








We are also gratified that so many EMS and Town leaders did step up and 

provide data and that they took time out of their schedules to meet with us in 

person, by phone and/or by email to share their issues, concerns and 

viewpoints with me. Most were very direct and candid. 

While the FD first responders were invited to participate, we focused on the 

EMS transport capabilities and the issues surrounding the movement of 

patients. 

The first responders are an important part of the EMS system. However, since 

there are no records to confirm personnel, response times, patient care 

provided or that responding units were properly staffed, coupled with the fact 

that the individual departments have set their own disparate response criteria, 

for the purposes of this study we look upon them as important added value 

participants but chose to focus on the data we could extract. 

There is a deep-seated sense of pride in the region in each agency that we 

talked to. This is both a blessing and a curse. It is a blessing that so many 

people accept the call to serve, give of themselves and make their communities 

better places to live. 

It is a curse because that same sense of pride and community is not allowing 

some to see that there are problems within individual agencies and the system 

as a whole. Pride and identity are blocking stakeholders from admitting the 

service that they belong to may no longer be viable and that there are better 

ways to provide EMS in their area. 

The old saying holds true in the region: 

"The two things that people hate are the way things are ... and change." 

This report will speak to these issues, discuss many of the challenges in getting 

good data about the operation of the system and will make some 

recommendations for consideration both in the immediate future as well as for 

a few years down the road. 

There are two other major issues that need to be addressed, the first is the fact 

the none of the providers can be forced into working with one another and the 

second is a sense that NECCOG is seen as meddling in the EMS system. 

These last two issues, coupled with no sense of urgency or impending system 

collapse, conspire to make many of the suggestions found in this report 

difficult to move forward. 
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State of the system 

The system is highly fragmented and there is a significant lack of 

communication between the agencies. Several of the service leaders talk 

informally to each other, however, these meetings are ad hoc and typically 

occur to discuss something that happened and how to avoid the problem going 

forward. 

Almost every EMS agency leader indicated that they would welcome something 

more formal but that they could not recall anything being attempted. All 

indicated that nothing specific was available or planned to pro-actively address 
future issues, ways to collaboratively work together or to address common 

problems. 

The pieces of the system: 

• 16 Towns
• 40 EMS and First Responder agencies not including police agencies
• 13 EMS transport capable providers
• 4 ALS capable providers
• 3 Dispatch centers

Dispatch centers 

There are four different dispatch centers serving the agencies in the region 

Quinebaug Valley Emergency Communications (QVEC), Tolland County Mutual 

Aid Fire Service (TN), Willimantic 911 (WW) and the Town of Putnam's own 

dispatch center operated by the Police Department. Additionally, American 

Ambulance and AMR are dispatched by their own communication centers. 

QVEC is going through an upgrade to their dispatch software system that 

should alleviate some of the issues that existed during the data collection 

period of this study. At the time of the writing of this report draft, the 

installation and programming process is still on going so we cannot comment 

effectively on the final outcome and capabilities. 

Getting usable data from the QVEC dispatch system proved to be a laborious 

process that took several months. The team at QVEC was very cooperative, 

helpful and did their best with the system to meet our data requests. The 
primary issue is that the system was set up to meet the needs of individual 

agency users and individual transactions (calls/incidents). The programming 

was not set up to analyze the system in a meaningful way. This was a 

challenge for the consultant in Phase 1 also. 
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Required system review points (in RFP document) 

One of the requirements of the RFP, and the grant that funded this project, is 
that we address each of the following seven topics: 

• Recruiting & Retention and impact of hiring paid staff

As we have discussed earlier, a region-wide community/public education 
program should be created and used to recruit for both fire and EMS. We are 
looking at the EMS system in this study however, the next issue on the horizon 
for most municipalities is how to respond to fires as the numbers of volunteers 
drop off there as well. 

It is already a standard practice for multiple fire departments to be dispatched 
to almost every reported working fire strictly to ensure that there is adequate 

manpower. Raising the awareness of the emergency response system 
throughout the region, and how people can participate, will have spillover 
impact to both EMS and fire departments with the same expenditure. 

The impact of hiring paid staff is already reflected in the budgets and planning 
for all of the services. K-B Ambulance and Putnam EMS are more than 70% 
paid and all but one of the other services have paid day time staffing and 
stipends for the remainder of calls/ shifts. 

The true impact will be felt if the stipends do not work for the night and 
weekend shifts and each of the services need to hire paid staff 24/7 /365. 

There will be a forced regionalization/ consolidation of the smaller services 
simply because the smaller towns like Woodstock, Scotland, Hampton, Chaplin 
and Ashford will be hard pressed to subsidize stand-alone EMS services at 
price points in excess of $500,000 per community for 100-400 calls per year. 

See the sample pro-forma budget in Appendix B. This shows the approximate 
cost of running one BLS ambulance with fully paid staff. 

We hope that this report will put some of the economic and staffing issues in 
perspective and start communities and services talking about ways to share 
services, personnel and expenses. 
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• Administrative options - shared services

There are significant redundancies and issues amongst the services. Every 

agency has a need for some or all of the following services: bookkeeping, 

scheduling, training, recruiting, public relations, website updating and hosting, 

tax preparation, access to legal services, billing services, annual physicals and 

state reporting. 

The precedent has already been set for the outsourcing of services. All of the 

agencies have outsourced their billing and collection functions to one of three 

billing services. 

Additional services could and should follow this same path. We believe that 

this might be a very good place for NECCOG to play a significant support role. 

The Council has a proven track record of supporting multiple municipalities in 
tax assessment, animal control and regional transportation. Providing support 

staff that work directly for the EMS agencies, lightening the burden on the 

volunteer and part-time staff would be of significant value. 

• Partial collaboration/consolidation/joint working group

Regardless of any consolidation of response services or administrative 

functions, a regional EMS provider group should be formed that has a 

representative from each EMS provider, the paramedic providers, medical 

control and the dispatch centers. Municipal leaders should have an open 
invitation as well to help foster improved communication. 

Review of reports from the dispatch centers, any service issues, any new 

equipment placed into service, discussion of best practices as well as ideas and 

a combined master schedule of upcoming training classes that all can attend 

should be included. A discussion of any pending hearings and/or legislation 

and the crafting of any joint responses should all be part of the monthly 

agenda. 

It would make sense for several of the smaller services to at least begin looking 

at the horizon and exploring options for consolidation with a neighbor. 

Consolidation/outsourcing has already happened in the region: 

• Eastford obtains its EMS service from Ashford FD
• Pomfret has outsourced to K-B Ambulance
• Union obtain its EMS service from Willington FD
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• Functional collaboration/ special functions

During the evaluation process, no specific service stood out as having any 
unique or special capabilities. K-B did upgrade to the ALS level and is 

contracted as the regional ALS service but that is the sole specialty. 

There are no EMS agencies specifically trained in SWAT /Tactical medicine, 

rope rescue, high-angle, confined space or dive team operations. These 

typically fall to the fire departments, regional multi-agency response teams or 
the Connecticut State Police. 

There are also no capabilities for bariatric transportation amongst the regional 
services. It might make sense for one of the ambulances that is due for 

replacement to be retrofitted to accommodate bariatric patients and for that 
unit to be made available to all in the region. 

We would suggest talking with medical control at both facilities to see if there 

might a joint funding project between the hospitals and the area EMS services 
to equip the ambulance and train a group of EMTs/paramedics to be able to be 

called out when the unit is needed. 

Additionally, if an entity were to step up and become a specialist in any 

discipline, it would make sense for the other agencies to embrace that and 

utilize that agency for that specialty rather than try and duplicate it in their 
department without a high demand and demonstrated need for that 
duplication. 

• Operational collaboration/ consolidation

As we have stated already, the smaller services with high municipal 
subsidization and low call volumes should have serious conversations with 
their neighbors about consolidating the services. With 21 ambulances, 10 of 
which are due or overdue for replacement, careful thought should be given to 
the best way(s) to get trained re�ponders to patients. 

Should money that would go towards a replacement ambulance (even leased) 

be redirected to enhancing first responder capabilities? If two small services 

became one, and the rosters were combined, would that make a stronger, more 
responsive and better funded single transport provider? 

At the very least, until consolidation conversations bear results, all of the 
agencies should take immediate steps to execute agreements allowing for the 
shared use of members in good standing to get ambulances on the road. 
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Another way for the system to save money would be for two or even three 
services to share one paid ambulance during the busiest hours to cover 
multiple towns. 

The unit can be staffed by consolidating the personnel, rotating which 
ambulance is used one week at a time and pooling financial resources to lessen 

the overall burden per town. 

• Selected geographical/ area specific collaboration

The overall region is not that large that collaboration between services can't be 
beneficial to all. 

Looking at consolidation between neighboring services, as we've already stated, 

makes sense. 

The recommendations here are the same as those in the previous section. 

• Full regional consolidation to create one legal and operational entity

Looking at the creation of a single entity through full consolidation would 

certainly provide economies of scale that are not being achieved currently. 

That said, at this point in time, we believe that the conversations should begin 
around partial consolidation and cooperative shared service options because 
the actual move towards full consolidation will be a non-starter. 

The 'home rule' pride as well as the current levels of support by the Towns and 
the taxpayers all conspire to create no sense of urgency and therefore no 
impetus to move in this direction. 

Looking at some of the other ways to work together, share services, potentially 

merge a couple of the smaller services with their neighbors, develop a much 

more in depth and robust data collection and analysis process will all pave the 
way for a stronger system and create future opportunities. 

We believe however that the system is not providing the best possible patient 
care to the residents in the region nor is it making the best use of the system 
resources. As the data improves, and can be scrutinized month over month, it 
will become clear that response times can be improved, especially after the paid 

staff go off duty in most communities around 18:00. It will also become clear 

that delays caused by more than 800 mutual aid calls annually can be 
reduced. 
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If the patients are front and center to any discussions, then cooperative 
agreements, collaboration, potential consolidations and perhaps one day full 
consolidation can all happen. The impacts of full consolidation would include: 

Elimination of redundant costs including: 

• Insurance
• Accounting
• Staffing/ payroll services

• Administrative overhead

• Employee training and recruiting

• Legal services

There is also no need to incur the expense associated with a fleet of 21 
ambulances for 11,175 responses. We believe that the fleet size could 
effectively be reduced by a minimum of 30% (7 ambulances) and, if leased, the 
fleet would never be older than a 5-6 year service life, additionally reducing 
maintenance and operating costs. 

The region can have a significantly more robust and responsive EMS system 
simply by reallocating the $5,451,714 of billing revenue and municipal 
subsidization currently being spent. 

The obstacles that exist to bring that integrated system to fruition are 
significant and are not easily overcome. We suggest small cooperative steps in 
the areas of shared services and staff, joint training and leadership education, 
regular region-wide user group meetings and better data collection to analyze 
the system's performance are all reasonable first steps that over time can make 
the thought of consolidation more palatable. 
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Single BLS Ambulance approximate replacement cost 

Hours # staff #days Rate Weekly Annual 

Direct Labor Staffing pattern 

Ambulance One 24 2 7 $15.00 $ 5,040 $ 262,080 24/7/365 
Ambulance Two 0 0 0 $ - $ $ 
Overtime @ 10% 0 0 0 $ - $ $ 26,208 
EMS Supervision $ $ 
On-call night pay $ $ 
Total direct labor $ 5,040 $ 288,288 
Payroll taxes & comp @ 17% $ 857 $ 37,477 
Benefits @ 28% payroll $ 1,411 $ 80,721 
Total labor costs $ 7,308 $ 406,486 

Non-labor costs 

Ambulance lease $ 30,000 $2500/mo per truck 
Bad debt and refunds $ 5,000 
Books & training $ 7,000 Refreshers, etc. 
Computer Expense $ 4,500 
Depreciation /Financing $ 
Dispatch fees TBD 
Dues & Subscriptions $ 950 
e-pcr chart usage fees $ 1,200 
Fuel / oil & Maintenance $ 23,300 
Insurance GeneralN ehicle $ 60,000 
Medical supplies $ 14,000 suppies and oxygen 
Miscellaneous $ 1,000 
Office expense $ 3,300 
Outside services $ 12,000 billing fees-% based 
Postage $ 500 
Printing $ 3,000 
Radio /Tablet equipment $ 5,000 
Rent expense $ 
Rental/leased equip $ 
Service Awards $ 
Service contracts $ 8,500 
Small equip $ 
Telephone/cable $ 5,000 
Uniforms $ 3,500 

Total Non-Labor $ 157,750 
Total of ALL $ 564,236 




