
Date: July 10, 2026 

To: Thomas B. Modica, City Manager 

From: Dennis Buchanan, Fire Chief 

For: Mayor and Members of the City Council 

Subject: Fire Department Alternative Deployment Model Staff Study 

The Fire Department convened an Alternative Deployment Model Working Group (Working 
Group) in September 2025 to evaluate the Long Beach Fire Department's emergency medical 
service (EMS) deployment model and identify opportunities to improve service delivery, 
resource utilization, and long-term operational sustainability. The Working Group conducted a 
comprehensive review of current operations, analyzed 911 call volume and deployment data, 
evaluated regional best practices, and assessed several alternative staffing and deployment 
models. The analysis confirmed that while the Department's current deployment model 
continues to provide effective response capabilities for low-frequency, high-risk emergencies, 
the current model faces increasing demands on certain paramedic resources that respond to 
a growing volume of EMS calls, which now account for approximately 72 percent of all 911 call 
and Fire Department incidents.  

The Working Group identified several alternative deployment models options that have the 
potential to improve paramedic availability, increase surge capacity, reduce response times for 
advanced life support (ALS) care, and better align resources with current service demands. 
While enhanced use of the Paramedic Fire Engine Model demonstrates the greatest long-term 
operational benefits, its implementation would require significant policy changes as well as one-
time budgetary investments and structural funding needs. The Working Group also identified 
several lower-cost initiatives including expanding piloting Fast Response Vehicles, 
implementing an Advanced Provider Unit in partnership with local hospitals, expanding 
alternative response pathways, and refining dispatch and transport protocols that could 
improve Citywide EMS performance while preserving the Department's current deployment 
model. The findings of the Working Group are provided in the attached Alternative Deployment 
Model Staff Study. 

The Fire Department recognizes the limitations of the City's current fiscal constraints; therefore, 
the Working Group does not recommend immediate implementation of a new alternative 
service deployment model change. Instead, it is recommended that the Department pursue 
targeted pilot projects as funding becomes available, while continuing to evaluate emerging 
EMS delivery models and collaborating with regional partners and the Los Angeles County 
EMS Agency. This phased approach allows the Department to explore innovative service 
delivery strategies, improve operational efficiency, and position itself for future system 
enhancements without compromising existing emergency response capabilities or current 
Department priorities. 

Memorandum 
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For more information, please contact Fire Chief Dennis Buchanan at 
dennis.buchanan@longbeach.gov or (562) 570-2509. 

ATTACHMENT 

CC: DAWN MCINTOSH, CITY ATTORNEY 
DOUGLAS P. HAUBERT, CITY PROSECUTOR 
LAURA L. DOUD, CITY AUDITOR 
APRIL WALKER, ASSISTANT CITY MANAGER 
TERESA CHANDLER, DEPUTY CITY MANAGER 
MEREDITH REYNOLDS, DEPUTY CITY MANAGER 
GRACE YOON, DEPUTY CITY MANAGER 
TYLER BONNANO-CURLEY, DEPUTY CITY MANAGER 
KEVIN LEE, CHIEF PUBLIC AFFAIRS OFFICER 
MONIQUE DE LA GARZA, CITY CLERK 
DEPARTMENT HEADS 

mailto:dennis.buchanan@longbeach.gov


Date: March 5, 2026 

To: Dennis Buchanan, Fire Chief 

From: James Farley, Deputy Fire Chief, Operations Bureau 

Subject: Alternative Deployment Model Staff Study 2025 

Attached is the Staff Study created by the Alternative Deployment Model Working Group 

that was convened in September of 2025, to explore alternative fire service delivery 

models. Enclosed are analysis of various models and detailed comparisons contrast 

against the Long Beach Fire Department Current Delivery Model. 

The group has appreciated the opportunity to take this deep dive into how the 

Department conducts business and looks forward to the conversations that will follow the 

publishing of this document. 

Please reach out to me directly if you have additional questions or concerns. 

ATTACHMENT 

JF:AA:SP 

  Memorandum 
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Summary 

 

In September of 2025, the Long Beach Fire Department established a working group 

tasked with researching, cataloging, evaluating and assessing the feasibility of alternative 

deployment models for personnel and apparatus, with results to be presented in the 

first quarter of 2026. With a condensed timeline, the group quickly assessed various 

large scale alternative models and decided to provide detailed analysis of one model, 

understanding that thorough development would uncover generalities that would apply 

to broad level Department systems and functionality. The results and recommendations 

from the working group are contained here within, providing an in-depth look at large-

scale model proposals and several smaller level additions or changes to the current or 

proposed modeling that would enhance emergency service delivery in the City of Long 

Beach. 

 

Background 

 

Alternative Deployment Model Working Group 

 

The working group was composed of Subject Matter Experts drawn from various 

administrative domains within the Department, delivering a thorough, cross-sectional 

lens on data analysis, information synthesis, and the resulting recommendations. It is 

important to note that current active Firefighter Paramedics were not used in this 

working group because it would not have been a valuable use of resources. It was 

determined that Operations Personnel, including personnel assigned to platoon duty, 

would be best utilized once a determination was made to develop implementation plans. 

 

Chair:   

James Farley, Deputy Fire Chief, Operations (Current Paramedic), LBFD 

 

Members: 

Tiffany Abramson MD, Medical Director, LBFD 

Mike Aguirre, Assistant Fire Chief, Operations (Current Paramedic), LBFD  

Jason Hosea, Deputy Fire Chief, Fire Prevention/Equity Officer, LBFD  

Lamont Nguyen, President, Long Beach Firefighters Association  

Andrea O’Shia, Financial Services Officer, LBFD 

Andy Reno, Emergency Medical Education Coordinator, LBFD  

Brenda Sotelo, Administrative Officer, LBFD 
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Current Deployment Model 

 

Below is the current deployment model for the LBFD and operating costs for which 

comparisons were gauged against. For in depth view of Current Operational Deployment 

Model (see Appendix A: Cost Analysis and Comparison). 

 

• 7 Fire Engines 

• 9 Paramedic Assessment Unit Engines 

• 4 Fire Trucks 

• 10 (24-hour Rescues) and 1 Peak Load (1-Hour) 

• 6 BLS Ambulances (5 Full Time) (1 Part-time) 

 

Current Budgeted Deployment Model 

Apparatus Count Employee Count Total Cost 

36 329 $ 90,045,036 

 

Current Deployment Model 

Apparatus Count Employee Count Total Cost 

37 349 $ 90,709,660 

 

Please note, at the time of this staff study, the staffing model was reflective of current 

staffing, although some staffing is not reflected in the Fire Department’s structural 

budget. Resources allocated to the Port and Airport were excluded in the analysis for 

purposes of this study. 

 

In the current deployment model, when evaluating Emergency Medical Services (EMS) 

related calls for service, dispatch is divided into 3 tiers (LBFD P&P 3.4.1.3): 

1. Alpha Calls – Not Critical, Assessment Needed, Transport Unlikely  

(single Fire Engine/Fire Truck dispatched Code 2) 

2. Bravo Calls – Non-critical, BLS Skills Needed, Transport Likely  

(Fire Engine/Fire Truck dispatched Code 3 and BLS Ambulance 

dispatched Code 2) 

3. Charlie Calls – High Probability of Critical Injury or Illness  

(Fire Engine/Fire Truck and ALS Rescue dispatched Code 3) 
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In the current model, calls may change their tier status during assessment. Transport is 

completed by an ambulance/rescue with BLS/ALS personnel staffing those resources 

accordingly. Of significant note: Los Angeles County Emergency Medical Services Agency 

(LA Co EMSA) requires two (2) paramedics for ALS transport. 

 

EMS calls for service account for 72.0% of all LBFD call types and 84.9% of all 

Suppression and EMS based calls (excluding Marine Safety specific calls), while the 

remainder of non-medical aids include various suppression-based calls including: 

Structure Fires, Vegetation Fires, Hazardous Materials, Marine Safety etc. These calls are 

often referred to as low-frequency high-risk events, in that they occur less regularly, but 

pose greater threat of bodily harm to the community and danger to responders.  

 

It is apparent when reviewing the call volume and unit deployment that the LBFD and 

other California fire departments are employing deployment models aimed at providing 

appropriate staffing for the low-frequency high-risk call types, and that the high-

frequency low-risk call types (EMS calls) are handled by the same staffing model that 

does not necessarily account for call needs or provide surge capacity. The deficit in surge 

capacity is realized when the needs for paramedics and/or ALS transport units exceed 

the available units. 

 

LBFD has utilized the same deployment model since the inception of paramedic 

ambulances in the 1970’s. 

 

Current Model Pros 

• Provides sufficient staffing for non-EMS, low-frequency high-risk call 

types 

• Utilizes the two (2) paramedic transport model providing a high level of 

care, despite data that care could be provided with only one (1) 

paramedic in many instances 

• Established throughout the Los Angeles region and widely accepted 

 
Current Model Cons 

• EMS calls for service become largely dependent on the paramedic rescue 

for assessment, treatment and transport 

• Paramedic school training costs are incurred by the Department at 

staggering rates (roughly $100,000.00 per student) and paramedics are 

often promoted within years requiring backfill inability for Department to 

realize full investment 
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• Due to significantly fewer rescues, paramedics assigned to rescue units 

are  often challenged in promotional processes because of isolation from 

the crew and decreased training opportunities related to transportation 

demands and call volume. Paramedic isolation can lead to morale issues 

in the Paramedic rank 

• The paramedic rescue becomes a scarce, but essential resource that is 

call-saturated and needed for EMS, leading to unavailability 

• Emergency Department saturation leads to paramedics on the Rescue 

waiting at the hospital for hours to receive a bed for their patient, during 

which time they are unavailable for additional responses 

 

 

Current Deployment Model Data and Analysis 

 

LBFD Unit Average Call Volume 2025 

Table 1 shows per unit the total number of calls and daily averages for 2025. 
Table 1 

 
This provides a baseline for unit volume compared with alternative models. 
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ALS Assessment Data 

Table 2 shows a newly added data metric established in August of 2025, 

tracking the need for ALS assessment cross referenced with ALS Transport, 

BLS Transport, and No Transport. 
Table 2 

This data shows that, independent of level of transport, roughly 65% calls 

require an ALS assessment, and that between 35%-40% of BLS Transport and 

No Transports still require ALS assessment. This data infers that a significant 

number of responses that are currently dispatched as BLS level, still require 

the ALS assessment and makes a case for expanding ALS staffing. 
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Call Types and Downgrades 

Table 3 Shows the breakdown of medical call types for 2025. 
 

Table 3 

 

Table 4 shows the downgrades that occurred on Charlie level calls. 
 

Table 4 

Recognizing that over 10,000 Charlie level calls are downgraded to Alpha or 

Bravo level establishes the utilization of the paramedic to provide a thorough 

assessment and determine alternative lower care level needed. 
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Unit Average Time to Clear Calls 

Table 5 shows the average time for a Fire Engine or Fire Truck to clear a call. It 

should be noted that some on scene times are more significant than others 

based on type of call. 
Table 5 
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Table 6 provides the average on scene time for both BLS Ambulances and ALS 

Rescues based on whether transport occurred or no transport occurred. 
 

Table 6 

 

The data provides some insight into unit commitment time on scene, and 

when transporting and receiving a bed at a hospital. Of significant note, 

turnaround time (time to clear from the hospital and become available to take 

on another response) for Rescue units is between the 22-to-30-minute 

timeline. 
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Day vs Night Call Volume 

Table 7 shows Daytime (0800- 2000 Hours) and Night (2000-0800) averages 

based on call type. 
Table 7 

This data can be used as one metric to analyze Peak Load Unit utility based on 

call type volume. 

 

Table 8 is the difference between average on scene arrival times for a Fire 

Engine/Fire Truck vs a Paramedic Rescue on Charlie-level responses. 
 

Table 8 

It can be deduced that comprehensive paramedic staffing on Fire Engines and 

Fire Trucks would result in significant systemic reduction in time to get a 

Paramedic on scene of calls, especially Charlie-level responses. 

 

1 vs 2 Paramedic Transport Algorithm 

As a hypothetical exercise, LBFD Medical Director identified criteria for ALS 

Transport to be broken into 1 paramedic acceptable for transport and 2 

paramedics required for transport, understanding that some additional 

patients would be transported with two (2) paramedics based on clinical 

judgement. The criteria for 1 vs 2 paramedic transport was based on 

treatment performed (ex. airway management, medications administered), 

etc.) and provider impressions. Although this criterion has not been reviewed 

or accepted by the LA County EMSA, the results provide traction for 

exploration into Tiered Transport, discussed later. Based on 2025 calls and 

criteria pulled from Medic Clipboard (LBFD’s Electronic Patient Care Report) 

87.8% of ALS Transports would have qualified for 1 paramedic transport, again 

this percentage may be slightly lower in real world due to two (2) paramedic 

transport based on clinical judgement. (See Table 9) 
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Table 9 

 

 

Alternative Models 

 

Paramedic Engine Model Overview 

The Paramedic Engine deployment model shifts the paramedics from the Rescue to 

the Fire Engine/Fire Truck and utilizes non-sworn Ambulance Operators to staff 

ambulances. During a call for service, two paramedics arrive on scene with the first 

Fire Engine/Fire Truck. If ALS transport is required, it is performed by the paramedics 

on the Fire Engine/Fire Truck completing the transport with the BLS ambulance 

staffed with Ambulance Operators. Essentially, surge capacity for ALS 

treatment/transport is increased by providing the two (2) paramedics on all Fire 

Engines/Fire Trucks in the system which could be paired with any BLS staffed 

ambulance. 

 

Appendix A represents the overall unit deployment and general staffing for the 

Paramedic Engine deployment model. For in depth view of recommended 

Paramedic Engine deployment model (see Appendix B). 

• 16 Fire Engines 

• 4 Fire Trucks 

• 15 Ambulances 

 

Paramedic Engine Deployment Model 

Apparatus Count Employee Count Total Cost 

35 366 $ 84,944,287 

 

The key change in the Paramedic Engine deployment model is the ability to staff 

commensurate with need on both low-frequency, high-risk and high-frequency, low 

risk calls for service. This system allows surge capacity for paramedic resources 

limited by number of engines, not number of rescues. The paramedic assigned to 

the Fire Engine/Fire Truck may be any two identified paramedics of any rank, not 

limited to the firefighters assigned to the rear seat. 
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Paramedic Engine Model Pros 

• Provides surge capacity for EMS Calls requiring Paramedic assessment, 

treatment and transport 

• Provides projected system-wide reduction in paramedic response times 

• Provides a paramedic on all Fire Engine/Fire Truck responses regardless 

of level of call (platinum level service) 

• In combination with Tiered Transport (discussed later), better utilization 

of paramedic personnel and minimal hospital follow-ups provide a more 

efficient transport alternative 

• Prevents paramedic isolation, increasing morale and providing for 

better mentorship during promotional processes for paramedics 

• Provides a greater return on investment, utilizing paramedics sent to 

training through the Fire Engineer and Captain Rank 

• Promotes an EMS based culture by engaging more paramedics 

throughout all ranks 

• Increase recruitment for Ambulance Operators (AO’s), as regional 

agencies deploying this model have significantly larger applicant base 

• Reduction in budget due to elimination of paramedics on rescues and 

staffing of all ambulances with non-sworn AO’s 

• Paramedics would not have to hold the wall, as BLS staff could perform 

this function allowing the paramedic/Fire Engine/Fire Truck to be 

immediately available for response upon arrival at the ED 

 

Paramedic Engine Model Cons 

• Significant decrease in Fire Sworn personnel FTE’s and would require a 

phased in approach 

• Overall decrease in Fire Sworn personnel would impact callback staffing 

and regional Mutual Aid capabilities 

• Increased staffing needs in Ambulance Operator (BLS) Program due to 

significantly larger footprint 

• Engines are required to follow up to hospital on certain patient 

transports (this impact will be discussed below in the Tiered Transport 

section) 

• 3 -person staffing utilized at times, affecting firefighting operations and 

• requiring dispatch adjustments due to decreased paramedic staffing 

while in service with three (3) personnel  
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Paramedic Engine Model Additional One Time Costs 

Table 10 identifies the equipment needed to change from current deployment 

model to additional deployment models, based on number of units being 

utilized with paramedic equipment. 
Table 10 

 

Table 11 identifies the costs of the equipment represented above per unit. 

 

Table 11 

 

The additional equipment would have to be added to each of the 15 BLS 

Ambulance for transportation requiring only one paramedic, allowing the Fire 

Engine/Fire Truck to remain in-service. 

 

Additionally, the shift of ambulances currently staffed with 

Firefighter/Paramedics to a fleet of ambulances staffed with non-sworn 

Ambulance Operators would require onboarding of significant numbers. The 
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AO Program currently staffs 30 full-time platoon scheduled positions and 6 

part-time positions representing 46.2 FTE’s utilizing a base of roughly 60 AOs. 

Expanding the program to 90 full-time positions representing 117.6 FTE’s 

would require a base between 180-200 employees. This would mean 

onboarding roughly 150 new AOs across three (3) - 50 candidate AO 

Academies at a cost of roughly $217,030.00 for each Academy (See Table 12). 
 

Table 12 

 

1/1 Rescue Model 

The 1/1 Rescue deployment model is currently being evaluated by the Los Angeles Fire 

Department. It differs from the Rapid Medic Deployment Model that was trialed in Long 

Beach in 2014 and 2015, in that it staffs a Rescue Ambulance with one (1) Paramedic and 

one (1) Firefighter. While the Alternative Deployment Working Group did not research 

this deployment to the extent of the Paramedic Engine deployment model, it did 

evaluate some of the pros and cons.   

 

In this model all Fire Trucks and Fire Engines would be staffed as Paramedic Assessment 

Units (PAU) with one (1) paramedic. When transporting, the additional paramedic 

needed would be supplied from the Fire Engine/Fire Truck allowing for two-person ALS 

transport. 
1/1 Rescue Deployment Model 

Apparatus Count Employee Count Total Cost 

36 337 $ 90,840,817 
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1/1 Rescue Model Pros 

• Provides a paramedic on all Fire Engine/Fire Truck responses regardless of 

level of call (platinum level service) 

• Paramedics split their time 50% of time on Rescue Ambulance and 50% on 

Fire Engine/Fire Truck which reduces paramedic isolation 

• Allows for increased surge capacity, but is limited on number of Paramedic 

Ambulances deployed in this model 

• If implemented in conjunction with Tiered Transport (discussed below) it 

could provide better utilization of the paramedic staffing resource 

 

1/1 Rescue Model Cons 

• Shifts many of the negative isolation factors of paramedics to firefighters, 

especially when considering Probationary Firefighters will be on the Fire 

Engine/Fire Truck 

• Does not allow for capitalizing on paramedic training investment, in that the 

paramedic skill is still only applicable to firefighter rank 

• Elimination of the AO Program, which has proven to be a valuable 

recruitment tool 

 

Paramedic Assessment Engines 

The LBFD currently deploys 12 Paramedic Assessment Engines leaving 8 additional Fire 

Engines and 4 Trucks without paramedic staffing. The concept of converting the 

remaining BLS Fire Engines/Fire Trucks to PAU’s has been discussed as a low-cost item 

that would have noticeable impact on services in the current deployment model (See 

Appendix A- Cost Analysis and Comparison). It was identified in the 2025 TFF on the PAU 

Pilot Study that utilization of PAU’s decreases the overall demand on Rescues and allows 

for quicker and higher rates of systemic rescue availability (See Appendix B 2025 PAU 

Pilot Study TFF). Additionally, there would be significant decrease in paramedic arrival 

time across the City of Long Beach and increased access to ALS treatment, due to 

paramedics being staffed on. 

 

 

Alternative Staffing Units Currently not Employed by LBFD 

 

Fast Response Vehicle (FRV) 

The Los Angeles Fire Department and Glendale Fire Department deploy a Fast Response 

Vehicle (FRV), a two-person, dual response unit designed to rapidly reach emergencies 

and reduce overall response times. These vehicles are staffed by one (1) firefighter and 
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one (1) firefighter paramedic and equipped to handle a wide range of incidents, including 

medical emergencies, fires, and other urgent calls where a smaller, more agile resource 

can arrive ahead of traditional apparatus. The FRV program has been active for nearly a 

decade and continues to evolve, with deployment levels and locations adjusted based on 

operational needs, staffing, and citywide demand. One area of focus is people requiring 

psychological evaluation and/or placement on a 5150 hold. In review of this model, the 

working group has looked at two models of the FRV: 

1. One (1) Firefighter and One (1) Paramedic 

2. Two (2) Firefighters 

 

The latter of these options provides a more cost-effective approach to reducing 

system-wide call volume and provides a sustainable staffing profile. The group 

prefers the Firefighter and Firefighter paramedic model option as it provides 

versatility and ALS coverage. The below options show elimination of a Fire Engine 

and addition of an FRV, which maintains a zero sum in terms of staffing, but also 

could potentially assist in funding PAU status for all Fire Engines in the Current 

Deployment Model. 

 

Eliminate 1 Engine/Add 2 Fast Response Vehicles 

Apparatus Count Employee Count Total Cost 

37 329 $ 89,681,509 

 

Eliminate 1 Engine/Add 2 Fast Response Vehicles, PAU Fleet 

Apparatus Count Employee Count Total Cost 

37 329 $ 90,832,230 

 

The Fire Communications Center provided a list of calls that they felt met “Low 

Priority”/Not Time Critical criteria. The calls include: 

• Shut Off the Water 

• Check the Illegal Burn 

• Electrical Short 

• Heater Problem 

• Oil/Gas Spill 

• Haz Mat (Check the Haz Mat with no indication of life threat) 
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Table 13 provides the associated numbers for call volume for these call types.  
 

Table 13 

 

In addition to these calls, if a FRV was responsible for stacked Alpha-level responses, 

which numbered 9,873 in 2025, the total low priority calls this type of unit would 

have responded would be 11,306. This call volume divided amongst 3 Platoon 

scheduled units would result in roughly 10 calls per shift, excluding brush/structure 

fires. Such a resource could have a significant impact on overall call volume. 

 

Although staffing would utilize already onboarded Firefighters and/or Firefighter 

Paramedics, there would be one-time costs associated with vehicle procurement 

and equipment. 

 

Advanced Provider Unit 

The Advanced Responder/Advanced Provider–type units used by the Los Angeles Fire 

Department and Los Angeles County Fire Department are specialized mobile medical 

resources designed to deliver higher level clinical care directly in the field, reduce 

unnecessary ambulance transports, and improve service to low acuity and high 

frequency 911 callers. These units—commonly known as Advanced Provider Response 

Units (APRU) in LAFD and LACoFD—are typically staffed by a nurse practitioner or 

physician assistant paired with a firefighter paramedic, enabling them to perform 

expanded assessments, diagnostics, medication administration, and treatment on scene, 

often at a level comparable to urgent care capability. They respond primarily to low 

acuity medical calls, chronic medical issues, behavioral health–related incidents, and 

situations where on scene treatment may safely prevent an emergency department visit, 

while remaining available to support higher acuity incidents when needed. 

 

Staffing for LBFD Advanced Provider Response Units should be considered utilizing a 

partnership between Long Beach Memorial and St. Mary’s Medical Center combined with 
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grant funding to establish a trial program. As they are already working in Los Angeles 

County, LA Co EMSA has identified pathways for approval in place for expedited 

deployment. Costs for ambulance and Firefighter Paramedic are traditionally 

encumbered by the local fire department, while partnering hospital provides the 

advanced provider at no cost. 

 

 

Optional Changes to EMS System Functionality with/without Model Change 

 

Dispatch Card Modifications 

The utilization of LBFD Disposition Codes has allowed the EMS Division to further 

analyze the dispatch criteria and subsequent patient outcome. Continued efforts 

should be placed on ensuring that dispatch strategies are congruent with outcome 

and need. This is, and will continue to be, an area that warrants review and 

adjustment and will affect overall unit commitment. 

 

Further Tiered Dispatch 

The EMS Agency has an AD Hoc Working Group that has already presented a more 

developed tiered dispatch criteria than the traditional three tier system the LBFD 

utilizes. This system further breaks down ALS (LBFD Charlie) responses into ALS-1 

and ALS-2 and assigns resources based on call acuity rather than sending ALS units 

to most incidents by default. It also establishes clear criteria and performance 

metrics—including under triage, over triage, and accuracy targets—to ensure the 

right level of care is dispatched while preserving ambulance availability and 

improving system efficiency. (See Appendix C- EMS Resource Deployment) 

 

Tiered Transport 

The concept of Tiered Transport was a fundamental discussion of the Alternative 

Deployment Model Working group. One of the main drawbacks of the Paramedic 

Engine deployment model is the fact that paramedics must follow-up to the hospital 

to ensure continuity of patient care. This means that personnel would often be 

taken to the hospital and the Fire Engine/Fire Truck would have to follow up. To 

minimize the need for both paramedics to travel to the hospital on all ALS 

transports, the concept of Tiered Transport has arisen. 

 

Tiered Transport results in three (3) different categories of transport: 

1. Treat ALS and Transport BLS (currently approved for limited treatment 

interventions) 

2. Treat ALS and Transport with one (1) Paramedic 



Alternative Deployment Model Staff Study 2025 

March 5, 2026 

Page 18 

 

3. Treat ALS and Transport with two (2) Paramedics 

 

To grasp some preliminary data, Dr. Abramson provided treatment-based 

intervention criteria for 3 scenarios to identify numbers 2 and 3 above. The three (3) 

categories were (See Appendix D – Tiered Transport Criteria): 

1. Only one (1) Paramedic needed for transport 

2. Two (2) Paramedics needed for transport 

3. Potentially two (2) Paramedics needed for transport based on clinical 

judgment 

 

These three criteria were applied to all Charlie/ALS transports for 2025 and resulted 

in Table 9 above. 

 

The data identifies the option of treating ALS and transporting with only one (1) 

paramedic should be an avenue of pursuit for better utilization of the paramedic 

personnel. If this EMS System Functionality was utilized in the Paramedic Engine 

deployment model, it would result in the Fire Engine/Fire Truck having to follow up to 

the hospital 3,295 times per year across all calls. Additionally, of the 15,760 calls, 

4,920 calls could result in the patient   being transported with one (1) or two (2) 

paramedics based on clinical judgement. 

 

This would result in one (1) paramedic follow-up transports on ALS patients, which 

would allow the Fire Engine/Fire Truck to remain in service with 3-person staffing 

and one paramedic still providing an ALS assessment response. This staffing, in 

combination with additional Tiered Dispatch, discussed above, would ensure 

appropriate response profiles for calls while responding with only three (3) 

personnel. 

 

Alternative Destinations 

Los Angeles County EMS Agency currently approves only two types of alternate 

destinations for 911 patients under the Triage to Alternate Destination (TAD) 

program: Psychiatric Urgent Care Centers and Sobering Centers. These facilities are 

formally designated by the EMS Agency and may receive patients only after 

paramedics complete a structured triage process confirming the individual does not 

require transport to an emergency department and is appropriate for psychiatric 

evaluation or sobering services instead. 

 

The LBFD should look to incorporate these options, especially in conjunction with 

the establishment of an APRU or FRV. Under current criteria, on average the LBFD 
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transports 5 patients daily, each of which results in an average Ambulance Patient 

Offload Time (APOT) of 30 minutes (See Appendix E – Alternative Destination Data). 

This ties up ambulance resources significantly while waiting for a hospital bed at the 

Emergency Department and burdens both the 911 system and the hospitals with 

patients that would be better suited by alternative treatment centers. 

 

Alternative 911 

Alternative 911 options designed to divert low acuity calls away from fire 

department EMS systems typically combine nurse navigation, telemedicine, and 

community resource referral to help callers access the most appropriate level of 

care without dispatching emergency units. These programs—often staffed by 

nurses, nurse practitioners, physician assistants, social workers, or specially trained 

dispatch clinicians—can assess symptoms over the phone, schedule urgent care or 

primary care appointments, arrange transportation to nonemergent destinations, 

connect individuals with behavioral health or social service providers, and provide 

selfcare guidance when safe, ensuring that true emergencies receive priority while 

callers still receive timely, appropriate support. 

 

LBFD has investigated these services, but largely the endeavor to find a credible 

partner with a sustainable business model and adequate bandwidth has proven 

challenging. This should be a joint venture shared and pursued across the Los 

Angeles 

 

Region, as these calls for service are not isolated to Long Beach and pose volume 

issues for all fire departments. 

 

Cost Analysis and Comparison 

All costing and analysis and comparison are included in Appendix A. 

 

Recommendations 

Calls for service continue to grow annually for the Long Beach Fire Department, and 

most calls are EMS related and hinged on the usage of Los Angeles County 

accredited paramedic personnel. The Paramedic Assessment Unit Pilot Study Results 

compiled in the TFF submitted to City Council in 2025 highlights the necessity to 

identify and consider alternative deployment models to achieve a more efficient and 

sustainable system. The Paramedic Engine Deployment Model provides a pathway 

of sustainability with regards to call volume, and the ability to expand and contract 

paramedic transport units based on need. However, the preferred model, including 
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an additional three (3) Fire Engines and one (1) Fire Truck, comes with an increased 

operating cost of roughly $9.8 million, not factoring in start-up costs. 

 

The working group cannot ignore the economic downturn the City is currently 

experiencing, including a FY 2026 budget reduction and probable FY 2027 budget 

cuts. Deployment Model overhauls come with one-time costs. Additionally, the 

models without additional Fire Engines or Trucks result in drastic reductions in 

Sworn FTE’s; while more cost effective, it is questionable if these solutions provide 

long-term sustainability. 

 

Based on this study, the Fire Department has identified several potential pilot 

projects, as outlined below. Implementation of any pilot or permanent initiative 

would require funding beyond the Department's current budget. Implementing 

these recommendations with existing resources would require reducing funding for 

established programs and services that are currently prioritized by the Department. 

Should additional funding become available, the Department will evaluate these 

recommendations and assess their feasibility for future implementation. 

 

It is recommended that the Department consider the following: 

1. Implementation of the PAU Engine Model. 

• Will provide a higher level of service for citizens 

• Will provide relief for Paramedic Rescues 

• Should be considered using out rank paramedic personnel 

2. Implementation or Pilot of an LBFD Fast Response Vehicles 

• Provides cost effective method of addressing low level calls 

• Provides alternative to Fire Engine/Fire Truck responses 

3. Implementation of an Advance Provider Unit 

• Regional success has demonstrated decreased call volume and reduced 

impact on 9-1-1 and Emergency Department systems 

• Cost and personnel sharing should be done through local hospital 

collaboration 

4. Implementation of Alternative 9-1-1 

• Provides call volume relief and more appropriate care for patients 

based on intervention on the front end of 9-1-1 

• Should be a cost neutral solution 

5. Hybrid Approach Pilot 

• Combination of two or more of the above 
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• Example:  Elimination of one Fire Engine and utilize the savings to fund 

two (2)-FRV’s and implementation of PAU Engine Model for a zero-sum 

operating change 

 

The recommendation of the workgroup is to explore feasibility and possible 

implementation of the above changes which could demonstrate positive overall 

effects on the current deployment model, while looking to the future for 

implementation of the Paramedic Engine Model in full capacity for long-term change 

and sustainability. 

 

Additionally, movement to identify alternative methods of response and call 

handling would provide a needed morale boost to fire department personnel and 

may increase retention. 

 

Conclusion 

Through thorough analysis and comparison of various deployment models, it is clear 

that although the Current Deployment Model lacks efficient use of paramedics for 

the high- frequency low-risk EMS based calls for service, the model does utilize the 

cross staffed personnel (firefighter paramedics) to sustain staffing levels on a daily 

basis and ensures proper resources are brought to bear on the low-frequency high-

risk calls. Alternative Delivery Models provide more efficient usage of Los Angeles 

County accredited personnel but require policy advancement from the EMS Agency 

and one-time start-up costs. 

 

Additionally, the only feasible way to decrease overall operating costs is through 

significant elimination of sworn FTE’s, potentially affecting mutual aid and callback 

capabilities of remaining staff, due to the deployment of the single function non-

sworn BLS personnel. 

 

Although wholesale change may not currently be feasible, partnership with other 

regional fire departments should be pursued to explore region-wide feasibility of 

alternatives. 
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Appendix A (Cost Analysis and Comparison) 

Resources allocated to the Port and Airport were excluded in the analysis for 

purposes of this study. This includes: 

PORT AIRPORT 

• Engine 6 

• Heavy Rescue 6 

• Engine 24 

• Haz Mat 24 

• Fire Boat 15 

• Engine 15 

• Fire Boat 20 

• Engine 20 

• Crash 1 

• Crash 3 

• Crash 5 

 

 

Job Classifications and Cost 

 

Classifications Average Annual Cost per Employee 

Captain $ 348,009.27 

Fire Boat Pilot $ 336,378.77 

Engineer $ 305,817.45 

Firefighter-Paramedic $ 293,723.80 

Firefighter $ 238,927.56 

Ambulance Operator $ 83,078.00 

 

 

Apparatus and Cost 
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Current Budgeted Deployment Model Costs 
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Current Actual Deployment Model Costs 
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Paramedic Engine Deployment Model Costs 
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1/1 Rescue Deployment Model 
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Eliminate 1 Engine, Add 2 Fast Response Vehicles 
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Eliminate 1 Engine, Add 2 Fast Response Vehicles and Convert All Engines to 

PAUs  



Alternative Deployment Model Staff Study 2025 

March 5, 2026 

Page 29 

 

Paramedic Engine Model and Additional 3 Engines, 1 Truck 
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APPENDIX B (2025 PAU Pilot Study TFF) 

 

 



  Memorandum  

Date: March 4, 2026 

To: Thomas B. Modica, City Manager  

From: Dennis Buchanan, Fire Chief 
 

For: Mayor and Members of the City Council 

Subject: Paramedic Assessment Unit (PAU) Fire Engine Pilot Program 

 

As part of the Fiscal Year 2025 budget process, the Long Beach Fire Department (LBFD) 

implemented a Paramedic Assessment Unit (PAU) pilot program to evaluate the 

effectiveness of expanding advanced life support capabilities through the PAU fire 

engine model. City Council approved allocating $115,714 in one-time funding to 

support a six-month pilot program from January 1, 2025, to June 30, 2025. 

 

The initiative involved converting three Basic Life Support (BLS) fire engines assigned 

to Fire Stations 3, 9, and 11 into PAU fire engines. The three fire engines were 

converted into PAU fire engines by assigning existing Fire Captains and Fire Engineers 

who hold California paramedic licenses to serve as each fire engine’s paramedic. This 

model increased the number of daily PAU fire engines from 12 to 15 units, enhancing 

the department’s ability to deliver Advanced Life Support (ALS) services to a broader 

service area in the City. This memo outlines the pilot program’s key findings. 

 

LBFD Emergency Medical Services Protocols 

When a 911 medical emergency call is received, it is assessed by dispatchers housed 

in the Department of Disaster Preparedness and Emergency Communications. These 

dispatchers are trained in accordance with Los Angeles County Emergency Medical 

Services Agency (LEMSA) protocols and evaluate reported symptoms to determine the 

appropriate level of medical response. 

 

To ensure the efficient and effective deployment of resources, LBFD utilizes a tiered 

dispatch system based on the severity of the patient’s condition. Calls are categorized 

into the following three response levels as outlined in Table 1. 

Table 1: Tiered 911 Medical Call Response 

Response Category Detail 

Alpha Response 
Non-life-threatening incidents where patient transport is 

not anticipated. 
 
Bravo Response 
 

BLS incidents where patient transport is expected. 

Charlie Response 
ALS incidents requiring more advanced emergency health 

care and patient transport. 
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Depending on the severity and nature of the call, dispatchers may deploy one or more 

of the LBFD Emergency Medical Services (EMS) resources listed below in Table 2. 

 

Table 2: Available LBFD EMS Units 

EMS Unit Detail 

Basic Life Support 

Ambulance 

Staffed by two Ambulance Operators, who are licensed 

Emergency Medical Technicians (EMTs). This unit responds to and 

provides patient transport for non-life-threatening emergencies. 

Basic Life Support  

Fire Engine   

or Fire Truck 

Staffed by one Fire Captain, one Fire Engineer, and two 

Firefighters. These units are equipped and licensed to 

provide EMT services. They can provide first aid, cardiopulmonary 

resuscitation, and conduct in-person patient assessments. They 

can upgrade or 
downgrade the call based on the patient’s EMS needs. 

Advanced Life Support 

Paramedic 

Ambulance 

Staffed by two licensed Firefighter-Paramedics, this unit provides 

comprehensive pre-hospital ALS care and transport. 

Paramedic Assessment 

Unit Fire 

Engine 

Staffed by one Fire Captain, one Fire Engineer, one Firefighter-

Paramedic, and one Firefighter. The Firefighter-Paramedic 

delivers ALS interventions on scene. 

Pilot Paramedic 

Assessme

nt Unit 

Fire Engine 

A pilot model staffed by one Fire Captain, one Fire Engineer, and 

two Firefighters. In this model, a Fire Captain or Fire Engineer 

who retains an active State of California paramedic license serves 

as the paramedic, utilizing their ALS training and experience in an 

elevated role. 

Upon arrival at a 911 EMS incident, EMS personnel reassess the patient’s condition. 

Based on this in-person evaluation, the response level may be upgraded or 

downgraded to ensure appropriate care. For complex incidents involving multiple 

patients or critical conditions, additional EMS units may be dispatched to provide 

adequate care and coverage. 

 

Paramedics assigned to either PAU fire engines or ALS paramedic ambulances are 

licensed by the State of California and trained to perform a wide range of ALS 

interventions, including: 

• Cardiac and vital sign monitoring 

• Advanced airway management (e.g., intubation) 

• Intravenous (IV) access and medication administration 

• Defibrillation 
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These interventions are critical in managing life-threatening conditions such as chest 

pain, respiratory distress, or altered mental status. All paramedic-capable units are 

equipped with advanced medical equipment to support these interventions. While 

PAU fire engines are not designed for patient transport, the units significantly enhance 

fire engine response by enabling on-scene patient stabilization until ambulance 

transport units arrive. In contrast, ALS paramedic ambulances provide both treatment 

and transport, offering a fully integrated pre- hospital care solution. Together, these 

resources create a coordinated and scalable EMS system, enabling LBFD to deliver 

timely, high-quality medical care across a wide range of emergencies. 

 

The National Fire Protection Association (NFPA) sets nationwide standards for fire and 

EMS operations. One of these standards, NFPA 1710, outlines recommended 

response times for emergency medical responses and fire responses. For EMS-related 

emergencies, identified as paramedic level response, the goal is to have the first BLS 

responder (EMT with an AED minimum) arrive within 4 minutes and the arrival of ALS 

(paramedic) personnel within 8 minutes for 90% of responses. These benchmarks 

account for unit turnout and travel time but exclude the time required to process the 

911 call. 

 

In an ideal scenario, LBFD would dispatch either a PAU or ALS paramedic ambulance 

as the first responder to every Charlie-level medical emergency. However, the current 

number of available paramedic units does not allow this goal to be met on every call. 

In some situations, it is more expedient to send a BLS fire engine or truck staffed by 

EMT fire sworn personnel. These EMT fire engines and fire trucks provide basic 

medical care and immediate in-person patient assessment, helping stabilize the 

situation until a paramedic team can arrive with more advanced support. 

 

PAU Pilot Program Data 

 

The PAU pilot program was launched to explore a new way of providing advanced 

medical care during 911 emergencies. By allowing experienced Fire Captains and Fire 

Engineers who are also licensed paramedics to step into a medical role, the PAU pilot 

program aimed to improve how quickly and effectively care is delivered. This memo 

summarizes the key findings from the pilot. 

 

Finding 1: Paramedic On-Scene Response Time Improved During the PAU Pilot Program 

 

The implementation of the PAU Pilot Program resulted in a notable improvement in 

response times for paramedic personnel during emergency medical calls. Table 3 

displays the improvement in response time for the pilot program’s service area. 
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Specifically, it was found that the average on-scene arrival time of ALS paramedic 

ambulance units responding to Charlie-level medical calls within the Engine 3, Engine 

9, and Engine 11 service areas prior to the pilot was 7 minutes and 38 seconds. 

Table 3 also shows the average arrival time of the first paramedic unit either via ALS 

paramedic ambulance or pilot PAU fire engine during the pilot period from January 1 

to June 30, 2025. The average response time reduced to 6 minutes and 24 seconds. 

 

Table 3: Changes in Response Time Before and During the PAU Pilot Program 

for Charlie-level Medical Calls 

Service Area 
Paramedic On-scene 

Time before the Pilot 

via ALS Ambulance 

Paramedic On-scene 

Time during the Pilot 

via ALS Ambulance or 

Pilot PAU 
Station 3 5 min 58 sec 4 min 48 sec 
Station 9 8 min 08 sec 6 min 45 sec 

Station 11 7 min 32 sec 6 min 21 sec 

Service Area Average 7 min 28 sec 6 min and 24 sec 

 

This represents a reduction of 1 minute and 14 seconds per call, or a 15.5% decrease 

in paramedic on-scene arrival time. These findings demonstrate that the PAU Pilot 

Program enhanced the speed at which ALS care reached patients in the field. 

 

Finding 2: The PAU units Reduced Calls for ALS Paramedic Ambulance Units 

 

The PAU Pilot Program also reduced the need for ALS paramedic ambulances to go to 

certain 911 calls by effectively managing a large portion of Charlie-level medical calls on 

scene. Tables 4 through 6 provide a breakdown of Charlie-level calls that required ALS 

paramedic assessment, how many calls ultimately required transportation per county 

protocols, and how many were effectively managed by the PAU fire engine paramedic 

without the need for dispatching an ALS Paramedic Ambulance. Tables 4 and 5 provide 

a comparative assessment of call volume during the pilot program, which occurred 

during January 1, 2025, to June 30, 2025. As shown by these tables, call volume was 

approximately level for the two periods. 
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Table 4: Call Volume by Unit prior to the PAU Pilot Program 

July 1, 2024, to December 31, 2025 

 

 

Unit 

Total 911 Fire 

and EMS Calls 

for Service 

 

Total 911 EMS Calls 

 

Charlie-Level EMS Calls 

# # 
Percentage of 911 

Calls # 
Percentage of 911 

Calls 
Pilot PAU 
Engine 3 3,416 2,687 78.6% 1,614 47.2% 

Pilot PAU 
Engine 9 2,990 2,441 81.6% 1,599 53.4% 

Pilot PAU 
Engine 11 3,404 2,728 80.1% 1,804 53.0% 

 

Table 5: Call Volume by Unit during the PAU Pilot Program 

January 1, 2025, to June 30, 2025 

 

 

Unit 

Total 911 Fire 

and EMS Calls 

for Service 

 

Total 911 EMS Calls 

 

Charlie-Level EMS Calls 

# # 
Percentage of 911 

Calls # 
Percentage of 911 

Calls 
Pilot PAU 
Engine 3 3,376 2,622 77.7% 1,627 48.2% 

Pilot PAU 
Engine 9 3,023 2,488 82.3% 1,713 56.7% 

Pilot PAU 
Engine 11 3,157 2,488 78.8% 1,718 54.4% 

 

Table 6 provides a breakdown of Charlie-level calls that required ALS paramedic 

assessment, how many calls ultimately required transportation per county protocols, 

and how many were effectively managed by the PAU fire engine paramedic without 

the need for dispatching an ALS Paramedic Ambulance. 
 

Table 6: PAU Fire Engine Impact on ALS Paramedic Ambulance Transport 

Demand during the PAU Pilot Program 

January 1, 2025, to June 30, 2025 

Unit 
Charlie-Level 

EMS Calls 
ALS Transport 

Required 
Resolved by PAU Fire Engine 
(No ALS Ambulance Needed) 

Pilot PAU 
Engine 3 

1,627 711 916 

Pilot PAU 
Engine 9 

1,713 963 750 

Pilot PAU 
Engine 11 

1,718 834 884 

Total 5,058 2,508 2,550 
Percentage 100% 49.5% 50.4% 
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In total, 2,550 Charlie-level calls were resolved on scene by PAU fire engines without 

requiring an ALS paramedic ambulance response. This improved system efficiency by 

allowing ALS paramedic ambulances to remain available for other critical incidents 

Citywide. 

 

Utilizing the PAU fire engine as the primary patient assessment tool, the ALS 

paramedic ambulances were not only preserved for calls requiring critical patient 

transport resources, just over 50 percent of the time, but also enhanced citywide EMS 

coverage and response readiness. 

 

Table 7: Calls Upgraded to Charlie from Alpha and Bravo-

level by PAU Fire Engine Unit during the PAU Pilot Program 

January 1, 2025, to June 30, 2025 

Unit Alpha-level Upgraded 

to Charlie-level 

Bravo-level Upgraded 

to Charlie-level 

Total 

Upgrades 

Pilot PAU 
Engine 3 46 86 132 

Pilot PAU 
Engine 9 35 98 133 

Pilot PAU 
Engine 11 37 65 102 

Total 118 249 367 

 

Additionally, during the study period, 367 calls initially dispatched as Alpha or Bravo-

level calls were upgraded to require Charlie-level incidents and thus requiring ALS 

treatment and transport. These were appropriately handled by PAU fire engine units, 

further demonstrating their ability to flexibly respond to evolving medical needs and 

provide immediate ALS assessment and treatment prior to ALS ambulance arrival. 

 

PAU Pilot Program Findings 

 

Standardizing ALS Assessment Documentation 

 

During the pilot evaluation, it became evident that there was a need for a more 

consistent and reliable method to identify when an ALS paramedic assessment is 

performed. Initially, the data analysis used the activation of cardiac monitoring as a 

proxy for ALS-level care; however, this method presented potential inconsistencies 

and did not always accurately reflect the full scope of ALS assessments conducted in 

the field. In response, the LBFD EMS Division collaborated with the Department’s 

Electronic Patient Care Report (ePCR) provider and field personnel to establish a 

standardized documentation process. As of late July 2025, LBFD has formally 
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implemented a dedicated field in the ePCR system to document when an ALS 

assessment is performed, ensuring more accurate and actionable data moving 

forward. 

 

Improved ALS On-Scene Response Times 

 

The PAU Pilot Study demonstrated a measurable improvement in the speed of ALS 

personnel response. Specifically, the average on-scene arrival time of paramedics was 

reduced by 1 minute and 14 seconds, representing a 15.5% decrease compared to pre-

pilot response times. In the context of medical emergencies particularly those 

involving life-threatening conditions such as cardiac arrest, respiratory distress, or 

altered mental status this reduction in response time is clinically meaningful. It stands 

out as one of the most significant outcomes of the pilot and underscores the potential 

life-saving impact of timely ALS intervention. 

 

Enhanced Call Triage and Resource Availability 

 

The pilot also highlighted the effectiveness of PAU fire engines in triaging Charlie-level 

calls. These calls are initially identified as requiring ALS ambulance response; 

however, once on scene, PAU personnel were often able to assess the patient, 

determine that ALS transport was not necessary, and downgrade the call to a Bravo 

or Alpha level. This allowed the ALS paramedic ambulance to be cleared from the 

scene and made available for higher-priority incidents. By reducing unnecessary ALS 

ambulance deployments, the pilot program enhanced overall EMS system efficiency 

and improved readiness for critical medical emergencies across the city. 

 

Fiscal Impact 

 

The cost of operating a PAU pilot fire engine is primarily driven by skill pay enhancements 

for Fire Captains and Fire Engineers serving as paramedics. Per the Firefighters Association 

MOU, Firefighter Paramedics receive a 19 percent hourly skill pay rate based on the top 

step (Step 5) of a firefighter’s base hourly rate. For example, a Step 5 Firefighter Paramedic 

earns a base rate of $51.814 per hour, with an additional $9.845 per hour in paramedic 

skill pay, totaling $61.659 per hour. Due to Firefighter Paramedics utilizing their paramedic 

skills for all worked shifts, the 19 percent skill applies to all shifts worked throughout year. 

 

Under the PAU pilot program, Fire Captains and Fire Engineers earn the 19 percent hourly 

skill pay on a per diem basis when assigned as the designated paramedic on a PAU fire 

engine. For instance, a Step 5 Fire Captain earns a base rate of $70.985 per hour and 

receives an additional $9.845 per hour when activated as a paramedic, resulting in a total 
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hourly rate of $80.830 for that shift. When not serving in a paramedic role, their 

compensation returns to the standard base rate. The application of the 19 percent per 

diem skill pay to Fire Captains and Fire Engines is what composes the primary operational 

cost of the PAU pilot fire engines. 

 

The estimated annual cost to continue the PAU pilot program on Fire Engines 3, 9, and 11 

is $86,242 per engine totaling $258,726 using FY 26 cost estimates, as outlined in Table 8. 

 

Table 8: Estimated FY 26 Cost to Continue the PAU Pilot Program for One Year* 

 

Resource 

Total 

Hours for 

24/7 

coverage 

19% Per 

Diem 

Rate per 

Hour 

Estimated FY 

26 Cost 

Pilot PAU Fire Engine 3 8,760 $9.845 $86,242 
Pilot PAU Fire Engine 9 8,760 $9.845 $86,242 
Pilot PAU Fire Engine 11 8,760 $9.845 $86,242 

Total $258,726 

 *Note: Does not include potential labor increases stemming from negotiations. 

 

Expanding the PAU Pilot Program as a year-round structural program would involve 

converting all ten EMT Fire Engines and four EMT Fire Trucks into PAU fire engines and PAU 

fire trucks. The estimated structural cost of this PAU service conversion is $1.20 million 

annually and is demonstrated below in Table 9. 

 

Table 9: Estimated Annual Cost for Structural Citywide PAU Conversion* 

Resource 
No. of 

Units 

Estimated FY 26 

per Unit Cost 
Total 

PAU Pilot Fire Engines  

(3, 9, and 11) 

3 $86,242 $258,726 

Remaining BLS Fire Engines 7 $86,242 $603,694 
BLS Fire Trucks 4 $86,242 $344,968 

Total $1,207,388 

*Note: Does not include potential labor increases stemming from negotiations. 

 

For context, the cost to fund one 24/7 ALS Paramedic Ambulance unit is approximately 

$1.89 million. This includes adding two Firefighter Paramedics per shift, for a total of six 

new Firefighter Paramedics, which totals $1.77 million.  Consumable equipment is 

estimated to be $50,000 per year while ambulance maintenance costs are forecasted to 

total $73,000 annually. 

 

 



Paramedic Assessment Unit (PAU) Fire Engine Pilot Program  

March 4, 2026 

Page 9 

 

Recommendation 

 

The PAU Pilot Program demonstrated its effectiveness in improving response times by 

enabling a single paramedic to reach patients more quickly. However, while this model 

enhances the delivery of timely paramedic assessment and care, it does not address the 

growing demand for patient transport services, an area where the department 

continues to experience capacity constraints. 

 

The PAU Pilot Program highlighted that roughly 50 percent of Charlie-level calls 

ultimately do not result in the transport of the patient to the hospital. This highlights the 

efficiency of PAU Engine model in allowing for quicker arrival and assessment of patients 

by paramedics resulting in more efficient use of the ALS ambulance. By allowing the PAU 

paramedic to perform the advanced assessment, the ALS paramedic ambulances 

remain available for other critical incidents citywide and utilized for critical patient care. 

 

Expanding PAU units alone will not resolve transport-related challenges. Even if all fire 

engines were converted to PAUs, LBFD would still face limitations in meeting the 

increasing need for ALS Paramedic Ambulance transport. Therefore, PAU units should 

be viewed as a valuable complement to, but not a replacement for, fully staffed ALS 

Paramedic Ambulance Units. A balanced system that includes both PAUs and an 

adequate number of transport-capable ALS units working in concert to meet the 

demand for service. 

 

While the use of PAU units impacts positively on the overall EMS deployment model, the 

Fire Department’s focus during FY 26 budget development prioritized transporting units 

(ALS Transport Units). The LBFD ambulances, fire engines, and fire trucks responded to 

64,939 EMS related calls for service in FY 24 which resulted in the transport of 19,923 

ALS patients and 10,261 BLS patients. The annual EMS calls volume has increased by just 

over 11,000 calls over the past 10 years. Roughly 50 percent of these calls result in 

patient transportation. Therefore, PAU units can enhance the EMS model, but there is a 

greater need for the addition of ALS transportation units to minimize the “Out of Rescue” 

scenarios. Because of this, LBFD prioritized the structural support for Rescue 2 in the 

Fire Department’s FY 26 budget. 

 

To further explore sustainable solutions, LBFD is launching a Service Delivery Evaluation 

Committee (SDEC) tasked with evaluating additional strategies to optimize workload 

distribution, improve service delivery, and address resource gaps. Continued 

investment in innovative pilot programs and system-wide planning will be critical to 

meeting the evolving public health needs of the community. 
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If you have any questions, please contact me at (562) 570-2505. 

 

CC: DAWN MCINTOSH, CITY ATTORNEY  

 DOUGLAS P. HAUBERT, CITY PROSECUTOR  

 LAURA L. DOUD, CITY AUDITOR 

APRIL WALKER, ASSISTANT CITY MANAGER  

TERESA CHANDLER, DEPUTY CITY MANAGER  

MEREDITH REYNOLDS, DEPUTY CITY MANAGER  

GRACE YOON, DEPUTY CITY MANAGER 

TYLER BONANNO-CURLEY, DEPUTY CITY MANAGER  

KEVIN LEE, CHIEF PUBLIC AFFAIRS OFFICER  

MONIQUE DE LA GARZA, CITY CLERK 

DEPARTMENT HEADS 

 



 

Appendix C (EMS Resource Deployment) 

 
EMS Resource Deployment  

Summary of Ad Hoc Working Group  

July 24, 2023 

I AD Hoc Members: Clayton Kazan, Marc Cohen, Chief LaRue, Tiffany 

Abramson, Angie Loza-Gomez, Tabitha Cheng, and Chief Eric Garcia 

EMS Agency Staff: Marianne Gausche-Hill, MD, Natalie Greco, Gary Watson, 

and Greg Klein 

 

II Medical Priority Dispatch Priority System (Dispatch Centers may utilize 

different protocols and codes based on Dispatch program used): 

 

a. Omega Response = Lowest Priority (no lights and sirens to and from scene) 

b. Alpha Response= Low Priority (no lights and sirens to and from scene) 

c. Bravo Response= Middle Priority (no lights and sirens to and from 

scene unless concern for possible progression – based on EMT 

judgement) 

d. Charlie Response= Possibly Life Threatening (lights and sirens to and 

from scene unless during judgment of paramedic is that lights and 

sirens from scene is unnecessary) 
e. Delta Response= Life Threatening (lights and sirens to and from scene) 

f. Echo Response= Full Arrest or Imminent Death (lights and sirens to and from 

scene) 



 
Priority Code Description 

1 

Life threatening 

Echo Life threatening – Cardiac or respiratory arrest 

Delta Life threatening other than cardiac or 

respiratory arrest 

2 

Serious not life 

threatening 

Charlie Serious not life threatening - immediate 

Bravo Serious not life threatening – urgent 

3 

Non serious or life 

threatening 

Alpha Non serious or life threatening 

Omega Minor illness or injury 

 

III Discuss three-tiers of deployment: Deployment strategies: 

a. BLS dispatch only (low acuity calls) Bravo/Alpha/Omega or for Medical 

Priority Dispatch System (MPDS) Priority 3 – Nonurgent 

i. Medical or traumatic chief complaint NOT associated 

respiratory distress, altered level of consciousness, allergic 

reaction with swelling or shortness of breath, pregnancy or 

labor, serious trauma mechanism, moderate to severe 

hemorrhage, non-ambulatory, multiple patients at scene 

ii. Anticipated to be Dispatched - 35-50% of call volume 

 

b. ALS 1 - assessment unit which could be an ALS assessment engine, or it 

can be a defined ALS unit that will include at least one paramedic-level 

provider and EMT (moderate level – Bravo/Charlie/Delta) or MPDS 

Priority 2 - Urgent 

i. Medical or traumatic chief complaint for which an ALS 

assessment is deemed necessary such as moderate to 

severe pain, abdominal pain with associated symptoms, 

chest pain, shortness of breath, allergic reaction with 

shortness of breath or rash, pregnancy or labor, moderate 

to severe trauma mechanism, trauma with multiple 

patients at scene 
ii. Anticipated to be Dispatched - 40-60% of call volume 

 

c. ALS 2 – 2 paramedic unit or combined resources to have at least 2 or 

more paramedics on scene- highest severity such as cardiac arrest 

(Delta/Echo) or for MPDS Priority 1 – Emergent 

i. Medical or traumatic chief complaints with altered level of 

consciousness, apnea, severe respiratory distress, cardiac 

arrest, severe trauma mechanism, moderate to severe 

hemorrhage, traumatic cardiac arrest 



 
ii. Anticipated to be Dispatched - <1-5% of call volume 

 

IV Metrics to consider for tracking as a part of quality improvement plan: 

• Overall Numbers Dispatched 

• Critical Under triage (i.e., Dispatch Level of Services (DLOS) BLS but patient 

ALS2) <0.5% 

• Under triage (i.e., DLOS BLS but patient ALS1) <5-10% 

 

Other considerations for metrics depending on number of calls and resources: 

• Over triage (i.e., DLOS ALS but patient BLS) 30-40% 

• Accuracy (i.e., DLOS = LOS received) 70-80% 

 

 

V Principles for dispatchers 

 

1. The nearest available ambulance shall be tasked to the highest priority 

incident 

2. Dispatchers shall have discretion to assign a higher priority to an incident 

3. An ambulance tasked to lower priority incident may be diverted to 

higher priority incident when resources are limited 

4. The Dispatcher may preserve the availability of ambulances by queuing 

BLS priority incidents until sufficient resources are available 

5. Any recommended resource should only be deployed if it has a 

reasonable expectation of making patient contact. 

 

VI Articles/resources: 

• Association between ambulance dispatch priority and patient condition 

• The Ability of Emergency Medical Dispatch Codes of Medical Complaints 

to Predict ALS Prehospital Interventions 

• How Well Do Emergency Medical Dispatch Codes Predict Prehospital 

Medication Administration in a Diverse Urban Community? 

• One EMS System Develops a Rational 911 Response 

• Effect of a New 911 system on Efficiency of Initial Resource Assignment 

• Safety of Tiered-Dispatch for 911 Calls for Abdominal Pain 

 



 

Next meeting (as needed): 

August 14, 2023, from 12:00 pm – 1:00 pm 



 

Appendix D (Tiered Transport Criteria) 

 

 

 



 

Appendix E (Alternative Destination Data) 

 

 APOD-PUCC  

Year 

Sum of 

Eligible 

PUCC-Mod 

Sum of 

>45min 

Sum of Wall 

Time Duration 

Average of Wall 

Time Duration 

Sum of 

APOD % 

Mod 

2022 1,837 172 18.06597222 0.030672279 0.09363092 

2023 1754 120 13.52361111 0.023767331 0.068415051 

2024 1776 74 8.047222222 0.021516637 0.041666667 

2025 1572 88 11.17222222 0.019669405 0.055979644 

Grand 

Total 
6939 454 50.80902778 0.024194775 0.065427295 

 

 


