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EMERGENCY MEDICAL SERVICES SYSTEMS
AMENDMENTS OF 1979

WEDNESDAY, FEBRUARY 28, 1979

U.S. SENATE,
SuBCOMMITTEE ON HEALTH AND SCIENTIFIC RESEARCH,
oF THE COMMITTEE ON LABOR AND HUMAN RESOURCES,
Washington, D.C.

The subcommittee met, pursuant to notice, at 9:12 a.m., in room
4232, Dirksen Senate Office Building, Senator Alan Cranston, pre-
siding pro tempore.

Present: Senators Kennedy, Cranston, and Schweiker.

OPENING STATEMENT OF SENATOR CRANSTON

Senator CraNnsTON. This morning we are once again holding
hearings on the extenstion of the authorities in title XII of the
Public Health Service Act—emergency medical services systems—
and section 789 of that act—training in emergency medical serv-
ices.

We will be discussing the achievements under the four major
programs involved. Those four programs are the development of
comprehensive emergency medical services systems; research in
emergency medical services; training of personnel in emergency
medical services; and special programs related to burn injuries.

The achievements in these four areas are impressive. Of the 304
designated emergency medical services regions in the United
States, all but 22 have received support under this legislation. With
the awards made in fiscal year 1978, 29 of these regions will have
completed the five-grant cycle authorized by the legislation and
will be capable of providing the most advanced level of care to
emergency victims independent of Federal grant support. Another
169 regions are in various stages of development toward this level.

Research grants have supported such studies as consideration of
how to improve the provision of emergency medical services during
disaster situations, the handling of pediatric emergency telephone
calls to an emergency room, and the linking of patient medical
records between emergency departments and other providers of
health care.

Training grants have supported the training of over 7,500 physi-
cians in continuing medical education programs, the estabhshment
of seven residency programs for emergency physicians, and the
training of over 20,000 nurses and almost 50,000 emergency medi-
cal technicians and paramedics.

The newer burn injury program is supporting six major studies
designed to tell us the incidence of burn injuries, where burn
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patients go for care, how many severe burns are treated in special-
ized burn treatment facilities, and the cost of this treatment, and
to provide other data on the most effective way of assuring good
and timely treatment to burn victims. This program has also sup-
ported special training programs for professionals who provide care
to burn victims.

In addition to these achievements under the EMS statutory pro-
visions, I believe we must look beyond the impressive statistics and
assess the impact of the program on the community at large.

EMS legislation has provided the catalyst for community provid-
ers to work together to look at community problems and to solve
them together. These providers have learned about the value of
sharing specialized, costly resources that are needed to care for the
critically ill emergency patient—and many times for the hospital-
ized, nonemergency patient as well. This approach is setting an
example for the feasibility of further coordinated efforts in those
regions where health planning is on its way to becoming a reality.

The legislation has also provided an opportunity for intergovern-
mental and regional approaches to medical care by establishing a
neutral program unit to offer these governmental agencies assist-
ance in developing a community resource. In turn, these govern-
mental agencies are working together in a joint effort, in many
cases for the first time, to provide a coordinated method of provid-
ing emergency medical services.

Most significantly, I believe, the EMS Act has improved the
quality of medical care for emergency victims. Trained personnel
now respond to most accidents and victims can have considerable
assurance that they will not be further injured through improper
handling by the ambulance attendant. Most heart attack victims
now receive experienced and knowledgeable help within minutes of
fiheixi1 attacks, help which means the difference between life and

eath.

These services are taken for granted now in many, many commu-
nities. We have come a long way from the days when I first
introduced the Emergency Medical Services Systems Act in 1972.
At that time, many ambulances did not have attendants who had
been trained even in basic first aid. The highly trained paramedic
was a rarity, and in many communities the undertaker’s hearse
doubled as the ambulance service. The Emergency Medical Services
Systems Act has helped many communities correct these deficien-
cies.

I believe we have a commitment to all the 304 designated EMS
regions to help them achieve their maximum potential in providing
emergency medical services. A year ago, the Administration esti-
mated it would have all these regions operating at full capacity by
the end of fiscal year 1985. However, to my extreme disappoint-
ment, today the Administration is proposing to phaseout the pro-
gram by fiscal year 1982—obviously leaving many regions far short
of their full potential.

I will be exploring with the Administration and with the wit-
nesses today the data on which the Administration has based this
recommendation as well as the effects of such a rapid phaseout. S.
497, which I introduced on Monday with Chairmen Kennedy and
Williams and Senators Randolph and Javits, proposes continuation
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of the present program level for 3 years in anticipation of enact-
ment in 1982 of a final 3- extension to complete funding our
commitments to all of the 304 regions.

I will also be explaring with the Administration today its imple-
mentation of the existing law and particularly the implementation
of the amendments made in 1976 by Public Law 94-573.

Those amendments were based in large part on findings made by
the General Accounting Office (GAO) in 1976. The (%3\0 study
found that grants made to support the establishment of EMS sys-
tems provided the incentives to enable a community to overcome
the initial, difficult obstacles hindering regionalization of emergen-
cy medical services. However, the study also found that there were
considerable inconsistencies in the degree and duration of support
that the EMS systems were receiving from participating govern-
ments within the region.

In addition, the GAO study found a serious lack of coordination
between HEW programs supporting EMS activities, as well as a
nearly total lack of coordination between EMS activities supported
by Federal agencies at the local and national levels.

In the course of the hearings on the 1976 amendments, it also
became clear that the EMS division of HEW was not given enough
personnel to provide the technical assistance necessary to advise
local communities how to file grant applications and then to ad-
minister those grants.

The 1976 law addressed these problems.

That law placed new requirements on grant applicants to provide
assurances of continued operation of the system after the termina-
tion of Federal support. It also imposed specific statutory responsi-
bilities on the division of HEW to provide technical assistance
to grantees and help coordinate Federal activities related to emer-
gency medical services. In addition, the 1976 amendments required
HEW to allocate enough money and positions to that unit to enable
it to carry out its responsibilities.

This morning we will hear from HEW and representatives of
professional organizations and EMS systems. I look forward to this
testimony and the opportunity to discuss with each of our wit-
nesses ways in which the EMS program can be strengthened.

I ask that the text of S. 497 and my remarks when it was
introduced be printed in the hearing record at this point.

[The information referred to follows:]
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96TH CONGRESS
18T SESSION S. 497

To extend the authorizations of appropriations relating. to emergency medical
services systems under title XII and section 789 of the Public Health
Service Act.

IN THE SENATE OF THE UNITED STATES

FEBRUARY 286 (legislative day, FEBrRUARY 22), 1979
Mr. CraNnsToON (for himself, Mr. KENNEDY, Mr. WiLLIaAMS, Mr. RaNDOLPH, and
Mr. Javits) introduced the following bill; which was read twice and referred
to the Committee on Human Resources

A BILL

To extend the authorizations of appropriations relating to emer-
gency medical services systems under title XII and section
789 of the Public Health Service Act.

1 Be it enacted by the Senate and House of Represenia-

o

tives of the United States of America in Congress assembled,
That this Act may be cited as the “Emergency Medical Serv-

ices Systems Amendments of 1979”.

ot b W

PLANNING, INITIAL OPERATION, AND IMFROVEMENT . -

(o2

SEC. 2. (a) Section 1207(aX1) of the Public Health
7 Service Act (42 U.8.C. 300d-6{2)(1)) is amended by—

II—E
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(1) striking out “and” after “1977”,

(2) striking out the semicolon after “1978” and
inserting in lieu thereof a comma,

(8) striking out “and for the purpose of making
grants and contracts under sections 1202, 1203, and
1204, there are authorized to be appropriated” the
second time it appears, and

(4) inserting before the period at the end thereof a
commsa and ‘‘$40,000,000 for the fiscal year ending
September 30, 1980, $43,000,000 for the fiscal year
ending September 30, 1981, and $46,000,000 for the
fiscal year ending September 30, 1982”.

(b) Paragraph (5)(B) of subsection (a) of section 1207 of
such Act is amended by striking out “two’ and inserting in
lieu thereof “five”.

RESEARCH

SEc. 3. Section 1207(b) of the Public Health Service
Act (42 U.S.C. 300d-6(b)) is amended by inserting before the
period at the end thereof a semicolon and “and $3,200,000
for the fiscal year ending September 30, 1980, $3,500,000
for the fiscal year ending September 30, 1981, and
$3,800,000 for the fiscal year ending September 30, 1982”.

BURN INJURIES

SEc. 4. Section 1221(c) of the Public Health Service

Act (42 U.S.C. 800d-21(c)) is amended by—



3
1 (1) striking out “‘and” after “1978”, and
2 (2) inserting before the period at the end thereof a
3 comma and ‘“$3,000,000 for the fiscal year ending
4 September 30, 1980, and for eéch of the next two
5 fiscal years”.
6 TRAINING
7 SEc. 5. Section 789(g)(1) of the Public Health Service

8 Act (42 U.S.C. 295g-9(g)(1)) is amended by striking out
9 “five” and inserting in lieu thereof “eight”.

O



[From the Congressional Record--Senate, Monday, February 26, 1979]

Introductory Remarks of Senator Cranston on S. 497

nterest in emergency
medical services, the Senator from West
Virginia (Mr. RawooLrn), and the Sena-
Wul:llll New York (Mr. Javirs).

care needed to treat his or her injuries,
and insuring that that level of care is
accessible and meets high standards of
quality. -
FROVISIONS OF THE PRESENT LAW

E
_EE
§
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T

burns, snd injuries related to fire; 4,400

for grant gt poisoning; el‘nd 21,200 from all
number is g it does rep-

Tesent a decrease from the 117,000 deaths

hich in 1972—

W]
& decrease of almost 15 percent.




units of government in the region for
which a system is proposed.

Such an applicant must submit with
its a i

Mr. President, as I have at

the end of the 3-year period of support
authorized by the legislation we are in-

ow
the community it represents will de-
velop a comprehensive EMS system uti-
lizing to the best effect existing health
care 1 and

today, it would probably take
only an additional 3 years for the re-
maining regions to complete their prog-
Tess through the various stages of devel-

The proposal must cite gaps in the com-
munity’s ability to provide services and
the steps that will be taken to ove‘n:on;e

» I have limited this bill
to 3 years because I belleve it is necessary
for Congress to review the implementa-
tion and administration of grant pro-

such Title XII
i for basic of &
comprehensive EMS system which all
applicants must provide assurances of
meeting or being able to meet within a
specified period of time.
These 15 components were derived
from testimony received in both the

grams 50 that any needed
improvements or modifications in the
statutory authorities can be made.

In the next 3 years, I intend to exer-
cise a close watch over HEW's adminis-
tration of the emergency medical serv-
ices systems program to insure that the
EMS regions throughout the country are

Senate and House during

of the act in the 93d Congress and rep-

resent the basic requirements for a com-

prehensive EMS system. These basic

components include, among other re-

quirements, such things a; well-trained
an

given support to progress to-
ward their 1 and are,

in the care system, the
1 ined i

use of

gulded by protocols to improve han-
dling of pediatric emergency telephone
calls to an emergency room, and the ad-
vantages and problems of using public
safety personnel in providing emergency
medical services.

In addition, I understand that major
advances are being made toward devel-
oping accurate means of measuring the
effectiveness of emergency medical serv-
ices systems in reducing deaths and

from

Mr. President, when the EMS legisla-
tion renewed in 1976, the authority for
research grants was amended to specify
that, in awarding research grants or
contracts, special consideration would
be given to emergency medical services

as the law requires, moving toward in-

in rural areas,emphasizing the

dependence from Federal sup-
port.

In fact, Senator KxnNNEDY and I have
already asked the General Accounting

and utilization of tech-
niques and methods to improve the pro-
vision of emergency medical services in
rural areas. It is my understanding that

research has indeed been

tation syst and

nonduplicative facilities, access to spe-

cialized medical care units, and assur-

ances - that services will be provided

gt.huut regard to an individual’s ability
pay.

In addition to grant support for de-
velopment of an EMS system, the EMS
Act and the 1976 amendments also pro-
vide authority for specific project grant
}nd ::ontnct support for research and

in
services or techniques and in burn in-
Jjuries.
EMERGENCY MEDICAL SERVICES SYSTEMS
DEVELOPMENT

Mr. President, I would like to remind
my colleagues that, when this legislation
was first enacted, the intent was clearly
expressed that the Federal support pro-
vided each community would be a maxi-
mum of five grants.

With those grants, the communities
were to progress through the several
stages of development of a comprehen-
sive emergency medical services system.
At the conclusion of those five grants,
the

which would have direct rele-

Office to review the tion and
tion of prov we ted

in the 94th Congress requiring com-
munities to take steps toward achieving
that self-sufficiency. We have requested
the GAO to report back to us with rec-
ommendations on how these require-
ments can be tered more effec-
tively if it is found that improvements
Thus, 3 years from now, I

are necessary.
" fully expect to be introducing legislation

vance, t0 providing emergency medical
services in rural areas, and I know that
my colleagues will be interested in hear-
ing from HEW on the impact of this re-
search in rural areas when the adminis-
tration testifies before the Subcommittee
on Health and Scientific Research.
Although $5 million has been author-
ized to be appropriated each year for

to authorize appropriations for the con- “Since the
b d}ln; 3 yu.;’:rofprtlhh program. Services Systems Act was first enacted,
Today, in ad to 1i the ap- 215 year we are introducing legislation

propriations authorizations to 3 years,
I am limiting the level authorized to the
level of current appropriations plus a
modest increase each year to permit pro-
gram support to remain relatively con-

stant, taking into account inflation.
‘The present authorization of appro-
priations for fiscal year 1979 is $70 mil-
lion. I am suggesting that the authoriza-
tion of appropriations for fiscal year
1980 be reduced by $30 million—back to
$40 million—with $43 million and $46
million authorized in fiscal years 1981
and 1982, respectively. It is my under-
that of support in

would be to
maintain the EMS system at the level it
had achieved with the Federal assistance.

Mr. President, after 5 years of experi-
ence under the Emergency Medical Serv-
ices Systems Act, 282 of the 304 State-
designated emergency medical services

have support.
With completion of the current grant
awards which were in June of 1978, 29
regions will have achieved total inde-
pendence from Federal-grant suprort.
Another 169 regions will be in some
phase of operation development, and 84
are planned or being planned, leaving 22
regions which have not yet received sup-
port. A year ago HEW estimated that all
of these systems would have reached
their optimum potential in 6 years or by
the end of fiscal year 1985.

The 3-year extension we are introduc-
ing today would provide the basis during
the next 3 fiscal years for an additional
53 reglons to complete the 5-year cycles,
and an additional 60 regions to move for-
ward in their development.

these increments for the subsequent and
final 3 years of the program would be
adequate to meet t

8 level of appropriations
slightly above the present amount that
has actually been appropriated. In fiscal
year 1979, $3 million was appropriated
for research in emergency medical serv-
ices, and the bill we are introducing
today would authorize the appropriation
of $3.2 million, $3.5 million, and $3.9 mil-
lion for fiscal years 1980, 1981, and 1982,
respectively.
BURN INJURY PROGRAM

The burn injury program, Mr. Presi-
dent, was added in the 94th Congress by
Public Law 94-573, That law added a
new part B to title XII to authorize
grants for the establishment, operation,
a.nd. improvement of programs to dem-

ments.

I believe that this reduced level of
funding will be sufficient to permit emer-
gency medical services systems to grow
at a rate which will recognize their po-
tential to progress through the various
development stages, and to provide for
necessary support of those systems as
they become able to utilize it to best
advantage.

RESEARCH IN EMERGENCY MEDICAL SERVICES

Mr. President, the second a-

the treatment and rehabilita-
tion of burn victims, and to conduct re-
search and provide training in the treat-
ment and rehabilitation of burn victims.

In developing that law, we became
convinced that there is a need to improve
the provision of burn care; national
understanding of the magnitude of the
burn problem; utilization of current re-
sources; the support and location of
treatment programs; specialized train-
ing for physicians, nurses, and ancillary

tions authorization in title XII provides
for grant support for research under
section 1205 in emergency medical tech-
niques, methods, devices, and delivery.
Among the useful research projects

-completed under this authority are

studies on the of

pr ! and para personnel;
and programs for rehabilitation; as well
as to establish evaluation methodologies
on a regular basis which can provide
epidemiological data on burn incidence,
permit the tracking of patients through
the most appropriate levels of care to

medical services during disaster situa-
tions, patient medical record-linking be-
tween emergency departments and other

and long-term
and r

and provide comparative cost data for
svstems of burn care. The new authority




gave us the means to pursue these con-

Mr. President, in BSeplember 1977,
HEW initiated work in six areas to im-
plement this These six areas
are the six New England States, the
Finger Lakes and central New York
region. the State of Virginia, the State
of_Alabama (except Mobile), northern
Texas, and San Diego lnd Imperial
Counties, Calif. These sites, during the
next 3 years, will collect census data
for all burn patients requiring hospital
care. Data will be collected in each of
five data-gathering areas: the emer-
gency department, the outpatient de-

we are introducing today would extend
the guthorizations—contained in section
789 of the Public Health Bervice Act, as
added by the 1973 ms Systems Act—
for med-
ical services. This aut.hoﬂnhon has been
$10 million each year since 1973, and
the amount appropmted each mr

As more and more EMS systems be-
come operational, I believe that the grim
deaths and disabilities re-

been $6 million. we are
introducing wday vould retain the au-
thorization level at $10 million for the
next 3 years, while we consider the best
way to provide for training support in
the burn field.

on
sulting from accidents and sudden ill-
nesses will be reduced still further. and
that we will begin to see substantial ad-
vances made in terms of lives saved and
disabilities averted due to prompt and
intervention in emer-

Under this 7 pro
grams have been estadbli.;hed lor emer-

‘partment  ( gency
), general hospitals without cyurrently being trained. In lddluon
ialized burn care, With spe-  oyer 3,300 physicians are receiving con-
cialized burn treatment facilities, and uing medical education in such di-
the morgue. verse subject areas as medical manage-

Patients admitted to the hospital will
be tracked for a maximum of 18 months
with periodic collection of data. The
population included in the six sites is
estimated at 28 million.

The data collected will be used to esti-
mate the incidence of burn injuries,
where burn patients go for care, how
many severe burns are treated in spe-
cialized burn treatment facilities, and
other topics which will provide a descrip-
tion and understanding of the Nation's
cuwrrent burn treatment system.

data will be coll
scribe the spectrum of

d to de-

ment of an EMS system tnlnlnu in
and

ciplinary training proanms wit.h emer-
gency medical residents, paramedics,

gency situations. The human resource
gain and the dollars and productive lives
saved fully justify the modest invest-
ment already made and which we are
calling for to be continued in developing
emergency medical services systems
throughout the Nation. With extension
of the title XII and section 789 authori-
ties for 3 more years. I hope that we
::rlldbenblcwmskemjormw-

mobile care nurses, phy 3
and EMS

In addition, with support under sec-
tion 789, almost 12,000 nurses are cur-
rently being irained in emergency care,
and over 13,000 emergency medical tech-
nicians and paramedics are currently
being trained.

1In previous years, a total of 4,334 phy-
sicians, 10,510 nurses, 34,635 paramedics

costs,
and reimbursements associated with
burn care.

Each project area is also involved in
one or more applied research tasks of
national interest. These tasks range
from the development of a burn severity
index to the development of a burn nurse
training curriculum.

Mr. President, I am pleased that the
activities of t.th program have been oo;

the of

and and
7.825 people in other categories have
been trained in some aspect of

® Mr. KENNEDY. Mr. President, Tam
pleased to join my d.l.sﬁne\mhed
league, Senator CRANSTON, as a cospon
sor of !.be Emergency Mcd:cal Services

medical services uader this authority.

It is estimated that there is still a
need for over 9,000 emergency medicine
physicians, over 20,000 EMS nurses, 30,-
oog o:znerxency paramedics, and over
100,
in the United States. The training p:
grams supported by secuon 789 :nnt.s
can help us fill t.bnt need.

General fedical 1
Center for Health Statistics, the National
Center for Health Services Research, the
Health Care Financing Administration,
the Consumer Product Safety Commis-
sion, and the National Fire Prevention
and Control Administration.

In fiscal year 1979, $10 million was

to be appr for the
burn injury program; $3 million was
appropriated.
The

we are

day would authorize the lpproprlnuon
of $3 million for each of the next 3
fiscal years for the burn injury pro-
gram—the same level .s has been appro-
priated annually for the 3 years of the
program. Early indications from the
studies under way indicate that there is
able need for training health

Mr. Iam pleud to report
that over 90 percent o{ these training
in areas
support for t.he establishment or expan-
sion of an emergency medical services
system. This is in full accord with the
in the law that pri-
ority in the awarding of training grants
be given to those regions with EMS sys-
tems supported under title XII of the
Public Health Service Act. As these sys-
tems are established throughout the Na-
tion, more of these trained personnel can
be effectively used in the lifesaving work
to which they are dedicated. The author-
ity for training such individuals has en-
abled many communities to provide good

‘This program first begnn in 19’13 when
the
Act became law (Public Llw 93—154) As

of the on Health
and Scientific Research I have seen this
program grow and provide needed tech-
nical support to communities around this
country. While recognizing the unique-
ness of each community the EMS pro-
gram has made great progress in region-
alizing programs and having communi-
ties work in concert with each other.

There are at present 304 EMS regions
in the country. During fiscal year 1978
over $36 million were awarded to recipi-
ents in 43 States, the District of Colum:_
bia, Puerto Rico, and the Virgin Islands.

The bill today by
CraNSTON makes no substantive changes
and continues the authorization of the
program through fiscal year 1982. This
bill also continues the national burn in-
Juries program through fiscal year 1982.
‘The burn program was initiated in 1976
under Public Law 94-573.

emergency services 8
well-trnlned team of physician, nurse,
I believe this

cnre personnel in the treatment of burn
patients as well as in teaching them how
to develop relationships between burn
centers and related community health
or rehabilitation providers. I intend to
look carefully at the of utiliz-

authority shauld be extended through
fiscal year 1982 to help develop the per-
sonnel needed to improve, expand, main-
tain, or initiate the 304 emergency medi-
cal services systems which the Nation

ing this authority for support of such
training efforts.
TRAINING IN EMERGENCY MEDICAL SERVICES
Mr. Prendent the fourth appropria-
tions » in the
medical services systems amendments

CONCLUSION

Mr. President, in my view, our experi-
ence over the past 5 years under the
authorities first enacted in the Emer-
gency Medical Services Systems Act of
1973 fully supports the extension we pro-
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Senator CRANSTON. Senator Schweiker, do you have any opening
comments?

Senator SCHWEIKER. Thank you, Mr. Chairman. I am most
pleased to be able to be here this morning with my colleague,
Senator Cranston, who has done much in this field, to discuss
reauthorization of title XII of the Public Health Service Act, emer-
gency medical services systems. I want to extend my appreciation
to Dr. Boyd and to the administration witnesses and also a fellow
Pennsylvanian, Dr. Gene Cayten, Director of the Center for the
Study of Emergency Health Services, University of Pennsylvania,
who will also be testifying.

As ranking Republican on the Labor and Human Resources Com-
mittee and its Subcommittee on Health and Scientific Research, I
have supported development of the Nation’s regional emergency
medical systems since their enactment in 1973. As a vital entry
point to the delivery system, I believe every citizen ought to have a
prompt and direct access to emergency medical care. Moreover, the
care should have the minimal capability of providing basic life
support. I am particularly concerned about those who live in rural
and other medical-shortage areas where emergency care may be
the principal link between a suffering individual and necessary
medical services. :

This becomes especially essential when the emergency calls for
sophisticated medical and institutional health care. Having one
ambulance and an attendant in a community or a neighborhood is
not sufficient. An integrated systems approach on a regional basis
is more appropriate and desirable. To establish a network of these
systems across the country was the intent of the Congress in 1973
and has been the thrust of the Federal Government’s emergency
medical services program.

I understand that the emergency medical services program has
provided grant support to 282 EMS regions out of an identified 304.
In addition, several regions have progressed through all funding
stages and achieved the capability of advanced life support. This is
a laudable attainment and the regions and the program directors
can be proud of their accomplishments. Nevertheless, to expect the
majority of emergency medical service regions to attain this level
of sophistication is asking too much. Instead, we should be asking if
the EMS regions realistically can attain that level and if there will,
in fact, be continued financial support for EMS activities when
Federal support stops.

The purpose of today’s hearings, as I view them, is threefold:
first, to examine the experience of EMS systems development
under the Federal program; second, to determine at what service
capability our policy objectives should be targeted; and, third, to
provide sufficient funding authority to achieve those objectives. I
hope the witnesses will address themselves in the testimony to
these critical questions.

In closing my remarks, I would like you to consider that we have
an excellent opportunity here to accomplish two substantial goals:
to assure virtually all Americans access to quality medical care in
the event of an emergency, and to bring to a successful conclusion
the Federal program instrumental in reaching your goals.

Thank you, Mr. Chairman.
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Senator CransTON. Thank you very much, Dick. I appreciate
very much your collaboration and cooperation in the consideration
of this legislation.

We will now proceed with the Administration witnesses. I want
to remind you and all witnesses that we have limited time for this
hearing this morning. So if you can be very brief in your testimony
and summarize your statements—they will go in the record in
full—we will appreciate it.

Our first witness this morning is Dr. George Lythcott who will
lead off for the Administration. Good morning.

I would like to repeat one thing I said in welcoming you; that we
have limited time available for this hearing this morning. So if you
can be rather brief in your statement, summarizing the high
points, the full statement will go in the record as if read.

STATEMENT OF GEORGE 1. LYTHCOTT, M.D., ADMINISTRATOR,
HEALTH SERVICES ADMINISTRATION, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE ACCOMPANIED BY DR.
DAVID R. BOYD, DIRECTOR, DIVISION OF EMERGENCY MEDI-
CAL SERVICES, HEALTH SERVICES ADMINISTRATION; DR.
LAWRENCE R. ROSE, SENIOR RESEARCH MANAGER, NATION-
AL CENTER FOR HEALTH SERVICES RESEARCH; AND DR.
KENNETH MORITSUGU, DIRECTOR, DIVISION OF MEDICINE,
BUREAU OF HEALTH MANPOWER, HEALTH RESOURCES AD-
MINISTRATION

Dr. Lytucorr. Thank you, Senator. I would like to apologize to
the committee for my lateness.

Senator CraNsTON. That is quite all right.

Dr. LytHcorr. It took 2 hours for a 1-hour trip today, sir.

Good morning, Mr. Chairman. I am pleased to be here today to
discuss with you the emergency medical services program. Seated
with me at the table are Dr. Boyd, on my left, Dr. Ken Moritsugu,
on my right, and Dr. Larry Rose, on my far left.

As you have requested, I will keep my opening remarks to a
minimum. I have a rather lengthy formal statement which will be
inserted in the record.

As you know, the emergency medical services systems program
has provided the mechanism and funds for States and communities
to develop regional systems of emergency care throughout the
Nation. This program was enacted by the Congress in 1973. It has
provided the incentive for other Federal programs, States and local
agencies to undertake a nationwide effort to improve the emergen-
cy care of our sick and injured citizens.

As a result of the interest of Congress in this program, $184
million have been appropriated through fiscal year 1979 to provide
grants to plan, establish, and improve emergency medical services
systems. About $22 million have been appropriated to undertake
an EMS research program to explore applied research problems
related to many of the regional concerns of emerging emergency
medical services systems. .

"As you know, the current EMS law provides for three distinct
levels of activity. The first funding year is directed toward develop-
ing a program plan for a regional system. The following 2 years are
the operational or establishment years which will produce a basic

48-284 0 -’79 - 2
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life support system. The law provides for 2 additional funding years
during which the regional community may improve or expand the
regional system to upgrade services to advanced life support.

With the award of grants in fiscal year 1979, it is estimated that
291 of the 304 national EMS regions will have received funding at
some level under the EMS program. It is further estimated that 66
regions will have completed the funding process, another 140 will
be in the developmental phase, and 85 regions will have completed
the planning process. This will leave 13 regions that have not
participated in the program. Within the 140 regions that are in the
development phase, 131 will be in the basic life support portion of
the program, and 9 will be just instituting the advanced life sup-
port program.

The program has been in existence since fiscal year 1974. The
results, through fiscal year 1978, have continued to support the
contention that emergency medical services can be a major contrib-
uting factor to saving lives. For example, 51 projects in the EMS
program, within metropolitan communities with populations of
over 100,000, are providing prehospital advanced support for cardi-
ac care. Various projects have reported in the literature describing
20 to 60 percent field conversion of ventricular fibrillation. This is
a mortal condition when it occurs outside the medical system. With
the advent, however, of advanced life support in EMS systems, it is
coming under medical control. We have had projects reporting as
high as a 33-percent long-term survival rate for this patient group.
The advent of CPR, or cardiopulmonary resuscitation, by citizens,
has also been a major contributing factor in supporting many of
these heart attack patients until the emergency medical services
arrive on the scene.

One of the most exciting areas of EMS has been the area of
poison care. Major emergency medical services systems are build-
ing and incorporating poison care as one of the critical patient
categories. In those locales where there are regional poison control
centers, there has been a 40- to 60-percent reduction of poisoning
encounters in the emergency departments. This has been attributa-
ble to outreach information programs and the management of a
poison episode within the home through the intervention of poison
control centers. This early intervention, provided by experts, pre-
vents inappropriate use of the expensive emergency department
resources and, of course, results in the most appropriate care for
those patients who do incur a life-threatening poisoning episode.

The emergency medical services program of the Department of
Health, Education, and Welfare has worked exceedingly well with
other components of the total health care delivery system and
other programs that are related to emergency medical services.
These include some of the activities of the Health Resources Ad-
ministration’s Bureau of Health Manpower, the National Center
for Health Services Research, the National Institutes of Health,
the Food and Drug Administration, the Indian Health Service, and
the Bureau of Community Health Services.

The National Center for Health Services Research administers
the program in emergency medical services research authorized
under section 1205 of the Public Health Service Act. Since fiscal
year 1974, $22.4 million have been appropriated for EMS research,
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supporting 66 grants and 19 contracts; 25 projects are presently
being funded under section 1205, and 18 additional EMS-related
studies are being supported under the NCHSR general research
authority.

The Federal program to establish EMS systems has been imple-
mented vigorously, with emphasis on compliance with required
systems and configurations. The applied research program has fo-
cused on ways to obtain credible evidence about the effectiveness
and efficiency of this mandated model, and on appropriate and
economical alternatives. Dr. Rose, on my left, is here to answer any
questions you may have about this applied research effort.

While the primary mission of the National Institutes of Health is
basic biomedical research, much of this research is indirectly relat-
ed to emergency medical services. The National Heart, Lung, and
Blood Institute, the National Institute of Neurological and Commu-
nicative Disorders and Stroke, and the National Institute of Gener-
al Medical Sciences each fund research programs in their program
areas related to EMS. These Institutes and others coordinate close-
ly with the Health Services Administration.

The emergency medical training program, authorized under sec-
tion 789 of the Public Health Service Act, provides grants and
contracts to appropriate schools and other entities to assist train-
ing programs in the techniques and methods of providing emergen-
cy medical services. In addition to institutional grants, financial
assistance is provided to medical students who plan to practice or
specialize in emergency medicine. Of the amounts appropriated, at
least 30 percent is used to train physicians in emergency medicine.
Since 1974, $18,700,000 has supported the training of approximate-
ly 92,600 emergency care providers. Dr. Moritsugu, on my right, is
available for any further information you may want in this area.

As I indicated earlier, Mr. Chairman, with the completion of the
projects in fiscal year 1979, 95.7 percent, or 291 of the 304 State-
designated emergency medical services regions, will have received
assistance under title XII of the Public Health Service Act; 85
regions will have completed the planning phase, covering a popula-
tion of 59,500,000; 140 regions will be in some phase of operational
development, serving a population of 98,000,000; and 66 emergency
medical services regions serving a populatlon of 52,100,000 will
have completed their eligibility under title XII.

Within the next few days, we will be submitting to the Congress
proposed legislation for continuation of the EMS program for an-
other 3 years. We propose that this be the final extension of the
EMS legislation, with a planned phaseout of the program in 1982.
For the period 1980 through 1982, the program priority will be
placed upon completing those regional systems that are currently
in the process of developing an advanced life support system. The
major emphasis will be given to completing the greatest number of
EMS systems through the basic life support capability. For the
period 1980 to 1982, no planning will be initiated and no new
systems previously not involved in the program will enter into the
program. Through this approach, we anticipate that approximately
83 percent of the total 304 regions will be able to achieve either a
basic life support or advanced life support capability by the comple-
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tion of the program in 1982. Approximately 17 percent of the
regions will have received no support or only planning support.

In summary, Mr. Chairman, we have been able to collect infor-
mation from our EMS systems’ grantees which indicates that EMS
has, directly or indirectly, contributed to the reduction of death
and serious injury. We feel that there is an improved awareness by
citizens of the need for emergency medical services. There is an
improved awareness by government officials of this need, and there
has been an increase in local and State spending to support the
development and continuation of emergency medical services. We
therefore feel that this is an appropriate Federal program to com-
plete in the immediate future, so that we can devote our existing
resources to other health initiatives having a greater need for
Federal support.

Thank you, Mr. Chairman, for your time. We will be prepared to
answer any questions you may have.

[The prepared statement of Dr. Lythcott follows:]
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Mr. Chairman and Members of the Subcommittee:

My name is Dr. George Lythcott. I am the Administrator of the Health Ser-
vices Administration which administers a number of health services programs,
one of which is the subject of today's hearing: Emergency Medical Servicés.
I am accompanied today by Dr. David Boyd, the Director of the Division of
Emergency Medical Services of our Bureau of Medical Services; Dr. Kenneth
Moritsugu, Director of the Division of Medicine, Bureau of Health Manpower,
Health Resources Administration; and Dr. Larry Rose, Senior Research

Manager, National Center for Health Services Research.

I am pleased to appear before you this morning to discuss the EMS program
and our position on extension of the EMS authorities contained in Title. XII
of the PHS Act. I am familiar with your important contributions to the

development of this program.

As you know, the Emergency Medical Services Systems Program has provided
the mechanism and funds for States and communities to develop regional
systems of emergency care throughout the Nation. This program was enacted
by the Congress in 1973 and has provided the incentive for other Federal
programs, States, and local agencies to undertake a nationwide effort to

improve the care to our sick and injured citizens.

In the EMSS Act, some 15 components are identified to assist planners,

coordinators, and operators of emergency medical services systems in the
development of comprehensive areawide regional programs. The Health Ser-
vices Administration, through the Division of Emergency Medical Services,

has been the responsible administrative unit for implementing this program.
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The central theme and intent of the EMSS Act was to develop systems of
emergency medical care that could significantly decrease rates of death

and disability. The goal of the national EMS Program has been to initiate
regional planning and integration of the 15 component systems so that
communities can provide essential and appropriate EMS care to all emergency

patients.

The current EMS problem confronting the Nation is compounded by the 75

million encounters of patients to hospital emergency departments each year.
Approximately 80 percent of these patients cannot be considered true medical
emergencies. These patients are those seeking primary care and using emergency
facilities to access the health system. Another 15 percent of encounters

are real, but not life-threatening, emergencies which require urgent care

for minor trauma, infectious diseases and other acute general medical and
surgical problems. The remaining five percent of encounters are for the
critically-ill and injured patients who are in a life-threatening or near
life-threatening situation. The emphasis of the EMS Program has been to
develop a regional system of care directed at this five percent of critically-
ill and injured patients, and to develop adequate resources, procedures and
implementation techniques which can save the lives of this five percent of

the total emergency workload. Through this sxstem, improved care can be
provided to the other less urgent patients who also require emergency ser-

vices.

Program Accomplishments
Mr. Chairman, I would like to discuss what has been accomplished, thus far,
and what impact these emergency medical services systems have had in reducing

injury and death, which was the original purpose of the program.
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As a result of the interest of Congress in this program and the administra-
tion support, $184,000,000 have been appropriated through fiscal year 1979
to provide grants to plan, establish and improve emergency medical services
systems.  About $22,000,000 have been appropriated to undertake an EMS re-~
search program. These activities have tended to explore applied research

problems related to many of the regional concerns of emerging emergency

medical services systems.

As you know, the current EMS law provides for three distinct levels of
activity. The first funding year is directed toward developing a program
plan for a regional system. The following iwo years are the operational
or establishment years which will produce a basic life support system.
This system meets the national criteria by an integration of prehospital
emergency medical personnel (to include emergency medical technicians),
ambulances meeting national specifications, two-way voice communications,
and equipment recommended by the American College of Surgeons. Effective
basic life support can provide patient stabilization, airway management,
hemorrhage control, shock management with initial wound care, fracture
stabilization and, under medical control, specific non-invasive treatment.
Transportation of the patient is provided to the closest most appropriate
hospital that has been preselected through a categorization program. The
patient is received in the hospital emergency department staffed by physi-

cians, and, if required, admitted to a critical care unit specific to his

disease or injury.

The current EMS law provides for two additional funding years during which

the regional community may improve or expand the regional system to upgrade
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services to advanced life support. At the advanced life support level,
mobile prehospital units are equipped with intervenous fluids, drugs,

some form of bioelectrical communication, and they are staffed with para-
medics with proper physician backup to perform expert diagnoses, treatment

and triage of critical conditions.

With the award of grants in fiscal year 1979, it is estimated that 291 of
the 304 National EMS Regions will have received funding under the EMS Pro-
gram. It is further estimated that 66 regions will have completed the fund-
ing process, another 140 will be in the developmental phase and 85 regions
will have completed the planning process. This will leave 13 regions that
have not participated in the program. Within the 140 regions that are in
the development phase, 131 will be in the basic life support portion of the

program and 9 will be just instituting the advanced life support program.

The program has been in existence since fiscal year 1974. The results,
through fiscal year 1978, have continued to support the contention that
emergency medical services can be a major contributing factor to saving
lives. For example, fifty-one projects in the EMS program, within metropoli-
tan communities with populations of over 100,000, are providing prehospital
advanced support for cardiac care. Various projects have reported in the
literature describing 20 to 60 percent field conversion of ventricular
fibrillation. This is a lethal condition when it occurs outside the

medical system. With the advent, however, of advanced life support in EMS
systems, it is coming under medical control. We have had projects reporting
as high as 33 percent long-term survival rate for this patient group. This
means that the patient was alive at the time of hospital discharge. The

advent of CPR, or cardiq pulmonary resuscitation, by citizens has also been
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a major contributing factor to saving many of these heart attack patients

until the emergency medical service arrives on the scene.

One of the more exciting areas of EMS has been the area of poison care.
Major emergency medical services systems are building and incorporating
poison care as one of the critical patient categories. In those locales
where there are designated regional poison control centers, such as
Baltimore, Boston, Pittsburgh, Denver, Salt\Lake City, Grand Rapids, and
San Diego, there has been a 40 to 60 percent reduction of poisoning
encounters in the emergency departments. This has been attributable to
outreach information programs and the management of a poison episode within
the home thropgh intervention of poison control centers. This early inter-
vention, provided by experts, prevents inappropriate use of the expensive
emergency department resources, and results in the most appropriate care
for those patients that do incur a life-threatening poisoning episode.

This means a cost saving to the community. Inappropriate use of the emergency

department is reduced and appropriate care of emergency patients is enhanced.

Program Coordination

The emergency medical services program of the Department of Health, Educa-
tion, and Welfare has worked exceedingly well with other components of the
total health care delivery system and other programs that are related to
emergency medical services. These include some of the activities of the
Health Resources Administration's Bureau of Health Manpower; the National
Center for Health Services Research, OASH; the National Institutes of
Health; the Food and Drug Administration; the Indian Health Service, and

the Bureau of Community Health Services both of the Health Services Adminis-

tration.
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EMS Research

The National Center for Health Services Research (NCHSR) administers the
program in Emergency Medical Services (EMS) research authorized under
Section 1205 of the Public Health Service Act. Since fiscal year 1974,
$22.4 million has been appropriated for EMS research, supporting 66 grants
and 19 contracts. Twenty-five projects are presently being funded under
Section 1205, and 18 additional EMS-related studies are being supported
under the NCHSR general research authority (Sec. 305). The Federal program
to establish EMS systems_has been implemented vigorously with emphasis on
compliance with required systems confiqurations. The applied research pro-
gram is focused on ways to obtain credible evidence about the effectiveness
and efficiency of this mandated model, and on appropriate and economical

alternatives.

NCHSR has been working very closely with the Division of Emergency Medical
Services (DEMS), Health Services Administration, to gain greater understand-
ing and interaction between the research community and those who use research

results--EMS system managers, advisors, and policymakers.

NCHSR's EMS research program has been developing and testing methods to
evaluate system performance, such as measures of EMT performance, protocols
for diagnosing and treating medical emergencies, and ways to audit the
quality of care in Emergency Departments. Our research indicates that,
even in communities with "mature systems," serious dangers are not being

detected due to inadequate monitoring of systems performance.

As the Federal contribution is phased out, communities, particularly in rural

and remote areas, will need, more than ever, valid information on which to
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base decisions about safe alternatives. One alternative demonstrated by

a NCHSR-supported project to be safe and cost effective, is the substitution
of properly trained EMTs for Paramedics in resuscitating many heart attack
victims. A study now being designed by NCHSR and DEMS to use survival rates
from critical medical emergencies to evaluate the effectiveness of mature

systems will help EMS systems after Federal funding has been discontinued.

Six research projects have been completed during this fiscal year providing
insight into: strengths and weaknesses of central dispatcher performance,
including guidance on training needs; methods to identify patients who

seem to benefit more from rapid transportation than from elaborate pre-
hospital care; advantages and problems with using public safety personnel,
such as police officers, in the delivery of EMS; use of specially-trained
assistants guided by protocols to improve handling of pediatric emergency
telephone calls to an emergency room; evaluation of the effectiveness of
burn treatment protocols as an educational device to improve the quality of
care delivered to burn patients; and problems with development and use of
an injury/illness severity index to classify emergency patients and evaluate

the effectiveness of their care.

EMS research can help policymakers to make sound decisions about allocating
scarce health resources. Measures now being developed will permit accurate

assessment of system costs, benefits, and alternatives.

While the primary mission of the National Institutes of Health is basic
biomedical research, much of this research is indirectly related to emergency
medical services (EMS).

The National Heart, Lung, and Blood Institute (NHLBI),

the National Institute of Neurological and Communicative Disorders and Stroke



(NINCDS), and the National Institute of General Medical Sciences (NIGMS)
each fund research programs in their program areas related to EMS. These
Institutes and others coordinate closely with the Health Services Adminis-
tration through such efforts as the Interagency Technical Committee,
research center grants in EMS, NIH contract review of applications for

HSA burn demonstration programs, and regional burn care systems whose
research grants are supported by NIH and demonstration contracts by HSA.
Still broader based transfer activities related to EMS were sponsored by
NIGMS in 1978 when the Institute sponsored a Consensus Development Conference
on Supportive Therapy in Burn Care. In attendance were burn specialists
from 33 Statés and 7 foreign countries, representatives from 10 Federal
agencies, and the news media. Consensus was reached and the results widely
published on a number of critical issues, including the amount and type

of fluid resuscitation, the use of steroids in the treatment of smoke
inhalation, the use of antibiotics to curb infections, and nutritional

support following burn injuries.

EMS Training

The Emergency Medical Training program, authorized under Section 789 of the
Public Health Service Act, provides grants and contracts to appropriate
schools and other entities to assist training programs in the techniques
and methods of providing emergency medical services. In addition to
institutional grants, financial assistance is provided to medical students
who plan to practice or specialize in emergency medicine. Of the amounts
appropriated, at least 30 percent is used to train physicians in emergency
medicine. Since 1974, $18,700,000 has supported the training of approxi-

mately 92,600 emergency care providers.



The Emergency Medical Training program has been successful in providing
support for expanding emergency medical care. However, continued financial
assistance for the training of allied health professions in EMS should
continue to be financed at the local level to coordinate the supply of
providers with the local need. Also, medical schools now recognize the
need to educate physicians in EMS training and are offering training
experience in EMS, primarily at the residency level. Emergency medicine

is a growing physician specialty. For all of these reasons, there is no

need to continue Federal financial support for EMS training.

Administration Proposal

Mr. Chairman, as I indicated earlier, at the completion of fiscal year 1979
funding, 95.7 percent of the emergency medical services regions will have
received assistance under Title XII of the Public Health Service Act.
Eighty-five (85) regions Qill have completed the planning phase covering

a population of 59,500,000; 140 regions will be in some phase of operational
development, serving a population of 98,000,000; and 66 emergency medical

services regions serving a population of 52,100,000 will have completed

their eligibility under Title XII.

Within the next few days, we will be submitting to the Congress proposed
legislation for continuation of the EMS Program for another three years.

We propose that this be the final extension of the EMS legislation with a
planned phase-out of the program in 1982. For the period 1980 through 1982,
the program priority will be placed upon completing those regional systems
that are currently (F.Y. 1979) in the process of developing an advanced

life support system. The major emphasis will be given to completing the



.
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greatest number of EMS systems through the basic life support capability.

For the period 1980 to 1982, no planning will be initiated and no new
systems previously not involved in the program will enter into the pro-

gram. Through this approach, we anticipate that approximately 83 percent.

of the total 304 regions will be able to achieve either a basic iife support
or advanced life support capability by the completion of the program in 1982.
Approximately 17 percent of the regions will have received no support or

only planning support.

Essentially, we believe that the provision of care in emergencies is a local
and State responsibility. The basis for funding for ongoing emergency
services should come primarily from medical care reimbursement systems,
i.e., insurénce programs, Medicare and Medicaid, and other financing pro-
grams. There has been a need, however, to stimulate the establishment of
systems, the installation of equipment and the coordination of the multiple
agencies which must participate. The Federal Government has appropriately
financed a major share of assistance during this capacity-building period.
It is not appropriate, however, for the Federal Government, in our view,

to indefinitely finance the operation of these systems or to bear the cost
of the complete development of all the systems across the country. As noted,

State and local responsibility is primary.

As you know, Mr. Chairman, both the Administration and the Congress are
currently confronting the difficult choices required to slow the inflationary
impact of Federal spending. Clearly, every valid social objective cannot

be addressed at an optimal level. The EMS program has, we believe, reached

that point of development where States and local communities have an
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appreciation of the importance of the program. We believe that the EMS
Program has accomplished the objective of increasing State and local
awareness of the need to improve emergency medical services, and that the
systems' approach has been shown to be successful. We believe that it is
most appropriate, in view of continuation of State and local efforts and

in terms of the Federal health priorities, that this program be extended
only for a period of three years with a planned phase-out in 1982. This
phase-out period will provide an interval of transition for States and
local communities to pick up their responsibility. It will also provide
a period of alert for States and local communities to complete that portion

of the Federal program which will be funded through 1982.

In summary, Mr. Chairman, we have been able to collect information from
our EMS systems' grantees which indicates that EMS has, directly and
indirectly, contributed to the reduction of death and serious injury. We
feel that there is an improved awareness by citizens of the need for
emergency medical services. There is an improved awareness by government
officials of this need, and there has been an increase in local and State
spending to support the development and continuation of emergency medical
services. We therefore feel that this is an appropriate Federal program
to complete in the immediate future, so that we can devote our existing

resources to other health initiatives having a greater need for Federal

support.

Thank you Mr. Chairman for your time. I will be happy to answer questions.
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Senator CransTON. Thank you very, very much. I appreciate
your brief and direct statement of your main points.

The legislation we have introduced would not retain the earmark
of funds appropriated for planning grants after fiscal year 1979.
However, dropping the earmark would still permit the Administra-
tion to support first-year planning grants, as well as any second-
year planning grants which the Department finds eligible and
justified.

If Congress made it clear that it contemplated a 6-year period
before termination of the program, would the Administration plan,
as a matter of policy, to fund planning grants in fiscal year 1980
and 1981 where eligible applications are submitted?

Dr. LyrHcoTT. At the present time, sir, our plan is not to do that.

Senator CrRANsSTON. I am asking, if Congress enacted legislation
providing for that, what would the Administration do?

Dr. LyrHcort. I am sorry, sir; I misunderstood you. Of course we
would do it.

Senator CRANSTON. One of the major changes made in the 1976
EMS Amendments was in the role of the EMS Division in coordi-
nating the EMS services, research and training grant programs,
and providing technical assistance for grant applicants and
grantees. The law requires the Department to allocate sufficient
funds and personnel to that unit to enable it to carry out these
responsibilities. In addition, the Labor-HEW Appropriations Act for
fiscal year 1979 specified that HEW was to increase the personnel
for the EMS unit by 30 positions in fiscal 1979.

Would you please indicate briefly what additional funds and staff
positions have been allocated to the unit in fiscal years 1977, 1978,
and 1979? If you do not have that information available, you could
give it to us for the record.

Dr. LytHcort. There are currently 42 members of the staff at
this time; there are 13 at the national office and 29 in the regions.
Actually, Mr. Chairman, the dollars for the 30 positions were used
for the pay raise for EMS and for the rest of the agency, in keeping
with the OMB directive that the programs absorb the pay raise
f)hlg year, again in keeping with the President’s request for a tight

udget.

Senator CRANSTON. Would you submit for the record, figures on
additional funds and staff for those 3 years, 1977, 1978, 1979?

Dr. LytHcoTT. We will, sir.

[The information refer