
Informal	Data	List	Developed	by	Minnesota	Community	
Paramedicine	Agencies	

	
Definition	Baseline	 Measure	 	 Data	Source	

Patients	referring	
diagnosis	

Primary	reason	for	
the	referral	to	CP,	
part	of	Care	Plan	

Diagnosis	code	 Physician	order	

Co-	Morbidities	 documentation	of	
patient	history,	
conditions	currently	
being	treat	for	

Problem	List	 EHR	if	that	is	used,	
manually	tracked	

ED	visits	avoided	 All	cause	ED	visits	 comparison	using	
EPIC	of	three	months	
prior	to	CP	referral	to	
three	months’	post	
CP	discharge	

EHR	if	that	is	used,	
manually	tracked	

Payor	source	 Payor	mix	for	
population	serviced	

Payor	savings	for	
services	provided	

EHR	if	that	is	used,	
manually	tracked	

Patient	satisfaction	
survey	results	

		 Standardized	
measures	on	patient	
experience	

Press-Ganey	and	one	
other	to	allow	
comparisons	with	
other	like	services	

Patient	quality	of	life	
survey	results	of	
before	and	after	CP	
interaction	

		 		 CMS	Quality	of	Life	
Survey	-	at	initial	
visit,	at	graduation	

Patients	Referred	to	
other	services	

Home	Care,	sleep	
studies,	PFT	test,	PT	

Number	of	referrals	
made	to	other	
services	for	
assessments	or	
services	

EHR	if	that	is	used,	
manually	tracked	

Post	discharge	
readmission	s	30	

Inpatient	
readmissions	for	any	
cause	

Readmit	to	inpatient	
setting	for	any	cause	

EHR	if	that	is	used,	
manually	tracked	



Definition	Baseline	 Measure	 	 Data	Source	

days’	post	for	any	
cause	

ED	
readmission	s	-	of	
same	diagnosis	within	
72	hours	of	discharge	
from	ED	

Represent	to	any	ED	
with	72	hours	for	
same	condition	

Number	of	time	
represent	to	ED	

readmission	tool	in	
EHR	manually	
tracked	through	
patient	follow	up	

Med	Reconciliation	 CP	completes	med	
rec	and	identifies	
error	

How	many	times	
medication	list	was	
adjusted	or	provider	
notified	of	
adjustment	

EHR	if	that	is	used,	
manually	tracked	

Care	Plan	Developed	 Increase	the	number	
and	percent	of	
patients	who	have	
an	identified	and	
documented	plan	of	
care	with	outcome	
goal	

Number	of	patients	
with	a	plan	of	care	
communicated	with	
the	patient's	PCP	

EHR	if	that	is	used,	
manually	tracked	

ED	Visits	avoided	by	
using	alternate	
destination	choice	or	
care	at	home	

on	hold	 		 		

EMS	visits	avoided	
(using	EPCR	data	
comparison	of	same	
time	period)	

on	hold	 		 		

	


