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Mobile Integrated Health – Lake County  

HFI Report 

 

Grantee Information 

Grant PI    Michael Sharp 

Deputy Fire Chief,  

NREMT-P, CP-C 

 

Grant IDs Mobile Integrated Health 

Department St. John Fire Dept. Reporting Month January 2025 

  Reporting Date  

Progress and Action Items 

Progress  Status 

Community Risk Reduction Coordinator  Complete 

Mobile Integrated Health Coordinator  Complete 

9 Community Paramedics seeing patients  Complete 

Stop the bleed courses scheduled for the next 5 months  Complete 

CPR classes scheduled for the year (additional as needed)  Complete 

Car seat installation clinics scheduled monthly through 2025  Complete 

Safe sitter scheduled every other month  Complete 

Working on contracts with hospitals for referral system  In-process 

Planning phase of Maternal & Child Health home visitation  In-process 

Comments 

We are exceeding what our projections were in the beginning which if you remember were 20 patients a 

month for the year. We currently have talks with 2 hospitals for direct referrals as well as working with 

one local hospital on creating a Mother/Baby visitation program to aid in maternal and infant health for 

up to 1 year. 

 

A typical visit starts with a referral from either a hospital, PCP (Primary Care Physician), or identified 

through the EMS 911 system. Once referred, a visit is scheduled. While waiting for the visit, the 

Paramedic gathers as much information they can about the health and medical concerns associated with 

the referral. During the initial visit the discharge folder is reviewed with the patient and family if they 

are at the visit, which is encouraged. The diagnosis and any other medical concerns are gathered in a 
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Patient Health Assessment form and any concerns are answered. The paramedic then discusses health 

and safety concerns with the patient and family who all work together to create a care plan that is 

communicated with the PCP. Through these forms we can identify gaps in service, general health 

concerns associated with the current diagnosis, lack of resources, and access to quality healthcare. Vitals 

and any recommended orders (12 lead, blood draws, or scheduling of imaging) from the PCP are 

completed. Before the paramedic leaves, they are to schedule any follow up appointments that have been 

recommended. After the visit the paramedic works with the team to find resources or solutions to access 

other medical services such as, specialty care physicians (cardiac, pulmonology). The team approach has 

benefitted the care and outcome of each patient enrolled. Additionally, fire prevention assessments are 

conducted during the visit resulting in numerous smoke and CO detectors being installed. 

Quantitative Data –  

• Patient count active in the program 21. 

• Patient graduated from program 30. 

• We currently have 62 patient referrals to be scheduled. 

• Average monthly referrals of 18. 

• Primary data on our side shows a 60% (+/-) decrease in 911/hospital use since enrollment. 

• Fall risk education 13 

• Outside physician referral 10 

• Home safety concerns corrected 35 

• Smoke detectors installed 44 

• CO detectors installed 41 

Qualitative Data – 

Case Study 1 – A patient was identified and appointment scheduled after multiple calls for falls and lift 

assists. Patient has a history of stroke with 90% loss of function to the right side. During the visit it was 

identified that a home visiting aid is not able to move and lift the patient alone. A recommendation was 

communicated with the visiting service and a second aid is being sent. Lift points were installed in the 

house in both ceilings and walls to aid in lifting and moving. The patient has not used 911nor transported 

to the hospital for secondary injuries from the falls. Currently approaching 5 months. 

 

Case Study 2 – A patient called to find out about the service since they heard about it from advertising. 

Patient concern is that appointments are being cancelled due to the extreme fear of falling. During a visit 

it was determined that a follow up with a psychologist would be in order after finding out she had seen 

one years ago for anxiety. A visit was scheduled with the result of the patient being placed on medication 

for the anxiety. Patient was educated on movements and ways to prevent falling including the movement 

of obstacles in the home and garage. Resulting in follow up appointments being attended. These included 

cardiac, imaging, respiratory care. Patient continues to show improvement in general health and 

wellness. Currently approaching 7 months. 

 

Concerns 

-None at this time. 


