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Date of Hearing:  April 4, 2022 

ASSEMBLY COMMITTEE ON EMERGENCY MANAGEMENT 

Freddie Rodriguez, Chair 

AB 1770 (Rodriguez) – As Amended March 24, 2022 

SUBJECT:  Ambulance patient offload times 

SUMMARY:  Requires the Emergency Medical Services Authority (EMSA), in collaboration 

with the California Office of Emergency Services (Cal OES), California Department of Public 

Health (CDPH), and other entities as specified, to establish several policies to reduce ambulance 

patient offload delays and protect patients from unnecessary and life-threatening impacts to their 

overall health outcomes. Specifically, this bill:  

 

1) Requires EMSA, in collaboration with Cal OES and CDPH, to develop and implement a 

public education campaign to help educate the public on the use of the emergency 

medical services system. 

  

2) Authorizes $20 million in funding to support staffing of EMS providers and additional 

resources for physical assets, such as hospital appropriate gurneys and oxygen that are 

necessary to care for patients awaiting acceptance to the emergency department and 

augmentation of hospital staff to care for those patients, and overflow surge facilities.  

3) Requires EMSA, in collaboration with Cal OES and CDPH, to issue clear guidelines to 

direct the ability for one EMS provider personnel to provide care for up to 4 patients who 

meet clear acuity protocols established by EMSA and directions to Local Emergency 

Medical Services Agencies (LEMSAs) and hospitals that support efficient triage and 

transfer of care from EMS personnel to hospital personnel.  

4) Requires EMSA, in collaboration with Cal OES and CDPH, to create, an expedited 

mechanism for a LEMSA to obtain approval to implement alternate destination policies 

and to educate LEMSAs about this flexibility, as specified.  

5) Requires EMSA, in collaboration with Cal OES and CDPH, to pre-identify and designate 

urgent care overflow facilities that could serve as surge capacity for hospitals, as 

specified. 

6) Requires EMSA, in collaboration with Cal OES and CDPH, to establish policies to 

facilitate use of available fire department resources throughout the State to respond to 

requests for in-county and out-of-county mutual aid requests, as specified. 

7) Requires EMSA, in collaboration with Cal OES and CDPH, to establish policies and 

systems to facilitate increased use of telehealth in the field. 

8) Requires EMSA, in collaboration with Cal OES and CDPH, to establish a clear statewide 

policy and protocol for EMS-initiated refusal to allow for enhanced field decision making 

and to establish a statewide assessment and referral policy that local jurisdictions can 

implement.  
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9) Requires EMSA, in collaboration with Cal OES and CDPH, to develop implementation 

policies to allow for the safe and efficient transfer of patients from emergency 

departments to non-hospital facilities, as specified. 

10) Specifies that the above requirements be implemented on or before July 1, 2023. 

11) Requires EMSA to report Ambulance Patient Offload Time (APOT) data to the 

Commission every 6 months, as opposed to twice per year. 

EXISTING LAW:   

 

1) Establishes EMSA, which is responsible for the coordination and integration of all state 

activities concerning emergency medical services (EMS), including the establishment of 

minimum standards, policies, and procedures.  

 

2) Requires EMSA, utilizing regional and local information, to assess each EMS area or the 

system’s service area for the purpose of determining the need for additional emergency 

services, and the coordination and effectiveness of EMS. Requires EMSA to develop 

planning and implementation guidelines for EMS systems which address specified 

components, including communications, system organization and management, and data 

collection and evaluation.  

 

3) Authorizes counties to develop an EMS program and designate a LEMSA responsible for 

planning and implementing an EMS system, which includes day-to-day EMS system 

operations. 

 

4)  Requires EMSA to develop and adopt a statewide standard methodology for the 

calculation and reporting by a LEMSA of APOT, as specified.  

 

5)  Defines APOT as the interval between the arrival of an ambulance patient at an 

emergency department (ED) and the time that the patient is transferred to an ED gurney, 

bed, chair, or other acceptable location and the ED assumes responsibility for care of the 

patient.  

 

6) Requires LEMSAs to transmit APOT data quarterly to EMSA, consistent with the 

policies and procedures developed under existing law, as specified. Requires the APOT 

data to be sufficient for EMSA to calculate APOT by LEMSA jurisdiction and by each 

facility in a LEMSA jurisdiction. 

 

7) Requires EMSA, upon receipt of the APOT data reported by a LEMSA, to calculate 

APOT by LEMSA jurisdiction and by each facility in a LEMSA jurisdiction. Requires 

EMSA to report this data twice per year to the Commission. 

 

8) Requires EMSA, on or before December 1, 2020, in collaboration with LEMSAs, to 

submit a report to the Legislature, in accordance with specified provisions of law 

governing reports to the Legislature, on APOT and recommendations to reduce or 

eliminate APOT. 
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9) Requires the administration of pre-hospital EMS by cities and fire districts providing 

such services as of June 1, 1980, to be retained by those cities and fire districts and to be 

continued at not less than the existing level until such time that a written agreement is 

reached between a city or fire district and a county. 

 

10) Permits a local EMS agency to create one or more exclusive operating areas in the 

development of a local plan, if a competitive process is utilized to select the provider or 

providers of the services. Specifies that no competitive process is required if the local 

EMS agency develops or implements a local plan that continues the use of existing 

providers operating within a local EMS area in the manner and scope in which the 

services have been provided without interruption since January 1, 1981. 

 

11) Permits a county to establish an emergency medical care committee (EMCC), and to 

prescribe the membership, and appoint the members, of the EMCC. Requires the EMCC, 

if established by a county, to annually review and report to the local EMS agency and 

EMSA regarding the operations of ambulance services, emergency medical care, and first 

aid practices in the county. 

 

12) Establishes an 18-member Commission on EMS, within the California Health and 

Human Services Agency. Defines the duties of the Commission to include reviewing 

regulations, standards, and guidelines developed by EMSA; advising EMSA on a data 

collection system; advise on emergency facilities and services, emergency 

communications, medical equipment, personnel training, and various aspects of the EMS 

system; and, to make recommendations for further development of the EMS system. 

 

13) Requires the Commission on EMS to review and approve regulations, standards and 

guidelines to be developed by EMSA for implementation of the EMS system and the 

Prehospital Emergency Medical Care Personnel Act. 

 

14) Defines "Emergency Medical Technician-Paramedic," "EMT-P," "paramedic" or "mobile 

intensive care paramedic" as an individual whose scope of practice includes the ability to 

provide advanced life support, as specified, including administering specified 

medications. EMT-Ps are licensed and regulated at the state level through EMSA. 

 

15) Establishes the Health Workforce Pilot Projects (HWPP) in the Office of Statewide 

Health Planning and Development (OSHPD), which states legislative findings that 

experimentation with new kinds and combinations of health care delivery systems is 

desirable and that for purposes of this experimentation, a select number of publicly 

evaluated HWPPs should be exempt from the healing arts practices acts. 

 

16) Permits OSHPD to designate HWPPs as approved projects where the projects are 

sponsored by community hospitals or clinics, nonprofit educational institutions, or 

governmental agencies engaged in health or education activities. Permits a trainee 

(defined as a person being taught health care skills) in an approved project to perform 

health care services under the supervision of a supervisor (someone who is already 

licensed to provide the health care services) where the general scope of the services has 

been approved by OSHPD. 
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17) Requires EMSA to develop, and after approval by the EMSA Commission, adopt 

regulations establishing minimum standards for the development of a CP or TAD 

programs based upon and informed by, the Community Paramedicine Pilot Program 

under the Office of Statewide Health Planning and Development (OSHPD) Health 

Workforce Pilot Project No. 173 (HWPP #173) and the protocols and operation of the 

pilot projects approved under HWPP #173.   

 

18) Requires hospital emergency departments, under the federal Emergency Medical 

Treatment and Active Labor Act (EMTALA) and also under similar provisions of state 

law (state EMTALA), to provide emergency screening and stabilization services without 

regard to the patient’s insurance status or ability to pay. Federal EMTALA imposes this 

requirement on any hospital that participates in Medicare. State EMTALA imposes this 

requirement on any hospital that operates an emergency department. 

FISCAL EFFECT:  This bill has not been analyzed by a fiscal committee. 

COMMENTS:   

Purpose of the bill:  According to the author, “As you all know, first responders and emergency 

medical services personnel have faced a marathon of challenges during this pandemic. Our EMS 

crews, who often work in enclosed spaces when transporting patients, have been putting 

themselves at a significant risk for nearly two years now. And the nurses and physicians in our 

emergency room departments have been overwhelmed with patients infected with COVID-19.”   

 

“The problem of extensive wall times has been a problem for decades. As you know, wall time 

occurs when an ambulance arrives at a hospital and is forced to wait for the hospital to assume 

responsibility of care for the patient that exceeds a locally established patient offload time 

interval. Wall times result in untimely care for patients experiencing an emergency and prevents 

ambulance personnel from responding to other emergencies,” adds the author. 

 

“Earlier this year, this committee held an oversight hearing on wall times and we have since been 

leading deliberations between health care providers and the Governor’s office, the California 

Department of Public Health and the Emergency Medical Services Authority to identify both 

short and long term solutions.  As a result of my hearing and the subsequent meetings, I was 

pleased to see additional EMS resources deployed to hospitals to help transfer stable patients 

from ambulances to emergency departments.  While this is a good outcome in the short-term, I 

remain committed to implementing other solutions to ensure ambulances, EMTs and Paramedics 

are readily available to respond to urgent 9-1-1 calls.” the author continues. 

 

“I should also note that last year this Committee passed AB 1229, which would have directed 

EMSA to immediately convene a task force on wall times.  Even though this bill wasn’t enacted, 

I was pleased to see EMSA convene a wall time task force.  According to EMSA, the task force 

will issue a report by late April with both short and long-term recommendations.   I anticipate 

amending this bill to reflect recommendations brought forth by this task force.  Additionally, I 

think we must be prepared to take a comprehensive and balanced approach.  We can’t solve this 

on the backs of EMTs and Paramedics alone.  We will have to have a mechanism in place to hold 

hospitals accountable for delays, regardless of the cause. For all of these reasons, this bill should 

be viewed as a work in progress and I look forward to continuing to work with everyone,” 

concluded the author. 
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Defining Ambulance Patient Offload Time (APOT) and Ambulance Patient Offload Delay 

(APOD):  The Ambulance Patient Offload Time for each transported 9-1-1 patient is defined as 

the “interval between the arrival of an ambulance at an ED and the time that the patient is 

transferred to an ED gurney, bed, chair or other acceptable location and the ED assumes 

responsibility for care of the patient.”  The Ambulance Patient Offload Delay is anything past the 

20 minute guideline recommendation for APOT as provided by Emergency Medical Services 

Authority (EMSA). APOT is most commonly captured electronically in the patient care record 

from the recorded time on arrival at the hospital (defined as wheel stop at the location where the 

patient is off-loaded), to the time of the electronic signature of the triage nurse after the physical 

removal of the patient from the ambulance gurney. 

 

Scope of the Problem: Ambulance patient offload delays have been a concern in the health care 

community for some time due to the potential impact on patient safety and quality of care.  

According to EMSA, each year, roughly 70,000 Californians wait over an hour on an ambulance 

gurney once they arrive at the hospital and before their care is assumed by emergency 

department staff and moved to a hospital bed.    

 

In a 2020 report to the Legislature, EMSA notes that the number of transports to a given hospital 

seems to directly correlate to their APOT.  More transport typically means longer wait times.  

Generally, rural counties and their hospitals have significantly lower APOT than urban counties 

and their hospitals.   

 

During the COVID-19 pandemic, almost all local EMS agencies experienced less transport 

overall but saw an increase in APOT compared to the prior year as hospitals saw an increased 

number of patients being admitted. With stakeholder input, EMSA targeted 20 minutes as a 

maximum APOT, but concluded that, with only two years of data derived from disparate 

sources, it is still premature to draw conclusions about what corrective measures are most 

practical and acceptable. 

 

Impact on Patient Care and Experience: When pre-hospital providers must wait to transfer care 

to the ED staff, it creates issues of patient safety. The paramedics or emergency medical 

technicians (EMTs) must continue to care for the patient they brought to the ED, rather than 

transferring the patient to the higher level of care within a hospital ED.  

 

Waiting for an open ED bed may lead to delays in medication administration and failure to meet 

standard of care for various treatments. Delays in patient throughput in the ED decreases hospital 

cost efficacy and increases subsequent hospital stays, both of which are of concern to hospital 

and have negative financial impact. 

 

According to the National Association of EMS Physicians (NAEMSP), offload delays lead to 

delays to definitive care, poor pain control, delayed time to antibiotics, increased morbidity, and 

possibly even mortality. Ultimately, there is a reasonable concern that ambulance offload delay 

will compromise patient safety. 

 

Impact on EMS Systems: The ambulance unit and staff that are delayed in the ED are effectively 

out of service, decreasing advanced life support coverage in the community, which can increase 

response time for subsequent critical cases, including cardiac arrest and major trauma.  ED 

delays of the EMS professionals back up the entire system; dispatch centers have increased task 
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times and EMS supervisors spend their time in the hospital attempting to make their units 

available.  

 

The compilation of these additional non-productive unit-hours are costly to the company and to 

the community, since readiness accounts for a large portion of the cost associated with 

ambulance coverage in a community, and ambulance contracts mandate maximal response times 

to critical calls.  

 

Factors Causing Delays:  Ambulance offload delays are not an isolated issue, but are often 

symptoms of a larger problem. Research and expert opinion connect emergency department 

crowding, ambulance diversion, patient offload delay and emergency department patient 

boarding with obstructions in hospital throughput.  Many factors have been identified as 

contributing to decreased patient throughput, including decreased inpatient capacity, hospital 

regulations limiting areas of care, and inability to rapidly turn over hospital beds.  

 

Some of the other issues affecting emergency department crowding in addition to the surge of 

patients infected with COVID-19, are increasingly complex medical conditions, lack of hospital 

beds, lack of nurses, increased 5150s or psychiatric holds due to fewer mental health community 

resources, delays in radiology, laboratory and ancillary services, shortage of specialists, and a 

lack of community primary care providers. 

 

EMSA, LEMSAs and Hospital Emergency Departments: EMSA provides statewide oversight for 

the 33 local emergency medical services agencies or LEMSAs. Together they form the state’s 

pre-hospital emergency medical system. The pre-hospital emergency medical system and 

hospital emergency departments operate as separate and distinct entities, but are linked through 

policies, procedures and regulations. Collectively, these entities provide effective patient care 

from the initial notification of an emergency and response in the field to the time the EMS 

provider drops off the patient at the emergency department and returns to the community, while 

the patient receives evaluation, care and hospitalization, if needed.  

 

Community Paramedicine:  Community paramedicine is an innovative and evolving model of 

community-based healthcare designed to provide more effective and efficient services at a lower 

cost. Community paramedicine allows paramedics to function outside their traditional 

emergency response and transport roles to help facilitate more appropriate use of emergency care 

resources while enhancing access to primary care for medically underserved populations. A 

community paramedic is an advanced paramedic that works to increase access to primary and 

preventive care and decrease use of emergency departments, which in turn decreases health care 

costs.  

 

Community Paramedicine and/or Triage to Alternate Destination Act of 2020, AB 1544 

(Gipson):  In accordance with AB 1544, EMSA established an advisory workgroup that began 

meeting in February of 2021. The current proposed regulations seek to provide clarification and 

specification on how a LEMSA shall apply for approval from EMSA to operate one or more 

program and how to renew that approval. The proposed regulations also outline procedures for 

establishing programs and training programs, as well as the minimum requirements for training 

programs in these areas. Additionally, the proposed regulations explain the process for EMS 

personnel to obtain accreditation and how that is status is to be maintained. EMSA is accepting 

public comments on the proposed regulations through April 24, 2022. 
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Assembly Committee on Emergency Management hearing on Wall Times: On January 19, 2022, 

the Committee on Emergency Management held an information hearing on Ambulance Patient 

Offload Times, which is commonly known as wall times in emergency medical services 

professions.  In addition to hearing from first responders, nurses, emergency nurses, and other 

front line EMS personnel, the Committee heard testimony from the EMSA, the CDPH, and the 

CHHS.  During the hearing, among other things, described operational challenges, regulatory 

barriers, described actions that were designed mitigate surges in demand for emergency medical 

care, and offered potential policy solutions.   

 

Administration’s Efforts to address Wall Times Exacerbated by COVID-19:  Following the 

January 19, 2022 hearing, the Administration expanded on their efforts to assist hospitals in an 

attempt to reduce wall times. As part of this effort, the State worked with hospitals to stand up 

triage units which were attached to the Emergency Departments. These triage units helped over-

crowded Emergency Departments by increasing the holding capacity for those arriving by 

ambulance.  Additionally, teams provided emergency department level of care in an effort to 

improve patient throughput and ultimately accept new patients from ambulances. 

 

According to the Administration, triage teams were comprised of 18 individuals: 6 emergency 

room nurses, 6 paramedics, and 6 licensed vocational nurses. Additionally, in late January, there 

were 70 paramedics deployed throughout the State at 12 facilities that work in emergency 

departments supporting the nurses. These staff were in addition to the specific APOT programs 

and provided transfer of care from the ambulance to the hospital emergency department.  

 

Paramedics that were deployed through this initiative ensured the patient was stabilized and 

cared for until an emergency department bed became available. Both of these initiatives were 

designed with the goal of allowing ambulances to return to service and respond to the next 9-1-1 

call.  Additionally, the determination of which patients were appropriate for transfer to APOT 

paramedics was determined by the hospital and local EMS agency. 

 

Correspondence regarding wall times following the January 19, 2022 Committee on Emergency 

Management hearing:   

 

In a letter to the Governor dated January 25, the Committee on Emergency Management made 

the following suggestions to the Administration to address the wall time issue: 

 

Additionally, the Committee recognizes the challenges of recruiting volunteers for the 

California Health Corps Program to support the COVID-19 response and relying on 

contractors to help health care providers meet the surge in demand for emergency medical 

transport and treatment at hospital emergency departments.  To augment these ongoing 

efforts, the Committee recommends the Administration consider the following: 

 

1. Provide Local Emergency Medical Services Authorities (LEMSAs) the flexibility to allow 

local and tribal fire departments, that are currently prohibited from transporting patients 

to hospitals due to Exclusive Operating Areas, to transport patients under certain 

circumstances, such as low levels of available ambulances or when firefighting resources 

are expected to wait for extended periods of time for an available ambulance.  

 

2. Revitalize the California Health Care Program by providing incentives for volunteers to 

deploy to heavily impacted hospital emergency departments.     
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3. Increase investments at EMSA and CDPH that encourage the: rapid recruitment and 

deployment of nurses in 9-1-1 call centers and other pre-hospital settings: use of 

telemedicine in EMS systems; and expansion of successful community paramedicine 

programs across the state. 

 

4. Dedicate federal recovery funds to offset the recruiting and training costs of EMTs, 

paramedics and nurses. 

  

Following the hearing, and in response to the suggestions offered by the Committee on 

Emergency Management, the 911 Ambulance Provider’s Alliance offered the following 

recommendations in a letter to the Governor dated February 2, 2022: 

 

1. Give EOA emergency providers, both public and private, the authority to subcontract 

with private ambulance operators or fire departments that have available surge capacity.  

This can include ambulances and staff, or only staff. Subcontract services will be 

restricted to times of local and state disasters, and payment is based on the state’s 

disaster unit hour rate. These subcontracting surge agreements do not change or 

eliminate current or future established EOAs. 

 

2. Allow LEMSA the authority to temporarily relax emergency room nurse to patient ratios 

and cancel hospital elective surgeries if the majority of patient transfers take longer than 

20 minutes over a 12-hour period. 

 

3. During times of local and state disasters, remove county by county accreditation and 

registration requirements in order (to) allow flexibility in the EMS workforce; instead, an 

individual’s accreditation should be recognized statewide, regardless of the county where 

it was issued.  Paramedics and EMTs will practice to their current their current scope of 

practice. 

 

Additionally, a February 7, 2022 joint letter from the California Hospital Association and the 

California Professional Firefighters to the Administration offered the following short-term 

recommendations:  

 

1.  Collaborate on a communication program to help educate the public on the usage of the 

emergency medical services system. This can come in the form of advertising focused on 

helping Californians understand that they can access COVID testing, vaccines, and other 

primary care non-emergency services without contacting 911. We are certainly cognizant 

that this messaging will need to be precise and in no way suggest that Californians in 

need should hesitate to utilize 911/emergency medical services or access hospital 

emergency rooms.  

 

2.  Support for wall medic staffing. State budget resources for CDPH are currently funding 

limited numbers of APOT teams in about 5% of hospitals and should be augmented to 

support short term additional staffing (4-6 weeks) for paramedics or higher medical 

authorities who can receive patients at the hospital, allowing EMS resources to get back 

in the field. We also, recommend the following policy considerations to the State.  

a. Clear EMSA guidelines to direct the ability for one wall medic to provide care for 

up to 4 patients who meet clear acuity protocols established by EMSA.  
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b. The budget should include additional resources for physical assets (hospital 

appropriate gurneys/oxygen for example) that are necessary to care for patients 

awaiting acceptance to the emergency department and augmentation of hospital staff 

to care for those patients.  

c. Clear state policies and directions to LEMSAs and hospitals that support efficient 

triage and transfer of care from EMS personnel to hospital personnel.  

 

3. Alternate Destination. The Governor’s Proclamation of Emergency dated March 4, 2020 

(paragraph 13) authorized EMSA to allow paramedics to transport patients to facilities 

other than acute care hospitals (“alternate destinations”). This authority terminated on 

June 30, 2021, pursuant to Executive Order N-08-21 (paragraph 1d). We request that 

you work with the Governor’s office to reinstate this authority and direct EMSA to create 

an expedited mechanism for a LEMSA to obtain approval to implement alternate 

destination policies. Moreover, we recommend that EMSA educate LEMSAs about this 

flexibility and direct LEMSAs to work with fire departments in the delivery of these 

services. 

  

4.  COVID surge designated urgent care overflow facilities  

a. California has identified certain hospitals as COVID surge designated facilities 

and allocated additional resources to these locations. We recommend this be done for 

strategically located urgent care centers across the state to allow for safe and 

efficient EMS transport of low acuity patients to these locations. This should be 

coupled with clear EMSA developed medical protocols that allow EMS to triage a 

patient and transport them to the covid surge urgent care locations.  

 

5.  Institute policies to facilitate use of available fire department resources throughout the 

State.  

a. Create an allowance for fire departments with mobile integrated health services to 

be imbedded within the 911 system for response to be dispatched.  

b. Identify fire departments that can provide additional EMS resources and develop 

systems to temporarily permit the departments to provide transport in local 

jurisdictions.  

c. Establish policies and systems to facilitate increased use of telemedicine in the 

field.  

d. Establish a clear statewide EMSA policy and protocol for paramedic-initiated 

refusal to allow for enhanced field decision making.  

e. Establish a statewide EMSA assess and refer policy that jurisdictions can 

implement.  

 

6.  Implement proven strategies to facilitate transfer of patients from hospitals to long term 

care facilities and other community levels of care.  

a. Currently, there are challenges in getting patients released from hospitals and 

transferred to nursing homes, stressing emergency department resources. The State 

can facilitate implementation policies to allow for the safe and efficient transfer of 

patients from emergency departments to non-hospital facilities. This can include 

CDPH and local health department engagement with skilled nursing facilities, DHCS 

and community behavioral health providers and Mental Health Plans, and DMHC 

suspension or streamlining of prior authorization requirements by health plans for 

patients in need of post-hospital care. 
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Recommendations included in this bill:  Several of the above recommendations are reflected in 

the current version of AB 1770.  While some of the recommendations offered above, were 

tailored to meet the urgent, short-term demands on emergency medical services due to the 

COVID-19 pandemic, there is an overriding emergency preparedness benefit in developing clear 

policies for EMS systems that may be disrupted by one of the many disaster risks in California.       

 

Arguments in oppose unless amended:  Global Medical Response writes, “On behalf of Global 

Medical Response (GMR), California's largest provider of 911 emergency ambulance services, I 

am writing to register our “oppose unless amended” position to AB 1770.  The only real solution 

to improving bed delays are establishing an aggressive hospital fine structure for noncompliance, 

canceling elective surgeries for hospitals that routinely fail to meet the standard 20-minute 

patient turnover time, utilizing nursing assistances to manage patient intact instead of EMS 

personnel, and freezing nurse to patient ratios during times of disaster or multi-casualty events.” 

 

Concerned comments:  The California Emergency Nurses Association (CA ENA) write to 

express their concerns, “we write today to respectfully convey concerns about AB 1770.  CA 

ENA offers our assistance and expertise as you continue to craft workable solutions to this 

complex problem.”   

 

Arguments in support:  The California Fire Chiefs Association and the Fire Districts Association 

of California write in support, “Assembly Bill 1770 is a critically needed measure to protect the 

health of transported patients, to prepare for surges in medical emergencies due to the pandemic 

and other events and to free up ambulances and EMS crews to respond to additional medical 

emergencies.” 

 

Related Legislation:  AB 1721 (Rodriguez) of this Session.  Establishes several resilience grant 

program with Cal OES, including an EMS mutual aid grant program.  (Set to be heard on April 

4, 2022 by this committee.) 

 

AB 1229 (Rodriguez) of this Session.  Would have required the Director of the California 

Emergency Services Authority (EMSA) to establish a task force to address ambulance patient 

offload delays. (Held in the Assembly Committee on Appropriations.) 

AB 662 (Rodriguez) of this Session.  Requires HHSA to convene a working group no later than 

July 1, 2022, to examine existing dispatch and response protocols when providing EMS to an 

individual who may require evaluation and treatment for a mental health disorder. (Pending in 

Senate Rules Committee.) 

 

Prior Legislation: AB 1544 (Gipson), Chapter 138, Statutes of 2020.  Established the Community 

Paramedicine or Triage to Alternate Destination Act of 2020, which permits LEMSAs, with 

approval by the EMSA, to develop programs to provide community paramedic or triage to 

alternate destination services in one of the following specialties: 1) providing directly observed 

tuberculosis therapy; 2) providing case management services to frequent emergency medical 

services users; 3) providing hospice services to treat patients in their homes; and, 4) providing 

patients with transport to an alternate destination, which can either be an authorized mental 

health facility, or an authorized sobering center. Sunsets the provisions of this bill on January 1, 

2024. 
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AB 2961 (O’Donnell), Chapter 656, Statutes of 2018. Requires a local EMS agency to submit 

quarterly data to EMSA.  Also required EMSA to submit a report to the Legislature on 

ambulance patient offload time and recommendations to reduce or eliminate ambulance patient 

offload time. 

AB 503 (Rodriguez), Chapter 362, Statutes of 2015. Authorizes health facilities to release 

patient-identifiable medical information to an EMS provider and LEMSA when specific data 

elements are requested for the purpose of quality assessment and improvement. 

 

AB 1129 (Burke), Chapter 377, Statutes of 2015, requires an emergency medical care provider, 

when submitting data to a LEMSA, to use an electronic health record system that is compatible 

with specified standards, and that includes those data elements that are required by the LEMSA. 

 

AB 1223 (O’Donnell), Chapter 379, Statutes of 2015. Authorizes a local EMS agency to adopt 

policies and procedures relating to ambulance patient offload time, as defined. Requires the 

authority to develop a statewide standard methodology for the calculation and reporting by a 

local EMS agency of ambulance patient offload time. 

Double Referral: This bill is double referred. Upon approval by this Committee, the bill will be 

referred to the Assembly Committee on Health. 

 REGISTERED SUPPORT / OPPOSITION: 

Support 

California Fire Chiefs Association 

Fire Districts Association of California 

Oppose Unless Amended 

Global Medical Response 

Analysis Prepared by: Mike Dayton / E.M. / (916) 319-3802 


