents.

Many respondents hold multiple roles simultaneously within their MCA. When all respondent
roles were taken into consideration, 40% were PSRO members, 15% were key staff, 25% were
MCA Board members, 15% were members of a combined Advisory Body and Board, 24% were
Advisory Body participants, and 12% were MDs or AMDs. Another 6% had another role not
listed. AlImost one in three respondents (32%) held more than one role within their MCA, and
almost 14% held more than two roles.

Years of Experience

Respondents were asked about the amount of MCA experience they had. When asked how
long they have served with the MCA they are currently affiliated with, the largest portion
(44%) responded that they had held this position for more than five years, while another 44%
had held their position for one to five years. However, when asked about overall MCA
experience, regardless of which MCA, a large portion of stakeholders said they had one to five
years of experience (36%), while almost one in four (23%) had over 20 years of experience
(Figure 9).
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6 to 10 years _ 63 (25%)
11 to 15 years - 24 (9%)

16 to 20 years - 17 (7%)
21 to 25 years - 21 (8%)
26 to 30 years - 18 (7%)

More than 30 years - 20 (8%)

Figure 9. Number of Years of Experience Working with Any MCA.

Over half (55%) of the MDs and AMDs had worked with their MCA for over five years. A similar
pattern was noted among key staff members, 58% of whom had worked with their current
MCA for over five years, while 80% had been there over three years. Board members had
mixed employment lengths at their current MCA, with about 46% of the members having
worked with the MCA less than two years.

Interestingly, a significant portion of staff had between one and five years of experience with
MCAs in general, including 43% of PSRO members, 38% of MCA Board members, 37% of
Advisory Body members, 35% of MDs and AMDs, and 29% of key staff. Most staff had under 15
years of experience working with MCAs.

Time Allocation

Respondents were asked about their time commitment to MCA work. Specifically, they were
asked how much time they dedicate to MCA work, as well as how much time they ideally
would dedicate to MCA work, free of any other constraints. Overall, almost half (45%) of the
respondents spent less than five hours a week on MCA work, while 16% spent five to ten
hours, and 15% spent 11 to 20 hours. Almost a quarter (24%) spent more than 20 hours a
week. Ideally, however, a majority (79%) would spend more than five hours a week on MCA
work, compared to the 55% who do so currently (Figure 10).
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33 (45%)
Less than 5 hours
15 (21%)
12 (16%)
5to 10 hours
22 (30%)

11 (15%) ® Current MCA hours per week

11 to 20 hours
9 (12%) m |[deal MCA hours per week

9 (12%)
8 (11%)

21 to 40 hours

9 (12%)
More than 40 hours
19 (26%)

Figure 10. Current and Ideal Time Allocation for MCA Work.

Group differences among respondents representing different primary roles were also
examined. Almost all (97%) MDs and AMDs spend under 20 hours a week on MCA-related
work, with a little over half (52%) spending less than five hours. However, most (79%) would
ideally schedule more than 5 hours of work a week, with 45% wanting to dedicate five to ten
hours. Key staff are more spread out in terms of how many hours of work they spend on MCA
tasks, but about one in five (20%) spend more than 40 hours a week on MCA tasks. However,
among those who work less than 40 hours, the majority work less than 20 hours a week.
Ideally, about half of the key staff respondents would spend between 21 and 40 hours a week
on their work as opposed to only 18% who do so currently.

Training

Respondents were asked if they had taken an in-person MCA training. Overall, 41% attended
an in-person MCA training provided to them by the MCA Coordinator. Further analysis to
explore group differences showed that key staff had the highest rates of attendance (58%) for
in-person training, followed by PSRO Members (46%) and MDs or AMDs (45%) (Figure 11).
Among the stakeholders with the lowest attendance, MCA Board members, 29% had attended
the training.
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Key Staff 26 (58%)

PSRO Member 21 (46%)

Medical Director or
Assistant/Alternate Medical
Director

Advisory Body Member - 18 (39%)
MCA Board Member - 39 (29%)

Figure 11. In-Person MCA Training Attendance by Primary Role.

13 (45%)

Those respondents who completed an in-person MCA training were asked how long ago it was
held. A little less than half (47%) of the survey respondents reported that their in-person MCA
training was held more than three years ago.

Respondents were also asked to rate their opinion on the quality of the in-person MCA training
on a Likert-type scale ranging from 1 (not at all useful) to 10 (extremely useful). Results
showed that 83% of respondents rated the training as very useful (7 or above), with an
average rating of 8.1 (Figure 12).

6% 11% 83%

Slightly useful (1 to 4) Moderately useful (5 to 6)
m Very useful (7 to 10)

Figure 12. Perceived Usefulness of In-Person MCA Training.

As a follow-up, survey respondents were invited to provide additional information regarding
the parts of the in-person training that they found most useful. Content analysis results
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showed that the most frequently reported themes included education on MCA policy,
structure, and role, face-to-face, hands-on aspects, and collaboration and networking. These
results are summarized in Table 2.

Table 2. Useful Parts of In-Person MCA Training.

Theme

Quotes

Education on policy,
structure, and role (n=32)

Face-to-face, hands-on (n=15)

Collaboration and networking
(n=15)

New protocol review (n=7)

Despite having lots of MCA experience, it is always
good to get a refresh of different aspects of the MICA
role and function as well as the state's perspective on
that role.

Legislative review, role and responsibilities of the
MCA and participants

just gaining familiarity with what a med control is
and what it does, its structure and statutes, etc.

learning about the MCA and their role in every day
running of the MCA

the face to face aspect is helpful

Real time communication and education
in person demonstrations, practice
Hands-on AED reviews.

networking discussions
Networking; Peer support
We have had multiple trainings — collaboration

Implementation of new protocol and training
state update on protocols

Respondents were also asked how the in-person training they attended could be improved.
Common themes that emerged from content analysis included more trainings, more
interactive, hands-on aspects, more participation from different staff, and the availability of
virtual options. These results are summarized in Table 3.

Table 3. Ways MCA In-Person Training Could Be Improved.

Theme

Quotes

More trainings (n=14)

Have more trainings on skills not used very often

More of it and experienced persons providing the
training.

Have more of them, covering different topics.
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More hands-on, interactive
aspects (n=7)

More participation from
different staff (n=4)

Virtual options (n=3)

Develop an introduction to MCA course, that MCA
staff not as familiar could take, but then expand on
that, and include best practicing from across the
MCA's in the state.

Provide real life, blinded examples of who a PSRO
functions using cases as an evaluative tool. The PSRO
role is a critical one and needs greater attention.

more hands on instead of power point

Realistic simulations

Greater participation of Members
More participation from road providers

more physician involvement, or experienced
paramedics

Offering a virtual option, | think will increase
availability to MCA members

MCA Handbook

Respondents were asked about their familiarity with the most recent MCA handbook. Results
showed that only 11% of survey respondents had thoroughly read the handbook, 22% were
familiar with the handbook, and 21% sought only specific answers within the handbook. By
contrast, 25% of respondents did not know an MCA handbook existed, while another 20%

knew of its existence but never utilized it (Figure 13).

| did not know it existed

| knew it existed but have never _ 52 (20%)

utilized it

| have only sought specific
answers within it

| am familiar with the contents _ 56 (22%)

54 (21%)

| have thoroughly read the - 29 (11%)

Handbook

Figure 13. Level of Familiarity with MCA Handbook.
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Group differences were examined based on the primary role of respondents. The lowest rates
of familiarity with the MCA Handbook were among members of the MCA Board, Advisory
Body, and PSRO. Among these groups, 41% of Advisory Body participants did not know it
existed, followed by PSRO members (28%), combined Advisory Body and Board members
(26%), and MCA Board members (21%).

Understanding of MCA Structure and Functions

Survey respondents were asked to rate their own understanding of various facets of MCA
structure and functions. They rated their understanding of each topic based on a Likert-type
scale ranging from 1 (no understanding) to 10 (full understanding).

Results showed that at least 80% of respondents provided a rating of seven or higher (i.e.,
comprehensive understanding) for each topic. Overall, 87% of respondents provided a rating
of seven or higher for their understanding of processes and requirements for personnel
credentialing, 85% for processes and requirements for agency licensure, 84% for statutory
responsibilities of an MCA'’s functions, 83% for statutory responsibilities for an MCA’s
structure, and 80% for protocol submission processes (Figure 14).

Processes and requirements for

- 7% 6%
personnel credentialing

Processes and requirements for

. 7% 7%
agency licensure

Protocol submission processes 9% 11% 80%

Statutory requirements for an MCA's

5% 12%
structure

Statutory responsibilities of an MCA's

. 5% 11% 84%
functions

Little understanding (1 to 4) Moderate understanding (5to 6) B Great understanding (7 to 10)

Figure 14. Self-Reported Level of Understanding of MCA Processes and Requirements.
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MCA Bylaws

Survey respondents were asked when their MCA’s bylaws were last updated. Almost half of
the respondents (49%) said their bylaws were updated in the last five years and another 5%
reported an updated occurring 6 or more years earlier (Figure 15). Notably, almost half (46%)
reported that they were not sure when bylaws were last updated.

Less than 5 years ago _ 119 (49%)

6 to 10 years ago I 9 (4%)

More than 10 years ago | 2 (1%)

Figure 15. Last Time MCA Bylaws Were Updated.

Survey respondents were asked how well they had read the bylaws, on a Likert-type scale
ranging from 1 (I haven’t read the bylaws at all) to 10 (I have carefully read the bylaws). Only
46% provided a rating of seven or higher (i.e., read the bylaws comprehensively). The
stakeholders who provided the highest proportion of ratings of seven of higher were medical
directors (80%) and key staff (64%). Conversely, the stakeholders who reported the lowest
proportion of ratings of seven of higher were MCA Board (40%), PSRO (32%), and Advisory
Body (29%) members (Figure 16).
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Overall 38% 16%

Medical Director 16%

Key Staff 27% 9%

MCA Board Member 31% 29%
PSRO Member 51% 17%
Advisory Body Member 50% 21%

Have read little (1 to 4) Have read to moderate extent (5to 6) mHave read carefully (7 to 10)

Figure 16. Self-Reported Comprehensiveness of Reading MCA Bylaws by Primary Role.

Perception of MCA Effectiveness

Respondents were asked, on a Likert-type scale ranging from 1 (not at all effective) to 10
(extremely effective), their perception of how effective their MCA is. Overall, 82% provided a
rating of seven or higher (i.e., very effective).

Group differences in perceived MCA effectiveness based on the primary role of respondents
were observed. The highest proportion of ratings of seven or higher came from medical
directors and assistant medical directors (93%), followed by key staff (88%). The lowest
proportion of ratings of seven or higher were from Advisory Body (76%), PSRO (84%), and MCA
Board members (85%) (Figure 17).
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Overall 8% 10%

PSRO Member 7%

Medical Director 4%8%

MCA Board Member 5%10%

Key Staff 5% 11% 84%

Advisory Body Member 14% 10% 76%

Slightly effective (1 to 4) Moderately effective (5 to 6) m Very effective (7 to 10)

Figure 17. Perceived Overall Effectiveness of MCA by Primary Role.

An open-ended question was also asked about respondents’ perspectives on how their MCA
can become more effective. Content analysis results showed that respondents’ most
frequently reported themes were collaboration and engagement among all stakeholders, such
as hospitals, LSAs, and the MCA Board, better communication, more staffing, more funding,
and training and education (Table 4).

Table 4. Ways MCA Can Become More Effective.

Theme Quotes

Collaboration and Be involved in EMS, currently there is little to no
engagement between all involvement from our medical director.

stakeholders (n=34) improved relationships between all agencies involved,

increased collaboration and shared goals, dedicated
focus to advancement and improvement
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Continued engagement by Physician, Nursing and EMS
leaders in our County.

Better communication (n=16) Better communication and orientation for new
members
Better communication to agencies and field personnel

Better communication of upcoming changes

More staffing (n=15) they can employ additional people to be able to
improve the Data/QA/Ql process, work on additional
studies and research, and improve MCA provided
education.

Have full time staff

| think one of the bigger problems is that they are
understaffed.

More funding (n=14) increased funding and cooperation from health
systems.

grant money to extent our community outreach

Having legislation that fully funds MCA activities to get
more parity with other states

Training and education (n=12) Continued generation of EMS focused educational
activities, and to create more mentoring opportunities
for all levels of clinicians that participate in MCA
functions.

We need an active education committee and an annual
assessment to touch base with each credentialed
personnel annually

More communication and training for field personnel

Protocol Circulation, Feedback, and Enforcement

Respondents were asked to indicate, on a Likert-type scale, their level of agreement or
disagreement that their MCA engages in protocol circulation and feedback processes. Of the
respondents, 87% agreed or strongly agreed that their MCA circulates proposed protocols to
provide affected entities ample opportunity to comment prior to adoption, and 74% agreed or
strongly agreed that their Advisory Body has a standard process for providing feedback on
proposed protocols (Figure 18).
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The Advisory Body has a standard
process for providing feedback on 7% 12%
proposed protocols.

Proposed protocols are circulated
so that all affected entities have
ample opportunity to comment

prior to adoption.

6%7%

Figure 18. Self-Reported Participation in Protocol Feedback Processes (top) and Circulation (bottom).

Survey respondents were asked about their MCA’s processes for ensuring protocols are
circulated effectively and that end users have received them. The most common processes
reported included protocols being sent to agency administrators (80%), protocols being posted
on a public site (49%), and protocols being sent directly to personnel (45%). About 7% of
respondents said they used other processes not listed above, including reviewing protocols at
MCA Board and Advisory Body meetings, using a mobile phone application, and sending
protocols out to MCA Board members, often prior to meetings. In addition, 13% of survey
respondents reported that they were not sure which processes their MCA used for protocol
circulation.

Finally, respondents were asked about awareness about MCA protocols among the leaders of
member hospitals and FSEDs. Specifically, respondents were asked if their MCA make hospital
and FSED leaders aware of protocols that may affect their operations, and if a formal
procedure was in place to ensure that all hospitals and FSEDs adhere to the MCA protocols
that apply to them. Overall, 71% of respondents said that hospital and FSED leaders and staff
are made aware of MCA protocols that might impact their operations. However, only 55% of
respondents said there is a formal procedure in place to ensure that all hospitals and FSEDs
within their MCA adhere to relevant protocols.

Regional Activities

Respondents were asked their level of agreement that their MCA participates in various
regional leadership activities. Specifically, they were asked about their participation in a
Regional Trauma Advisory Committee (RTAC), Regional Trauma Network (RTN), and in the
development of regional systems of care (SOC), such as stroke, STEMI, and trauma. Among the
respondents, 66% said they agree or strongly agree that their MCA regularly participates in a
RTAC, and 68% that their MCA regularly participates in a Regional Trauma Network (RTN). In
addition, 79% agreed or strongly agreed that their MCA has been involved in the development
of regions for systems of care (SOC), such as stroke, STEMI, and trauma.

Respondents were further asked about their participation in other activities and organizations
at the regional level. These include pharmacy and medication box exchange (66%), education
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(57%), protocol consistency and adoption (56%), regional MCA networks (50%), mass casualty
incident (MCI) planning and operations (46%), health care coalitions (43%), patient destination
(42%), other regional activities (41%), interoperable comms (31%), subcommittees (28%), and
websites (27%) (Figure 19). Content analysis results showed that the most reported other
types of regional activities were various emergency preparedness exercises and drills.

Pharmacy & medication box _ 174 (66%)
exchange
Protocol consistency and _
adoption 147 (56%)
Regional MCA Networks _
(RMCANS) 130 (50%)
MCI planning and operations _ 118 (46%)
Health care coalitions (HCCs) _ 113 (43%)
Patient destination _ 111 (42%)
Regional activities _ 108 (41%)
Interoperable comms _ 80 (31%)
Subcommittees _ 74 (28%)
Website [ 72 (27%)

Figure 19. Participation in Regional Activities.

Survey respondents were asked if they knew who their MCA representative on the HCC.
Almost half (46%) of the respondents said they knew who represented them on the HCC.

Quality Improvement

Respondents were asked to indicate their level of agreement or disagreement with a
statement expressing the view that their MCA has a defined quality improvement (Ql) process.
Results showed that 75% of respondents agreed or strongly agreed that their MCA has a
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defined quality improvement process. Respondents were also asked how often they receive
regularly scheduled reports about MCA quality indicators. By contrast to the 75% of
respondents who reported that their MCA has a defined Ql process, only 51% reported they
receive reports of quality indicators.

Respondents were asked about the involvement of their MCA’s PSRO in regular review of Ql
data from LSAs. A majority (71%) of respondents said that their MCA’s PSRO reviews QI data
on a regular basis. When asked about the frequency of such reviews, a little over half (52%) of
those who said their PSRO regularly reviews such data reported that their PSRO reviews Ql
data monthly, while 18% said such reviews occur quarterly. Smaller proportions of
respondents reported semi-annual (4%), annual (4%), or other frequencies (6%) of Ql data
review (Figure 20).

Annual, 5% _ Other, 7%

Semi-
annual, 5%

Figure 20. Whether PSRO Regularly Reviews QI Data (left) and Review Frequency (right).

Respondents were further asked about their level of agreement with a statement expressing
the view that the Medical Director at their MCA uses Ql data to improve upon aspects of
patient care. Results showed that 75% of the respondents agreed or strongly agreed that the
Medical Director at their MCA uses Ql data to improve patient care.

Respondents were asked about the monitoring of Ql benchmarks within their MCA. Overall,
51% of respondents said their MCA regularly monitors Ql benchmarks. When asked about the
frequency of such monitoring, 40% said they are monitored monthly, and 26% said they are
monitored quarterly. Smaller proportions of respondents reported semi-annual, annual, or
other frequencies of Ql benchmark monitoring.

MCAs often use Ql data tools, such as Biospatial and Image Trend, to keep track of data and
benchmark monitoring. When respondents were asked about which tools or methods of Ql
data management their MCA uses, 39% said their MCA uses Image Trend, 25% use Biospatial,
11% use an Electronic Patient Care Record (ePCR) such as Eso or e-Bridge, 3% receive direct
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reporting from LSAs and conduct a direct, manual review of data, and 1% does not use any Ql
data tool (Figure 21). Another 5% use some other tool or method of Ql data management not
listed above. Notably, almost half (45%) of the respondents said they were not sure which

tools their MCA uses.
Image Trend - 101 (39%)
Biospatial - 64 (24%)

ePCR system (e.g., Eso, e-Bridge) I 11 (4%)
Direct and/or manual review I 9 (3%)

No QI tools used | 3 (1%)

Figure 21. Quality Improvement Data Management Tools and Methods.

Knowledge Test

To gauge respondents’ understanding of an MCA’s structure and functions, an 11-question
knowledge test with true or false answers was proposed by the BEPESOC team. Overall results,
as well as results stratified by respondent primary role, are reported below (Table 5).
Composite scores out of 100 were calculated for each respondent primary role category as
well, with equal weight given to all 11 questions.

Across all questions, 67% of respondents selected the correct response. The highest portion of
current answers was with regards to whether an MCA can revoke or suspend an EMS license,
which 97% of all respondents answered correctly. By contrast, the lowest rate of correct
answers was for whether the authority of an MCA comes from the bylaws created by the MCA,
with less than half (47%) of respondents answering this question correctly.

When stratified by respondent primary role, the lowest overall score on the knowledge test
was among PSRO members, at 64%. The next lowest score was among Board and Advisory
Body members (66%) and key staff (69%). MDs had the highest score on the knowledge test,
getting 75% correct on average.

Table 5. Knowledge Test Results.

Questions Correct Answers (%)
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Overall MDs Key Board & PSRO
and Staff Advisory Members

AMDs Body
An MCA can revoke or suspend an EMS 61% 58% 78% 59% 54%
personnel license.
An MCA can revoke or suspend an EMS 97% 92% 100% 97% 97%
personnel's MCA privilege.
A protocol is a recommendation or 62% 71% 44% 67% 63%
guideline for clinical care.
A protocol carries the weight of the law. 56% 46% 76% 53% 47%
An MCA is to be administered by 84% 88% 93% 84% 77%
participating hospitals.
An MCA is to be administered by 50% 63% 66% 42% 47%
participating EMS agencies and personnel.
An MCA Board must be a majority (50% 62% 65% 71% 60% 61%
plus one) of hospital representatives.
An MCA Board must be a majority (50% 68% 75% 73% 68% 58%
plus one) of EMS agencies and personnel.
The authority of an MCA comes from the 47% 67% 61% 42% 35%
bylaws created by the MCA.
The authority of an MCA is a delegation 83% 83% 88% 78% 87%
from the Department that can be granted
or removed.
An emergency protocol requires approval 72% 50% 73%  75% 77%
from MDHHS.
Overall Score 67% 69% 75% 66% 64%

Role-Specific Results

Medical Directors and Assistant Medical Directors

Medical Directors (MDs) and Assistant Medical Directors (AMDs) were asked if their role in the
MCA is contingent on another position they hold, such as one within a hospital. Results
showed that more than half (56%) of MDs and AMDs reported that their role in their MCA was
not contingent on another position, but a significant portion (40%) reported having a
contingent role.

MD and AMD respondents were asked how they work with other bodies within their MCA,
specifically the Advisory Body, PSRO, and Board. When asked about how they receive input
from the Advisory Body, most respondents (92%) said they receive input by attending Advisory
Body meetings, 52% by being notified as needed, and 32% by receiving a regular report. When
asked how they receive information from the PSRO, MDs and AMDs said they do so by
attending their meetings (88%), being notified as needed (44%), and receiving a regular report
(36%).
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MDs and AMDs were also asked if and how they report to the Board of Directors. Overall, 74%
of respondents said they report to the Board. When asked about specific ways in which they
report to the Board, 70% of respondents reported that they attend Board meetings, 48% notify
the Board as needed, and 26% provide a regular report.

MDs were lastly asked to provide their subjective rating of the importance of the assistant
medical director’s role in the MCA on a Likert-type scale ranging from 1 (not at all important)
to 10 (extremely important). Results showed that 60% of MDs provided a rating of 7 or higher
(i.e., very important) When asked how involved the assistant medical directors is in daily
medical activities, 68% reported a rating of 7 or higher (i.e., very involved) (Figure 22).

Importance of AMD role 20% 20% 60%

Slightly important (1 to 4) = Moderately important (5 to 6) ®Very important (7 to 10)

Involvement of AMD 26%

Slightly involved (1 to 4) Moderately involved (5to 6) ®Very involved (7 to 10)

Figure 22. Subjective Rating of the Importance (top) and Involvement (bottom) of Assistant Medical
Director.

Key Staff

Key staff respondents were asked about their title within their MCA. Most respondents (75%)
said they have a title within their MCA, such as executive director, key staff, general manager,
or operations manager. They were also asked about how their employment at their MCA is
structured. Results showed that 28% of key staff respondents were employed by an MCA
which is an independent organization full-time, and 3% part-time. Another 15% are employed
full-time, while 35% were part-time, by a hospital, EMS agency, or education institution.

Key staff respondents were asked the duties their role encompassed. The most frequently
reported duties include attending MCA Board meetings (83%), attending Advisory Body
meetings (80%), attending PSRO meetings (75%), attending specialty group meetings (e.g. fire
chiefs, education, dispatch, emergency management, etc.) (73%), quality improvement and
quality assurance (73%), complaint resolution (65%), protocol development (65%), education
development (63%), attending interdepartmental meetings (58%), education delivery (58%),
protocol submission to MDHHS (58%), attending licensed agency meetings (38%), and
attending MDHHS Quality Assurance Task Force meetings (35%) (Figure 23). Additionally, of
the respondents, 8% said they had other job duties, which included involvement in regional
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activities, business and financial oversight, involvement in pharmacy processes and
compliance, website development, continuing education sponsorship, and other duties as

assigned.

Attending MCA Board meetings
Attending Advisory Body meetings
Attending PSRO meetings
Attending specialty group meetings
QI/QA

Complaint resolution

Protocol development

Education development

Education delivery

Attending interdept. meetings
Protocol submission to MDHHS
Admin of other privileging reqs

Administering MCA protocol testing

Attending licensed agency
meetings

Attending MDHHS QA Task Force

Figure 23. Key Staff Responsibilities.
MCA Board Members
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MCA Board members were asked what type of entity they represented within the Board. The
most common entity represented by MCA Board members who responded to the survey were
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hospitals (51%), followed by LSAs (39%), and FSEDs (3%). Another 3% represented 911 Central
Dispatch, 2% represented emergency management, and 2% belonged to some other type of
entity (Figure 24).

2 (3%) 1(2%) 1 (2%)
2 (3%)

m Hospital u Life Support Agency (LSA)
u Free-Standing Emergency Department (FSED) = 911 Central Dispatch
= Emergency Management u Other

Figure 24. MCA Board Representation by Type of Entity.

Respondents were asked how frequently the MCA Board meets. The greatest portion of MCA
Board members (48%) reported that they meet every two months, while 24% meet quarterly,
and 18% meet monthly. Another 10% of respondents reported meeting annually.

MCA Board members were asked to rate the effectiveness of the MCA Board in conducting its
duties on a Likert-type scale ranging from 1 (not effective at all) to 10 (extremely effective). On
average, they provided an effectiveness rating of 7.8. Overall, 83% of respondents rated the
effectiveness of their MCA Board at 7 or higher (very effective) (Figure 25, top).

MCA Board respondents were further asked their level of agreement, on a Likert-type scale,
that Board decisions are being made for the benefit of the entire system as opposed to the
benefit of any individual member. A great majority, 86%, of MCA Board member respondents
agreed or strongly agreed (Figure 25, bottom).
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Perceived effectiveness of MCA

Board in conducting its duties g

Slightly effective (1 to 4) = Moderately effective (5 to 6) mVery effective (7 to 10)

3% 3%

Board decisions are being made
for the benefit of the entire system

86%

Not sure  Strongly disagree or disagree  Neutral = Agree or strongly agree

Figure 24. Perceived Effectiveness of Board (top) and the Degree to Which Board Decisions Benefit
the Entire System (bottom).

Finally, MCA Board members were asked to respond to an open-ended question about ways
by which their work could become more effective. Content analysis results showed that the

most frequently reported themes in responses included the following, in order of frequency,
with the most frequent suggestions listed first:

e More hospital and medical director leadership.

e Increased training and education opportunities, including a better understanding
among Board members about EMS performance metrics.

e Greater participation and time commitment to Board duties.

Advisory Body Participants

Advisory Body respondents were asked about their meeting frequency. The greatest number
of respondents (47%) reported that they met monthly, while another 39% met every two
months, and 14% met quarterly. When asked about their meeting attendance, more than half
(63%) of the respondents reported that they attended more than three-quarters of scheduled
meetings, and a vast majority, 86%, attended at least half the time.

Advisory Body participants were asked to rate their level of agreement that the Advisory Body
provides meaningful input into the appointment of the current medical director on a Likert-
type scale. Overall, 54% agreed or strongly agreed with this statement (Figure 26, top).

Advisory Body participants were also asked about their subjective perspective of the
effectiveness of their work, using a Likert-type scale ranging from 1 (not effective at all) to 10
(extremely effective). When asked to rate the effectiveness of the Advisory Body in conducting
its duties on a scale of 1 (not effective at all) to 10 (extremely effective), 71% provided a rating
of 7 or higher (very effective) (Figure 26, bottom).
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The Advisory Body provides
meaningful input into the
appointment of the current Medical
Director.

Not sure  Strongly disagree or disagree © Neutral mAgree or strongly agree

14% 16% 16%

Perceived effectiveness of Advisory

Body in conducting its duties 20% B

Slightly effective (1to 4)  Moderately effective (5to 6) mVery effective (7 to 10)

Figure 26. Level of Agreement that Advisory Body Provides Meaningful Input into Medical Director
Appointment (top) and Perceived Effectiveness of Advisory Body (bottom).

Finally, Advisory Body participants were asked to respond to an open-ended question about
ways in which their work could become more effective. Content analysis results showed that
the most frequently reported themes in responses included the following, in order of
frequency, with the most frequent suggestions listed first:

e Increased participation and interaction in meetings.

e Better communication between the MCA, hospitals, and agencies.
e More training and education opportunities.

e Beter analysis of benchmarks and data.

e Increased ability to provide input and set MCA goals and objectives.

PSRO Members

Respondents who were PSRO members were asked what type of entity they represented.
Almost half the respondents (49%) are EMS providers, 28% are hospital personnel, and 18%
represent agency leadership. Another 5% represented other types of entities (Figure 27, left).

PSRO members were asked about the type of position they represented on the PSRO. The
types of positions represented on the PSRO include agency personnel who hold a supervisory
or administrative position (12%), physicians other than the MD (10%), hospital staff (10%),
agency personnel who do not hold a supervisory or administrative position (7%), and
specialists (4%) (Figure 27, right).
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Hospital
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Figure 27. Entities Represented by PSRO Respondents (left) and Positions Represented on PSRO
(right).

0
Other, 5% Agenqy personne} _ 32 (12%)
(supervisor or admin)

PSRO member respondents were asked if there are regularly scheduled PSRO meetings, as well
as the frequency of such meetings. An overwhelming majority (97%) of PSRO members said
that their PSRO has regularly scheduled meetings. Of those who reported having regularly
scheduled meetings, 92% also said that an agenda is sent out for the meeting. Among those
who have regularly scheduled meetings, 84% have monthly meetings, while 14% have
meetings every two months.

As PSROs often review sensitive data, respondents were asked if they have signed a non-
disclosure agreement. More than half (56%) of respondents said they have signed a non-
disclosure agreement.

Finally, PSRO respondents were asked about their awareness of and utilization of the Just
Culture program, which focuses on MCA shared accountability and patient safety. About 41%
of PSRO respondents reported that they are aware of the Just Culture program. Only 28% of
PSRO respondents reported that their PSRO actively utilizes the Just Culture program.

Predictors of MCA Performance

Phase 2 results were also analyzed regarding group differences in selected variables identified
as potential predictors of MCA performance. The organizational structure and staffing model
of MCAs, as well as medical director experience and frequency of quality improvement
evaluation were examined as predictors of various facets of MCA performance, such as
reported MCA effectiveness, understanding of MCA processes and requirements, familiarity
with the MCA handbook, comprehensiveness of reading MCA bylaws, and existence of well-
established protocol circulation and quality improvement processes.
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Organizational Structure

Results showed that MCAs with an independent corporation structure had a greater portion of
respondents (86%) reporting that their MCA was very effective (rating of 7 or higher),
compared to 79% for MCAs within a hospital, 64% for MCAs within a county agency, and 60%
for MCAs within an educational organization (Figure 28).

Independent Corporation MCA participants were
more likely to report greater MCA effectiveness (7
out of 10 or higher).

Independ_ent 36%
Corporation
Hospital 79%
County Agency 64%
Educational

Organization e

Figure 28. MCA Effectiveness by Organizational Structure.

Respondents from MCAs that are independent corporations also reported higher levels of
agreement with the idea that their MCA allows circulation of proposed protocols that give all
parties ample time to comment prior to adoption (87%), that their MCA has a defined quality
improvement process (81%), and that they receive regularly scheduled reports of MCA quality
indicators (60%).

MCAs that are independent corporations had respondents with a comprehensive
understanding (7 or higher) of the statutory responsibilities of an MCA’s functions (90%),
statutory requirements for an MCA’s structure (86%), protocol submission processes (79%),
and agency licensure processes and requirements (85%). Respondents from MCAs within a
hospital reported the highest levels of understanding of personnel credentialing processes and
requirements (93%), Once again, respondents from MCAs within an educational organization
or a county agency had the lowest levels of self-reported understanding of various MCA
processes and requirements, in all areas they were asked about.

MCAs within a hospital had the greatest proportion of respondents reporting being very
familiar (rating of 7 or higher) with the MCA Handbook, 52%. This was followed by those from
MCAs that are independent corporations (33%), those within a county agency (23%), and those
within an educational organization (20%) (Figure 29).
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Hospital MCA participants were more likely to
report greater familiarity with the MCA handbook
(7 out of 10 or higher).

Hospital

Independent
Corporation

County Agency

Educational
Organization

Figure 29. Familiarity with the MCA Handbook by Organizational Structure.

Interestingly, respondents from MCAs within an educational organization or a county agency
reported the highest ratings of how comprehensively they had read their MCA’s bylaws, with
59% reporting having read their bylaws carefully (rating of 7 or higher). The lowest proportions
of respondents reporting they had read their bylaws carefully were from MCAs within a
hospital (43%) and from MCAs that are independent corporations (42%) (Figure 30).

County Agency MCAs participants were more
likely to report comprehensive review of bylaws (7
out of 10 or higher).

County Agency

Educational
Organization

Hospital

Independent
Corporation

Figure 30. Comprehensive Review of Bylaws by Organizational Structure.
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Staffing Model

Compared to MCAs that share staff with another entity, MCAs that have staff fully dedicated
to the MCA have respondents with a slightly greater understanding of various MCA processes
and requirements, in all areas they were asked about. This was also true for ratings of MCA
effectiveness; 84% of respondents from MCAs where staff are employed entirely by the MCA
rated their MCA as being very effective, compared to 77% from MCAs with shared staff (Figure
31, top).

Respondents from MCAs with fully dedicated staff also reported higher levels of agreement
that their MCA provides ample opportunity to comment on proposed protocols (88%)
compared to those from MCAs with shared staff (79%) (Figure 31, bottom).

Fully Dedicated Staff MCA participants were
more likely to report greater MCA effectiveness (7
out of 10 or higher).

Fully Dedicated
craf

Fully Dedicated Staff MCA participants were
more likely to report providing protocol input.

Fully Dedicated

Figure 31. MCA Effectiveness (top) and Protocol Input (bottom) by Staffing Model.

Finally, respondents from MCAs with fully dedicated staff reported higher levels of agreement
that MCA has a defined quality improvement process (82%) and that they receive regularly
scheduled reports of quality indicators (54%) compared to those from MCAs with shared staff
(67% and 45%, respectively) (Figure 32).
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Fully Dedicated Staff MCA participants were
more likely to report a quality improvement
process.

fadviahall 00000 e
Staff 82%

Fully Dedicated Staff MCA participants were
more likely to report receiving regularly scheduled
reports of quality indicators.

et
Staff

Figure 32. MCA Quality Improvement Process (top) and Regularly Scheduled Reports of Quality
Indicators (bottom) by Staffing Model.

Interestingly, a significantly greater proportion of respondents from MCAs that share staff with
another entity reported reading their MCA’s bylaws carefully (62%) compared to those
employed entirely by the MCA (36%).

Medical Director Experience

MCAs with medical directors appointed over five years ago yielded more respondents familiar
with the MCA handbook. Respondents from these MCAs also had a greater understanding of
various MCA processes and requirements, in all areas they were asked about. This was also
true when respondents were asked their level of agreement that there is ample opportunity to
comment on proposed protocols; 93% of respondents from MCAs with more experienced
medical directors agreed or strongly agreed compared to 81% of respondents from MCAs with
medical directors appointed less than 5 years ago (Figure 32, top).

Respondents from MCAs with medical directors appointed more than 5 years ago reported a
higher level of agreement that their MCA has a defined quality improvement process (81%)
compared to those from an MCA with a medical director appointed less than 5 years ago (74%)
(Figure 32, bottom). There was no substantial difference when respondents were asked their
level of agreement that they receive regularly scheduled reports of quality indicators.
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Participants from MCAs with experienced
medical directors were more likely to report
providing protocol input.

Experienced
Medical Director

93%

Novice Medical
0
Director 81%

Participants from MCAs with experienced
medical directors were more likely to report a
quality improvement process.

Experienced
Medical Director

81%

Nowc'e Medical 74%
Director

Figure 32. MCA Protocol Input (top) and Quality Improvement Process (bottom) by Medical Director
Experience Level.

However, MCAs with recently appointed medical directors had more respondents (90%)
reporting that their MCA was very effective, compared to 77% among those from MCAs with
medical directors appointed over five years ago. In addition, a greater portion of respondents
from MCAs with medical directors appointed within the last five years reported that they had
carefully read the handbook (47%) compared to those from MCAs with medical directors
appointed more than five years ago (39%) (Figure 33).
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Participants from MCAs with novice medical
directors were more likely to report greater MCA
effectiveness (7 out of 10 or higher).

Novice Medical
)
Director
Experienced .
Medical Directo
Participants from MCAs with novice medical
directors were more likely to report that they had

carefully read the MCA handbook (7 out of 10 or
higher).

Novice Medical
0
Director
Experienced
Medical Director 39%

Figure 33. MCA Effectiveness (top) and Handbook Review (bottom) by Medical Director Experience
Level.

While there was no major difference in most performance indicators among respondents from
MCAs that conduct monthly and quarterly QI evaluations, those that conducted QI evaluations
on an as-needed basis had consistently lower performance results. This was true for familiarity
with the MCA handbook, understanding of MCA processes and requirements, rating of overall

MCA effectiveness, and perceived opportunity to comment on proposed protocols.

Key Recommendations and Action Steps
|E; | Updated manuals and handbooks and accessibility of materials.

o Creation and distribution of a “quick manual” for those who may not read the
MCA Handbook in full — especially for Board, Advisory Body, and PSRO members.

o Development of new MCA Handbook which is regularly updated based on need.
Easily accessible MCA manuals and handbooks that are published electronically
and provided in hard copy if needed.

o Regular collection of relevant data points regarding the structure and functions of

‘ I Improved data collection for regular oversight of MCAs.
all MCAs.
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o Creation and regular maintenance of databases encompassing relevant data
points.

Increased enforcement of MCA policies and procedures.

o Level-setting with all stakeholders to stress importance and legal weight of MCA
protocols.

o Administration of regular knowledge tests on understanding of MCA policies and
procedures.

o Other enforcement mechanisms, as needed.

Increased stakeholder engagement.

o Review of knowledge test results with stakeholders based on composite scores,
especially MCA Board, Advisory Body, and PSRO.

o More engagement with stakeholders, including increased feedback and input
from Advisory Body and MCA Board.

\J
/ ]

Continued, consistent training and education.

[ J o Provision of regular education and training opportunities regarding MCA policies
and procedures, not just upon onboarding.

o Continued knowledge dissemination at conferences, workshops, etc.
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