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INTRODUCTION

These abstracts have been solicited from a select group of emergency
medical service (EMS) personnel; physicians, administrators, allied
health personnel, organizational representatives, and governmental
officials. The presentation here is intended to provide other EMS
personnel and interested individuals with brief descriptions and
references to significant experiences, descriptions, and finding(s)
pertinent to the planning, establishing, operating, expanding and
evaluating EMS systems in their regions.

The content of these abstracts is not the responsibility of the
Division of Emergency Medical Services (DEMS). Many of these
abstracts have been further abbreviated by the DEMS staff in
order to present as many of the submitted materials as possible.
Lack of time and space prevented the inclusion of many papers
which, although containing valuable information, were considered
too long for reduction.

It is planned that this approach will be continued and repeated
periodically in order to provide the national experience in EMS
systems development with the shortest possible publication lag
time and to provide immediate cross fertilization of ideas,
progress, and problem solutions from those EMS experts at all
levels of program activity.

Revised or additional abstracts may be submitted at any time.
Please indicate revision and reference page in this volume. - See
appendix of this publication for standard format.
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MASSACHUSETTS NURSE EDUCATION PROGRAM

Common with most of the nation, Massachusetts has few educational
opportunities in emergency medicine for nurses, either in its schools of
nursing or after graduation. Therefore, in early 1975 Office of Emergency
Medical Services organized a State Nurses Continuing Education Committee

to assist in the development of appropriate educational programs. The
committee is composed of practicing emergency department nurses from all
regions of the state and from both large and small hospitals. It included
representatives of various clinical specialties and of professional nursing
organizations.

In early 1975 other state EMS offices were surveyed to secure information

on programs which had already been implemented, and their curricula were
reviewed by OEMS and the Committee. A 137-hour curriculum was agreed upon,
comprising 97 hours of didactic work and 40 hours of clinical experience in
a hospital and with an ambulance service. The course, entitled Critical-Care
Emergency Department Nurse Education Program (CEDNEP) has been offered as

a month-long course three times. Sponsoring hospitals have kept the CEDNEP
nurse on salary during the month-long course and have covered her necessary
expenses, including meals and travel.

In order to enable as many nurses as possible to participate in CEDNEP,

OEMS is working with the graduates of the month-long course to organize
regular workshops and seminars which enable many more nurses to cover the

full CEDNEP curriculum over an extended period. These CEDNEP modular programs
are beginning throughout the state.

OEMS is also working with the State Labor Department to develop a continuing
education program for the Commonwealth's 800 industrial nurses which recognizes
their combined role as '"nurse-first responder-EMT."

Pers., Ste. Barbara Bennett, R.N.
Massachusetts Department of Public Health
Office of Emergency Medical Services
600 Washington Street, Room 406
Boston, Massachusetts 02111
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COACHING THE EMS COACHES

Six years of attending EMS conferences and participating in the develop-
ment of EMS activities have shown one constant fact: new EMS coordinators
are continuously coming on board.

The EMS coordinator comes on board full of enthusiasm, bright-eyed and
eager to support the great causes of EMS.

However, in a very short time, the scope of EMS activities, the social

and economic barriers, plus the lack of knowledge about the EMS System and
the difficulty of defining the system, all cause pure fear and helpless
feelings about the EMS coordinator job and himself as a person.

If EMS development was easy, it would have been done long ago. But, it
is not easy and EMS coordinators must be brave souls to survive the rigors
of thejob.

A tool to help EMS coordinators function would be a thorough understanding
of the EMS system using "units of care'" as a guide. It would provide a
framework within which to work,.

Without some logical framework, various thrusts can be made to improve EMS
functions, but they do not a system make. We, as EMS coordinators, are
charged to develop systems, not independent components. The "EMS Systems
Act of 1973" is just that: A Systems Act.

So coaches: define your system or use "units of care'" as a guideline and
go to work with the '"gusto" you had when you came on board.

Pers., Adm. W. H. "Spike'" Durfee
EMS Region III Director
State of Oregon
Department of Human Resources
Health Division
1400 S.W. 5th Avenue
Portland, Oregon 97201



EMERGENCY NURSE PRACTITIONER PROGRAM

The Emergency Nurse Practitioner program is a joint venture of College

of Nursing, Arizona State University, Tempe, Arizona, and Maricopa

County General Hospital, Phoenix, Arizona. The program is two semesters
(32 weeks) in length. The purpose of the program is to prepare nurses

to assume additional responsibility in patient care under the supervision
of a physician.

At the completion of the program, the R.N. will be able to evaluate
patients by ability to: take an appropriate patient history, perform

a physical examination, perform specific screening examinations, dif-
ferentiate between normal and abnormal findings on the physical
examination, decide which abnormal findings are significant and urgent,
order appropriate special studies, and interpret findings of studies
done; and to manage patient problems by ability to triage patients in
terms of priority of care, distinguish between patient problems he/she
can manage and those requiring consultation or referral to the physician,
refer patients with abnormal non-urgent findings to appropriate others,
provide definitive care and follow-ups under physician's supervision or
consultation for minor health problems or injuries, initiate treatment
of urgent problems based on signs, symptoms, findings of history and
physical examination, and special studies, and provide counseling to
individuals and familities.

During the first semester there are two hours of lecture of discussion
and four hours clinical practice each.

During the second semester students attend one or two hours of lecture,
discussion and six to eight hours of clinical practice.

Pers., CC College of Nursing
Arizona State University
Tempe, Arizona 85281
Harry W, Hale, Jr., M.D.,
Department of Surgery
Maricopa County General Hospital
Phoenix, Arizona 85008
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PROBLEMS AND SOLUTIONS

Problem: There are 33 Trade and Industrial Education Instructor's

in the 11 counties of northwest Ohio. These men teach the 60-hour
Emergency Victim Care Course which is the basic unit of instruction
for the ambulance and rescue squad personnel in northwest Ohio. To
keep these instructors abreast of the latest developments in the field
of EMS, and in order to assure a continuation of the standardization
of teaching methods and materials, a coordinating body was needed.

Solution: Through the efforts of REMSNO staff member, Kobert Sawyer,
the Emergency Medical Technician Instructor's Association of Northwest
Ohio was recently formed. The Emergency Victim Care Course which they
teach includes instruction in the treatment of shock, fractures, and
bleeding control, the art of cardiopulmonary resuscitation and auto
extrication (methods for removal of patients from wrecked motor
vehicles). A continuous undertaking of the group is an informal '"news-
letter) which is mailed to the instructors as needed. Utilizing REMSNO
as an information bank, the group's secretary, Robert Sawyer (REMSNO
staff member), keeps the group abreast of the latest news relating to
the EMT Instructor. The group is headed by two area firemen, one each
from the Toledo and Sylvania Fire Departments. (Most of the instructors
are active firemen in northwest Ohio). The first project of the group
will be the selection of specialized slides to be used as aids in the
teaching of the 60-hour course. As 100% of the Instructors in northwest
Ohio are members of the organization, the group should go a long way

in standardizing the teaching effort in the REMSNO area of northwest
Ohio.

Pers., PSA William Schabel
Regional Emergency Medical Services
of Northwest Ohio, Inc.
P.0. Box 6190
Toledo, Ohio 43614
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ROLES AND RESPONSIBILITIES OF EMS PROVIDERS, USING UNITS OF CARE AS A GUIDE

Early in the development of EMS Systems, EMS Coordinators were faced with
professional territory (Turf'") problems: providers discussing areas of
care that were not their responsibility and a general confusion about who
ought to be talking to whom about what.

In order to bring some logic into the EMS coordinator's mind, be able to
approach EMS problems logically and develop an easily understood framework
by which to communicate, the "Units of Care'" tool was developed.

"Units of Care" (see Abstract on Units of Care) break the EMS Health System
into 10 activity units and served to identify the System. Once the System

was identified, providers could decide what responsibility they had in any

particular unit. Thus, by units, providers could identify those activities
on which they should concentrate to promote better patient care.

In terms of human behavior, this format became non-threatening and allowed
cooperation among providers to proliferate.

An EMS coordinator could then discuss the system with a group of nurses,
physicians or EMI's and zero in on who should be doing something about what.

The EMS coordinator should see that everyone concerned knows the System, but
allow providers and others to choose the Unit most appropriate for them to
impact, in accordance with their expertise and degree of responsibility in
their chosen Unit.

Pers., SMRK W. H. "Spike" Durfee
EMS Region III Director
State of Oregon
Department of Human Resources
Health Division
1400 S.W. 5th Avenue
Portland, Oregon 97201



EMS FORMULA K+H+A = PC

Knowledge plus hardware, placed in the heads and hands of health care
providers, plus an attitude of cooperation and teamwork, impacted on a
patient, equals patient care (good or bad). Some premise must be
established in EMS toward which all concerned can work. This formula

was developed to give EMS participants and providers a sense of direction
and was integrated into the "unit of care' framework to provide overall
effective administration and coordination.

K-KNOWLEDGE is located in books, periodicals, texts, etc., in written form.
Knowledge is located in teaching institutions (medical schools) in verbal
and written form. Knowledge is located, written, computerized and in verbal
form, in research and consultant institutions. Knowledge must be dispensed
so that when the medical problem arises, the providers have instant mental
recall.

H-HARDWARE is any tool or equipment providers may deem necessary to perform
functions in whatever unit of care they may be operating. Care should be
taken that the tool or equipment is necessary to improve patient care in
the appropriate unit of care. Hardware is often sought because it is
visible, but frequency of use, method of use and obsolescence make this the
weakest component of the formula.

A-ATTITUDE is the most important component of this formula. Without a
spirit of cooperation and a keen sense of the teamwork need to impact
patients in all units of care, there is little hope for better patient
care or the development of an EMS system. There is a vast amount of
paranoia concerning '"turf", medical-legal and government intervention,
but if providers can be convinced that EMS systems only wish to make
patient care visible and predictable so all elements in all units of care
can function in a coordinated fashion, the net result will be optimal
Emergency Health Care.

Pers., Spec., Eval. W. H. "Spike'" Durfee
EMS Region III Director
State of Oregon
Department of Human Resources
Health Division
1400 S.W. 5th Avenue
Portland, Oregon 97201



EMT CONTINUING EDUCATION

Continuing education for EMT's has focussed on relatively few courses,
primarily the 20-hour DOT curriculum, defensive driving or extrication
courses. These programs, however, do not provide a sufficiently broad
or varied educational experience, nor are they widely available for the
large number of EMT's in Massachusetts (over 5,000 as of October 1975).
OEMS has therefore supported the development of additional meaningful
refresher opportunities for EMI's, and for the combined EMS team: the
EMT, the physician and the emergency department nurse.

Monthly morbidity and mortality conferences (case review sessions) have
been or are being instituted in nearly a dozen hospitals throughout the
state. These conferences are attended by physicians, nurses and EMI's,
who together examine and comment on one or more specific, anonymous
case studies. Nearly two dozen hospitals now permit EMT's from local
ambulance services to observe and assist on a regular basis in their
emergency departments, critical-care units, delivery or operating rooms.

Regular joint workshops in emergency medicine for EMT's, nurses and
physicians, sponsored by individual hospitals, local chapters of EDNA
(the Emergency Department Nurses Association), local chapters of the
Massachusetts EMT Association, and others. In-service refresher training
has expanded significantly over the past year. Private, municipal and
volunteer services have begun to schedule regular sessions for both
didactic and clinical review.

A.C. "Buck" Buchanan

Office of Emergency Medical Services
Massachusetts Department of Public Health
600 Washington Street Room 406

Boston, MA 02111

Pers.



ON-SCENE PROTOCOLS AND TRAINING FOR FIRST RESPONDERS

A 1974 State law requires an estimated 37,000 "first responders" (police, fire,
and lifeguards) to complete approved training in first aid, including CPR, by
July 1, 1977. The State Office of Emergency Medical Services has drafted
regulations which prescribe the course content, instructor qualifications, and
refresher requirements (annually in CPR, every three years in other first aid)
to carry out this law.

By law, any service which regularly transports emergency patients in
Massachusetts is required to transport those patients in a certified ambulance
which meets state standards of design, equipment and personnel, as establighed
in the State Ambulance Law and Regulations. First responders need guidelines
which will help them to decide when they must call for an ambulance and when
they may themselves transport a patient, e.g., in a police cruiser. In addition,
disputes sometimes arise between EMT's and other public safety personnel at the
scene of an emergency over such issues as the extent of the treatment to be
rendered, the type of vehicle needed to transport, and other matters requiring
interaction and cooperation at the scene.

In order to avoid delayed or inappropriate decisions affecting patient care,
many Massachusetts communities have developed guidelines or protocols which
address these issues. For example, many police and/or fire departments have
issued orders which place the responsibility for medical care at the scene and
enroute to the hospital solely on the EMI. Non-EMT's are prohibited from
interfering with patient care and are required to render all reasonable -
assistance requested by the EMT.

The Massachusetts Department of Public Health has convened a statewide task
force to address these issues in detail, with a view toward the adoption of
state guidelines which will encourage a consistent approach to these problems
statewide.

Pers. . Debra Caplan
Office of Emergency Medical Services
Massachusetts Department of Public Health
600 Washington Street Room 406
Boston, MA 02111
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DEVELOPMENT AND IMPLEMENTATION OF A REGIONAL
TRAINING PROGRAM FOR CARDIAC TECHNICIANS

The didactic phase of the first regional cardiac technician
training program was recently completed. Harry G. Plunkett, Jr.,
M.D.. a Director of the TEMS Council and the Chairman of the

TEMS Manpower-Training Committee served as physician coordinator
assisted by Don Haupt of the Norfolk Paramedical Rescue Service
as course coordinator. Instruction was completed at Norfolk
General Hospital and the Eastern Virginia Medical School. The
thirty-seven (37) EMTs completing this phase included nine (9)
from the Portsmouth Ambulance Service; eight (8) from the Norfolk
Paramedical Rescue Service; eleven (11) from the Nansemond-Suffolk
and nine (9) from Bennetts Creek Volunteer Rescue Squads.

The clinical portion of the course is now in progress in the
various hospitals involved in the program. (Louise Obici
Memorial, Suffolk; Maryview and Portsmouth General, Portsmouth;
and Norfolk General, Norfolk. It is also considered significant
in that both volunteer (20) and paid (17) EMTs participated.

The associated telemetry/communications equipment procured for the
vehicles was funded by the TEMS Council 1203 grant award.

The hospitals initiated a fund drive to procure compatible
equipment.

It is anticipated that the advance 1ife support systems in
Suffolk and Portsmouth will be operational by early February
1976.

As a "spin off" of this endeavor, agreement has been reached
among ambulance service agencies of the four political
Jurisdictions having advanced 1ife support systems to utilize
a standard drug and IV box and patient record form. Thus,
the volunteer rescue squads in Virginia Beach and Suffolk,
the paramedical rescue service of Norfolk and the Portsmouth
Ambulance Service will be able to exchange drug boxes at any
hospital within these four political jurisdictions.

Pers., Reg., Trsp., Harry C. Plunkett, Jr., M.D.
Chairman, TEMS Manpower-Training
Committee
Tidewater EMS Council, Inc,
11 Koger Executive Cent., Suite 201
Norfolk, Virginia 23502
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ESTABLISHMENT OF AN INTER-REGIONAL EMT-LAY
INSTRUCTORS ASSOCIATION

In late 1974, special courses of instruction were developed and
implemented by the Commonwealth of Virginia through the
Community College System to qualify selected, experienced EMTs
as Lay Instructors. Persons so designated qualified as EMT
Course Coordinators and in areas where it is difficult to
obtain physicians could teach certain portions of the EMT course.

Following several informal meetings, the lay instructors in
Tidewater and Peninsula regions agreed that it would be highly
beneficial to establish a formal organization. At a meeting

on April 29, 1975, Larry Smith of Norfolk Paramedical Rescue
Service was elected Chairman of an organizational committee

which included representatives from Norfolk, Portsmouth,

Virginia Beach, Chesapeake, Suffolk, and Virginia's Eastern Shore,
as well as Newport News, York County and Hampton.

Proposed bylaws were subsequently drafted by this committee

at a meeting on July 15, 1975, distributed to the membership and
subsequently adopted with some modifications at the July 29,1975
meeting of the Association.

The Association has acted responsibly to effect needed regional
and inter-regional coordination and standardization of EMT
training and to enhance the quality:of the courses offered

to EMTs in Tidewater.

Administrative-logistic support for the Association is provided
by the TEMS Council.

Pers., Reg. Larry Smith, Director
Norfolk Paramedical Rescue Service
Tidewater EMS Council, Inc.
11 Koger Executive Center, Suite 201
Norfolk, Virginia 23502
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THE USE OF NURSE PRACTITIONERS IN THE
TEACHING HOSPITAL EMERGENCY DEPARTMENT

Following a standard nurse practitioner course, consisting of six weeks
of didactic sessions and six weeks of practical unit rotations,
registered nurses with emergency department experience became Emergency
Department Nurse Practitioners at the Colorado General Hospital.

A Tong list of chief complaints of patients with purely non-emergent
problems were identified as appropriate for nurse practitioner care.

Nurse practitioners were assigned to shifts of the highest Emergency
Department utilization, running from late morning through early

evening. Appropriate patients underwent history and physical examination
by the nurse practitioners. Cases were presented to Emergency Department
attendings, and formulation and care programs were jointly derived. These
care programs were communicated to the patients primarily by the nurse
practitioners after case presentation and discussion.

Patient satisfaction with care rendered has been high, and errors as a
result of inadequate or improper data collection or poor nurse-practioner-
physician attending communications have been minimal.

Nurse practitioners can undoubtedly provide good medical and nursing
care to a significant fractions of the non-emergent Emergency Department
patient population. The efficiency of the data gathering and subsequent
physician case-presentation approach is open to some question.

Submitted by:

R. Peter Mogielnicki, M.D., Assistant Professor of Medicine and
Director, Department of Emergency Medicine, Colorado General Hospital

James E. Chandler, M.D., Assistant Professor of Medicine and Assistant
Director, Department of Emergency Medicine, Colorado General Hospital

Frank J. Lang, R.N. M.S., Assistant Professor of Nursing and Associate
Director, Ambulatory Nursing Services, Qutpatient Nursing Supervisor,
Colorado General Hospital, Denver, Colorado 80220

Pers., Fc./Ct.
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USDOT Curriculum for Advanced
Emergency Medical Technicians

A curriculum for the training of emergency medical technicians to
the level of Paramedic has been developed at the University of Pittsburgh
under the auspices of the United States Department of Transportation.

This curriculum was based upon a review of all major curricula currently
in use in this country as well as the standards set down by the National
Research Council of the National Academy of Sciences.

The curriculum consists of three major documents:

(1) a Course Guide, which provides resource material on administration

of the course to the individual charged with course coordination;

(2) Instructor Lesson Plans, which furnish instructional materials

for each unit of the course;
(3) a Student Study Guide, which serves as a textbook and reference
volume for the student.
Each of these documents will be described in detail.

The course is organized into 15 modules and arranged in such a way that
each module can be taught independently of the others-- to enable flexibility
of scheduling and take into account the special constraints of rural and
volunteer services. Each module is further subdivided into units, each of
which contains objectives, content outlines, guides to demonstration and
practice sessions, and skill evaluation sheets.

The curriculum will be generally available by early summer, 1976 through
regional offices of the National Highway: Traffic Safety Administration.

Pers. Nancy L. Caroline, M.D.
Assistant Professor of Clinical/

Aqesthesiology Critical Care Medicine
University of Pittsburgh
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PARAMEDIC TRAINING IN JUNIOR COLLEGES

The University of Kansas Medical Center has been training paramedics
since 1973 utilizing facilities of the School of Medicine and equipment of
the Emergency Medical Training Program. In addition to conducting its own
paramedic training classes, the University acts as the authorizing agency for
all training programs within the state of Kansas. This authority to review
and approve or disapprove all training program proposals was given to the
University by the Kansas Legislature.

Several junior colleges in the State have approached the University and
asked for assistance in starting a training program. The University forwards
its teaching objectives to the college where they are reviewed by the college's
administration and faculty. These groups make what revisions they feel
necessary in order to fit the objectives into their particular teaching
situation. These revisions are returned to the University for evaluation by
the staff of the Emergency Medical Training Program. If the objectives, as
formulated by the junior college, are found to be satisfactory, they are
given approval by the University.

In addition to reviewing teaching objectives, staff members of the
University make on-site visits to the junior college to evaluate clinical
facilities of the area hospitals. The University then assists the junior
college in drawing up clinical schedules that will give the students adequate
experience.

Each junior college has incorporated the paramedic training program,
which is spread over a full years time span, into an Associate of Arts
Degree program. The students spend their first year at the college taking
courses such as English, life sciences, and business administration. Adding
these courses to their paramedic training enables the students to receive
an Associate of Arts Degree thug,starting-them on a career. ladder.

Pers,

Norman E. McSwain, Jr., M.D.
University of Kansas Medical Center
39th & Rainbow Boulevard

Kansas City, Kansas 66103
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SELECTING AND TRAINING THE TRAUMA UNIT NURSE

In staffing and training the nurses to work in a regional trauma
center primary consideration was given to the type of nurse who could best
work in a trauma intensive care unit. The classic premise was that skills
and knowlcdge were more casily acquired than were attitudes. Nurses were
selected on the basis of demonstrated willingness to learn and receptive-
ness to change. We recruited particularly those nurses who conveyed a
sensitivity to the emotional aspects of care of patients and families. Em-
phasis was also placed on a demonstrated concern and interest in others with
whom they had worked. It was felt important to select those individuals
who would function smoothly and pleasantly in a high stress environment. In-
tensive care unit experience was considered useful but not a prerequisite
for working in the unit.

Prior to opening the unit, an intensive training program was con-
ducted to prepare the nurse for working in this spegial care area. A two-
week didactic course covered the anatomy and pathophysiology relative to the
care of patients with multisystem trauma. Practical laboratory exercises
were utilized to learn the technique of endotracheal intubation, the inser-
tion of IVs and the management of arterial lines, chest tubes, drainage tubes,
transducers and respirators. Special classes with individual instruction
and practical exercises were conducted using the computer in conjunction with
our patient monitoring system. Emphasis was placed on the concept that the
computer was a_tool to free the nurse from clerical and computational tasks
80 that she could direct more attention to patient care. Small group semi-
nars with a psychiatrist were used to learn concepts of managing the psycho-
logical nceds of the patient as well as coping with working in the stressful
environment of the trauma unit.

Experiences within the trauma unit have validated these policies
of recruitment and training. The competency of the nurses has repeatedly
demonstrated itself and the physicians consider the trauma unit the most
pleasant and efficient intensive care area in the hosptial.

Pers., CC. Nancy Stewart, RN and
Judith Bailey, RN
University Hospital, University of
California
San Dj-emp California
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AN EDUCATIONAL PROGRAM IN' EMS SYSTEMS ADMINISTRATION

The title EMS administrator is broadly applied to indiv-
iduals with diffecrent job descriptions and concerns. The
differences derive from the particular nature of one's system
and organization, as well as from one's position within that
system and organization. The result is a heterogeneous group
for whom it is difficult to offcer relevant educational support
in any single program. To complicate matters, there are
continual changes in EMS technology, funding environment and
rationalization of services, and programs that are useful
specifically because they are topical are soon outdated. Despite
these obstacles, no one doubts that educational support is
essential, and that given the critical nature of the EMS
administrator's job, such support must be offered quickly and
concisely.

The Center for the Study of Emergency Health Services,
University of Pennsylvania, under the auspices of a contract
from DHEW, has addressed this complex problem by developing
and offering a series of one-week courses to a carefully
defined subgroup of EMS administrators: those who oversee the
coordination of an' emergency medical services system, or those
who oversee some aspect of systems operation from a centralized
agency. The courses offer a coherent picture of the admini-
strative functions these individuals have in common: planning,
financing, implementation and evaluation. Within this curricular
framework, EMS-specific illustrations can be updated as required.

Eight courses with a total enrollment of 122 EMS admini-
strators have been offered to date, and courses are scheduled
for the summer and fall of 1976. A thorough evaluation of the
pilot endeavor will culminate in the development of a model
curriculum available for national dissemination in August 1976.

Pers., Adm. M. Ledger, M.A.; et al.
Center for the Study of Emergency
Health Services
University of Pennsylvania
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MEDICAL SPECIALIST PHONE CONSULTATION SYSTEM
IN SOUTHEASTERN MINNESOTA

A medical specialist phone consultation system is being
designed in southeastern Minnesota to meet the consultation
needs of our region's medical staff for the management and
referral of critically injured patients. Instituting this
system would also meet the categorization criteria requirements
for five Area Emergency Centers (facilities with intermediate
emergency care capabilities).

The medical specialist phone consultation system will be
housed in Mayo Clinic and shall provide access to consultants
in sixteen specialties: Anesthesiology, Cardiovascular
Surgery, General Surgery, Internal Medicine, Neurology,
Neurosurgery, OB-GYN, Ophthalmology, Orthopedic Surgery,
Pediatrics, Plastic Surgery, Psychiatrist, Radiology, Thoraic
Surgery, Urology, and Cardiology.

To gain access to these consultants, the medical staff of
the outlying five Area Emergency Centers will be given a single
phone number to call. A specially trained switchboard operator
at Mayo Clinic will receive, process, and route the incoming
calls for emergency consultation accordingly. Initially, all
calls for specialist phone consultation shall be monitored
for internal evaluation of the system.

This system is expected to be implemented within a month.
It is expected to be accessible to all hospitals in the
SEMHPC region in the very near future.

Pers., Comm. Michael Borelli, EMS Project Director

Southeastern Minnesota Health Planning Council
1903 South Broadway
Rochester, Minnesota 55901
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E.M.S. NURSE-PIVIICISAN PTRAINIUG PROJECT

North Dakota is one of the nation's most rural states with-a physician
patient ratio of about twice the national average, but has managed to
develop an excellent prchospital cmeragency network with a high number
of £E.M.T.'s, and good cormmunication system. However, we have no full
time emercency physicians., Most of the emergency rooms are covered

by their hospital staff's with various types of rotation systemns,

so it was fclt expediant to train physicians and nurses in present

day technicues. Under a H.E.W. grant, the University of North Dakota
Medical School obtainecd cooperation with the Emergency Depariment of
Denver Genecral, so that conjointly they are training physician - nurse
teams from the various cities in the State in a two phase program.

In the first phase a team o7 doctors and nurses from Denver Genecral
come to a North Dakota city and present a four day workshop for the
doctors and nurses in that area on various aspects of emergency medicine.

Following this session, there are five doctors and five nurscs from
various hospitals who go to Denver General Emergency Room for, an on the
job exposure to these same techniques in the Emergency Room and
Ambulance Service. This is the second phase of the program.

Four such sessions will be held in the four A.H.E.C. cities of YMorth
Dakota and will train pcople from all the major hospitals of the State.
It is hoped that these trainees will then bring this knowledge both

to their arcas and act as focal persons to react to further cmergency
medicine training in their particular hospitals.

Pers.
Keith G. Foster, M.D.
The University of North Dakota
School of Medicine
Bismarck, North Dakota 58505
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USE OF THE TELEPHONE CONFERENCE IN EMERGENCY MEDICAL TRAINING

One of the most pressing problems in the rural areas is education for members of
the health team. Distance, availability of personnel, and travel and per diem
expenses are major considerations for: the rural community hospitals.

Valley View Hospital in Ada, Oklahoma has provided one solution - the use of the
telephone conference network for EMT-A instruction for both basic and refresher
training. The present network has grown from seven, originally funded under the
Regional Medical Program, to 96 hospitals state wide.

To date, more than 150 EMT's have been trained by the teleconference method in
southeast and south central Oklahoma. The only restriction in expanding instruc-
tion is the number of training kits available, the present seven having come from
HEW funding for emergency medical services. Pushing one button could make the
programs available to the remainder of the state.

Dr. David Ramsay, FACS, is in charge of all EMT-A instruction, based on the 81
kour Dunlap course. A local physician is present at each of the six or seven

sites receiving the teleconference simultaneously. Each physician is assisted
by either a Registered EMT or RN. Cooperative assistance has been provided by
the Oklahoma Trauma Research Society in testing for national or state registry.

The teleconference has also been used in conjunction with seminars to provide a
24 hour course -in emergency room nursing on a state wide basis. After 16 hours
of initial instruction by teleconference, instructional teams visited the follow-
ing population centers in Oklahoma: Bartlesville, Lawton, Enid, Oklahoma City
and Ada ta provide eight hours of seminar instruction. More than 1,000 nurses
profited from this opportunity.

In short, the teleconference method of emergency medical personnel instruction

has met with highly favorable results. It has made instruction available to
remote areas, it has reduced time for both students and instructors away from

the job; it has reduced the costs of travel and per diem; and most importantly,

it has attracted the interest and allowed the direct involvement of the physicians.

Pers., Comm. John M. White, Jr.
Billie Frank Turner
Oklahoma State Department of Health
Northeast 10th Street & Stonewall
Post Office Box 53551
Oklahoma City, Oklahoma 73105
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EMERGENCY/AMBULATORY NURSE PRACTITIONER PROGRAM

The maldistribution and scarcity of primary care physicians have
created the problem of patients with non-acute problems seeking medical
care in the readily available emergency departments as well as for

care of urgent medical problems. A program to train Emergency/Ambula-
tory Practitioners to functionwithin the system of hospital Emergency/
Ambulatory Care departments was developed. The training of Emergency/
Ambulatory Professional Nurses with additional education and clinical
experience will prepare them to make certain decisions and perform
certain functions and tasks previously undertaken only by physicians.
These include independent functions and delegated medical responsibility
under physician supervision. These objectives lead to a system in the
delivery of Emergency/Primary Care for non-urgent health needs, as well
as the acute, urgent medical problems that present to an Emergency
department.

The Emergency/Ambulatory Nurse Practitioner Program is a 30 week con-
tinuing education program to train 20 registered nurses annually. The
course is approximately 1200 hours, of which 600 hours is didactics
and laboratory and 600 hours is clinical practice and acquisition of
clinical skills. The first 15 weeks is spent at Allegheny General
Hospital, Pittsburgh, Pennsylvania, and in the second 15 weeks the
participants spend four days each week in their home hospitals under
the guidance and direction of their individual physician preceptors.
They return to Allegheny General Hospital (one day each week) for
review and reenforcement of areas needing more exposure and experience
not generally available in their home hospitals.

Twenty Emergency/Ambulatory Nurse Practitioners have graduated with

a third class now in the first semester. An evaluation plan for
measuring outcome by using specific parameters to determine on-the-

job performance has been done on the Emergency/Ambulatory Nurse Practi-~
tioner and it confirms a performance level that meets the objectives

of the program.

Pers. Allegheny General Hospital
320 East North Avenue
Pittsburgh, Pennsylvania 15212
Mildred K. Fincke, R.N.
Project Director
Emergency/Ambulatory Nurse Practitioner
Program
Administrative Director
Emergency/Ambulatory Services



1-21
EMERGENCY MEDICAL TECHNICIAN TRAINING
ARKANSAS EMERGENCY MEDICAL SERVICES SYSTEM

The Emergency Medical Technician training program for the State of Arkansas

(based on the 81 hour D.0.T. Curriculum) is coordinated by the Arkansas
Department of Health.

These EMT schools are being sponsored by approximately 27 cooperating Vo-Tech
Schools and Community Colleges: These primary training sites are responsible

for conducting and coordinating the basic EMT program within their respective
service areas, Other training sites such as hospitals, fire departments, etc.
are coordinated directly by the Department of Health.

The Department is assisting all approved training sites with Audio-Visual Aids
and other technical assistance (e.g.) instructor training workshops.

There are presently six advanced level training sites throughout the State.
These are conducted on an individual basis leading to an associate arts degree
in Emergency Medical Technology.

Certification of basic EMT's is conducted by the Department of Health as per
ACT 435, 1975, of the Arkansas Legislature., Certification of basic EMT's is
competency based and there is no certification at present for the advanced
EMT.

Jim Roughton
Gary E. Jones, Director

Pers., Ste. Arkansas Department of Health
Bureau of Emergency Health Services
4815 Vlest Markham Street
Little Rock, Arkansas 72201
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EMERGENCY MEDICAL TECHNICIAN-HOSPITAL TRAINING PROGRAM

The Emergency Medical Technician-Hospital training is designed to
(train) unemployed persons to be nurse technicians in hospital
emergency rooms. The program is funded under a contract from the
Department of Labor to the University of Pennsylvania Office of
Training and Staff Development. This pilot program of one year
has been broken into segments of training in mathematics and
language skills; clinical studies; and a combination of clinical
studies and on the job supervision.

The medical aspetts of the program have been coordinated by a
registered nurse instructor under the auspices of the Center for
the Study of the Emergency Health Services. Instruction and
practice include routine emergency department care, basic and
advanced life support; patient hatdling and patient-family
interaction. The clinical curriculum enables students to perform
most emergency room tasks (excluding administration of medications)
under the supervision of a registered nurse, as well as qualifying
them to take the EMT-H examinationi There are 15 students in the
course who will have completed 300 hours of classroom practice and
study and 20 weeks of on the job training in 6 cooperatina hospital
emergency rooms. The course completion and employment date is

May 20th, 1976.

A survey conducted in 1973 revealed a need for such a job category.
An updated survey and evaluation of job availability and placement
is anticipated in the spring of 1976. A more thorouth evaluation
and curriculum revision is planned for the summer of 1976€.

Pers., Fc./Ct. K. M. Jefferson, R.N.,B.A.
C.G. Caylen, M.D., M,P.H.
Alice Turak, B.A.
Center for the Study of
Emergency Health Studies
University of Pennsylvania
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TRAINING PROGRAM FOR EMERGENCY MEDICAL SERVICE PERSONNEL

The effectiveness of any properly designed communications system
depends entirely on the ability of those who use it. It is
therefore imperative that a training program be implemented for
the instruction of operating personnel. This training is doubly
important in the operation of an EMS network. The importance of
communications discipline during operation of the system cannot
be overemphasized. Proper procedure must be taught as to how

to initiate, carry-on, and terminate a communications sequence.
Instruction includes the use of simulators, mock-ups of actual
consoles and mobile units, connected by wire line for simulated
on-the-air practice by the trainees. This is important so that
the personnel can obtain a working knowledge of the features and
limitations of their equipment. Trainees gain confidence in
their ability to function as a part of the system. In a similar
manner, the trainees undergo instructions regarding the necessary
medical information that will be sent by radio, eliminating the
duperfluous, and making sure that vital information is sent.

At the termination of the training proaram, an evaluation of the
trainees is made to determine their ability to operate under
actual emergency situations. Information regarding the effec-
tiveness of the training is fed back to the program from
hospitals and ambulance operators observing the new personnel.
In this manner, up-to-date and relevant information will keep
the operators of the communications system efficient, resulting
in an effective Emergency Medical health care program.

Pers.,Comm. C. E. Bane, D. H. Becker
and V. E. Baxter
Electrical Engineering Dept.
Speed Scientific School
University of Louisville
Louisville, KY 40208
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ROLE OF EMS AREA COORDINATOR

Traditionally there exists in any geo-political area, a great deal of
friction between large and small hospitals; hospitals and ambulances;
ambulances and public safety agencies. As a result, services such as
EMT-A Training courses, transfer of critically i11 and injured patients,
- and simple communication systems have been difficult to develop and
incorporate into EMS systems.

The position of the EMS Hospital Coordinator can best be described as
coordinating existing services and programs to develop uniformity and
improve patient care. The coordinators are EMS-A's who reside in the
area they will serve, and are employed by East Central Michigan
Comprehensive Health Planning Council. As a result, they are knowl-
edgeable about existing services and areas needing new ones. Because
they are not employed by hospitals or other agencies in their service
area, they can approach the problems and people involved as a neutral
part, and overcome personal and political barriers. Onsite date collec-
‘tion is easier to perform accurately. They also function in coordination
and assist with instruction of EMT-A courses promoting uniformity of
courses and instruction. Education of emergency room personnel in the
use of communication equipment and established referral patterns is
another important responsibility. Provision of technical assisatnce

to agencies requesting assistance in writing grants is another method

of providing areawide coordination of communications and transportation
equipment.

We have found it useful to place these coordinators at the four medical
control point hospitals in our fourteen county area. This focuses
attention on these designated hospitals as educational and referral centers
for their three or four county areas. To date, we have had no difficulty
with this approach and find it to be an excellent method of developing

a regional EMS system.

Pers. ,Reg. ,Adm.

Patricia J. Murphy

EMS Operations Manager

East Central Michigan Comprehensive
Health Planning Council

Suite 515 - Plaza North

Saginaw, Michigan 48604
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In 1972 the Emergency Medical Technician Program was introduced at

Grand Valley State Colleges. The program was financially supported by

the Colleges and also funded in part by a Grant from the Michigan Association
of Regional Medical Programs. This Grant terminated October 31, 1974 and
the Colleges assumed the fiscal responsibility for the EMT Program.

Two levels of training are offered which include the basic and the
advanced programs. The clinical training for the EMT is provided through
the cooperation of the four local hospitals.

Using a college based program provides the EMT with the support of an
educational institution, gives college credit for the 400 plus hours
program and graduates the student with a certificate of accomplishment.

The Grand Valley State Colleges has diversified its approach to

emergency medical services by extending EMT training to industry, dentists,
nurses, dispatchers and school personnel. It has become increasingly obvious
that the first response system cannot always render life saving techniques
because of time limitations and thus additional groups have been taught
emergency medical care as it applies to the environment.

It is appropriate and perhaps should be encouraged, that college systems
become involved in the emergency medical technician programs. Aside from
the obvious advantages of college credit and accreditation, quality
control of this vital training program can be achieved.

Pers., Org. C. Mark Vasu, M.D.
1425 Michigan Street, N.E.
Grand Rapids, Michigan 49503
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STAT, AN INTENSIVE COURSE IN EMERGENCY NURSING

The great percentage of small hospitals do not have on-going inservice
training. Many of the nurses are on call for the emergency room.

With the aid of 776 funding South Dakota has established a 60 hour
course in emergency nursing to upgrade and update emergency nursing
procedures in South Dakota hospitals. The curriculum was developed

by inservice staffs of the larger hospitals to fit the situations
usually occurring. The.course is conducted in the Targer hospitals
using physician specialists as instructions. The 6% Hour course is
taught in modules allowing the nurses from smaller hospitals to attend.
The course has been partially successful, not because of lack of
acceptance but because of lack of personnel and time to "sell" the
course.

Pers.

S.D. State Dept. of Health
Franklyn T.L. Krogman
Director, EMS Program

Joe Foss Building

Pierre, Sauth Dakota 57501
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ON THE JOB TRAINING

The information herein is in regard to the "On the Job" training for EMT's
from rural communities of North Dakota, who are not exposed to a great deal
of trauma, because very little trauma exists in their communities.

In 1973, the '"On the Job" training program was suggested and offered to
volunteer and other ambulance organizations for persons who were exposed
to only a few ambulance calls per year. The results and interest of this
program have been incredible. Since its beginning, nearly 300 National
Registered EMT's and North Dakota have registered ECT's participate.

The North Dakota Emergency Medical Services Department, schedules two
people per weekend to attend. The trainees generally arrive on Friday
and stay until Sunday or later. Items covered during this period
include: (1) Organization of the ambulance service; (2) Records and
reports; (3) Communications; (4) Proper use of all ambulance equip-
ment; (5) Location of all medical centers, and best routes to follow;
(6) Local emergency driving policies; (7) Legal responsibilities
(Coroner calls); (8) The importance of total cooperation with

hospital emergency room staff, law enforcement agencies, and fire
departments; (9) Emergency procedures, including the pre-hospital
transportation and care of all kinds of victims of sickness and
trauma; (10) They respond to all emergencies with well trained per-
sonnel. Films and other training devices are implemented and they

are given information of how and where to obtain the latest life
support equipment. The trainees are provided with sleeping and eating
quarters, sheets, towels, blankets, and a recreational area, TV,

etc. Since the very beginning, the course was booked solid every
weekend. Expenses are paid by the EMS Division of North Dakota State
Health Department, and costs are very insignificant.

Pers., Cm. Pr., Ste.

P, C. Davidson

President

F.M, Ambulance, Inc.

1101 1st Avenue South
Fargo, North Dakota 58102
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EMT (AMB) TRAINING IN SOUTH DAKOTA

South Dakata's Emergency Medical Technician Training is based on the
81 Hour DOT/NHTSA course developed by the American Academy of
Orthopaedic Surgeons. It is usually conducted in modular fashion in
our state. A 22 Hour Emergency Care Course covering basic life saving
procedures is conducted in local communities. It is opened and closed
by EMS Staff personnel and coordinated and taught by local medical
professional personnel. It is the first module of the total 81 hours
and also serves as consumer education in that all citizens can attend.
The second 50 hour module is taught in the larger cities allowing the
use of a greater number of physician instructors. Nine hours of in-
hospital training follow this module. The training has been very
popular with more than 8000 citizens completing the 22 Hour Course

and nearly 1300 completing the total 81 Hours. First responders have
taken advantage of available training; the Department of Transport-
ation have many EMT's and all Highway Patrol field Troopers are
certified in the total 81 hours.

Pers.

S.D. State Dept. of Health
Franklyn T.L. Krogman
Director, EMS Program

Joe Foss Building

Pierre, South Dakota 57501
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PRE-HOSPITAL CORONARY CARE PROGRAM

In July, 1975, a committee of physicians, nurses, rescue squadsmen,
and hospital administrators met at the office of the Capital Area Com-
prehensive Health Planning Council for the purpose of planning and
implementing Richmond's first pre-hospital coronary care program.

From this initial meeting, a Pre-Hospital Coronary Care Committee was
formed under the auspices of the newly incorporated Central Virginia
EMS Cogncil (current applicant for 1203 grant for the Central Va. EMS
Region).

Several sub-committees of this larger committee were established to
develop both the Cardiac EMT course guidelines and overall guidelires
for the coronary care program. After the guidelines were developed
and the textbook was chosen, the first Cardiac Emergency Medical Tech-
nician course, involving thirty students from three Richmond area res-
cue squads, was initiated on October 2, 1975, at St. Mary's Hospital
in Richmond, Virginia.

One of the Coronary Care Committee's primary goals is to ensure that

there is complete coverage of the Richmond metropolitan area by Car-

diac EMT's. Since only three of the seven rescue squads serving the

Richmond area were represented in the first course, it was imperative
that a second course be offered to include the four remaining squads.
A problem was encountered, however, in that these four squads did not
have the funds necessary to purchase the bio-medical telemetry equip-
ment that will be used by the cardiac technicians. For this reason,

the Central Va. FMS Council, through its Coronary Care Committee, de-
cided to conduct a fund raising drive on behalf of these squads (see

abstract on Fund Raising).

Though all the necessary funds have not yet been raised, a second
Cardiac EMT class is currently in progress. This class, which in-
volves 28 students from the aforementioned squads and one commercial
ambulance agency, was started on January 21, 1976, at the Medical Col-
lege of Virginia.

As a result of the work of the Coronary Care Committee, advanced coro-
nary life support will be available to the citizens of the Richmond
metropolitan area by the end of the summer, 1976.

Pers., Cou., Fin.

Central Virginia Emergency Medical
Services Council, Inc.

Susan D. McHenry

Project Director

2015 Staples Mill Road, Suite 419

Richmond, Virginia 23230
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EMT-II PILOT PROJECT

The Sierre-Sacramento Valley EMT-II project is unique in the fact that
it is taught on-site in the rural hospitals by the Emergency Department
personnel. The trainees must be currently certified EMT-A's, actively
engaged in patient transport either as employees or as members of a
voluntary response unit. They must pass a written and a practical
examination. The exam will be subsequently administered to the
trainees on-site by the Emergency Department personnel ‘under the
supervision of a member of the Regional Committee.

A contract type agreement was made between the involved hospital and the
Region. An on-site meeting was held between the Regional Staff and the
involved facility personnel representing hospital, medical staff,
nursing staff, and representatives of the trainees.

The curricula was developed by the Regional Committee. There was also
a Program Coordinator from each of the hospitals involved. The course
consists of 4 modules, to be taught on a modular basis, with
certification of each module as it is completed.

The didactic section of the course totals 40 hours while the clinical
or practical section is approximately 80 hours for a total of 120
hours to be taught over approximately a 4 month time interval. All
field work must be under direct radio control of the Emergency
Department Physician.

The hypotheses of this program is that the rural areas can afford EMT-
Il service both in terms of time and available manpower particularly

in view of the large numbers of volunteer responders. It is hoped

that data may be obtained and confirmed that such "Short Course"
training will produce emergency responders who can do perhaps 80-90%

of the potential workload of a fully trained "paramedic" type responder.

Pers., PSA, Cons. Harold Renollet, M.D.
Medical Director
Sierra-Sacramento Valley
717 K Street, Rm. 408
Sacramento, CA 95814
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ROLE -OF EMS HOSPITAL COORDINATOR

Some of my first priorities as the EMS Hospital Coordinator can best be
described as coordination of effort, and bringing uniformity of service

and patient care to the area. My area of responsibility encompasses three
counties in Upper, Michigan. There are eight hospitals and twenty
ambulance services. Huron Memorial has been given a general categorization
rating and has been designated as our medical control point.

Many animosities have developed over the years between hospitals and staff.
The cooperative efforts of these institutions were almost nil. I felt

my first effort should be to heal these misunderstandings so that they
could work together. I personally met with all the hospital administrators
and ambulance operators. I found that many of the problems stem from a
lack of communication between them, and defensiveness on the part of the
smaller institutions relative to the feeling that the larger institutions
meant to close them. We have now begun to dispel this feeling and to work
towards improving patient care. I have also begun to bring uniformity into
our EMT program for our ambulance personnel.

A communication system will soon be completed in this area, enabling all
hospitals and ambulances to be in direct communication with each other.
Referral patterns are being established for seven critical care areas.

At the present time, we have referral patterns in use for neonatal, burn,
and head and spinal cord injuries.

Ongoing education for physicians has been established in our area. Of
fifty-two physicians in the three counties, over thirty-five of them have
enrolled in these programs. Education of both consumer and provider is
the key to a viable, working EMS system.

Pers., Comm., Adm.

Michael Gage

EMS Hospital Coordinator

East Central Michigan Comprehensive
Health Planning Council

Saginaw, Michigan
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Trauma Training Materials Development Program

The University of Washington Department of Surgery and Health Sciences
Learning Resources Center have initiated a three-year project in trauma
training. Since one of the realities of physician training in emergency
care routines and trauma procedures is the inability to predict and plan
for the occurrence of any given trauma or event, investigators are seeking
to augment the random experiences of students and residents. Their goal
is to develop a highly organized and effective educational program which
utilizes the vast resources of a major Emergency Trauma Center (at
Harborview Medical Center, Seattle) and a number of multi-media instruc-
tional materials.

After surveying the needs for material as perceived by students and resi-
dents, a videotape monitoring system was installed and a thorough search
for available instructional materials was conducted. Relevant programs
were evaluated by project staff. Appropriate materials have been purchased
for placement in a newly created study carrel within the trauma center, and
faculty members have agreed to author programs in the several remaining
areas. Realistic representations of actual trauma victims filmed in the
Emergency Trauma Center are being emphasized in the productions.

Three formats are being utilized: slide/tape for background information,"
videocassette for skill and technique films, and CAI programs for patient
management and decision-making. The coupling of computer problems with
videotape sequences or slides will provide more realistic simulations and
give the student instantaneous visual and auditory feedback on his
decisions. Plans are currently being formulated for final implementation
and evaluation.

Duane S. Bietz, M. D.

Health Sciences Learning Resources
Center

T-252 Health Sciences

University of Washington

Seattle, Washington 98195

"Pers., CC, Spec.
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THE CONCEPTION AND DEVELOPMENT OF A COMMUNITY INITIATED EMS

A community of 90,000 located in a 150 square mile area of North Harris
County, Texas needed responsive and adequately staffed EMS. The
administration of the local hospital agreed to endorse a three month
trial program where EMS would be provided on weekends free of charge

by the Harris County Emergency Corps. (HCEC). The HCEC is a well
established, independent Houston-based, volunteer EMT group, supported
by contributions. The HCEC program was favorably evaluated by

hospital officials, staff and local residents. In May 1975, the
Hospital, HCEC and interested residents brought together representatives
of the 35 local subdivisions to discuss community EMS problems and needs.
The representatives voted to incorporate to form the Cypress Creek
Emergency Medical Association (CCEMSA), a nonprofit community EMS.

CCEMSA goals were established: to deliver first class EMS, comparable
to the City of Houston in response time, equipment and services. These
goals required HCEC services, with community assistance and participation.
A local fund raising drive with a goal of $106,000 was established to
secure full-time HCEC services, develop an operational base and commu-
nications network, purchase a fully equipped modulance, and provide
courses in advanced first aid for residents. As of February 1976,
$100,000 had been raised; two ambulance bases were operating; a
modulance was purchased; and with HCEC ambulances and personnel, 24-
hour services were being provided. The courses organized by CCEMSA

and taught by the American Red Cross/State of Texas certified HCEC

EMT's has graduated 80 area residents. These individuals comprise
"First-Out" terms, providing immediate care to victims while an am-
bulance is en route. First-outers assist HCEC EMT's on ambulance runs
and attend monthly lectures arranged by the HCEC and the local hospital.
The CCEMSA sought University of Texas Medical School at Houston
cooperation in advancing the EMS program to include the use of paramedics,
University house staff, and educational capabilities.

Lynn J. Zimmerman, M.P.H.
Pers., Fin., PSA Michael H. Smolensky

John C. Bartlett

The University of Texas Health

Science Center at Houston

Medical School

6400 VWest Cullen Street

Houston, Texas 77025
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TELEMETRY PROJECT

A telemetry project is now in process in Rhode Island with the

cities and towns of Barrington, Cranston, East Providence, Prov-
idence, West Warwick and Warwick participating along with Rhode Island
Hospital and Kent County Memorial Hospital. A total of selected
seventy-seven emergency medical technicians were trained as

Advanced EMT's.

An evaluation is being made to determine any weakness in the

system and to find preliminary results. Recommendations based
upon this evaluation will be made for this modification or
possible extension of the system. As of now, all other Rhode
Island communities have been requested to refrain from inde-
pendent implementation of telemetry capabilities and to comn-
centrate upon assuring that all first responders, and as many

of the general public as possible, are fully qualified in the
proper administration of cardiopulmonary resuscitation and

other basic life support techniques. It is felt that these

skills should always take priority over the purchase of equip-

ment and the implementation of a system that has not been fully
proven. The mechanical and procedure difficulties experienced

in the telemetry project so far have served to make many of the
agencies involved in the EMS system sensitive to the need to place
equipment and program needs within a framework of specific objectives
and expectations.

An additional training program for fifty-two emergency medical
technicians to be trained as Advanced EMT's is in preparation

to commence in the month of April 76. There will be slight vari-
ances in the course cirriculium from the previous course.

A refresher course is in the process of development for the
Advanced EMT's previously certified.

This training project is subcontracted to the Rhode Island
Junior College and the tuition cost is paid by the Department
of Health to those engaged in emergency medical services in
the designated cities and towns.

Pers., Comm. Robert F. McDonald, Coordinator
Emergency Medical Services
Rhode Island Department of Health
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PREHOSPITAL COORDINATION

Prehospital coordination involves all emergency medical service activity prior
to the emergency room. Areas that are dealt with on a consistent basis with

the prehospital coordinator and the subregional area coordinators are communi-
cations, transportation, and prehospital training. Communication control points
have been established at each subregion. There is one hospital designated at
each subregion for communication control for medical referral information. Each

medical control point hospital must be equipped with the frequencies 155.280 and
155.340.

Communication seminars are given to all personnel involved with the use of
communication equipment. Transportation service areas are well defined, and
central dispatch is performed by the Sheriff's Department on a countywide basis.
Pertjnent areas of activity and emphasis in transportation are the development
of additional mutual aid agreements, prioritizing vehicle "need" requirements,
ambulance response survey, guidelines for air transportation, and a mutual &id
agreement between the U.S. Coast Guard and Sheriff's Departments in the Thumb
Areas.

EMT-A courses, EMT-A reéfresher courses, CPR courses, and First Aid courses for
consumers have been ongoing and/or developing'throughout East Central Michigan.
There are six EMT-A courses in East Central Michigan, which are based at hos-
pitals, colleges, and county facilities. Board adopted EMT criteria are used

for course review and comment by the EMS Committee. Special areas of emphasis
‘unique to East Central Michigan are water rescue techniques, psychological inter-
vention (6 hours minimum), refresher course requirement, $25 or less tuition fee
recommendation, and instructor qualification standards.

Pers., Comm. Karen J. ltleidner, Health Educator
East Central Michigan Comprehensive
Health Planning Council
Saginaw, Michigan
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IMPACT OF MEDICAL TRAINING ON AMBULANCE DISPATCHING

This study was designed to determine if ambulance dispatch could be

more appropriately and safely accomplished with operators highly trained

in medical matters screening the calls. Sixty-three calls for assistance
were recorded during a 2 month period. The recordings of the calls

were presented to three physicians who were asked to indicate

independently on each, the degree of urgency. A designation of the

calls as emergent (response in 6 min.), urgent (15 min.) or nonurgent

(60 min.) was recorded. Subsequently, hospital records were reviewed

by an additional two physicians for degree of urgency, level of severity
of morbidity and diagnosis. The cases divided into four main categories:
automobile accidents, chest pain, sudden unconsciousness and miscellaneous.
For the 18 automobile accidents, the dispatchers called 11 emeraent 5
urgent and 2 nonurgent. The physicians unanimously considered 9 emergent
and every case was considered emergent by at least one physician. However,
in the 18 cases there was no serious morbidity, and no patient was admitted
into the hospital. In the category "unconscious" there were 13 patients.
Dispatchers called 7 emergent, one physician called 8 emeraent and the
remaining two physicians called all 13 emergent. There were 7 patients
with significant morbidity or mortality in the group. For patients with
chest pain, the dispatcher designated 6 of the 9 as emergent, 2 as urgent
and one as nonurgent. The physicians considered 6 as emergent. Three of
the 9 patients were having cardiac pain. In the miscellaneous group, there
were 23 cases of which 21 were designated emergent or urgent by dispatchers
and physicians alike. Included in the "emeraent" group were patients with
diagnoses including constipation, chronic weight loss, hip fractures and
viral gastrointestinal syndromes. Physicians, 1ike untrained dispatchers,
categorized most cases as emergent in spite of the fact that only a very
small proportion of patients receiving emergent care had significant
morbidity. Physicians therefore were unable to separate severaly i11 or
injured from other patients significantly better than did the dispatchers.

Pers.,Trsp.,Comm. Thomas R. Griggs, M.D., et al

Division of Cardiology
School of Medicine
Member of UA/EMS

Office of Emergency Medical
Services

P. 0. Box 12200

Raleigh, N. D. 27605
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SELF INSTRUCTION/TUTUORIAL EMT PROGRAM

Prior to April 1974, adequately trained emergency medical technicians in
geographically remote areas of North Carolina were almost non-existent.
Since that time, one basic Mobile Emergency Medical Technician (MEMT)
Training Program has been providing training opportunities for ambulance
personnel in several remote areas of the state on an experimental basis.

The first step was to conduct a task analysis. Behavioral objectives
consistent with these identified outcomes were written. Criterion-
referenced test items were developed. The fourth step was to select
already available media such as (a) a textbook, (b) 16 M.M. films, and
(c) a 35 M.M. slide series. The instructional strategy to accomplish
desired learnings was determined and presented in the form of Learnina
Activity Modules.

One hundred sixty eight students completed the MEMT course and took the
OEMS Certification Exam. A1l passed the OEMS psychomotor exam. One
hundred sixty five passed the OEMS cognitive exam for a 98.1 percent
success. A mean score of 90.88 was achieved by students taking the OEMS
cognitive exam, with a standard deviation of 7.53. Emeraency medical
technician (EMT) skills have traditionally been taught to students in a
lecture/discussion setting and the length of the conventional classroom
has been 71 hours. The mean number of classroom hours that it took
students to achieve EMT skills in the individualized MEMT program was 32.2
hours. The protest, mean score of 45.89 showed that the students did have
some knowledge of EMS skills.

Pers.,Trsp.,Ste. Chris A. Gentile
Assistant Chief-Education
North Carolina Emergency
Medical Services
P. 0. Box 12200
Raleith, N. D. 27605
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TRAINING PROCRAMS FOR EMS MANPOWER AND IN RELATION.TO FEDERAL FUNDING

Training of EMS personnel and related Federal funding is in a tenuous
state. Accordingly, it is indeed difficult to speak in any specific
terms to issues as standards, costs, credentialing, and the quality of
training and services provided. Equally true is the nonavailability
of earmarked funds for EMS training during the current fiscal year.

In recognition of these many unknowns, I view the charge, then, to
present the selected Federal resources which can be brought to bear

to assist in maintaining a resource pool of trained personnel.

With the enactment of the Emergency Medical Services Systems Act of
1973, comprehensive authority for suppert of total EMS systems became
available. This Act mandates 15 systems requirements with manpower
and training being two of these. The EMSS Act amended Title VII of
the PHS Act to emphasize training in emergency medicine (Section 776).
This was assigned to the Health Resources Administration, Bureau of
Health Manpower, which is responsible for administering other sections
of Titles VII and VIII.

Over $6 million was funded, and 78 grants and contracts were awarded
to help support training for approximately 36,500 emergency health
service personnel. In fiscal year 1975, although specific authority
was not continued, the Bureau of Health Manpower did provide funds

for training in the field of EMS under other sections of Title VII,
and a total of 48 grants and contracts were awarded (Sections 772-774).

In summary, a great deal has been accomplished to improve the aware-
ness and the delivery of emergency medical services personnel.

Pers. George R. Halter, Ed.D.

Curriculum Specialist, Graduate
Medical Education

Professional Education and
Development Branch

Division of Medicine

Bureau of Health Manpower

Health Resources Administration

NIH Bldg. 31, Room 3B-62

Bethesda, MD 20014
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THE PHARMACIST: AN ESSENTIAL COMPONENT OF EMS

Since the use of therapeutic agents is clearly indicated
in many emergency situations, policies must be developed for the
selection, use, control, and distribution of such agents. Because
of the training and knowledge of drugs, the pharmacists play an
essential role in the planning and provision of emegency medical
services.

A description is provided of the experiences in the Emergency
Medical Services Demonstration Project (Region II1I) which led to
the development of the use of an emergency drug kit by emergency
medical technicians in the field. After regulations enabling
advanced EMT's to administer drugs under prescribed conditions,

a pharmacist was -appointed to the EMS Advisory Board. While the
State Department of Public Health Regulations permit the advanced
EMT to administer drugs, the State Board of Pharmacy regulations
control distribution of drugs. Therefore, the pharmacist was
initially concerned with developing mechanisms whereby drugs could
be available for use in emergency medical situations. After such
procedures were approved, pharmacists worked in conjunction with
EMS physicians to select specific drug agents and optimal packaging
sizes. Information is provided explaining initial issue and re-
supply of drug kits.

Overall control is discussed emphasizing functions of the
hospital Pharmacy and Therapeutics Committee and purpose of site
visits by the pharmacists. The importance of standardization of
drug kits is stressed.

Pers., Leg. Vance L. Alexander

Associate Director

Department of Pharmacy
University of Alabama Hospital
619 South 19th Street
Birmingham, Alabama 35233
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I.E.C., EMERGENCY MEDICAL CARE TRAINING CENTER

The purpose of this project is the establishment of a perman-
ent center for the training of Emergency Medical Technicilans.
The Institute of Emergency Care, Inc. has been involved in
training EMT's since its' founding in 1971, However, its'
courses have been at other institutions utilizing borrowed
equipment, That method of operation proved inadequate.

Our approach to the problem was to first locate a suitable
bullding which we renovated to fit the specialized needs of
our program, A problem in this area was that we required a
facility large enough to allow 40-50 students to participate
in lecture and practical work with little disruption. We also
required an access to the area for vehicles used in extricat-
ion practice. The building we acquired was a former firehouse
on the grounds of the Veterens Administration Hospital in St.
Albans, New York City. We converted the garage into a class-
rocm and the guarters into an office and student lounge., The
conversion and renovation was primarily a voluntary effort by
Institute staff members. After this was completed the only
remaining problem was the evaluation and purchase of audio-
visval training alds. That task has proven to be a continuing
effort due to the constant redesigning of equipment and intro-
duction of new designs,

To date we have completed one basic EMT course and two refres-
her programs in the new center. By June ( the completton of
the first year of the project) we will have completed 2 more
basic EMT courses, Currently we have prepared a project
proposal to do research on the effectiveness of this training
on the eventual performance of the EMT on the job,

Pers.

Institute of Emergency Care, Inc,
V. James Cagglano

Director of Education

Box 286

Brentwood, N.Y. 11717

Kathryn A. Caggiano
Frederick J. Buncke, MD
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Paramedic Ambulance Service

The Beekman Downtown Hospital of New York City operates a paramedic
ambulance as part of its pre-hospital emergency care program. This unit
articulates with the EMS system of the City of New i’ork and compliments
the hospital's conventional ambulance service. Protocols have been
established which enable the paramedics to respond to high priority calls
in concert with the City's ambulance service of which Beekman is part.
This provides a high degree of flexibility in the responses to calls.
If not needed, the paramedic ambulance can be reassigned to work in
tandem with another unit or on its own. This approach points the way
to an urban formula for the use of paramedic ambulances equipped with
biolectronic telemetry heretofore untested in a vertically oriented
densely populated urban environment of over half a million working

adults in Lower Manhattan.

Data gathered over the first eight months of operation relating
to logistics, deployment, response time, types of calls, treatment
outcome and other factors have revealed patterns which merit further

study.

Pers., Trsp., Urb. Emil F. Pascarelli, M.D.
Chief of Ambulatory Care
Beekman Downtown Hospital
170 William Street
New York, New York 10038
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PROJECT FOR EMS SYSTEM ADMINISTRATION EDUCATION

The Association of University Programs in Health Administration (AUPHA),
a consortium of 74 university programs, is currently developing curricu-
lum for EMS System Administration. Goals of the educational program,
vwhich is primarilly aimed at the continuing education of local EMS admini-
strators (eg. ED ard field rescue. , EMS planner) include: (1) to establish
an understanding of current trends in EMS including its relationship
to the broader health delivery system, (2) to sharpen management and
planning skills, and (3) to facilitate interaction and cooperation among
individuals and agencies involved in establishing EMS systems (eg. EMS
Councils) . '

The project is funded by the Bureau of Health Manpower, DHEW (contract #
231-75-0602) and is carried out with the assistance of a national Advisory
Camittee with expertise in EMS administration and education.

AUPHA will field test its curriculum in the fall and winter of 1976. An
initial pilot educational program has been successfully campleted under
the cosponsorship of Florida International University in Miami.

EMS agencies interested in offering this educational program in their
region should contact:

Pers., Adm. Barry A. Cooper
Associate Director
AUPHA
1755 Massachusetts Ave, NW
Suite 312
Washington, D.C. 20036
phone: (202) 462-4547
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EMT TRAINING - UNIVERSITY OF ALABAMA IN BIRMINGHAM

The Regional Technical Institute, School of Community and
Allied Health Resources, Univeristy of Alabama in Birmingham offers
four levels for Emergency Medical Technicians, and one area for
Allied Health Specialists. Instruction is provided by a staff of
E.M.T.'s, R.N.'s, M.D.'s, and educational specialists.

The four levels for E.M.T.'s provide a curriculum where
students can track into separate standing modules that offer licen-
sure after each area, or a continuous training until the Associate
Degree in Emergency Medical Technology is obtained.

Allied Health Science 100, Emergency Medical Procedures for
Allied Health Sepcialists, is designed to provide allied health
specialists with lifesaving techniques that can be accomplished
without specialized equipment. This is a true core curriculum
course in which students in P.T., 0.T., X-Ray, Med. Lab., etc.,
are taught by E.M.T. instructors.

Pers. Alan R. Dimick, M.D.
Associate Professor of Surgery
David Markem, EMT
Department of Surgery
UAB, University Station
Birmingham, Alabama 35294
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SKYSCRAPER SURVIVAL PROJECT: NEW YORK CITY

Determined to coordinate the city's fragmented, politicized emergency
medical services into a unified, effective health care delivery system,
the Council acted to improve each element in the continuum of care so
as to strengthen the whole.

As catalyst and coordinator in a metropolitan mix of high-rise office
and residential structures, and sprawling suburban-like boroughs, the
main task was to develop a "first responder" capability to provide
life support before the ambulance arrives.

With New York the headquarters city for 20%Z of the nation's top cor-
porations,employing more than half a million people, the Courcil or-
ganized complete building-wide emergency medical service systems on
the model of proven fire-warden systems. Corporate executive, secre-
tarial and security personnel are trained on-site in 2l1-hour life-
support and CPR programs. Access to medical ambulatory personmel and
extrication are part of the program. Occupational physicians and
industrial nurses are also receiving specially designed programs.

With only municipal ambulances responding to a 911 call, the Council
is designing a one-tier system to include all ambulance services and
will offer advanced EMT training to personnel in all segments.

The Council is the first in the nation to sponsor implementation of
the EDNA Core Curriculum for ED nurses. A completed pilot project in
management of multiple trauma for 35 participants, will be followed
by the full curriculum for 500 ED nurses.

Despite serious cuts in Police Department manpower and training due
to fiscal crisis, the Council is engaged in a series of negotiations
to re-emphasize EMS needs of front-line rescue personnel.

The Council's visibility through print and electronic media has meant
coverage of EMS problems and needs unprecedented in New York.

Pers.,Urb.

WALTER F. PIZZI, M.D., Chairman

The Regional Emergency Medical Serwvices
Council of New York City

40 West 57 Street

New York, N.Y. 10019
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RURAL EMS TRAINING

The training of Rural EMS personnel presents unique problems which must
be considered in achieving consistently high quality of personnel. The
most important objective is to maintain the quality of the Program and
the graduates. Poorly trained EMS personnel are dangerous. In order to
provide the necessary quantity of trained EMS personnel, a program must:

Provide Easy Availability of Training.

Train Instructors for Support.

Determine Priority of Students in the Classes.

Have Available Sufficient Equipment to Effectively Teach.

PwWnN —
e o o

Types of Training Programs

"Crash" Course 3 Days

"Spaced" - Course 2 times Per Week

"Modular" Course Total Course Divided into
Complete Topic Seaments.

w N —

Location of Training

Community - 1,000 - 3,000 population

Regional - Health Facility and
Community College

Central - Major Medical Complex Associated
with a Medical and Nursing School

Professional curriculum development.

Central coordinating and approving authority.

Central Instructors training.

Central Testing Coordination.

Regional Training Centers - Backbone for Multiple levels
of Training.

Community Instruction by Regional Trainers.

Isolated Community Instructors.

Limited Central Instructors for "Trouble Spots".
Physician Supervision -- A1l Levels.

WOWONO VB WN —

Pers., Rur.

Frank L. Mitchell, M.D., F.A.C.S.
Professor of Surgery

Director, Emergency Medical Services
M 580 University Medical Center
Columbia, Missouri 65201
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Emergency Medical Training System (EMTS):
A Model for Urban Centers

The EMTS consists of four (4) elements: 1. A joint Associate degree (New
Jersey Medical School and Essex County Community College) for "Advanced
Emergency Medical Technician". 2. Advanced didactic courses for EMT in
the five pilot designaged areas. 3. Nurse Trauma Course (150 hours), and
4, A physician's Emergency Medical Course.

Each is developed around the team concept in emergency care. Evaluation
is essential and draws attention to: a) program direction, b) program
objectives, c) program components, and d) uniform curriculum.

Pers., Urb.

W. Harmon, MA, et. al.

College of Medicine and Dentistry
of New Jersey

100 Bergen Street

Newark, New Jersey 07103
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A Core Curriculum for Continuing Education in Emergency Care

A core curriculum for continuing education in emergency care is now
available to adapt to your needs, your designs, your capabilities, through
a grant made possible by the Nebraska Regional Medical Program. This 75
page curriculum outlines basic information that should be incorporated
when dealing with the wide variety of topics pertaining to emergency care.
It is ideal to use in preparation of work-shops, emergency courses, or as
an individual study quide.

It deals with General Information (charting, legal aspects, history taking,
etc.), Respiratory and Cardiac Emergencies, Trauma, Medical Emergencies,
and Special Categories (Burns, Pediatric, OB, and Psychiatric Emergencies).

Pers.

Bryan Memorial Hospital
c¢/o C. P. Laboratory
4848 Sumner Street
Lincoln, Nebraska 68506
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A BRIEF OUTLINE OF THE USE OF A DOG
LABORATORY IN A RURAL AREA FOR TRAINING

The following are a list of the uses of a doa laboratory in a rural
area for week-end training sessions without intending to do basic
research:

1. Training of hospital and ambulance personnel to do intubations.

2. Training of all para-medical and medical personnel in the crico-
thyroid stab procedure.

3. Utilization of the same animal while under anesthesia for training
of surgeons in new techniques, such as a pariental cell vagotomy
and for H graft shunts with pressure measurements.

4, Training of hospital, parp-medical and surgical personnel in the
use of the Gotts shunt tubing for emergency bypass procedures.

5. The training of medical personnel in the insertion and use of the
Swan-Ganz catheter.

6. The use of the Swan-Ganz catheter in measuring cartiac outputs.

7. The training of hospital and medical personnel in the use of the
balloon tipped Sqan-Ganz pace maker.

8. The training of nursing and medical personnel in the use of the
bypass balloon catheter procedure in the vena cava for liver trauma.

9. The training of hospital and medical personnel in the use of Dopler
monitoring of peripheral vascular circulation.

10. The training of hospital personnel in the monitoring of a patient
through resuscitation with open chest massage measuring cardiac
output, and demonstrating the advantages of cross-clamping the
aorta.

11. The use of muscle surface PH meter in evaluation of changes in
the metabolic state of the animal, and also in determining
changes secondary to arterial obstruction controlled (and partial)
and evaluation of the modality for use in monitorina of blood
flow during and post-operatively in an extremity.

12. The training of OR personnel and ICU nurses in the use of and
monitoring of pace makers, both epicardial and endocardial.

13. The training of EMT's and nursing personnel in Cardiac resuscitation.

Pers. Roger C. Murray, M.D.

Department of Surgery

Family Physicians, Inc. of Indiana
P.0. Box 547

Kendallville, Indiana 46755
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EMERGENCY PHYSICIAN TRAINING IN HAWAII

Hawaii Medical Association (HMA) - Emergency Medical Services (EMS)
Program has conducted semi-annual Hawaii Emergency Physicians Seminars
(HEPS) for physicians staffing Emergency Rooms in Hawaii due to a lack

of emergency medicine residencies and other emergency medicine continuing
education programs in Hawaii. A typical 2 day session has included:

Fourth HEPS (1/26/75 - 1/27/75) With Lab Sessions (1/28/75 - 1/29/75

Hawaii MICT's Experience, Ankle Injuries, Head/Neck/Facial X-Rays,
Interesting ER Cases, Pediatric Respiratory Emeraencies, Low BRack Pain,
Eye Emergencies, with Laboratory sessions in 7-Plasty/Suturing, Ankle
Taping, Peritoneal Lavage, Endotracheal Intubation, Tracheotomy, Twist
Drill, Chest Tube Insertion, Fiberoptic Bronchoscopy, Swan-Ganz
Catheterization, and Transvenoue Pacing.

Sixth HEPS (11/17/75) - 11/20/75) *

ER Cases, Endocrine Emergencies, Legal Medicine, Dematoloaic Emergencies,
Pediatrics Meningitis, Chest X-Rays, Medication Adverse Reactions, Heart
Blocks, Brain Death/Transplants, Pericardiocentesis/Thoracotomy, Peadiatric
Acute Abdomen, Facial Fractures.

The average seminar physician attendance is 35 (95% from Oahu), with
hour/hour CME credits (ACEP, AAFP, AND AMA) and topic references
provided. Seminar conduction on neighbor islands is needed.

Pers., Ste.

J. K. Sims, M.D.

Training Coordinator

Hawaii Medical Association -
Emergency Medical Services Program
1301 Punchbowl Street

Honolulu, Hawaii 96713
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OCEAN LIFEGUARD EMERGENCY MEDICAL CARE TRAINING IN HONOLULU

The ocean lifeguard is the primary medically-trained person in the

immediate vicinity of aquatic recreation facilities, with a first-responder
precinct consisting of the beach, the water, near-by docks, beach parking
lots, beach dressing rooms, and beach access roads. Recreationists' pre-
existing medical problems or acute emergencies cause a lifequard's emergency
medical care responsibility to include: near-drowning, divina emergencies,
marine organism stings/trauma, burns, automobile accident injuries (includ-
ing pedestrian), motorboat induced trauma, board/body surfing trauma,
epilepsy, diabetic ketoacidosis, insulin shock, strokes, heart attacks,

eye emergencies, fractures, lacerations, behavioral disorders, drug

overdose, airway obstruction, emergency childbirth, cardiopulmonary arrest,
et. al.

A11 of the above disorders (exceptina childbirth) have been seen in
Oahu's lifeguard precincts, so HMA-EMS designated a 40-hour Lifeauard
Emergency Medical Care course.

The 80 full-time Oahu lifeguards have been trained, with integration

of the EMSS concept, 911, EMT/MICT ambulance backup, MAST (beach pickup
capable), helicopter direct water extrication, improved medical kits,

and improved report forms. Part-time lifequard training and effectiveness
statistics are pending.

Pers., Urb.

J. K. Sims, M. D.

Training Coordinator :

Hawaii Medical Association -
Emergency Medical Services Program
1301 Punchbowl Street

Honolulu, Hawaii 96713
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Training of emergency medical technicians in advanced life support skills
has evolved in this country as a largely disparated and uncoordinated
venture--reflecting local needs, predilections and resources. Up to this
time, standardization of skill and knowledge objectives, achieved at the
EMS-basic level through the National Registry, has not been accomplished
for the advanced level emergency medical technician (paramedic). The
development of a federally endorsed, model curriculum is seen as a first
step toward such standardization.

In July, 1975, the University of Pittsburgh was awarded a contract from
the United States Department of Transportation to develop a model curriculum
for the training of paramedics, based upon:

(1) a review of USDOT interim materials;

(2) a review of curricula currently employed in major U.S. EMS systems;
and

(3) the recommendations of the National Academy of Sciences/National
Research Council Task Force on Emergency Medical Technicians.

The contractors also sought the input of a variety of national EMS experts,
ten of whom were appointed to an Advisory Committee to review materials in
preparation.

The curriculum, completed in April, 1976, is structured into self-contained
modules, permitting scheduling flexibility and definition of intermediate
levels of training. Successful completion of the course is defined in
terms of competencies rather than hours. The curriculum consists of three
components:

(1) A Course Guide, providing information required by those adminis-
tering the curriculum;

(2) Instructor Lesson Plans, providing instructional and evaluation
materials for each of the instructional units;

(3) A Student Study Guide, providing a reference textbook for the student.

These curricular materials will be available through regional offices of the
National Highway Traffic Safety Administration.

Pers, Fed. $ Nancy L. Caroline, M.D,
University of Pittsburgh
Pittsburgh, Pa.
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THE UNIVERSITY HOSPITAL EMERGENCY DEPARTMENT
AND SUBURBAN AMBULANCE SERVICES

The University of Colorado Medical Center Hospital relates both to the
City and County of Denver and several surrounding independent suburban
townships. A city-funded and controlled ambulance service has been run
from the city hospital for several years. The rescue units of surrounding
townships have been loosely organized and lacking in crisp medical
direction. An 81-hour EMT course sponsored by the University hospital's
Emergency Department serves as a starting point from which surrounding
suburban rescue units could be organized.

During the EMT course, close relationships were developed between
Emergency Department staff members and members of suburban rescue units.
Following the course, members of the Emergency Department staff pursued
this relationship by becoming medical advisors to the suburban units,

and met with the squads regularly at bi-weekly intervals. Skills beyond
those taught in the 81-hour course, were taught at these sessions.
Attendance at these continuing education sessions by rescue unit personnel
was high. Pre-hospital emergency care in the suburban areas improved.

Pers., Md.C.

Robert Peter Mogielnicki, M.D., Assistant Professor
of Medicine and Director, Department of Emergency
Medicine, Colorado General Hospital, Denver, CO 80220

James Chandler, M.D., Assistant Professor of Medicine
and Assistant Director, Department of Emergency
Medicine, Colorado General Hospital, Denver, CO 80220
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E.M.T. AND THE FIRE FIGHTER

It is necessary, in a consideration of the subject of emergency
medical services, to look carefully at the impact upon fire fighters
who may be called upon to provide this service.

It is generally felt that fire fighters are the logical indi-
viduals to provide emergency medical services. There are several
reasons for this feeling, among them the fact that fire fighters are
men who have an unusual interest in helping other people. The nature
of their work calls for a selfless dedication to other people. Indeed,
this selflessness results in the highest rate of deaths in line of duty
of any workers in the country.

There are many fire departments today in which emergency
medical services are included, but there are certain drawbacks for
the fire fighters, in considering whether such services ought to be
added to those already borne by the fire departments. Among these
aspects of such additional responsibility there should be a careful
consideration of whether the assumption of emergency medical service
will be undertaken without addition of new personnel in the department.
This is a real concern of fire fighters because, in so many cities
today, fire equipment is already grossly undermanned. This results
in fire equipment being dispatched with two or more fire fighters
short and thus increases the dangers to themselves as well as to the
public which they serve.

Pers., Org.
Roswell L. Atwood, Ph.D,
Director of Education
International Association
of Fire Fighters
1750 New York Avenue, N. W,
Washington, D, C. 20006



UTAH EMERGENCY MEDICAL TECHNICIAN TRAINING

The high standard and state wide consistency of performance displayed
by the Utah Certified Emergency Medical Technician, is the direct
result of legislative action placing their training under state con-
trol, Utah has established a state wide instructor training and
certification program, which is directed from the state level, Utah
requires all state certified EMI's to be registered with the National
Registry of Emergency Medical Technicians. While supportive of the
National Registry the training and skill requirements spelled out for
Utah certification exceeds the standards established by the National
Registry. The acceptance of National Registry standards by the state
is beneficial in that it offers the EMT mobility and recognition in
other states. At the same time it gives the state of Utah broad
control standards against which training quality can be monitored,

Training ‘is made available to all areas of the state through two
training concepts: (1) outreach courses conducted by the state in the
rural areas and (2) institutional courses conducted through the urban
colleges., To assure a continuous high quality emergency medical
technician training effort the state of Utah signs a letter of agree-
ment with institutions of higher learning spelling out the standards
which must be met for Utah certification., The state of Utah has
established recertification standards in accordance with the National
Registry's guidelines which require constant participation in in-ser-
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vice training programs that the state provides, The refresher training

courses broadcast over public television and a professional training
staff working with local communities in developing workshop and sem-
inar materials advances the emergency treatment of the sick and
injured.

To meet the needs of the vast rural areas of Utah, the state legisla-
ture has authorized the training of select emergency medical techni-
cians in intravenous transfusion. Training in this advanced module
assists the EMT in treating shock and maintaining avenues that can be
used for more advanced treatment by the physician, Certification and
de-certification of emergency medical technicians is accomplished by
legislative action through the Utah State Board of Health with joint
approval of the Utah State Medical Association,

Pers. Ste.
Utah State Division of Health

Bureau of Local Health Services
EMT Training Program

James L., Hendrickson, Coordinator
44 Medical Drive

Salt Lake City, Utah 84113
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UTAH MICU PARAMEDIC PROGRAM

The paramedic program in Utah has it's roots in the strong legislative
directives of the "Utah Mobil Paramedic Act" and in Regulations and
Standards passed by the State Board of Health., The Regulations and
Standards requires the establishment of an advisory committee that is
intimately related to the overall paramedic system and provides con-
sumer input as well as provider and administrative direction,

One unique aspect of the paramedic system is the selection process
where, in addition to the college entrance exams in academic fields,
prospective trainees must pass a skills oriented physical agility test
to determine how quickly a person can recover from physical exertion and
be fully able to perform life saving activities,

Utah has decided to have all paramedic training done in an academic
setting at Weber State College and beginning with fiscal year 1977,

an associate degree will be awarded to personnel successfully completing
the training. The college, under contractual arrangement, certifies

to the State Division of Health that upon completion of the training
period the paramedic has demonstrated the ability to perform patient
assessment and evaluation, esophogeal intubation, intravenous infusion,
and a full range of pre-hospital cardiac care including drug interven-
tion and definitive treatment of trauma victims,

An extensive inservice program exists under local jurisdiction and a
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