2026 AIMHI High Performance / High Value EMS Benchmark Survey

Organizational, Operational, Clinical and Financial Benchmarks from
North America's Leading EMS Systems

High-performance EMS is no longer defined solely by how quickly an ambulance arrives. In today's healthcare
environment, success is measured by an organization's ability to deliver exceptional clinical outcomes, create
outstanding patient experiences, develop and retain a highly skilled workforce, operate sustainably, and
continuously improve through data-driven decision making.

Introduction *

Emergency Medical Services is undergoing one of the most significant periods of transformation in
its history. Workforce shortages, rising operating costs, reimbursement challenges, increasing AIM I_Il
clinical complexity, and growing expectations for patient-centered care are fundamentally changing

how EMS systems are designed, managed, and evaluated. At the same time, EMS has expanded well ACADEMY OF

beyond its traditional role as a transportation service, becoming an essential component of the INTERNATIONAL
healthcare continuum, public health infrastructure, and community resilience. MOBILE JEALTHCARE
INTEGRATION

Against this backdrop, objective benchmarking has never been more important. Since publishing its
first High-Performance/High-Value EMS Benchmarking Study in 2006, the Academy of International Mobile
Healthcare Integration (AIMHI) has provided one of the EMS profession's most comprehensive and respected
sources of operational, clinical, workforce, and financial performance data. By sharing validated performance
metrics and emerging best practices among many of North America's highest-performing EMS systems, this
report enables leaders to compare performance, identify opportunities forimprovement, and better understand
the characteristics that distinguish high-value EMS organizations.

The 2026 AIMHI High-Performance/High-Value EMS Benchmarking Report builds upon that legacy while expanding
its focus to reflect the evolving priorities of modern EMS. In addition to examining organizational structure, service
delivery, response performance, workforce development, and financial sustainability, this year's report highlights
the increasing importance of clinical quality, patient experience, research participation, prehospital blood
administration, accreditation, and evidence-based system management. Together, these benchmarks provide
a comprehensive picture of what defines high-performance EMS in 2026 - not simply how quickly ambulances
arrive, but how effectively organizations deliver exceptional clinical care, steward public resources, support their
workforce, and improve the health of the communities they serve.

Itis our hope that the findings contained in this report will not only assist EMS leaders in evaluating their own
systems, but also provide policymakers, healthcare partners, and community leaders with compelling evidence of
the value that high-performance EMS systems deliver every day.

Benchmarking is not simply about measuring performance; it is about accelerating improvement,
fostering innovation, and ensuring that EMS continues to advance as an essential component of
modern healthcare.
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About the Academy of International Mobile Healthcare Integration (AIMHI)

Since its founding, the Academy of International Mobile Healthcare Integration (AIMHI) has challenged conventional thinking
about Emergency Medical Services by promoting innovation, accountability, and evidence-based system design. Composed
of many of North America's most progressive EMS organizations, AIMHI serves as a collaborative forum where leaders openly
share data, operational strategies, clinical innovations, and lessons learned to advance the profession as a whole. Rather than
competing, AIMHI members believe that sharing best practices strengthens every EMS system and ultimately improves patient
care.

The AIMHI High-Performance/High-Value EMS Benchmarking Report is one of the organization's signature initiatives.
Published periodically since 2006, it provides one of the EMS profession's most comprehensive collections of organizational,
operational, clinical, workforce, and financial performance metrics. More than simply reporting statistics, the benchmark
establishes an evidence base for high-performance EMS system design, helping agency leaders, policymakers, healthcare
executives, and community stakeholders better understand the characteristics that distinguish today's highest-performing
EMS organizations.

As EMS continues to evolve into an increasingly integrated component of healthcare and public safety, AIMHI remains
committed to advancing innovation, fostering collaboration, and promoting measurable excellence. Through benchmarking,
research, education, advocacy, and the open exchange of ideas, AIMHI continues to help define what high-performance, high-
value EMS looks like - and how communities across North America can achieve it.
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What Makes High-Performance EMS Different?

The organizations participating in this benchmark consistently demonstrate characteristics that distinguish high-
performance, high-value EMS systems from traditional service delivery models.

v Data-driven deployment strategies

v Robust clinical governance and medical oversight
v Continuous quality improvement programs

v Evidence-based clinical protocols

v Patient experience measurement

v Investment in workforce recruitment and retention
v Participation in clinical research

v Financial accountability and transparency

v Innovation in mobile healthcare delivery
v Commitment to measurable outcomes

v Revenue Cycle Optimization

2026 At A Glance - The State of High-Performance EMS

The 2026 AIMHI High-Performance/High-Value EMS Benchmarking Report represents one of the most
comprehensive examinations of advanced EMS system performance in North America. Participating organizations
provide emergency medical services to millions of residents across diverse urban, suburban, and regional
communities, responding to well over one million requests for service each year while delivering high-quality
clinical care, innovative mobile healthcare services, and responsible financial stewardship.

Although these organizations differ in governance, geography, and community demographics, they share a
commitment to evidence-based decision making, continuous quality improvement, accountability, and patient-
centered care. Collectively, they represent many of the nation's most innovative EMS systems and provide a
valuable benchmark for agencies striving to improve performance.

2026 Benchmark Highlights

Respondent Profiles

e 10 AIMHI member agencies
o Serving 11.2 million residents
o Covering 12,247 square miles
o Employing more than 2,800 credentialed EMS clinicians
o Operating 596 EMS response vehicles

e 90% of respondents hold at least 1 accreditation

o 80% are dual accredited o e s \
07 ;> HeTRopouman Nl
i EMS _\
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Respondent Demographics
790,392 EMS responses annually
479,990 patient transports
60.7% transport rate
1,769,656 ambulance unit hours produced
0.2096 median EMS responses per capita

Response Profile
37.3% of responses receive a lights and siren response
41.0% of responses receive a first response unit
0.497 Response Unit Hour Utilization
100% use Tiered Deployment (BLS and ALS ambulances)

Clinical Excellence
50% of respondents participate in clinical research trials
29 Institutional Review Board (IRB) research studies in the past 2 years

80% measure patient experience using an outside agency

Workforce
12.8% field vacancy rate

60% of agencies report stable or increasing applicant flow

Financial Performance
$638.51 median expense per transport
$522.39 median patient service revenue per transport
$35.59 median expense per capita
$4.30 median public subsidy per capita

64.4% of patients are covered by Medicare and Medicaid
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Key Themes Emerging in 2026

This year's benchmarking study identified several important trends shaping the future of EMS:

Clinical excellence continues to expand beyond traditional response-time
metrics.

Agencies increasingly evaluate performance through patient outcomes, quality improvement,
research participation, and patient experience.

Workforce development remains a strategic priority.

Innovative recruitment, education, and career-development programs are helping agencies stabilize
staffing despite ongoing national workforce challenges.

Prehospital care continues to become more sophisticated.

Advanced interventions such as prehospital blood administration, expanded clinical protocols, and
specialty response programs are becoming increasingly common among high-performing systems.

Operational flexibility has replaced a one-size-fits-all deployment.

Tiered response models, dynamic deployment, predictive staffing, and data-informed resource
management continue to improve efficiency while maintaining service quality.

Financial sustainability has become a defining leadership competency.

Agencies are increasingly balancing operational excellence with revenue optimization, cost
management, and long-term fiscal resilience in an increasingly challenging reimbursement
environment.

High Performance is becoming increasingly measurable

Twenty years ago, EMS organizations primarily measured activity - responses, transports, and
response times. Today's high-performing systems increasingly measure outcomes; clinical
excellence, patient experience, workforce stability, operational efficiency, financial
sustainability, and community value.

This evolution reflects the maturation of EMS from a transportation service into an evidence-driven
healthcare profession.
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Table 1: Organizational Characteristics

Agency Name Organizational Structure

Emergency Medical Services Authority (East - Tulsa Metro, OK) Public Utility Model: Self-Operated
Emergency Medical Services Authority (West - Oklahoma City, OK) Public Utility Model: Self-Operated
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Joint Governmental Agency

Medic Ambulance of Scott County (Davenport, I1A) Local Government

Metropolitan Emergency Medical Services (Little Rock, AR) Public Utility Model: Self-Operated
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Health System Based EMS Agency
Novant Health - Novant Health Mobile Health (Wilmington, NC) Health System Based EMS Agency
REMSA Health (Washoe County, NV) Failsafe Franchise

Richmond Ambulance Authority (City of Richmond, VA) Public Utility Model: Self-Operated
Three Rivers Ambulance Authority (Fort Wayne, IN) Public Utility Model: Self-Operated

AIMHI Member Benchmark Profile

Public Utility Model: Self-Operated 5 50.0%
Health System Based EMS Agency 2 20.0%
Local/Joint Government 2 20.0%
Failsafe Franchise 1 10.0%

Total 10 100.0%

Organizational structure alone does not determine performance. High-performing EMS systems exist within public utility models,
governmental agencies, hospital-based systems, and franchise arrangements. What distinguishes these organizations is not their
governance model, but their commitment to evidence-based decision making, clinical accountability, financial transparency, and
continuous improvement.

Understanding organizational characteristics provides important context for interpreting the operational and clinical benchmarks that
follow.
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Table 2: Accreditations

Agency Name Agency Accreditations or Awards

Emergency Medical Services Authority (East - Tulsa Metro, OK) CAAS;|AED/ACE;

Emergency Medical Services Authority (West - Oklahoma City, OK) CAAS;IAED/ACE;

Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) CAAS;|AED/ACE;

Medic Ambulance of Scott County (Davenport, I1A) CAAS;IAED/ACE;

Metropolitan Emergency Medical Services (Little Rock, AR) CAAS;|AED/ACE;CAMTS; Baldridge
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) CAAS;IAED/ACE;CAMTS;

Novant Health - Novant Health Mobile Health (Wilmington, NC) CAAS

REMSA Health (Washoe County, NV) IAED; CAMTS

Richmond Ambulance Authority (City of Richmond, VA) CAAS;IAED/ACE;

Three Rivers Ambulance Authority (Fort Wayne, IN) N/A

AIMHI Member Benchmark Accreditation Profile

Accredited 9 90.0%
Single Accreditation 1 10.0%
Dual Accreditation 8 80.0%
Triple Accreditation 3 30.0%

High-performing EMS organizations don't pursue accreditation because they believe they are excellent - they pursue accreditation
because they believe excellence requires continuous external validation and improvement.

Accreditation is one of the strongest external indicators of organizational maturity in EMS. It demonstrates that an agency has voluntarily
met nationally recognized standards for patient care, operational performance, leadership, quality improvement, and safety.

Rather than relying solely on internal measures of success, accredited organizations invite independent experts to validate their practices
and identify opportunities for continuous improvement.

The prevalence of accreditation among AIMHI member agencies underscores its role as a hallmark of high-performance EMS.
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Table 3: Service Area Demographics

eI Jurisdiction Service A.rea Service .Area Popula.tion
Type Population (Sq. Miles) Density
Emergency Medical Services Authority (East - Tulsa Metro, OK) Multiple 450,000 219 2,055
Emergency Medical Services Authority (West - Oklahoma City, OK) Multiple 726,000 611 1,188
Medic Ambulance of Scott County (Davenport, I1A) Multiple 175,259 468 374
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Multiple 1,200,000 524 2,290
Metropolitan Emergency Medical Services (Little Rock, AR) Multiple 450,000 1,800 250
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Multiple 7,284,500 1,800 4,047
Novant Health - Novant Health Mobile Health (Wilmington, NC) Multiple 243,333 329 740
REMSA Health (Washoe County, NV) Multiple 575,000 6,542 88
Richmond Ambulance Authority (City of Richmond, VA) Single 239,981 63 3,840
Three Rivers Ambulance Authority (Fort Wayne, IN) Multiple 300,000 110 2,727
Total/Average 11,194,073 12,247 1,760

Population size and geographic coverage significantly influence EMS system design.
Agencies serving dense urban environments face challenges that differ substantially from organizations covering large rural regions.

Benchmarking population density, service area, and response demand allows agencies to compare themselves against peers facing
similar operational realities rather than relying on simplistic comparisons of response times alone.
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Table 4: Response Characteristics

Agency Name HOT Response % HOT Transport %
Emergency Medical Services Authority (East - Tulsa Metro, OK) 32.3% 8.9%
Emergency Medical Services Authority (West - Oklahoma City, OK) 28.2% 8.3%
Medic Ambulance of Scott County (Davenport, I1A) 80.2% 13.5%
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 28.6% 5.5%
Metropolitan Emergency Medical Services (Little Rock, AR) 22.6% 5.7%
Novant Health - Novant Health Mobile Health (Wilmington, NC) 62.1% 5.4%
REMSA Health (Washoe County, NV) 45.3% 6.2%
Richmond Ambulance Authority (City of Richmond, VA) 60.8% 11.8%
Three Rivers Ambulance Authority (Fort Wayne, IN) 49.4% 4.0%
Overall 37.3% 6.9%

One of the clearest indicators of EMS system maturity is the ability to match resources to patient need.
High-performance systems increasingly recognize that not every patient benefits from lights-and-siren responses or ALS dispatch.

Measuring the percentage of responses classified as high acuity provides insight into dispatch efficiency, clinical proficiency, risk
reduction, and resource stewardship.
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Table 5: Response Time Calculation

When does the response time

Agency Name

When does the response time

clock start?

Emergency Medical Services Authority (East - Tulsa Metro, OK) Call Taker Phone Pickup
Emergency Medical Services Authority (West - Oklahoma City, OK) Call Taker Phone Pickup
Medic Ambulance of Scott County (Davenport, I1A) Call Taker Phone Pickup
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Call Taker Phone Pickup
Metropolitan Emergency Medical Services (Little Rock, AR) Time of Confirmed Address
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Time of Confirmed Address
Novant Health - Novant Health Mobile Health (Wilmington, NC) 1st unit Dispatched
REMSA Health (Washoe County, NV) Call Taker Phone Pickup
Richmond Ambulance Authority (City of Richmond, VA) Time of Confirmed Address
Three Rivers Ambulance Authority (Fort Wayne, IN) Time of Confirmed Address

clock stop?
Transport Unit Arrives on Scene
Transport Unit Arrives on Scene
Transport Unit Arrives on Scene
Transport Unit Arrives on Scene
First MEMS Unit Arrives On-Scene
First Unit Arrives On-Scene
First Novant Unit Arrives On-Scene
First Unit Arrives On-Scene
First RAA Unit Arrives On-Scene
Transport Unit Arrives on Scene

The Patient's Clock Starts First

Patients don't distinguish between the 9-1-1 center, the dispatcher, the fire department, and the ambulance service - they simply know

they called for help.

Measuring response time from the patient’s perspective — from the moment the PSAP answers the call until EMS arrives reflects the

experience that matters most: the patient's.

High-performing EMS systems embrace this patient-centered measure because it promotes transparency, strengthens accountability
across the entire emergency response system, and focuses improvement efforts where they can have the greatest impact.

Some agencies report ‘travel’ time as response time — it is not. The response time clock should start at the moment the call is placed,

to the time of arrival; including call processing, activation, travel and patient access.
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Table 6: Response Time and Goals

High Acuity

Compliance

Low Acuity
Average

Low Acuity
Call Compliance

High Acuity Call
Average
Agency Name Response Time
Emergency Medical Services Authority (East - Tulsa Metro, OK) 6:56
Emergency Medical Services Authority (West - Oklahoma City, OK) 7:07
Medic Ambulance of Scott County (Davenport, |IA) 6:56
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 8:37
Metropolitan Emergency Medical Services (Little Rock, AR) 6:30
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) 9:49
Novant Health - Novant Health Mobile Health (Wilmington, NC) 5:00
REMSA Health (Washoe County, NV) 8:30
Richmond Ambulance Authority (City of Richmond, VA) 8:34
Three Rivers Ambulance Authority (Fort Wayne, IN) 7:22
Notes:

Standard

10:59
10:59
8:59
10:59
8:59
10:00
9:59
8:30
10:59
8:30

Response Time

10:39
10:46
9:44
14:05
7:30
16:00
6:00
30:00
18:49
10:12

Standard
24:59

24:59
14:59
15:00 (1)
12:59
30:00
15:00
30:00
59:59
20:00

1. There are additional tiers for low acuity responses. P3 ( 17:27 average with a 30-minute goal), P4 (26:09 average with a 60-minute goal), and P11 (45:07 average with a 90-

minute goal)

While response times remain important for a relatively small subset of time-critical emergencies, the

participating agencies demonstrate that modern EMS performance is no longer defined by a single

response-time standard.

Instead, agencies increasingly establish differentiated response goals based upon clinical acuity,

patient need, and available resources.

This reflects the growing body of evidence demonstrating that matching the right response to the right

patient often creates greater value than pursuing universally most appropriate, and safe responses.
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Table 7: Deployment Strategy
Deployment Tiered 911 (ALS/BLS)

») GEH]
eployment Basis Deployment?

Agency Name Strategy

. . . . . Historic & Predicted
Emergency Medical Services Authority (East - Tulsa Metro, OK) Semi-Flexible storic recicte Yes
Response Volume

. . . . . . Historic & Predicted
Emergency Medical Services Authority (West - Oklahoma City, OK) Semi-Flexible storic recicte Yes
Response Volume

. . Historic & Predicted
Medic Ambulance of Scott County (Davenport, IA) Flexible Istoric redicte Yes
Response Volume

Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Semi-Flexible Historic & Predicted Yes
Response Volume

Historic & Predict
Metropolitan Emergency Medical Services (Little Rock, AR) Semi-Flexible Istoric & Predicted Yes
Response Volume

Historic & Predict
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Semi-Flexible Istoric & Predicted Yes
Response Volume

Histori Predict
Novant Health - Novant Health Mobile Health (Wilmington, NC) Semi-Flexible Istoric & Predicted Yes
Response Volume

REMSA Health (Washoe County, NV) Flexible Héj?;:nfep\zﬁ:ﬁzd Yes

Histori Predict
Richmond Ambulance Authority (City of Richmond, VA) Semi-Flexible istoric & Predicted Yes
Response Volume

Historic & Predi
Three Rivers Ambulance Authority (Fort Wayne, IN) Semi-Flexible Istoric & Predicted Yes
Response Volume

Every participating agency reported using historical and predictive response demand to guide deployment decisions, illustrating the
profession's shift away from fixed station-based deployment toward dynamic system status management.

Rather than positioning ambulances based solely on geography or political boundaries, high-performing systems increasingly deploy
resources where patients are most likely to require care, improving both response reliability and unit productivity.
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Table 8: First Response Use and Clinical Level

Does a first How is it determined which What percentage . o
X X Minimum Clinical Cert
response agency calls the first responders are of calls are first
. for 1st Response
Agency Name respond to all calls? required? responders sent?
Emergency Medical Services Authority (East - Tulsa Metro, OK) No EMD Determinant 60.0% EMT
Emergency Medical Services Authority (West - Oklahoma City, OK) No EMD Determinant 60.0% EMT
Medic Ambulance of Scott County (Davenport, I1A) No EMD Determinant 75.0% EMR
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) No EMD Determinant 56.0% EMT
B e .
Metropolitan Emergency Medical Services (Little Rock, AR) No ased on the Jur!sdlctlon being 9.9% None Required
served and their preference

Northwell Center for Emergency Medical Services (New York City, EMD Determinant + Distance of

. No . . 41.0% EMT
Nassau & Suffolk Counties, NY) closest appropriate unit
Novant Health - Novant Health Mobile Health (Wilmington, NC) No EMD Determinant 28.0% EMT
REMSA Health (Washoe County, NV) No EMD Determinant 78.0% EMT
Richmond Ambulance Authority (City of Richmond, VA) No EMD Determinant 39.0% EMT
Three Rivers Ambulance Authority (Fort Wayne, IN) No EMD Determinant 13.0% EMT

Overall Median 41.0%

Contrary to common assumptions, the benchmark demonstrates that high-performing EMS systems do not universally dispatch first
responders to every emergency call. Instead, agencies increasingly use emergency medical dispatch protocols, distance-based
algorithms, and clinical determinants to selectively deploy first-response resources where they provide meaningful patient benefit.

This approach improves resource availability while reducing unnecessary emergency vehicle responses.
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Table 9: Staffing and Certification

Staffing Cert for ALS

Staffing Cert for BLS

Staffing Cert for EMD /
Agency Name Call Taker
Emergency Medical Services Authority (East - Tulsa Metro, OK) EMT & EMD
Emergency Medical Services Authority (West - Oklahoma City, OK) EMT & EMD
Medic Ambulance of Scott County (Davenport, I1A) EMD
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) EMD
Metropolitan Emergency Medical Services (Little Rock, AR) EMD

Northwell Center for Emergency Medical Services (New York City, Nassau &

Suffolk Counties, NY) EMT & EMD
Novant Health - Novant Health Mobile Health (Wilmington, NC) EMD
REMSA Health (Washoe County, NV) EMT & EMD
Richmond Ambulance Authority (City of Richmond, VA) EMT & EMD
Three Rivers Ambulance Authority (Fort Wayne, IN) EMD

Ambulance
EMT + Paramedic
EMT + Paramedic
EMT + Paramedic
EMT + Paramedic
EMT + Paramedic

EMT + Paramedic

Paramedic + Paramedic
EMT + Paramedic
EMT + Paramedic
EMT + Paramedic

Ambulance
EMT + EMT
EMT + EMT
EMT + EMT
EMT + EMT
EMR + EMT

EMT + EMT

N/A
EMT + EMT
EMT + EMT
EMT + EMT

proficiency.

Every AIMHI Benchmarking agency utilizes a tiered ambulance deployment
model, strategically deploying both BLS and ALS ambulances to better align
clinical resources with patient needs.

Consistent staffing patterns - typically one EMT and one Paramedic on ALS
units and two EMTs on BLS units - reflect a shared commitment to delivering
the right level of care at the right time, while helping to assure clinical
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Table 10: Use of Clinical Dashboards

Do you develop and use

Agency Name clinical dashboards?
Emergency Medical Services Authority (West - Oklahoma City, OK) Yes
Emergency Medical Services Authority (East - Tulsa Metro, OK) Yes
Medic Ambulance of Scott County (Davenport, I1A) Yes
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Yes
Metropolitan Emergency Medical Services (Little Rock, AR) Yes
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Yes
Novant Health - Novant Health Mobile Health (Wilmington, NC) Yes
Richmond Ambulance Authority (City of Richmond, VA) Yes
Three Rivers Ambulance Authority (Fort Wayne, IN) Yes

Medic Ambulance of Scott County (Davenport, I1A) Out of Hospital Cardiac Arrest

Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Out of Hospital Cardiac Arrest, STEMI/ACS, Trauma
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) Out of Hospital Cardiac Arrest, STEMI/ACS, Stroke

Novant Health - Novant Health Mobile Health (Wilmington, NC) Out of Hospital Cardiac Arrest, STEMI/ACS, Stroke, Trauma
Richmond Ambulance Authority (City of Richmond, VA) Out of Hospital Cardiac Arrest, STEMI/ACS, Stroke, Trauma

Out of Hospital Cardiac Arrest, Ventilation Management

Three Rivers Ambulance Authority (Fort Wayne, IN) STEMI/ACS, Stroke, Trauma

Organizations that continuously measure performance consistently outperform those relying solely on retrospective quality
assurance.

Clinical dashboards transform large volumes of patient care data into actionable intelligence, allowing medical directors and operational
leaders to rapidly identify trends, measure protocol compliance, monitor patient outcomes, and drive continuous improvement.

16
ACADEHY OF
NTERHATIONAL 2026 AIMHI High Performance EMS Benchmark Survey


https://aimhi.mobi/

Table 11: Cardiac Arrest Outcomes

Number of cardiac arrest

. ) Utstein survival to discharge
responses in which

w/CPC 1 or 2 percentage for last
reported outcomes

resuscitation was attempted in

Agency Name the last calendar year

Emergency Medical Services Authority (West - Oklahoma City, OK) 934 30%
Emergency Medical Services Authority (East - Tulsa Metro, OK) 630 30%
Medic Ambulance of Scott County (Davenport, I1A) 99 35%
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 866 40%
Metropolitan Emergency Medical Services (Little Rock, AR) 615 20%
Novant Health - Novant Health Mobile Health (Wilmington, NC) 119 50%
Richmond Ambulance Authority (City of Richmond, VA) 340 46%
Three Rivers Ambulance Authority (Fort Wayne, IN) 186 40%

Table 12: Use of Bystander Response Notification System

Does your system use a bystander notification

system for potential cardiac arrest calls? If so,

Agency Name which one?
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Good Sam
REMSA Health (Washoe County, NV) PulsePoint
Richmond Ambulance Authority (City of Richmond, VA) PulsePoint

Out-of-hospital cardiac arrest remains one of the most visible and rigorously studied measures of EMS clinical performance. Survival
rates are influenced by numerous community and system factors - including bystander CPR (and notification), public AED access,
dispatch-assisted CPR, response intervals, clinical protocols, post-resuscitation care, and continuous quality improvement.

Benchmarking these outcomes allows agencies to evaluate the effectiveness of their entire chain of survival.

ACADEHY OF
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Table 13: Prehospital Blood Program

ACDEMY OF
NTERNATIOHAL
MOBILE HEALTHCARE
INTEGRATION

Do you have a

Pre-Hospital Implementation  Annual / Ongoing
Agency Name Blood program? Cost Costs
Emergency Medical Services Authority (West - Oklahoma City, OK) Yes $20,500.00 $5,330.00
Emergency Medical Services Authority (East - Tulsa Metro, OK) Yes $20,500.00 $17,323.00
Novant Health - Novant Health Mobile Health (Wilmington, NC) Yes $35,000.00 $500.00
Three Rivers Ambulance Authority (Fort Wayne, IN) Yes $110,000.00 $35,000.00
Median $27,750.00 $11,326.50

# of Blood
Administration 1st Year Cost Per Recurring Cost Per

Agency Name Patients Last Year Patient Patient
Emergency Medical Services Authority (West - Oklahoma City, OK) 12 $2,152.50 $444.17
Emergency Medical Services Authority (East - Tulsa Metro, OK) 39 $969.82 $444.18
Novant Health - Novant Health Mobile Health (Wilmington, NC) 68 $522.06 $7.35
Three Rivers Ambulance Authority (Fort Wayne, IN) 28 $5,178.57 $1,250.00

Median 34 $1,166.46 $338.10

Successful prehospital blood programs are built on strategic clinical need, not utilization alone. The decision to deploy
blood should be based on the frequency of patients who may benefit from earlier transfusion and the potential to
improve survival - not solely on the cost.

As with many low-frequency, high-acuity interventions, the value of prehospital blood cannot be measured by
utilization alone. Agencies should assess trauma epidemiology, transport intervals, regional trauma resources,
and expected patient benefit when determining whether a blood program represents an appropriate investment for
their community.

2026 AIMHI High Performance EMS Benchmark Survey
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Table 14: Credentialed Clinicians

Credentialed Clinicians Medical Director
Response Agencies Under
Volume Medical Direction Agency Other Agencies Employed Contracted
Emergency Medical Services Authority (West - Oklahoma City, OK) 115,132 8 308 3,294 X
Emergency Medical Services Authority (East - Tulsa Metro, OK) 101,459 8 308 3,295 X
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 172,832 3 443 200 X
Metropolitan Emergency Medical Services (Little Rock, AR) 115,000 2 400 200 X
m::zz:ilsi?;?krégzI;E[?:St"gss)cy Medical Services (New York City, 169,980 3 920 230 X
Novant Health - Novant Health Mobile Health (Wilmington, NC) 50,941 1 145 X
REMSA Health (Washoe County, NV) 96,156 1 300 X
Richmond Ambulance Authority (City of Richmond, VA) 51,482 2 231 X
Three Rivers Ambulance Authority (Fort Wayne, IN) 60,029 2 150 400 X
Totals 963,249 30 3,205 7,619 2 7
Mean 94,250 3.5 351 1,484
Median 96,156 2.5 304 400

Table 15: Medical Oversight Costs

Medical Medical
QA/Training QA/Training Oversight Oversight
FTEs Staff Cost  Cost/Response Cost/Clinician

Emergency Medical Services Authority (West - Oklahoma City, OK) 12 $1,693,054 $14.71 $470
Emergency Medical Services Authority (East - Tulsa Metro, OK) 12 $1,638,131 $16.15 $455
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 11 $234,816 $1.36 $365

Metropolitan Emergency Medical Services (Little Rock, AR) 1.5 $1,706,794 $14.84 $2,845
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) 9 $450,000 $2.65 $391

Richmond Ambulance Authority (City of Richmond, VA) 5 $549,706 $10.68 $2,380

Three Rivers Ambulance Authority (Fort Wayne, IN) 3 $560,000 $9.33 $1,018
Mean 6.3 $854,285 $9.06 $466

Median 5.0 $554,853 $5.77 $788

ACADEHY OF
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Table 16: Patient Experience Scores

Do you track patient

experience scores on a
field provider level

How are your patient
experience survey results
published?

Does your agency Who conducts the
conduct patient customer

Agency Name experience surveys? experience survey?
Emergency Medical Services Authority (East - Tulsa Metro, OK) Yes External Agency
grlr:)ergency Medical Services Authority (West - Oklahoma City, Ves External Agency
Medic Ambulance of Scott County (Davenport, IA) Yes External Agency
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) Yes External Agency
Northwell Center for Emergency Medical Services (New York City, Yes External Agenc
Nassau & Suffolk Counties, NY) gency
REMSA Health (Washoe County, NV) Yes External Agency
Richmond Ambulance Authority (City of Richmond, VA) Yes External Agency
Three Rivers Ambulance Authority (Fort Wayne, IN) Yes External Agency

Patients frequently cannot judge the technical quality of the
clinical care they receive, but they always remember how
they were treated.

High-performing EMS agencies increasingly recognize patient
experience as an essential quality metric alongside clinical
outcomes, reflecting healthcare's broader movement toward
patient-centered care and accountability.

ACADEHY OF
NTERHATIONAL 2026 AIMHI High Performance EMS Benchmark Survey
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RAA's website and provided to
the City of Richmond's Clerk's
Office for public posting)
Public Board Meetings

20


https://aimhi.mobi/

Table 17: Fleet Characteristics

Ambulance Fleet Annual Fleet Ambulance
Agency Name Size Miles Purchase Price (1)
Emergency Medical Services Authority (East - Tulsa Metro, OK) 54 1,503,089 $252,000
Emergency Medical Services Authority (West - Oklahoma City, OK) 67 2,518,383 $252,000
Medic Ambulance of Scott County (Davenport, 1A) 20 469,813 $350,000
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 72 3,073,776 $320,000
Metropolitan Emergency Medical Services (Little Rock, AR) 62 2,863,145 $280,000
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) 228 3,706,216 $325,000
Novant Health - Novant Health Mobile Health (Wilmington, NC) 25 937,974 $464,000
REMSA Health (Washoe County, NV) 67 1,796,084 $256,000
Richmond Ambulance Authority (City of Richmond, VA) 35 965,458 $271,339
Total 596 16,930,849
Median 58 1,649,587 $280,000
Notes:
1. Ambulance only.
Table 18: Mission Failure & Crash Rate
Mission Failure per Crashes per
Agency Name 100,000 Miles 100,000 Miles
Emergency Medical Services Authority (East - Tulsa Metro, OK) 9.78 5.72
Emergency Medical Services Authority (West - Oklahoma City, OK) 5.52 3.97
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) 1.61 5.00
Novant Health - Novant Health Mobile Health (Wilmington, NC) 6.30 1.10
Richmond Ambulance Authority (City of Richmond, VA) 1.13 6.73
Mean 3.64 4.43
Median 5.52 5.00
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Table 19: Fleet Costs

Fleet Maintenance Fuel
Maintenance Annual Fuel Expense per  Expense per

Agency Name Expense Expense Mile Mile
Emergency Medical Services Authority (East - Tulsa Metro, OK) $737,710 $842,000 $0.491 $0.560
Emergency Medical Services Authority (West - Oklahoma City, OK) $887,852 $943,460 $0.353 $0.375
Medic Ambulance of Scott County (Davenport, IA) $310,915 $227,975 $0.662 $0.485
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) $1,080,567 $1,137,705 $0.352 $0.370
Metropolitan Emergency Medical Services (Little Rock, AR) $559,285 $900,000 $0.195 $0.314
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) $4,500,000 $1,500,000 $1.214 $0.405
Novant Health - Novant Health Mobile Health (Wilmington, NC) $746,742 $479,863 $0.796 $0.512
REMSA Health (Washoe County, NV) $981,118 $1,015,386 $0.546 $0.565
Richmond Ambulance Authority (City of Richmond, VA) $345,758 $418,036 $0.358 $0.433
Total/Median $746,742 $900,000 $0.491 $0.459

ACDEMY OF
HTERRATIONAL
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INTEGRATION

R e

2026 AIMHI High Performance EMS Benchmark Survey

22


https://aimhi.mobi/

Table 20: Field Staffing and Applicant Flow

Current Field Clinician

Pipeline Increase or

Agency Name Vacancy Rate Decrease Past 3-Years?
Emergency Medical Services Authority (East - Tulsa Metro, OK) 2.0% No Change
Emergency Medical Services Authority (West - Oklahoma City, OK) 24.0% No Change
Medic Ambulance of Scott County (Davenport, IA) 22.0% Increased
Mecklenburg EMS Agency (MEDIC) (Charlotte, NC) -10.0% Increased
Metropolitan Emergency Medical Services (Little Rock, AR) 20.0% Increased
Northwell Center for Emergency Medical Services (New York City, Nassau & Suffolk Counties, NY) 15.0% Increased
Novant Health - Novant Health Mobile Health (Wilmington, NC) 1.6% No Change
REMSA Health (Washoe County, NV) 23.0% No Change
Richmond Ambulance Authority (City of Richmond, VA) 0.0% Increased
Three Rivers Ambulance Authority (Fort Wayne, IN) 8.2% Increased
Average 12.8%

Notes:
1. Overstaffed by 10%.

Workforce stability begins long before a position becomes vacant. Applicant flow serves as an early indicator of organizational
reputation, employee engagement, compensation competitiveness, and labor market positioning.

Agencies consistently attracting qualified applicants are generally better positioned to sustain service levels, reduce overtime, and invest

in long-term workforce development.
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Table 21: Operational Statistics

Novant Health, RAA -Richmond,

Medic - Scott Mecklenburg,

Agency EMSA East, OK EMSA West, OK County, IA NC MEMS, AR Northwell, NY NC VA REMSA, NV TRAA, IN Overall Median Mean
Scheduled Unit Hours 224,211 233,064 97,628 327,993 261,139 271,860 118,260 101,829 180,000 85,176 1,901,160 202,106 190,116
Produced Unit Hours 190,522 204,639 87,360 327,730 225,270 266,968 115,068 102,640 170,000 79,459 1,769,656 180,261 176,966
Scheduling Efficiency 85.0% 87.8% 89.5% 99.9% 86.3% 98.2% 97.3% 100.8% 94.4% 93.3% 93.1% 89.2% 93.1%
Total Responses 123,859 147,059 36,763 176,189 115,000 94,527 50,966 58,024 108,144 63,504 974,035 101,336 87,951
Unit Hour Utilization - Response 0.650 0.719 0.421 0.538 0.510 0.354 0.443 0.565 0.636 0.799 0.550 0.562 0.497
Total Transports 77,538 90,996 26,969 121,904 79,500 81,219 29,505 33,148 61,287 36,681 638,747 69,413 63,875
Transport Ratio 62.6% 61.9% 73.4% 69.2% 69.1% 85.9% 57.9% 57.1% 56.7% 57.8% 65.6% 68.5% 72.6%
Unit Hour Utilization - Transports 0.407 0.445 0.309 0.372 0.353 0.304 0.256 0.323 0.361 0.462 0.361 0.385 0.361
Population Served 450,000 726,000 175,259 1,200,000 450,000 7,284,500 243,333 239,981 575,000 300,000 4,359,573 450,000 1,164,407
Response Rate Per Capita® 0.2752 0.2026 0.2098 0.1468 0.2556 0.2094 0.2418 0.1881 0.2117 0.2234 0.2252 0.07553
Transport Rate Per Capita® 0.1723 0.1253 0.1539 0.1016 0.1767 0.1213 0.1381 0.1066 0.1223 0.1465 0.1543 0.1218
Ambulance Unit Hours Per Capita! 0.4982 0.3210 0.5570 0.2733 0.5803 0.4860 0.4243 0.3130 0.2839 0.4059 0.4006 0.16327

Notes:
INorthwell data omitted due to non-exclusive provider
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Table 22: Service Mix

Medic - Scott Novant RAA-Richmond,

Service Mix EMSA East, OK EMSA West, OK County, IA Mecklenburg, NC MEMS, AR Northwell, NY Health, NC VA REMSA, NV TRAA, IN Overall

ALS Emergency 64.8% 61.5% 49.9% 52.1% 48.1% 57.2% 72.1% 46.5% 50.6% 41.7% 55.8% 51.3% 54.4%
ALS 2 Emergency 1.1% 1.2% 1.0% 0.7% 0.2% 0.5% 2.3% 0.7% 0.0% 1.4% 0.8% 0.9% 0.9%

BLS Emergency 18.9% 17.4% 25.5% 35.1% 30.4% 20.4% 23.9% 29.1% 30.4% 43.2% 26.4% 27.3% 27.4%
ALS Non-Emergency 1.1% 4.2% 6.4% 0.3% 0.8% 5.0% 0.0% 1.5% 2.4% 0.6% 2.2% 1.3% 2.2%

BLS Non-Emergency 13.6% 13.9% 16.6% 11.5% 20.3% 5.4% 0.2% 12.9% 16.1% 7.3% 12.4% 13.2% 11.8%
Critical Care Transport 0.5% 1.9% 0.2% 0.0% 0.2% 6.3% 0.0% 0.5% 0.6% 0.0% 1.3% 0.4% 1.0%
Treat - No Transport 0.0% 0.0% 0.3% 0.2% 0.0% 5.1% 1.5% 8.8% 0.0% 5.8% 1.1% 0.2% 2.2%

Nearly 70% of EMS responses are no longer traditional ALS emergencies.

Today's high-performance EMS systems spend almost half of their time caring for lower-acuity patients, highlighting the need for deployment models, staffing, reimbursement, and
performance measures that reflect modern patient demand rather than yesterday's assumptions.
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Table 23: Published Fees

Published Fees EMSA East, OK EMSA West, OK Mc?l:f“'ys"clztt Mec"::gburg' Northwell, NY Hz'::‘t':,"; . RAA 'R\if:m"d' REMSA, NV Median
ALS Emergency $1,300.00 $1,300.00 $1,756.92 $1,194.00 $1,500.00 $3,730.00 $1,850.00 $1,789.00 $2,220.00 $2,093.20 $1,772.96 $1,873.31
ALS 2 Emergency $1,300.00 $1,300.00 $2,049.74 $1,194.00 $2,200.00 $3,930.00 $2,153.00 $2,589.00 $2,300.00 $3,029.60 $2,176.50 $2,204.53
BLS Emergency $1,300.00 $1,300.00 $1,390.90 $1,194.00 $1,250.00 $2,275.00 $1,138.00 $1,507.00 $2,040.00 $1,762.68 $1,345.45 $1,515.76
ALS Non-Emergency $900.00 $900.00 $1,390.90 $892.00 $950.00 $3,460.00 $1,604.00 $942.00 $1,750.00 $1,322.00 $1,136.00 $1,411.09
BLS Non-Emergency $900.00 $900.00 $871.14 $892.00 $800.00 $2,065.00 $636.30 $942.00 $1,675.00 $1,101.68 $900.00 $1,078.31
Critical Care Transport $1,300.00 $1,300.00 $2,335.24 $1,440.00 $2,600.00 $6,890.00 $3,244.00 $3,060.00 $8,000.00 $0.00 $2,467.62 $3,016.92
Treat - No Transport $0.00 $0.00 $330.00 $0.00 $0.00 $0.00 $1,138.00 $200.00 $0.00 $530.00 $0.00 $244.22
Dead on Scene $0.00 $0.00 $1,390.90 $1,194.00 $0.00 $0.00 $1,850.00 $1,507.00 $0.00 $0.00 $0.00 $660.21
Mileage $19.00 $19.00 $29.20 $29.00 $28.00 $32.95 $34.00 $31.00 $40.00 $37.33 $30.10 $29.95
ALS Supplies $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $168.00 $0.00 $0.00 $0.00 $0.00 $21.00
BLS Supplies $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 $120.00 $0.00 $0.00 $0.00 $0.00 $15.00

Gross Patient Fees $123,885,527 $129,745,783 $61,597,010 155,787,028  $115,961,468 $291,626,565 $55,862,617 $71,936,083 $144,488,094  $61,188,003  $119,923497 $121,207,818

Average Patient Charge $1,597.74 $1,425.84 $2,283.99 $1,277.95 $1,458.63 $3,590.62 $1,893.33 $2,170.15 $2,357.57 $1,668.11 $1,780.72 $1,897.59

Ambulance fee schedules should reflect the cost of readiness and emergency response, rather than expected patient collections.

Every dollar appropriately reimbursed by a commercial insurer, Medicare Advantage plan, or other third-party payer is one less dollar
that must be funded through local taxes. An evidence-based fee schedule is a key strategy for maximizing external revenue while
preserving community investment in EMS.

Maximizing legitimate third-party reimbursement allows communities to recover a greater share of EMS costs from insurers and
governmental payers, reducing the need for local tax support.
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Table 24: Patient Payer Mix %

Payer Classification EMSA East, OK
Medicare FFS 19.3%
Managed Medicare 27.3%
Medicaid FFS 16.4%
Managed Medicaid 12.2%
Commercial Insurance (Incl auto) 16.0%
Self-Pay 7.9%
Facility Paid 1.0%
Other 0.0%

Table 25: Net Revenue Payer Mix %

EMSA East, OK

Medicare FFS 18.6%
Managed Medicare 24.7%
Medicaid FFS 12.4%
Managed Medicaid 10.4%
Commercial Insurance (Incl auto) 29.9%
Self-Pay 2.5%
Facility Paid 1.6%
Other 0.0%
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EMSA West, OK

21.2%
22.9%
12.2%
9.6%
19.0%
7.7%
7.4%
0.0%

EMSA West, OK

20.5%
19.8%
8.4%
7.5%
33.3%
1.7%
8.8%
0.0%

Medic - Scott
County, IA

52.7%
0.0%
0.0%
23.5%
16.9%
3.3%

3.7%
0.0%

Medic - Scott
County, IA

32.5%
0.0%
0.0%
28.8%
32.5%

2.3%
4.0%
0.0%

Mecklenburg, NC  MEMS, AR N°':'\‘(”e"' Hg;:;"; .
15.1% 20.8% 27.2% 25.3%
25.8% 25.2% 14.6% 27.1%

3.3% 14.6% 18.2% 2.0%
18.9% 4.1% 2.9% 19.3%
22.9% 17.6% 17.1% 16.3%
10.3% 9.5% 3.4% 8.0%
1.0% 8.3% 16.7% 0.1%
2.7% 0.0% 0.0% 2.0%

Mecklenburg, NC  MEMS, AR N°’:'\‘(”e"' H:;;’;"; .
13.5% 19.8% 22.5% 31.6%
19.6% 20.3% 11.7% 25.8%

0.7% 8.1% 0.0% 0.5%

22.9% 2.2% 2.0% 7.6%

39.1% 38.4% 35.2% 27.2%
2.0% 1.4% 0.3% 0.9%
0.7% 9.1% 28.3% 0.0%
1.5% 0.7% 0.0% 6.4%

2026 AIMHI High Performance EMS Benchmark Survey

RAA -

Richmond, VA

13.6%
25.5%
2.2%
29.2%
10.7%
14.4%
4.4%

0.0%

RAA -

Richmond, VA

17.1%
29.1%

0.6%
18.5%
17.9%
1.4%
13.7%
1.5%

REMSA, NV

21.6%
22.4%
30.9%
0.0%
16.4%
5.3%
3.0%
0.5%

REMSA, NV

16.8%
15.5%
12.2%
0.0%
46.6%
0.5%
6.9%
1.5%

TRAA, IN

13.8%
35.9%
3.7%
23.3%
13.2%
5.3%
0.7%
4.1%

TRAA, IN

11.7%
28.7%
3.2%
20.8%
27.0%
0.8%
0.6%

7.2%

Overall

21.7%
23.1%
12.5%
11.1%
18.1%
7.4%
5.2%
0.9%

Overall

19.0%
18.9%
5.3%
10.0%
35.3%
1.4%
9.0%

1.1%

Median

21.0%
25.3%
8.0%
15.5%
16.6%
7.8%
3.3%
0.0%

Median

19.2%
20.1%
1.9%
9.0%
32.9%
1.4%
5.4%
1.1%

23.0%
22.7%
10.3%
14.3%
16.6%
7.5%
4.6%
0.9%

20.5%
19.5%
4.6%
12.1%
32.7%
1.4%
7.4%
1.9%
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Table 26: Other Funding

Average
Subsidies
Local Government $40,949,808 $5,600,000 $2,379,707
State Government (GEMT) SO S0
Other $4,200,000 SO
GEMT $4,893,930 $1,921,000 $1,631,310
Total Subsidies $50,043,738 $7,081,000 $2,422,017
Subsidy/Other Per Capita $4.30 $11.63 $10.06
Total Revenue - All Sources 395,028,263 39,117,164 $24,620,974
Total Expenses 414,382,856 41,556,658 $27,488,414
Table 27: Financial Tables
Financial Summary e Average
Fee For Service Revenue Per Capita $58.56 $57.80
Fee For Service Revenue Per Unit Hour $200.30 $183.50
Fee For Service Revenue Per Response $339.45 $275.17
Fee For Service Revenue Per Transport $522.99 $481.67
Expense Per Capita $74.12 $35.59
Expense Per Unit Hour $231.35 $217.96
Expense Per Response $361.52 $471.15
Expense Per Transport $638.51 648.74
Public Subsidy Per Unit Hour $37.17 $23.72
Public Subsidy Per Response $57.30 $41.68
Public Subsidy Per Transport $92.07 $72.94
Public Subsidy Per Capita $13.68 $10.06

The participating AIMHI agencies reported a mean cost of approximately $649 per transport —
76% lower cost than the $2,763 average reported by CMS through the Ground Ambulance
Data Collection System.

While the datasets are not directly comparable, the difference highlights how high-volume,
clinically integrated EMS systems can leverage economies of scale, operational efficiency,
and strong resource utilization to reduce the cost of delivering ambulance services.
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The EMS Payer Mix Conundrum

One of the most revealing findings from the benchmark data is the significant disconnect between who EMS
agencies serve and where they receive their revenue. The Service and Payer Mix and Payer Mix % as a function of
overall patient services revenue received. These analyses demonstrate that patient volume and financial
contribution are often dramatically misaligned - a reality that creates ongoing financial pressure for ambulance
services.

At the aggregate level:

Payer “o0f veofPatient Difference
Patients Services Revenue
Medicare FFS 21.7% 19.0% -2.7 pts
Medicare Advantage 23.1% 18.9% -4.2 pts
Medicaid FFS 12.5% 5.3% -7.2 pts
Managed Medicaid 11.1% 10.0% -1.1 pts
Commercial Insurance 18.1% 35.3% 17.2 pts
Self-Pay 7.4% 1.4% -6.0 pts
Facility Paid 5.2% 9.0% 3.8 pts
Other 0.9% 1.1% 0.2 pts

The most striking finding is the outsized importance of commercial insurance. Although commercially insured
patients represent only 18.1% of all EMS patients, they generate 35.3% of all patient service revenue - nearly
twice their share of patient volume. In many agencies, commercial reimbursement effectively subsidizes the
losses associated with under-reimbursed governmental payers and uncollectible self-pay accounts.

Conversely, Medicaid highlights the opposite challenge. Traditional Fee-for-Service Medicaid accounts for 12.5%
of patient volume, yet contributes only 5.3% of total patient service revenue, making it one of the least
financially sustainable payer categories. Even when Managed Medicaid is included, Medicaid beneficiaries
comprise nearly one-quarter of all patients while producing only about 15% of total revenue.

Self-pay patients present another significant imbalance. They represent 7.4% of all transports, but account for only
1.4% of total revenue, reflecting the well-known challenges associated with collections and uncompensated care.

Even Medicare, despite being the single largest payer category, illustrates the financial strain on EMS. Combined
Medicare Fee-for-Service and Medicare Advantage beneficiaries account for approximately 45% of all
patients, yet generate only about 38% of patient service revenue. Given that Medicare payment rates are
generally regarded as being below the actual cost of providing ambulance services, this imbalance continues to
create structural financial challenges for EMS agencies.

These findings underscore a fundamental challenge facing EMS nationwide: ambulance services are reimbursed
based on payer type - not on the cost or complexity of the care delivered. Agencies must maintain identical
readiness, staffing, equipment, and clinical capabilities regardless of whether the patient is covered by
commercial insurance, Medicare, Medicaid, or has no insurance at all.

As aresult, the financial health of many EMS organizations depends disproportionately on a relatively small
segment of commercially insured patients. Any shift in payer mix toward Medicare or Medicaid, reductions in
commercial reimbursement, or increases in uninsured patients can have a disproportionately negative impact on
agency finances despite little or no change in service demand.

Consequently, payer mix remains one of the strongest predictors of EMS financial sustainability and reinforces the
importance of optimized revenue cycle management, and continued advocacy for reimbursement reform.
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Conclusion: Measuring What Matters

Over the past two decades, Emergency Medical Services has evolved from a transportation-focused
public safety service into an increasingly sophisticated, evidence-driven component of the healthcare
system. As that evolution has accelerated, so too has the need for meaningful performance
measurement.

While response times and transport volumes remain important operational indicators, they no longer
define excellence. Today's highest-performing EMS organizations recognize that true success is
measured by clinical outcomes, patient experience, workforce resilience, financial sustainability,
operational efficiency, innovation, and the ability to continuously improve through data-informed
decision making.

The findings in this report demonstrate that there is no single organizational model for high-performance EMS. The
agencies represented in this benchmark include public utility models, governmental agencies, health system-
based organizations, and franchise systems serving communities that vary dramatically in population, geography,
and call volume. Yet despite these differences, they consistently share common characteristics: a commitment to
clinical excellence, evidence-based practices, continuous quality improvement, financial accountability,
workforce development, innovation, transparency, and measurable outcomes. High performance is not defined by
governance or geography - it is defined by leadership, culture, and an unwavering commitment to improvement.

Benchmarking is one of the most valuable tools available to EMS leaders because it transforms data into
actionable insight. It allows organizations to move beyond assumptions and anecdotal experience, objectively
evaluate performance, identify opportunities for improvement, and learn from agencies facing similar operational
challenges. Benchmarking also helps leaders communicate value to governing boards, elected officials,
healthcare partners, and the communities they serve by providing credible, comparative evidence that
supports strategic planning, operational investments, and policy decisions.

Perhaps most importantly, benchmarking helps answer one of the most important questions facing every EMS
organization: "How do we know if we're performing well?" Without objective comparison, agencies risk
measuring only activity rather than performance, or celebrating internal improvements without understanding how
they compare to recognized leaders in the profession. Benchmarking establishes realistic, evidence-based
expectations while inspiring organizations to pursue continuous improvement rather than simple compliance.

The purpose of this report is not only to identify "best" agencies or establish rigid performance standards. It is
intended to provide a practical roadmap for organizations seeking to improve the value they deliver to
patients and communities. Every EMS system operates within unique financial, political, geographic, and
demographic circumstances, and meaningful comparisons should always consider local context. The greatest
value of benchmarking lies not in replicating another organization's model, but in understanding the
principles and practices that contribute to sustained excellence and adapting them to meet local needs.

Since publishing its first benchmarking study in 2006, AIMHI has remained committed to advancing the EMS
profession through collaboration, transparency, and the open exchange of ideas. The willingness of member
organizations to openly share performance data, operational practices, successes, and lessons learned reflects a
belief that strengthening one EMS system ultimately strengthens the profession as a whole. That spirit of
collaboration has helped establish this report as one of the profession's most respected resources for
understanding what high-performance, high-value EMS looks like in practice.

As EMS continues to evolve alongside the broader healthcare system, the organizations that will thrive are those
that embrace measurement, challenge convention, and remain committed to continuous learning. The future of
EMS will not be defined solely by how quickly we respond - it will be defined by how effectively we improve
patient outcomes, steward public resources, support our workforce, and demonstrate measurable value to
the communities that depend on us.
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