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Preface

While alarge portion of this document is taken directly from the “Nationa EMS Agenda for
the Future” and the lowa EM S Strategic Plan, the issues outlined in those documents are of
amilar (if not exact) nature as those of EMS in Texas and attempts have been made to address
each from a Texas perspective. Information from surveys sent to EMS Providers, First
Responders, Hospitdls and EMS Medicd Directors dong with input from the 6 Public
Hearings held across the State were also used in the creation of this draft.

The Contents herein are intended to serve as a guiding reference from which the Governor's

EMS and Trauma Advisory Council “GETAC” may draw in the drafting of the TexesEMS
Han.

Discusson of EMS in any particular sequence, asin thetext of this document, is not a
gatement regarding their rdative importance.
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I ntroduction

From abeginning of 326 certified individuas certified in 1970, EMS has grown into amagor
component of the hedth care system with 48,599 individuals, 728 Ambulance services with 3,300
vehicles and approximately175 designate Trauma Facilitiesin Texasin 2002. The Structure of
EMSin Texasis as diverse asthe Stat€' s geography. Systems range from rural/frontier
volunteer organizationsto large paid systems in the urban areas of the sate with the mgority

of transfers between facilities conducted by private non-emergency services that must meet

the same licenang requirements as EM S systems conducting 911 cdls.

Lack of operationa funding, personnel shortages, extended transport distances and hospita
diversons are only afew of the challenges that face Texas EMS,
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A Brigf Higory
of
Emergency Medical Servicesand Traumain Texas

From the mid 1930s through 1970, emergency ambulance service in Texas was provided primarily by
funera homes. The hearse was designed to transport a human body, abeit deceased, in a horizontal
position and the mortuary staff were accustomed to handling bodies. 1t became ssimply a matter of
convenience and economy that funeral homes began to provide ambulance service for theill and
injured.

Ambulance operators were not regulated until the Texas Legidature passed Vernorrs Annotated Civil
Statute 4590b in 1947, which required emergency ambulances to be permitted and to carry a minimum
amount of first aid equipment, a traction splint and oxygen. The law also required the ambulance
personnd to have theoretical or practical knowledge of first aid as certified by the American Red

Cross.{

In 1965, the Texas Department of Health created the “Disaster Health and Medical Services Program”
with Charles King as the Director. When the National Highway Safety Act of 1966 set forth criteria
for Aadoption and effectuationf by al states and loca governments which focused on the Aquality of
emergency care for persons injured on the highway, the department charged the program with the
implementation of those criteria.

Severa events converging in the late 1960s initiated the decline of the funeral home ambulance service
and the advent of the modern EM S provider. Significant advances in trauma research, resulting from
the Vietnam War, proved that well-trained non-physicians could save lives, the American College of
Surgeons jointly with the American Academy of Orthopedic Surgeons, acting on a federal grant,

devel oped an 80-hour comprehensive emergency prehospital training program called the Emergency
Medica Technician (EMT) course for ambulance attendants; negative publicity associated with the
potential conflicting interests of funera home-provided ambulance service began to escalate; new
federa laws governing the pay of ambulance attendants made it difficult for the funeral home provider
to make a profit; and competition among private ambulance operators in the metropolitan areas was
out of control with squads racing their rivals to scenes of accidents with little regard for public safety.
As an economic conseguence of these devel opments, funeral homes began to pass the responsibility
for ambulance service to city fire departments, hospitals, private and volunteer ambulance operators,
and county government operated services. Between 1969 and 1976, funeral home ambulance services
dropped from 73% to 33% of the total services covering the State.

In 1970 the Disaster Health and Medical Services Program was changed to the “Civil Defense and
Traffic Safety Program” and the program devel oped a 24 hour Emergency Care Attendant (ECA)
course. Program employees conducted the first of these ECA courses along with the first basic EMT
class across the state. About this time the Disaster Health and Medical Services Program aso began to
conduct ambulance ingpections. From atota of 317 ECAsand 9 EMTsin 1970, the program rapidly
expanded and by 1976 there were 2,491 ECAS, 2,606 EMTs, and 459 EM T-Paramedics certified by
the department along with amost 1,300 ambulances that department staff inspected. Program staff
aso expanded from 47 in 1970 to 110 in 1976. It was apparent that staff could not meet the training
demand and the program staff began to conduct Train the Trainer programs.

In 1973, the Texas Legidature enacted VACS 44470 in accordance with afederal mandate, which
created the EM S Division within the Texas Department of Health and provided for the development of
acoordinated EMS system in Texas. The department established guiddines for training, staffing,
vehicles and equipment, but compliance was voluntary and unenforceable.

During the 1970s, the State Health Department created Public Health Regions across Texas and EMS
Program staff were placed in these regional offices.



Chapter 44470 was amended in 1983 by the 68" Legisature mandating minimum requirements for
training, certification, staffing, vehicle design, equipment standards, and licensing of ambulance
operators. The provision for minimum staffing required two persons, trained for 40 hours and certified
as Emergency Care Attendants, for each ambulance. Standards for higher levels of certification were
aso established including EMT, EMT- Intermediate, and Paramedic. The National Standard
Curricula guidelines for each training program were adopted and requirements for maintenance of
certification at each level were specified. Chapter 44470 also created the Bureau of Emergency
Management which was charged with the implementation and enforcement of the new Act. The EMS
Act was re-codified in 1987 as Chapter 773 of the Texas Health and Safety Code and in the code was
amended in 1997 to require the licensing of Paramedics.

By the mid to late 1980s the issue of trauma care had grown and the Texas legidature wanted
trauma care resources to be available to every citizen. The Omnibus Rural Health Care Rescue Act,
passed in 1989, directed the Bureau of Emergency Management of the Texas Department of Health to
develop and implement a statewide emergency medical services (EMS) and trauma care system,
designate trauma fecilities, and develop a trauma registry to monitor the system and provide statewide
cost and epidemiological statistics. No funding was provided for this endeavor at that time.

The Texas Board of Health adopted rules for implementation of the trauma system in January 1992.
These rules divided the state into twenty-two regions called trauma service areas (TSAS), provided for
the formation of aregiond advisory council (RAC) in each region to develop and implement a

regiond trauma system plan, delineated the trauma facility designation process, and provided for the
development of a state trauma registry.

During the 76" |egidative session, four million dollars was appropriated to a newly established

EM S/Trauma System fund. Rules, which were adopted in April 1998, include requirements for EMS
and hospital participation in regiona trauma system development, development of regional system
plans, and submission of data to the state registry. These funds were disbursed to EM S providers and
RACs to promote system development, with a small percentage earmarked for uncompensated hospital
trauma care.

The recently 77" legislature increased state funding for EM S/trauma system development by $6
million per year. Additionally, $1 million per year was appropriated for uncompensated tertiary care
provided to out-of-county or out-of -service-area patients provided by designated trauma facilities. It
should be noted, however, that this funding only begins to address the problem of uncompensated
trauma care, which is estimated at over $300 million a year.

Today, of the 728 EMS providersin Texas, 50 % are municipal operations, 20 % are private
enterprises, 12 % are hospital-affiliated services and the rest are county, emergency service district,
non-profit associations and volunteer organizations. There are currently till two funeral homesin
Texas providing emergency ambulance service. Currently, the 71 Bureau and Regional staff certify,
regulate, license and provide technica to 48,599 individuals, 728 Ambulance services with 3,300
vehiclesand approximately175 designate Trauma Fecilitiesin Texas.



Summary of EMS Regulatory History

1947 VACS 4490-b mandated minimum standards and permitting for emergency
ambulance operators.

1966 Nationd Highway Safety Act set forth criteriato improve qudity of care for
persons injured in highway accidents.

1973 VACS4447-0 provided for the development of a coordinated EM S systemin
accordance with the federa EMS Act of 1973.

1983 VACS 4447-0 amended to mandate minimum requirements for training, saffing,
vehicles, equipment and licenang of EMS providers.

1987 VACS 4447-o re-codified to Chapter 773, Texas Health and Safety Code.

1989 The Omnibus Rural Health Care Rescue Act, directed the Bureau of Emergency
Management of the Texas Department of Health to develop and implement a
gatewide emergency medica services (EMS) and trauma care system

1993 Chapter 773 amended to dlow the Texas Board of Health to determine criteriafor
personnd re-certification.

1997 Chapter 773 amended to create Licensed Paramedics.
1999 Chapter 773 amended to create a Governor-gppointed advisory council, to change

late fee Structures, and provide a certification process and immunity for emergency
medica dispatchers.
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Vision Statement
Draft

Texas EMS of the future will be community-based health management that isfully
integrated with the overdl hedth care sysem. It will have the ability to identify and
modify illness and injury risks, provide acute illness and injury care and follow-up, and
contribute to trestment of chronic conditions and community heelth monitoring. This new
entity will be developed from redistribution of exigting hedlth care resources and will be
integrated with other hedlth care providers and public hedth and public safety agencies. It
will improve community hedth and result in more appropriate use of acute hedth care
resources. EMS will serve as the public emergency medica safety net.

Texas EMS has and will continue to raise the standards for community health care by

implementing innovative techniques and sysems to deliver the emergency carethat is
needed by the entire population.
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ASSUMPTIONS
DRAFT

(Borrowed from the National EM S Agenda for the Future)

Implicit within this document are assumptions about the nature of the future and the
environment in which Texas EMSwill exist. These assumptions are:

EMS represents the intersection of public safety, public hedth, and hedth care
systems. A combination of the principles and resources of each is employed by
EMS systems.

The public expects that EMSwill continue. EMS s viewed as a sSandard,
vauable community resource that must dways be in place. The public has come
to expect an EMS response when it is faced with a perceived out-of-fedlity
medical emergency. EMSwill continue to exist in some form. The complexion of
EMS s subject to change drametically in some aspects. Nevertheless, continued
expectations for service by the public and its chosen leaders will ensurethat, in
some form, EMS will continue to exist and serve the emergency medica needs of
communities.

EMSwill continue to be diverse a the local level. Heterogeneity among EMS
systemsis often areflection of the divergty in the communities they serve.
Guiding principles are gpplicable to dl EMS systems. However, the methods for
applying such principles and the ability to reach specific process benchmarks will
continue to be influenced by the nature of communities and the resources they
POSSESS.

As a component of hedth care systems, EMS will be influenced significantly by
their continuing evolution. The U.S. hedth care system is undergoing congtant
evolution, which seems more rapid now than ever. Recent changes have occurred
interms of regiona systems' organization and finance. An increasing proportion
of the U.S. population is participating in hedth plans (e.g., managed care) that
compe patients to seek specific medical care providers and place a greater
emphasis on prevention and hedth maintenance. In many cases, both insurers and
hedlth care providers have established regiona networks (e.g., managed care
organizations) to enhance efficiency and reduce costs. Such changes will continue
to occur and affect EM S hedlth care delivery roles and logistical considerations.
There currently isalack of information regarding EM S systems and outcomes.
Despite many years of experience, we continue to lack adequate informeation
regarding how EM S systems influence patient outcomes for most medical
conditions, and how they affect the overal hedlth of the communitiesthey serve.
Emergency medical services-relaed research usualy has focused on one disease
or operations issue, and often is conducted in only one EMS system. The
conclusions drawn may not be valid or gpplicable in other EM S systems.



It will be necessary to continue to make some EMS systemrelated decisions on
the basis of limited information. The current relative lack of knowledge regarding
system and outcome rel ationships sometimes forces necessary decisions to be
made with insufficient information. The time and resources required to complete
the research necessary to produce such knowledge may be extensive. Therefore,
unless progress is to be held hostage, in many cases, the need to make decisons
will continue to precede the availability of al the information that might affect
them.

The mediawill continue to influence the public’ s perception of EMS. To date, the
media has been the primary means for the public to develop awareness of EMS.
Except for the few community members whom the EM S system contacts esch
year, the bulk of public perception regarding EMS-related issues will continue to
be derived from televison programs (fictional and documentary) and occasiond
news accounts.

Federa and State financia resources will be decreasing. The appropriation of
federd funding had a 9gnificant impact on initid EM S devdopment. In an era of
governmentd fiscal redraint it islikely that federd funding for EM S ectivities

will continue to decrease. Financid support for EMS systemswill be, to an
increasing extent, derived from unfound or undevel oped sources.

To make good decisons, public policy makers must be well-informed about EMS
issues. Attempts have been initiated to educate public policy makers regarding
important EMS-rdated issues. These efforts will continue, and will include plans
to educate members of the United States Congress and other federd, state and
locd officids able to effect public policy that improves community emergency
hedlth care.
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POTENTIAL KEY AREAS

The following key areas are included for review by GETAC in developing the Strategic
Pan for EMSin Texas.

KEY AREA |I: HEALTH CARE SERVICES

Integration of EMS into Hedlth Care
Clinicd Care

Communication Systems/ Public Access
Public Education

Prevention

KEY AREA |I: HUMAN RESOURCES
Personnel
Medicd Direction
Education Systems

KEY AREA 111: EMSRESEARCH

Information Systems

Evauaion
KEY AREA IV: LEGISLATION and REGULATON
KEY AREA V : SYSTEM FINANCE

It should be noted that many of the sub categories cross over into other areas. As example,
“Public Education” is essentid in dl of the above categories.



KEY AREA I
HEALTH CARE SERVICES:

INTEGRATION OF EMSINTO HEALH CARE SERVICES

Integration of hedlth care services helps to ensure that the care provided by EMS does not
occur in isolation, and that positive effects are enhanced by linkage with other
community health resources and integration within the hedth care system.

WHERE WE ARE:

In Texas, EMS provides out-of-facility medica care to those with percelved urgent
needs. It is a component of the overal hedth care sysem. EMS ddlivers treatment as part
of, or in combination with, systematic gpproaches intended to attenuate morbidity and
mortality for specific patient subpopulations.

As a component of the hedth care delivery sysem, EM S addresses dll possibleinjuries
and illnesses, and treats dll ages. It isacomponent of, and is also comprised by, systems
intended to provide care for specific diseases and population segments. Contemporary
EMS systems were crested to meet the immediate needs of the acutely ill and injured; to
provide “gabilization” and transportation. EM S, in general, meets these objectivesin
relaive isolation from other hedth care and community resources. EM S personnel and
referra to socid services agencies have published reports regarding public hedth
aurvelllance. However, most EM S systems are disconnected from other community
resources, except perhaps other public safety agencies, and are not involved in the
business of ensuring follow-up by socid service agencies or other community
agencies/resources potentialy able to intervene when patients need support. Thus, the
potentid positive effects of EMS, in terms of improved hedlth for individua patients and
the community, remain unredlized.

EMS providers, in generd, do not provide or ensure medica follow- up for patients who
are not trangported. Failure to obtain such care in atimely fashion may be an issue
respongible for sub optima patient outcomes and litigation involving EM S systems and
personnel. Lack of integration with other health care providers limits the ability of EMS
to coordinate aftercare for its patients.

Except for familiarity with medical direction facilities and emergency depatments, EMS
personnel in generd, do not have substantial working knowledge of the practices of other
community heglth care providers and the policies of regiona hedlth care organizations.
Thus, they are unable to integrate their care with sources for patients' continuing health
care.



WHERE WE WANT TO BE

For its patients and the community as awhole, EM S provides care and service thet is
integrated with other hedlth care providers and community hedlth resources. Thus, EMS
patients are assured that their care is consdered part of a complete health care program,
connected to sources for continuous and/or follow-up care, and linked to other potentialy
beneficid hedlth resources.

Out-of-facility careis conddered to be an integra component of the hedlth care system.
The atributes or dements of out-of-facility care are shared by the other hedlth care
components. Each EM S attribute appliesto al groups of potentia EM S patients,
addressing the needs of al community members. Furthermore, the borders among patient
groups, system attributes, and hedlth care components are shared among al components
of the Hedlth Care System.

EMSS focuses on out- of-facility care and, at the same time, it supports efforts to
implement codt- effective community hedlth care. Out-of-facility care is a component of
the comprehensive hedlth care system, and EM S shares structural and process elements
common to al hedth care system components. Furthermore, EM S is aresource for
community hedth care ddivery.

EMS maintains liaisons, including systems for communication with other community
resources, such as other public safety agencies, departments of public hedlth, socid
service agencies and organizations, hedth care provider networks, community hedth
educators, and others. This enables EM S to be proactive in affecting peopl€ s long-term
hedth by rdaying information regarding potentialy unhedthy situetions (e.g., potentid
for injury), and providing referrds to agencies with a vested interest in maintaining the
hedlth of their clients. Multiple digpostions are possble when acal isreceived a a
public safety answering point; additional multiple dispogtions are available following
patient evaluation by EM S personnd. EM S is a community hedlth resource, able to
initiate important follow-up care for patients, whether or not they are transported to a
hedth care facility.

EMSisintegrated with other hedlth care providers, including hedlth care provider
organizations and networks, and primary care physicians. As a hedth care provider,
EMS, with medicd direction, facilitates access for its patients to gppropriate sources of
medica care. Integration ensures that EM S patients receive appropriate follow-up
medical care, and that the episodic care provided by EMS is considered a component of
each patient’smedica history that affects the plan for continuing hedth care.

EMS integrates with other health system components to improve its care for the entire
community, including children, the elderly, those who are chronically dependent on
medica devices, and others. This ensures that the population is better served, and that the
special needs of specific patients are addressed adequately.



Efforts to improve EMS care for specific segments of the population recognize the need
for, and advocate implementation of, syslem enhancements that benefit the entire
population. These efforts often include attention to functiona system design, hedlth care
personnel education, and equipment and facility resources.

HOW TO GET THERE:

EMS mugt expand its public hedlth role and develop ongoing relationships with
community public health and socid services resources. Such relationships should result
in systems of communication that enable referrd's and subsequent follow-up by those
agencies. Rdationships should benefit dl parties by improved understanding of factors
contributing to issues being addressed. Reports of the effectiveness of these relationships
should be disseminated.

EMS must become involved in the business of community health monitoring, including
participation in data collection and trangmitta to appropriate community and hedth care
agencies. Long-term effects of such efforts must be widely reported.

EMS systems must seek to become integrated with other hedlth care providers and
provider organizations and networks. Integration should benefit patients by enhancing
and mantaining the continuum of care. Communications systems, including confidentia
trangmitta of patient-related data, should be developed. These should explore the utility
of continuing communications technological advances. Mutudly acceptable clinica
guiddines regarding patient treatment and transport also must be developed.

Hedth care provider organizations and networks must incorporate EM S within their
dructures to ddiver qudity hedlth care. They must not impede the community’s
immediate access to EMS when a percelved emergency exists.

EMS medica direction must be cognizant of the specid medicd needs of dl population
segments and, through continuous processes, ensure that EM S is integrated with health
care ddivery systems striving to optimaly meet these needs. An EM S physician,
collaborating with other community physicians (including pediaricians, surgeons, family
practitioners, internists, emergency physicians, and others) and hedlth care professonas
(including nurses, nurse practitioners, physician’'s assistants, paramedics, administrators,
and others), should ultimately be respongible and have authority for EMS medica
direction and, in partnerships with system administrators, effect sysem improvements.

EMS must incorporate hedlth systems that address the specia needs of al population
segments served (e.g., pediatric, geriatric, medica device-dependent; and other patients
in urban, suburban, rurd, and frontier areas). Such systems or plans should include
education, system design, and resource components. They must be developed with input
from members of the community. Groups unable to represent themsalves, such as
children, must be represented by others who are familiar with their needs.



Emergency medicd services leaders must continue to identify issues of interest to policy
makers to address specific agpects of EMS, and improve the system as awhole. Attention
paid to EM S components should be done with consideration of the entire system.

Research and pilot projects should be conducted with regard to expanded services that
may be provided by EMS. Efforts to enhance services should focus foremaost on
improving those currently ddivered by EMS, and might also lead to services that enable
patients to seek follow-up care in aless urgent manner and/or facility. These projects
should address objective meaningful patient outcomes, EMS staffing requirements,
personnel education issues, quality evauations, legd issues, and cost-effectiveness. They
must aso indude logigtica eva uations such as the ongoing capabilities of EMSto
respond to critical emergencies (e.g., cardiac arrests). These studies must precede
widespread adoption of such practices and results should be disseminated and subjected
to scrutiny.

HEALTH CARE SERVICES:

Expand the role of EMSin public - Incorporate EM S within hedlth care
hedlth networks structure to deliver qudity care
Involve EMSin community hedlth - Be cognizant of the specid needs of the
monitoring activities entire population

Integrate EMS with other hedth care . Incorporate hedth sysems within EMS
providers and provider networks that address the specia needs of all
segments of the population

CLINICAL CARE

Texas EMS has evolved significantly over the past 30 years. To some extent it has
capitdized on the availability of new pharmacol ogic agents and technology, developed
meansto deliver life-saving care faster (e.g., lay-person CPR, use of autométic externd
defibrillators by lesser trained personnd, dispatch life support, and others), and begun to
systematically address the particular needs of specific groups of patients. EMS provides
care to those with perceived emergency needs and, when indicated, provides
transportation to, from, and between hedth care facilities. Mohbility and immediate
availability to the entire population distinguish EM S from other components of the hedlth
care sysem. EMS systems vary remarkably with regard to the sophistication of out-of-
facility care they provide and the tools they utilize. Variation exists due to availability of
local resources, and the functional needs and expectations of communities. The scope of
EMS care differs immensdy among between locdlities. The interventions paramedics
may perform, the equipment available to them, and the medications they carry varies
greatly. Variation exists due to the availability of loca resources, and the functiond
needs and expectations of communities.



The care ddlivered by EMS makesintuitive sense, in that it is smilar to emergency
department care —sooner. However, with the exception of afew clinical Stuaions (e.g.,
cardiac arrest, certain trauma), the effects of EM'S care are not adequately known. In
some areas, EMS clinica care variations may be the result of adapting to meet the hedth
care needs of communities. For the most part, regardless of its sophistication, EMS
clinica careisintended to get patients to a hospital. For those EMS providers who seek
payment for their services, payment usualy is based on the patient transport and
retrogpective determination of medica necessity.

Petient trangport is mostly effected by ground ambulances. Ambulances are equipped and
gaffed to provide care ranging from non-invasive monitoring and support (BLS) to
sophisticated interventions and pharmacotherapy (ALS— MICU) during transport.
Essentia equipment for ambulances, including minimum guiddinesfor “ALS’ and
pediatric equipment and medications, has been defined. Other modes of transportation
(e.g., helicopter, fixed wing aircraft, boat, and others) aso are often used.

While technically non-emergency transfers of patients between facilities does not fall
under current law, the majority of these providers seek licensure in order to receive
compensation from Medicare, Medicaid, and other insurance agencies. Even though
there are distinct differences between these secondary patient transport systems and the
911 systems, there is no difference in the licensure process.

WHERE WE WANT TO BE

EMS provides adefined basdline of clinica care and servicesin dl communities.
Expangon of care and services occurs in response to community health care needs and
availability of resources.

Out-of-facility EMS dlinicd careis optima for patients' circumstances, o that it
positively impacts patient outcomes. In some cases, the care that is provided isintended
to avoid the patient’ s need for immediate transport to a hospita. The effects of EMS care,
in terms of outcomes, for specific conditions are continuoudy evauated. This helps
facilitate appropriate digtribution of health care resources, including equipment,

personnel, and education.

Thergpeutic technology and pharmaceutica advances are evaluated in terms of their
impact on patient outcomes and appropriateness for EM S use (e.g., portable, effective,
information-adding, and others) prior to their deployment. EMS clinical care evolves as
new diagnostic and theragpeutic tools become available, but those that do not provide
demonstrable benefit are not used.

As much as possible, transportation moddities are allocated according to patients
conditions so that resources are not over utilized. The composition and expertise of
trangport teams matches the needs of complex patients undergoing secondary transport.



Trangport of individuas not requiring sophiticated equipment or supervision does not
consume those resources that could be made available elsawhere.

Petient transport activities are integrated with the total hedlth care system. EMSis
capable of facilitating access to hospita emergency departments and other health care
sources designated by medica direction in consderation of patients providers of
continuous care. Requisite for such facilitation is working knowledge of and agreements
with other hedlth care partners.

Staffing patterns, in terms of available skills and expertise, for interfacility or secondary
trangports result from an understanding of potentia care required for specific types of
patients. The authority and responsbility for medica direction during such transportsis
Clear.

EMSclinica care and transportation systems are networked. Providers of non-acute,
acute, Speciaty, and air medica trangport are closdy linked so that communications are
smooth and patient transfers, including accompanying data, appear seamless.
Communications within networks alow ingantaneous assessment of the avallability and
locations of out-of-facility clinical care and transportation resources

HOW TO GET THERE

EMS organizations and those responsible for EM'S Structures, processes, and outcomes
must commit to acommon definition of what condtitutes basdline out- of-faclity
community EMS care. Such a definition should address, for example, minimum
personnd qudifications and resources/'equipment available to them.

EMS should work with state and nationd organizations and associaions to help
determineits role in enhancing identification and trestment of various dinica conditions
(e.g., myocardid infarction). EMS clinical care must be subjected to ongoing evauation
to determine itsimpact on patient outcomes. New services and trestments should be
implemented only after their effects have been demongtrated. Furthermore, changesin
clinicd care should be judtifiable based on community hedth care needs.

Research and pilot projects must be conducted to determine the effects of patient
outcomes after specific care and trangport via various modalities. This should include
investigations regarding the relative effects of ground and air transport on patientswith a
variety of conditions. The cogt effectiveness and relative safety of trangport should be
addressed.

Research must be conducted and published regarding treatments that can be administered
safely during trangport by various personnel configurations. Such projects should include
interfacility/ secondary transfers, when patients are being moved to a different level of
care or to access providers responsible for ongoing care.



Task analyses must be conducted to determine the needs for avallability of specific skills
and expertise during trangport of various types of patients. Such andyses should
determine optima personnel configurations for interfacility/ secondary patient transfers.

Local and state EM S lead agencies should facilitate development of arrangements that
render delineation of medica direction authority and responsibility unambiguous during
interfacility/ secondary patient transfers. EMS medica directors should strive to reach
consensus among physcians (e.g., on-line medica direction providers, trauma surgeons,
cadiologists, pediatricians, and othersincluding referring and receiving physicians)
regarding their roles during interfacility trandfers.

The Bureau of Emergency Management should work with other State’'sLead EMS
Agencies to insure that the Hedlth Care Finance Administration (HCFA), and others
respongble for establishing policy with regard to EMS payment, €iminate patient

trangport as a requirement for compensating EM S systems. Patient assessment and care
delivered, regardless of whether or not trangport occurred, must be recognized and
compensated appropriately. Additionally, the cost of system preparedness (e.g., readiness
costs) should be recognized. Alternative models for determining rates of reimbursement
must be developed.

EMS systems should seek to establish proactive relationships with other providers (e.g.,
primary care providers, managed care organizations, health clinics) within the hedlth care
delivery system. Such relationships should seek to establish understanding of the
perspectives of dl providers, and to develop mutud policies that enhance the ddivery of
efficient care to patients. Reports of the effects of these relationships must be
disseminated.

EMS systems must establish regiond collaborative networks with al potentia
transportation resources. Networks should include clarification of medica direction roles
during primary and secondary patient trangport. State and locad EM S authorities should
facilitate establishment of such networks.

CLINICAL CARE:

Commit to a common definition of . Conduct task analyses to determine
what condtitutes basdline community gppropriate Saff configurations
EMS care- during secondary patient- transfers
Subject EMS clinicd careto . Eliminate patient trangport asa
ongoing evauation to determine its criterion for compensating EMS
impact on patient outcomes sysems-

Employ new care techniques and . Edablish proactive rdationships
technology only after shown to be between EM S and other hedlth care

effective providers



COMMUNICATION SYSTEMS PUBLIC ACCESS

The sngle most important piece of information provided during an emergency cdl isthe
location of the person(s) requiring help. Even though the State has made great Strides,
many areas of Texas ill lack adequate 911 addresses.

Across the State, most people access EM S by telephone. Currently, approximately

the population At many 9-1-1 communication centers, cal-takers are automaticaly
provided with the caller ’ s telgphone number and location; automatic number identity
(ANI); and automatic location identity (ALI). Such systems are known as enhanced 9-1-1
or 9-1-1E.

Within public safety answering points (PSAP), calsfor EMS are answered by personnedl
with greetly varying levels of education, experience, ability to provide potentidly life-
saving indructions via telephone, and medica direction.  While Emergency Medica
Digpatchers (EMDs) have been advocated as essentid personnd a dl EM S dispatching
centers avast number of the State' SEM S Systems are dispatched by locd law
enforcement agencies with no direct connection to EMS where dispatching EMSisa
secondary function.

Once EM S units are dispatched, they frequently are isolated from other emergency
services, impeding abilities to coordinate appropriate actions. The spectrum of
communications equipment currently in useis broad, ranging from antiquated radios to
mobile data terminas mounted inside the emergency vehicles. Celular telephones dso
are commonly used. They provide an dternative to busy radio frequencies, enhance
communication system coverage with cdlular-satdllite technology, enable data transfer
(e.g., 12 lead ECG), and provide for more privacy than routine radio communications.

From a communications perspective, EM S personnel are, for the most part, isolated from
the rest of the hedth care ddlivery system. They rarely have access to meaningful medical
history data (e.g., medications, previous illnesses, results of previous
evauationg/diagnogtic tests, and others) about their patients that might enable
implementation of efficient decisons. Many EM S systems employ on-line medica
direction (direct medica control) as part of their overal medical direction. However,
communications often are via crowded VHF frequencies, and are easily monitored.
Therefore, potentidly confidentid information cannot be securdly tranamitted.
Additiondly, terrain and limitations of the communications system, including cdlular
telephone systems, may limit the ability to obtain on-line medica direction a al.



WHERE WE WANT TO BE:

Implementation of 9-1-1 is state wide. From any land-line telephonein Texas, acdler
candid 9- 1-1, or push an emergency icon, in order to contact the appropriate PSAP for
higher location. In amobile society, this facilitates timely access to emergency services
regardless of location and familiarity with local telephone number requirements.
Furthermore, potential barriers to emergency services access are decreased for children,
elderly, mentaly disabled, foreign vidtors, and others with specid needs.

Alternative access to 9-1-1 is made available to individuas unable to pay for telephone
services where they routingly exit. In cases where the routine spectrum of telephone
servicesis not provided because of an inability to pay, limited service that merely enables
emergency services accessvia9- 1-1 is neverthdess made available. This hdpsfacilitate
access to emergency medica care for the financidly disadvantaged, members of society
who aso are often medically disadvantaged.

Cdlular telephones uniformly provide a means of accessing EMSvia9-1-1. Cdlular
telephones are in widespread use, and may provide a convenient means of accessng
emergency services, epecidly from vehicles, in areas within a*“cdll” but where aland-
line telephoneis not readily avalable. To facilitate timely access by cdlular telephone
users, “9-1-1" is available wherever the cdlular telephone might bein service. Cdlular
telephone technology (e.g., link to agloba positioning system) ensuresthat all
emergency cdls are routed to the appropriate communications center.

Every cal for emergency sarvicesis automeatically accompanied by location identifying
information. Within metropolitan areas, unique location address codes suffice. For all
cdls originating from roadways, rurd, frontier, backcountry, and wilderness aress, exact
locations derived from a geographic information system are provided. This acknowledges
location identifiers as the most important information obtained by emergency call
recipients and that techniques for accurately enhancing information transfer facilitates
timely access to emergency services. Such mechanisms also attenuate barriers to access
that might otherwise be experienced by children and others who have difficulty defining
their locations.

Systems for accessng EMS and other emergency services employ communications
technology advances that reduce barriers to access imposed by geography, age of the
cdler, specific disabilities, language, and other phenomena. Such systemsinclude
mechanisms for computerized automatic PSAP notification in cases of motor vehicle and
other types of crashes, utilize persona status monitors and communications devices,
indantaneoudy trandate languages, provide the ability to dectronicdly visudize calers
(e.g., interactive video communications processes), and incorporate computers to receive
and transmit data between the cdler, cal recipient, EMS provider, other public safety
agencies, and other hedlth care services.



EM S communications systems incorporate other public service agencies. Such agencies
include departments of public hedth, socid services, and others able to address unhedthy
or undesirable circumstances identified by EMS personnel while caring for their patients.

EMS communications systems ensure rdliable availability of online medica direction
and enable transmisson of relevant redl-time patient deta to arecaiving medicd facility.
Such capabilities potentialy may adlow medica decisons of greater complexity to be
made in the field, permit a greater degree of preparation a the recelving facility, enhance
EMS system data collection, and facilitate commencement of patients medica records
ealier in the course of ther injuries/ilinesses.

Communications networks are geographically integrated and based on functional need to
enable routine and reliable communications among EMS, fire, law enforcement, and
other public safety agencies. This facilitates coordinated responses during both routine
and large scale operations, and effects optimd utilization of resources on alarge
geographic basis. Issues related to disaster preparedness are addressed.

Communications networks for EM S do not stand aone, but EMSisafull partner in the
communications syslem. EM S has the ability to impact network design and function in
order to better serveits patients needs. In some aress, thisincludes utilization of AVL
technology and development of interactive video communications between the public,
EMS, fire, law enforcement, other public safety agencies, and other health care providers.

HOW TO GET THERE:

Organizations with an interest in EMS and al with responsbility for EMS structures,
processes, and outcomes must continue to encourage implementation of 9-1-1in al aress.
When necessary, resolution of politica disputes delaying 9-1-1 implementation must be
facilitated.

Loca governments and public utility commissions must ensure that those who cannot
afford telephone service are nevertheess able to immediately access emergency services.
For example, they might compel provision of minimum telephone service thet only
enables 9-1-1 cdls, facilitate Srategic placement of public telephones, provide cable
cdling systems, or develop other services that facilitate access to emergency care.

Utility companies (e.g., telephone, cable) and governmentd authorities must continue
initiatives to assgn unique geographic location codes or addressesto all telephone
numbers, and implement systems to continuoudy and reliably update such information.

Technology should be employed so that data derived from geographic information
systemsis automaticaly supplied to the PSAP regardless of where a cal originates.
Communication centers must prepare themsdves to receive and utilize such information.



Cdlular tdlephone service companies and 9-1- 1 PSAPs must engage in cooperative
ventures to devel op the necessary funding and technology to achieve implementation of
cdlular 9-1-1 service. Within “cdls” 9-1-1 calls should receive priority so that delays are
not experienced due to other cdlular activity. Calsfrom cdlular telephones should be
locatable with a geographic information system to facilitate linkage with the appropriate
PSAP and provide timely response of emergency services to the correct location.

Communications centers, EMS providers, and other public safety agencies must continue
to evaluate the appropriateness of communications technology advances which may
enhance system access and benefit the efficiency of emergency medica care. Filot
projects that exploit technologica advances must be conducted, and the results of such
projects must be made public.

Research and pilot projects must be conducted to assess the effectiveness, including
patient out-comes, of various personnd and resource attributes for EM S digpatching.
Reaults of these projects should be made available so that the roles of such personnedl
within an evolving hedth care and EM S system can be optimized.

Standards for emergency medica dispatching must be promulgated and updated by
public safety communications and other EM S interested organizations, and be
commensurate with systlem needs. In some cases, date legidation will be gppropriatein
order to ensure that EMDs obtain the education, experience, and resources necessary to
perform their intended tasks safely and effectively.

EMS access points must improve their abilities to triage calls, providing linkage with
other community health resources, so that the system’ s response is tailored to patients
needs. Such efforts should incorporate the input of community members and community
hedlth care providers and resources.

Cdlsfor emergency medica care are received by personnel with the requisite
combination of education, experience, and resources necessary to enable optimd query of
the caller, make determination of the most gppropriate resources to be mohilized, and
implement an effective course of action. The EM S response is gppropriate, optimal care
isddivered, and utilization of resourcesis efficient. All calersto EMS are provided
dispaich life support by quaified and credentided personnel. This entails pre-arivd life
saving indructions via protocol and with medica direction.

EM S communications networks incorporate other providers of medical care. Such
networks enable the EM'S system to receive and transmit patient- related information from
and to other providers responsible for patients continuous care. These networks employ
useful technologica advances, such as transmission of computerized records to maintain
confidentidity, so that EM S personnd may make improved decisons with regard to
patient care, follow-up care, and transport destination (if necessary). Such
communication networks fecilitate integration of EMS with other hedlth care services.



Communications centers and hedlth care providers must commit to cooperative ventures
amed a improving the exchange of confidentid patient-related data, in atimely manner.
Such efforts must be accompanied by integration of practices and policies so that optimal
patient care is achieved.

Research and pilot projects should be conducted to determine the benefits of red-time
patient datatransfer (e.g., via cdlular communications, satdllite, interactive video, and
others) rdative to its costs. As advancing technology is explored, the results of such
projects must be made public.

Funds must be appropriated on state, and regiona levels to further develop and update
communications systems that are geographically integrated and functionaly based. Texas
must continue to develop statewide EM 'S communications plans.

EMS systems should collaborate with private interests to effect shared purchasing of
communications technology, developing economies of scae. Such pooling of resources
will provide an increased ability to explore potentia uses of technologic communications
advances.



COMMUNICATION SYSTEMS/
PUBLIC ACCESS:

Deveop uniform cdlular 9-1-1
sarvice that reliably routes cdlsto
the appropriate PSAP-

Implement Enhanced 9-1-1 Service
Statewide

Provide emergency telephone
service for those who cannot
otherwise afford routine telephone
sarvices

Ensure that dl callsto a PSAP,
regardless of their origins, are
automaticaly accompanied by
unique location-identifying
information

Enhance the ability of EMS systems
to triage cdlls, and provide resource
dlocation that istailored to patients
needs.

Assess the effectiveness of various
personnel and resource attributes for
EMSdigpatching

Recavedl cdlsfor EMSusing
personne with the requisite
combination of education,
experience, and resources to
optimdly query the cdler, make
determination of the most
appropriate resources to be
mobilized, and implement an
effective course of action

Promulgate and update standards for
EMS dispatching

Develop cooperétive ventures
between communications centers
and hedth providersto integrate
communi cations processes and
enable rapid patient-related
information exchange

Evauate and employ technologies
that attenuate potentia barriersto
EMS access-

Determine the benefits of red-time
patient data transfer

Appropriate, state, and regional
funds to further develop and update
geographicaly integrated and
functiondly-based EMS
communications networks-

Facilitate exploration of potentia
uses of advancing communications
technology by EMS

Collaboration with private interests
to effect shared purchasing of
communication technology



PUBLIC EDUCATION

WHERE WE ARE:

Public education, as a component of health promotion, is aresponsibility of every hedth
care provider and inditution including EMS. It is an effort to provide a combination of
learning experiences designed to facilitate voluntary actions leading to hedth.

Public educetion is an essentid activity for every EMS system. Y, asatool for
providing public education, Texas EMS is woefully underdeveloped. A greet ded of what
the public knows about its EM S system and about dedling with medicd emergencies
originates from the media, including televison programs intended for entertainment and
not education. The media does not prepare the public to evauate or ensure the qudity of
EMS.

Education, with dl its various dimensions, is the linchpin for hedth promotion. Asa
component of hedth promoation, education facilitates development of knowledge, kills,
and motivation thet lead to reduction of behaviora risks and more active involvement of
people in community affairs. Thisindudes grester participation in effecting hedlth and
socid policy and advocacy for improved hedth systems. Public education is often a
focus of other public safety divisons. Examples indlude fire service campaigns regarding
the importance of smoke detectors, and police educationd efforts regarding impaired
driving, traffic and highway safety, and persond safety. In generd, EMS has not
optimally engaged itsdf in providing education that improves community headth through
prevention, early identification, and treatment.

Certainly there are examples of EMS public education initiatives. In some arees EMS-C
funds have been utilized to develop programs regarding childhood illness and injury.
Additiondly, numerous EM S systems have assumed a leadership role in disseminating
CPR and “bystander care’ education to the public along with the implementation of the
“Shattered Dreams’ and other smilar programs.

However, planned and evaluated EM S public education initiatives remain sporadic. This
is despite the interest and role of EM S in improving community hedth, its Sature and
vighility within the community, and its potentid &bility to educate individud patients

and family members during periods of care and follow-up.

WHERE WE WANT TO BE:

Public education is acknowledged as an essentia ongoing activity of EMS. Such

programs support the role of EMS to improve community hedth and provide vauable
information regarding prevention of injuries and illnesses, gppropriate access and
utilization of EMS and other hedlth care services, and bystander care. It redlizesthe
advantages of EM S as a community-based resource with broad expertise and capacity for
contributing to community hedlth monitoring and education dissemination.



EMS and public education programs address the needs of dl members of the community.
This includes school-age children, adults, senior citizens, and other members of the
community with specid needs.

EMS systems educate the public as consumers. The importance of the public's
knowledge of EMS-related issues, including funding, level of care provided, equipment,
and system expectations and standards is acknowledged. Purchasers of hedlth care
sarvices, whether individua, corporate, or public, are well-informed about EM S issues,
including evaluating and ensuring optima EMS.

EMS systems explore innovative techniques to conduct their public education missons.
These include, among others, follow-up vigtsto patients and their families, exploration
of new technologies (e.g., computers, worldwide web), and media formats.

HOW TO GET THERE:

EMS should collaborate with other community resources and agencies to determine
public education needs. Such assessments will enable development of education
programs with specific objectives gppropriate for the community.

EMS must engage in continuous public education. Such efforts should focus on areas of
prevention, early identification and hedlth care service access, and initid trestment.

EMS must educate the public as consumers. Targets for such efforts should include at-
large community members, other members of the health care system, policy makers,
lawmakers, and health care service purchasers.

EMS must explore new techniques and technologies to effect public education. Efforts
should be made to reach the broadest possble population in the community.

An evduation process must scrutinize public education efforts. Such evauation helps
ensure that program objectives are being met and provides guidance for program
modification.

PUBLIC EDUCATION:
Educate the public as consumers

Acknowledge public education as a - Explore new techniques and

criticd activity for EMS technologes for implementing
Coallaborate with other community public education

resources and agencies to determine . BEvaduate public education initiatives

public education needs
Engage in continuous public
educeation programs



PREVENTION

In this era, injury prevention has taken on anew dimension for both improving the State's
hedlth and truly controlling hedth care cogts. Inthe U.S. injury isthe third leading cause
of death and disability in al age groups and accounts for more years of potentid life lost
(YPLL) than any other hedth problem.

Prevention provides an opportunity to redize significant reductions in human morbidity
and mortality—all with a managegble investment. Engaging in prevention activitiesisthe
responsbility of every hedlth care practitioner, including those involved with the
provison of EMS.

EMSis not commonly linked to the public’s prevention consciousness while other public
safety services have demondirated their effectiveness at public education and prevention
activities,. These include fire service efforts to effect engineering, enforcement, and
education that decrease the number of fires and fire-related burns and degths. Police
departments have implemented deliberate efforts to decrease traffic-related injuries and
deaths through aggressive enforcement of impaired driving laws aong with increased
enforcement of Seat Bt requirements.

WHERE WE WANT TO BE:

EMS systems and providers are continuoudy engaged in injury and illness prevention
programs. Prevention efforts are based on regiona need; they address identified
community injury and illness problems.

EMS systems develop and maintain prevention-oriented environments for their providers,
individualy and collectively. An amaosphere of safety and well- being, established
through EMS system initiatives, provides the foundation for EM S prevention efforts
within the community.

EMS providers receive education regarding prevention principles (e.g., engineering,
enforcement, education, economics). They develop and maintain an understanding of
how prevention activities reae to themsdlves (e.g., while performing EMS-related duties
and at other times) and to their outreach efforts.

EMS systems continuoudly enhance their abilities to document and andyze
circumstances contributing to injuries and illnesses. Thisinformation is provided to other
hedlth care and community resources able to help evauate and attenuate injury and
illnessrisk factorsfor individud patients and the community as awhole.



HOW TO GET THERE:

Emergency medica services providers/'sysems must collaborate with other community
agencies and health care providers which possess expertise and interest in injury and
illness prevention (e.g., other public safety agencies, safety councils, public hedlth
departments, health care provider groups, colleges and universities). The intent of such
collaboration is to identify appropriate targets for prevention activities and share the tasks
of implementation.

EMS systems should support the Safe Communities and Safe America concepts. For the
sake of the hedlth of the communities they serve, EMS systems mugt identify their
potentid roles within partnerships to reduce preventable injuries and illnesses.

EMS providers and systems must advocate for legidation that potentidly resultsin injury
and illness prevention (e.g., through engineering improvements, enhanced enforcemernt,
better education, and economic incentives). This advocacy acknowledges the fiduciary
respongibility that EMS has for its communities hedth, in recognition of the high costs
of preventable injuries and illnesses. Such cogts are not only monetary, but include lost
productivity and the human suffering that affectsindividua patients and the entire
community.

Prevention begins a home. Protecting the well-being of the workforceisalogica step
toward the development and implementation of prevention initiatives within the
community.

EMS education core contents must include the principles of prevention and itsrolein
improving individua and community hedth. Such education will better enable EMSto
fulfill its prevention role as a hedth care and public safety provider.

EMS must continue to improve its ability to document illness and injury circumstances
and convey thisinformation to others. These efforts capitalize on the unique pogtion of
EMS providers to observeillness and injury scenes, and to identify potentia contributing
factors within the community.



PREVENTION:
. Develop and maintain a prevention
Collaborate with community oriented atmosphere within EMS

agencies and hedlth care providers systems
with expertise and interest in illness - Includethe principles of prevention
and injury prevention and itsrole in improving community
Support the Safe Communities hedlth as part of EM S education
concept core contents
Advocate for legidation that - Improve the ability of EMSto
potentidly resultsin injury and documert injury and illness
illness prevention circumstances

KEY AREAII

HUMAN RESOURCES
PERSONNEL:

The task of providing qudity EMS care requires qualified, competent, and compass onate
people. The human resource, comprised of a dedicated team of individuas with
complimentary skills and expertise, is the most valuable asset to EM S patients.

WHERE WE ARE:

Many people with greatly diverse backgrounds contribute to the efficient operations of
EMS systems. In addition to citizen bystanders, these include public safety
communicators and emergency medicd dispatchers, first responders, emergency medica
technicians (EMTs) of various certification leves, nurses, physcians, firefighters, law
enforcement officers, other public safety officids, adminigtrative personnd, and others.
Among local EM S systems, specific contributions by different categories of personnd

may vary sgnificantly.

Paramedics and other levels of EMTs provide the vast mgority of out-of-hospitd EMS
care. There are gpproximately 48,599 CERTIFIED EMS personnd in Texas. Much of
the State SEM S is provided by volunteers with diverse occupationd backgrounds. They
serve more than 25% of the population. The economic vaue of their contribution is
immeasurable. However, for many possible reasons, the number of EM'S volunteer
organizations is decreasing.

Many other groups of health care workers also collaborate to effect the patient care
provided by EMS. They include physicians (emergency physicians, family practitioners,
pediatricians, surgeons, cardiologists, and others), nurses with various arees of specia
expertise, nurse practitioners, physician’s assistants, respiratory therapists, and others.



Their roles may involve EMS personnd education, system planning, evauation, research
and/or direct provison of care.

Perennid EM S personnd-rdated issues include the difficulties of recruitment and
retention. Occupationd risks, sub optimal recognition, and inadegquate compensation
contribute to these problems. Both volunteer and career (i.e, paid personnel) sysems are
affected.

While volunteers provide EMS Coverage for a large area of the Sate, over the last
several years these systems have begun to decline. Small rural/frontier communities are
finding it more and more difficult to recruit and retain personnel. While there are several
factors contributing to this problem, one of the most significant is the lack of an adequate
population base. These areas are facing an aging population with a large segment of the
younger population moving to areas where they can find a better economic future. Many
of those remaining simply do not have the time to volunteer for EMS service. To put it
simply, those that can or will, usually are or have been involved in EMS and those that
haven't, for one reason or another, normally will not / cannot participate.

EMS personnd experience stressors and risks that are unique to other health care workers
and, no doubt, to other public safety workers. Among these stressors is exposure to
highly traumatic events or experiences. Emergency personnd are at least twice aslikdy

as the genera population to suffer from post traumatic stress disorders. However, thereis
apaucity of literature describing systematic gpproaches intended to further understand

the spectrum of EM S workforce stressors. Instead, most descriptions of EM S personnel
stress and subsequent “burnout” are anecdotd.

Exposure to bloodborne pathogensis a significant risk for EM S personndl. Exposure to
HIV and hepatitis viruses are the greatest concerns. Other work related injuries dso are
common. EMS personndl, especially those in urban areas, are subject to assault. Back
injury isthe single largest category of occupationd injuries, and frequent mechanisms of
injury include lifting, faling, assaults, and motor vehicle crashes.

EM S workers often suffer from lack of full recognition as members of the hedth care
delivery system. They frequently lack a satisfactory career ladder

Among EMS systems, the numbers and types of personnel who staff EM S vehicles vary
greatly. Evauations, in terms of numbers and combined levels of education and
experience to provide specific serviced interventions, have not been systematicaly
performed and reported.



WHERE WE WANT TO BE

People attracted to EM S service are among society’ s best, and desire to contribute to their
community’s hedlth. The composition of the EM S workforce reflects the diversity of the
population it serves. The workforce recelves compensation, financia or otherwise, that
supportsits needs and is comparable to other positions with smilar responghilities and
occupational risks.

A career ladder existsfor EMS personnel, and it includes established connections to
pardld fields. EMS personnd may use accumulated knowledge and skillsin avariety of
EMS-reated positions, and neither advancing age or disability prevent EMS providers
from using thelr education and expertise in meaningful ways.

Thereis an understanding of the occupationa issues, including both physicd and
psychologicd, unique to EMS workers. All EMS personnd recelve available
immunizations against worrisome communicable diseases, appropriate protective
clothing and equipment, and pertinent education. They aso have ready accessto
counsdling when needed. The vadue of supporting the well-being of the workforce is
recognized, and workforce divergity is consdered during the design of Strategiesto
address occupationa issues.

EMS personnd are prepared to provide the level of service and care expected of them by
the population served. Preparation includes physical resources, adequate personnel
resources, and requisite knowledge and skills. This helps ensure that the qudity of care
provided meets an acceptable community standard.

EMS personnd are readily recognized as members of the health care ddlivery team. This
is congruent with recognition of the role EMS playsin providing out- of-facility care to
the population, and its function as an initid trestment provider and facilitator of accessto
further care a times of acute injury or illness.

Hedlth care workers with specia competency in EMS are readily identifiable. This
includes physicians, nurses, administrators, and others whose practices involve EMS.
Recognition of specia competency helps ensure qudity of knowledge and expertise for
hedlth care workers who are sought to affect EMS and its ability to provide qudity care
for its patients.

Provider skills and patient care interventions are eval uated continuoudy to determine
which skills and interventions pogtively impact EM S patient outcomes. This ensures that
providers are gppropriately educated and distributed within EM S systems so that they are
ableto deliver optimd care to the population.

EMS In Rurd/Frontier areas of the State is integrated into / combined with other
avalable hedth rdated agencies.



HOW TO GET THERE

Adequate preparation, in terms of both knowledge and skills acquisition, must precede
changes in the expectations of servicesto be provided by EMS personnd. EMS systems
adminigtrators, managers and medica directors are responsible for ensuring such
preparation. Requisite knowledge and skills should be estimated a priori and
continuoudy evauated.

Those responsible for EM S structures, processes and outcomes, including EMS
education, must adopt the principles of the National Emergency Medical Services
Education and Practice Blueprint. Thiswill provide greater uniformity anong EMS
workers and enhance recognition of their expertise and roles within hedth care.

Texas dong with other States must work together to develop a system of reciprocity for
credentiding EM S professionals who rel ocate from one state to another (e.g., the
Nationa Registry of Emergency Medica Technicians). Although states have specific
criteriafor authorizing EMS providers to practice, it is not acceptable to require
professonas to repeat education that has already been acquired. Thiswill ensure that
EMS providers may take advantage of professiona opportunities to which they are
otherwise entitled

EMS systems should devel op relationships with academic inditutions. Thiswill facilitate
access to resources necessary to conduct occupational health studies and provide
education opportunities for personnel. Education opportunities sought should include
recognized management course work for EMS system managers/adminigtrators.

Researchersin EMS systems should collaborate to conduct occupational hedlth studies
regarding EMS personnel designed to yield an improved understanding of occupationa
hazards for EMS workers and srategies for minimizing them.

EMS systems must become affiliated with or implement a system for critica incident
stress management. The potentid effects of overwhemingly tragic eventson EMS
workers cannot be ignored, and must be addressed to the greatest extent possible.

EMS must be developed as a subspecialty for physicians, nurses, and other hedlth care
professonaswith an EMS focus. Thiswill facilitate recognition of hedth care
professionas with speciad competency in EMS.

The Bureau of Emergency Management along with locd EM S Communities should work
towards legidation that would mandate EM S as an “ Essentia Service'.



Pilot programs should be developed and implemented in Rura/Frontier Counties that
combinefintegrate EM S into other Hedlth Care agencies such as County, Community and
Rurd Hedlth Clinics. Not only would such combined resourcesinsure 24/7 coverage for
EMS and provide additiona health resources to oftentlimited communities, it would aso
provide for stable income for EMS personnel and potentialy provide a career ladder
where individuas could move into other hedlth related professions.

PERSONNEL: . Conduct EM S occupationa hedlth
research

Ensure that dterationsin . Provideasysem for criticd incident

expectations of EMS personnel to sress management

provide hedlth care services are . Work towards alegidation that

preceded by adequate preparation would make EM S an Essentid

Adopt the principles of the Nationa Service

EMS Education and Practice . Developlimplement Filot Programs

Blueprint- to integrate EMS into other Hedlth

Develop asystem for reciprocity of Agencies

EMS provider credentids-

Develop collaborative relationships
between EMS systems and academic
inditutions

MEDICAL DIRECTION:

Medicd direction involves granting authority and accepting responsbility for the care
provided by EMS, and includes participation in al aspects of EM S to ensure maintenance
of accepted standards of medical practice. Quaity medica direction is an essentid
process to provide optimal care for EM S patients. It hel ps to ensure the appropriate
ddivery of populationbased medica care to those with perceived urgent needs.

WHERE WE ARE:

Physcians effiliated with EM S systems serve at varying extents, from informa system

medica advisorsto full-time medica directors and syslem adminidirators. Unfortunately

in Texas, a large number of Medical Directors serve only as informal advisorsto EMS
Systems and participate only in a limited basis in the medical oversight of the system they
serve.

Emergency physicians provide the mgority of on-line medical direction, referring to the
moment-to-moment contemporaneous medica supervison of EMS personnd caring for
patientsin the fidld. It occurs viaradio or telephone On-line medica direction may
emanate from a centrad communications facility or one or more designated hospitals or
other hedlth care facilities. In the mgority of cases on-line medical direction does not
result in orders for care beyond what has been directed via protocol, but such
communication is nevertheless felt to be hdpful by EM S personnd.



Medica direction activities that do not involve contemporaneous direction of EMS
personne in the fidd include development and timely revision of protocols and medicd
gtanding orders, implementation and maintenance of qudity improvement systems,
personnel education, development and monitoring of communications protocols, atention
to the hedth and wellness of personnd, and addressing equipment and legidative issues.
Such activities are criticd for ensuring optimal EMS.

The medica director’ srole isto provide medica leadership for EMS. Those who serve as
medica directors are charged with ultimate responsbility for the qudity of care delivered
by EMS, must have the authority to effect changes that pogtively affect quality, and
champion the vaue of EM S within the remainder of the hedth care system. The medicd
director has authority over EMS medica care regardless of providers credentias. He or
sheis responsble for coordinating with other community physicians to ensure that their
patients’ issues and needs are understood and adequately addressed by the system.

Medica directors evolve from severd medicd disciplines. In some aress, emergency
physicians provide the mgority of medical direction. However, not dl emergency
physcians are EMS physcians, nor are dl EMS physcians emergency physcians.

WHERE WE WANT TO BE

All EMS providers and activites have the benefit of quaified medicd direction. Thisis
true regardiess of the level of service provided, and helps ensure that EMSis ddivering
appropriate and quaity health services that meet the needs of individua patients and the
entire population.

The effects of on-linemedica direction are understood, including identification of
gtuations that are significantly influenced by on-line medicd direction, and the effects of
various personnd providing it. This helps ensure that ontline medica direction is
available and obtained for those Stuations when it is likely to have a postive effect for
EMS patients.

Medica direction is provided by qudified credentided physcians with specid
competency in EMS. Recognition of competency, by virtue of acquisition of knowledge
and skills relevant to the ddivery of EMS care and adminigration of EMS systems as
population-based hedth care systems, is available in the form of subspecidty certification
for physicians, nurses and adminigtrators. This hel ps ensure that knowledgesble and
quaified individuas provide medica direction, which ultimately affectsthe care

provided to patients in the community.

Texas hasan EMS Medica Director who isan EMS physician. This helps ensure
appropriate medica direction for sates EMS systems. It acknowledgesEMS asa
component of the hedth care system serving patients needs and requiring physician
leadership..



Resources available to the medicd director(s) are commensurate with the responsibilities
and size of the population served. This ensures that resources (e.g., personnel, equipment,
funding, and others) are sufficient to carry out the responghbilities and authorities
incumbent upon the medica director and medicd direction staff. The cost of such
resources is included with those of system preparedness.

EMS medicd directors, in consultation with other medica direction participants, are
respongble for determining EMS systems’ practice parameters. They maintain authority
for al care provided by EMS, and they have responghility for granting clinica privileges
to EMS providers. The medical director ensuresthat EM S providers are prepared, in
terms of education and kills, to deliver the system’ s patient care.

Medica direction provides leadership for EMS systems and personnel. The medica
director ensures collaboration between EMS and other health care partners, and actively
seeks contributions from other community physicians so that the interests and needs of

the entire population served (e.g., children, senior citizens, and others with specid hedlth
care needs) are addressed. EMS medica directors are in a position to postively influence
systems and the care ddivered through their knowledge of the complexities of EMS, the
spectrum of issues related to population-based care, the occupational health concerns of
EMS personnel, the optimal care for the spectrum of EM S patients, and the principles of
clinical research.

HOW TO GET THERE

EMS systems must ensure that medical direction is appropriated sufficient resourcesto
judtify its accountability to the systems, communities, and patients served. The cost of
such resources should be included with those of system preparedness.

All individuas who provide on-line or off-line medica direction must be appropriately
credentialed. This should be accomplished, in part, through formd orientation to the
principles of medica direction and specific characterigtics of local EMS systems.

EMS physicians and researchers must conduct investigations of adequate quality to
elucidate the effects of ontline medical direction. Effects studied should address
objective, relevant patient outcomes and Systems costs.

Interested organizations must continue their work to develop the basisfor EMS asa
physician subspeciaty. Such work should include encouragement of inditutions to
develop resources necessary to implement EM S fellowships, so that the number of
qudified EMS physcianswill grow.



EMS authorities and systems should designate a physician(s) responsible for overal
medica direction within the jurisdiction. Such an gppointment should be made with the
intent of fadlitating uniformity of medica oversight policies and practices throughout the
jurisdiction. Additiondly, medica director(s) should be charged with the respongibility

of, and accountable for, collaborating with other community physicians to ensure the best
possible care for the population.

Texas should gppoint a satewide EMS medicd director who ultimately will be
responsible for statewide EMS medica direction, providing leadership and guidance for
the state sEM'S system that is based on sound medica practice.

MEDICAL DIRECTION: Develop collaborative relaionships
between EM S systems and academic

Appropriate sufficient resources for inditutions

EMS medicd direction

Require appropriate credentids for - Develop EMS aphyscan

al those who provide medical subspecidty certification

direction
Appoint State EM S medical
directors

EDUCATION SYSTEMS:

AsEMS carein Texas continues to evolve and become more sophiticated, the need for
high qudity education for EMS personnel increases. Education programs must mest the
needs of new providers and of seasoned professionals, who have a need to maintain skills
and familiarity with advancing technology and the scientific bagis of their practice.

WHERE WE ARE:

Currently, EM S education programs primarily prepare those who areinterested in
certification in EMS at four levels (Emergency Care Attendant, Emergency Medicd
Technician , Emergency Medicd Technician-Intermediate, and Emergency Medica
Technician-Paramedic). Curricula developed by the U.S. Department of Transportation
(DOT) provide the bases for education of first responders, EMT-Basics, EMT-
Intermediates, and EMT-Paramedics. Settings for EM S education include hospitals,
community colleges, universities, technica centers, private inditutions, and Fire and
EMS departments.



Standardized brief educational programs, with specific objectives that address trestment
of segments of the population, also have been devel oped. They include coursesin
cardiac, trauma, and pediatric life support. Such programs are frequently incorporated
into, or used to supplement, EM S education plans. However, there have not been
systematic andyses of the suitability of EM S education with regard to expectations for
EMS personnel to provide a spectrum of public safety and hedlth care services.
Additiondly, issues related to knowledge and skill degradation have not been addressed
extensvey. While some EM S providers seek further educationa opportunities, others,
for various reasons, do not wish to do so.

Advanced training opportunities for many rurd EMS systemsiis limited to distancesto
maor training centersin more urban aress.

WHERE WE WANT TO BE

EMSS education employs sound educationd principles and sets up a program of lifelong
learning for EMS professionds. It provides the tools necessary for EMS providersto
serve identified health care needs of the population. Education is based on research and
employs adult learning techniques. It is conducted by qudified indructors.

Educationd objectivesfor EMS providers are congruent with the expectations of hedlth
and public safety servicesto be provided by them. This ensures that acquired knowledge
and sKkills are those that adequately prepare providers to meet expectations for personnel
of their Sature.

Education programs are based on the national core contents for providers at various
levels. Core contents provide infrastructure for programs, which might be augmented as
gppropriate for loca circumstances (e.g., wilderness rescue). They provide nationd
direction and standardization of education curricula, which facilitates recognition by
credentiaing agencies while dlowing adequate opportunity for customization as
indicated by local necessity.

Higher level EMS education programs are affiliated with academic inditutions. EMS
education thet is academicaly-based facilitates further development of EMS asa
professond discipline. It increases the availability of educationa opportunities that
acknowledge previous EM S educational/ academic achievements, provides more
academic degree opportunities for EM S personnd, augments the management skills
among EMS professiondss, and protects the value of personal and societa resources
invested in education.

Interdisciplinary and bridging programs provide avenues for EM S providers to enhance
thelr credentials or trangtion to other health care roles, and for other hedlth care
professonasto acquire EMSfield provider credentias. They facilitate adaptation of the
work force as community hedth care needs, and the role of EMS, evolve,



Indtitutions of higher learning recognize EM S education as an achievement worthy of
academic credit. They welcome affiliations with EM S education programs, and assst
them to strengthen the academic basis of EMS educetion.

Adequatetraining a dl levelsisavalableto dl EMS systems.
HOW TO GET THERE

Any change in the vison of EM S should prompt an andlysis of new tasks required by that
vision, providing the basis for determining the education needs of the EM S workforce.
Alterations of EMS education core contents should then follow accordingly.

EMSS education researchers must investigate curricula adequacy and dternative education
techniques. Such investigations should be designed to provide improved understanding of
the education that is optima for serving various EMSroles. The results of such
investigations should be widdly disseminated.

Objectives of education programs must be updated sufficiently and frequently so that the
needs of EMSS patients are met. Modifications should ensure that objectives serve the
current needs of EM S patients and the personnel who care for them, so community
standards of practice can be achieved. Higher level EM S education programs must
incorporate learning objectives regarding research, quaity improvement, and
management. The scientific bass of EM S practice, basic principles of clinica research,
the importance of ongoing EM S research, and the principles of qudity improvement and
management should be included.

All EMS education must be conducted with the benefit of quaified medica direction.
The physcian medicd director(s) should be involved in education program planning,
presentation, and evauation, including evauation of faculty, and participants.

Providers of EMS education should seek to establish relationships with academic
indtitutions (e.g., colleges, universties, academic medica centers). Such reationships
should enhance the academic basis of EM S education and facilitate recognition of
advanced level EM S education as an accomplishment worthy of academic credit.

EMS education providers and academic indtitutions should devel op innovative solutions
that address cultura variation, rural circumstances, and travel and time congtraints. These
should include programs that incorporate, for example, distance learning and advancing
technology. Reports of such programs should be made widdly available. In some cases,
these indtitutions should develop their own EM S education programs that offer academic
credit.

EMS educators must develop bridging and trangtioning programs. These programs
should offer mechanisms for EM S providers to enhance their credentids or trangtion to
new hedlth careroles. They should dso provide other hedlth care personned the ability to
trangtion to out-of-hospital EMSroles.



EDUCATION SYSTEMS:

Ensure adequacy of EMS education
programs

Update education core content
objectives frequently enough so that
they reflect patient EMS- hedlth care
needs

Incorporate research, quality
improvement, and management
learning objectivesin higher leve
EMS education

Conduct EM'S education with
medica direction

Seek accreditation for EMS
education programs

Egablish innovative and
collaborative relationships between
EMS education programs and
academic- inditutions

Recognize EM 'S education as an
academic achievement

Develop bridging and trangition
programs-

Include EM S-related objectivesin
al hedth professons education
Devdop/Implement innovative
methods of insuring access to
traning in dl areas of Texas



KEY AREA I
RESEARCH

EMS has evolved rapidly over the past 30 years despite dow progressin developing
EMS-reated research. System changes frequently prompt research effortsto prove they
make a difference, instead of the more gppropriate sequence of using research findings as
abassfor EMS improvements.

WHERE WE ARE:

Researchers at a smal number of medica schools have generated most of what is known
about EM S, generdly in mid-szed dities, that have ongoing relationships with municipd
EMS systems. The volume of EM S research islow and the qudity often palesin
comparison with other medical research.

Most published EMS research is component- based, focusing on a single intervention or
hedlth problem, and rarely addressing the inherent complexities of EM S systems. With
few exceptions, there has been little emphas's on systems andyss. Development of the
“chain of surviva” concept for cardiac emergencies provides the best evidence of
completed systems research. Trauma-related research comprises the only other EMS
research emphasis. However, sudy methods have not been as extensively developed, and
experimenta designs often limit abilities to compare studies and reach meaningful
conclusons. Other clinica conditions have not been scientificaly studied with a sysems
approach. Component-based analyses often lead to conclusions that are incorrect, or at
least cannot be supported, when they are considered in the context of the entire EMS
system. Thus, in many cases, our poor understanding of systems research modes hasled
to the development of wrong assumptions with regard to EMS care.

Currently there are five mgor impediments to the development of quality EMS research:

inadequate funding

lack of integrated information systems thet provide for meaningful linkage with
patient out-comes

paucity of academic research inditutions with long-term commitmentsto EMS
systemsresearch

overly redrictive informed consent interpretations

lack of education and appreciation by EM S personnel regarding the importance of
EMS research

Without dramétic progress on these five fronts, there will not be asignificant increasein
the quantity of well-done, meaningful EMS research.



Significant barriers to collecting relevant, meaningful, and accurate EMS data exis. EMS
data often are not collected in arigorous fashion that alows academic evauation.
Linkage with hospital and other data sets, which is required to determine EMS
effectiveness, is difficult and infrequently accomplished.

A State agendafor EM S-related research does not exist, and there is no central source for
EMS research funding. Overdl, financia support for EMS-related research isinadequate
to address the many systems issues requiring study.

Overly redrictive informed consent interpretations create additional barriersto
conducting EM S research. They do not consider the clinica and environmenta
circumstances of fidd EMS investigations, and impede indtitutiond review board
approva of meaningful resuscitation research and other fidd trids.

EMS education curricula does not include adequate research-related objectives. Thus,
very few EMS personnd, including system administrators and managers, have a
aufficient basdine understanding and appreciation of the critica role of EM S research.
Unlike mogt ather clinicd fidds, its own practitioners, relying instead on others, often
conduct EM S research without significant participation.

The rationde for many routine EMS interventionsis based on in-hospital studies, and not
on scientific investigation of their out- of-hospita effectiveness. The effectiveness of most
EMSinterventions and of EM S systems, in generd, has not been well established with
outcome criteria. Furthermore, the outcome criterion most studied is desth, which,
athough important, is not pertinent to most EMS clinical Stuations. The essentid nature
of quaity EMS research is recognized. A sufficient volume of quality reseerch is
undertaken to determine the effectiveness of EMS system design and specific
interventions.

WHERE WE WANT TO BE

EMS evolves with a scientific basis. Adequate investigations of EMS
interventiong/treatments and system designs occur before they are advocated as EMS
dandards. The efficacy, effectiveness and cost-effectiveness of such interventions and
system designs are determined. Thisincludes the identification of patients who are
gppropriate for transport, and evauation of the effects of dternative dispostions for
patients when they are not trangported to health care facilities.

Asmuch as possible, EM S research employs systems analysis models. These models use
multidisciplinary approaches to answer complex questions. They consder many issues
that impact a system to help ensure that findings are accurate within the context of
multifaceted EM S systems.



The Texas Department of Hedth in conjunction with the Bureau of Emergency
Management is committed to EM S-related research and participatesin providing EMS-
related research funding.

Integrated information systems provide linkages between EMS and other public safety
services and hedlth care providers. They facilitate the data collection necessary to
determine EM S effectiveness.

Severd academic centers have long-term commitments to EM S research. They serveasa
nucleus of activity that involves many EM S systems with different characterisicsand dl
personnd levels, including fidd providers, managers, administrators, nurses, and
physicians.

Informed consent rules account for the clinical and environmenta circumstances of EMS
research. They enable credible resuscitation and other out-of-facility investigations to be
conducted.

EMS personnd of dl levels and credentials gppreciate the role of EMS research in terms
of cregting ascientific bassfor EMS patient care. All individuas with some
responsbility for EM S structure, process, and/or outcomes are involved, to some extent,
with EMS research.

EMS research examines multiple outcome criteria. Thus, it is pertinent to most EMS
clinical stuations, which do not involve alikelihood of death.

HOW TO GET THERE

Public and private organizations responsible for EM S structures, processes, and/or
outcomes must collaborate to establish anational EM S research agenda. They should
determine generd research gods and assst with development of research funding
SOUrces.

The mgor impediments to EM S research must be addressed:

State policy makers mugt alocate funds for amgor EM S systems research thrust.
Integrated information systems must be developed to provide linkage between
EMS and various public safety services and other hedth care providersto
fecilitate the data collection that is necessary to determine EMSS effectiveness.
Academic indtitutions and medica schools must consider making long- term
commitmentsto EMS-related research. They should support EM S-interested
faculty members, collaborate with EM S systems, and involve EM S personnel of
al levelsin conducting credible syslems research.



The Department of Hedlth and Human Services and the Food and Drug
Adminigtration must continue to revise thair interpretations of informed consent
rules so that they enable credible resuscitation and other out- of-facility research to
be conducted. Informed consent interpretations should account for the clinical and
environmenta circumstances inherent in conducting EMS research.

All individuals with some responsibility for EM S structures, processes, and
outcomes must be involved in and/or support quaity EMS systems research. They
must recognize the need for quality information that demondtrates the effects of
EMS for the patient population served, and provides the scientific basisfor EMS
patient care.

EMS must be designated as a subspecidty for physicians and other hedlth
professonds. The development of well-trained EM S researchers must be an
integra component of the EM S subspecidty, just asit is in other subspecidties.
Those with sub-specidty credentids should be integraly involved in advancing

the knowledge base of EMS.

EMSfidd providers and managers, as part of their routine education, must learn
the importance and principles of conducting EMS-related systems research. The
objectives need not be to develop EM S researchers, but to help personnel
understand the research that is being conducted and enable them to participate and
be supportive.

EMS researchers must enhance the quality of published research. Study methods
should employ systems andlysi's methods and meaningful outcome criteria, and
determine cost- effectiveness. Research meetings should include forums to educate
those wanting to improve their research kills

EMS systems, medica schoals, other academic ingtitutions, and private
foundations must develop collaborative relationships. Such relationships should
facilitate implementation of significant EM S research projects required to
determine, among other things, efficacy, effectiveness and cost- effectiveness.

The Bureau of Emergency Management must evolve from being primearily
regulatory to providing technical assstance. It should be involved in promoting
public hedth services research, and facilitating the development of relationships
and resources necessary for such studies

EMSRESEARCH:

- Deveop involvement and/or support
Allocate federd and sate fundsfor a of EMSresearch by dl those
magor EM S systems research thrust responsible for EM S structure,
Deveop information systems that processes, and/or outcomes
provide linkage between various . Dedgnate EMS as aphysician
public safety services and other subspeciaty, and a subspeciaty for
hedlth care providers other hedlth professons
Deveop academic indtitutiond - Include research related objectives
commitmentsto EMS-related in the education processes of EMS

research providers and managers



Interpret informed consent rulesto . Enhance the qudity of published

dlow for thedinica and EMSresearch

environmenta circumstances . Develop collaborative rdationships

inherent in conducting credible EMS between EM S systems, medical

research schoals, other academic indtitutions,
and private foundations

INFORMATION SYSTEMS:

Systems for data collection and information management have devel oped dowly within
EMS. Severa recent initiatives have focused on the development of improved techniques
for collecting EMS-rlated data. The Trauma Care Systems Planning and Devel opment
Act of 1990 emphasized the need for collection of data for the evauation of emergency
carefor sriousinjuries.

WHERE WE ARE:

While the Bureau of Emergency Management is working with other State agencies to
develop a centralized data system, currently there is no centralized system (database) in
Texas, that relates to the current practice of EMS The data required to completely
describe an EMS event exists in separate disparate locations. These include EMS
agencies, emergency departments, hospital medical records, other public safety agencies,
and vital statistics offices. In most cases, meaningful linkages between such sitesare
nonexistent.

The purpose of collecting EMS dataiisto evauate the emergency medica care of
individuas with illnesses and injuriesin an effort to improve access and reduce morbidity
and mortdity. The lack of organized information systems that produce data which are
vdid, relidble, and accurate is a 9gnificant barrier to coordinating EM S system
evauation, including outcomes andlyses. Lack of information sysems that are integrated
with EMS and other hedlth care providers and community resources severely limitsthe
ability to share ussful data. Patient-related data are not shared to alow EMS care to be
part of a continuum, accounting for past care and considered during future care.
Furthermore, within EM S agencies themsdlves, data systems generdly do not provide
readily accessible information about previous EMS patient contact and care.

Research efforts are hindered by underdevel oped information systems. In generd, the
data derived from an information system may be inadequate for research purposes.
However, it isextremey ussful for hypothes's generation and may require only minimal
supplementation.



WHERE WE WANT TO BE:

EMS systems share integrated informeation systems with other health care providers,
including provider networks, and other public safety agencies. These systems endble
EMS to access patient-related data necessary to optimize care (e.g., clinicd care,
transport disposition and destinations, arrangements for follow-up, and others). They
provide mechanisms for EMS to use data, and the ability to transmit useful information to
other hedlth care providers and community resources that are part of patients continuums
of care.

EMS information systems incorporate uniform data dements. These are derived from the
uniform prehospital data set and use standard definitions. This enables evaluation across
multiple EMS systems. Information systems support data collection for continuous EMS
evauation and for EMS-related research. Generated data are of sufficient validity,
reliability, and accuracy. The data necessary to describe entire EM S events are available
within information systems that link multiple source databases.

HOW TO GET THERE:

EMS must adopt uniform data dements and definitions, and incorporate these into
information systems. Such efforts should be directed toward redizing a degree of
commonadlity that facilitates multisystem eva uations and collaborative research.

EMS must develop mechanisms to generate and transmit data that are vaid, reliable, and
accurate. These factors should be considered during the design and enhancement of
information systems. Periodic evauation should focus on these aspects of data integrity.

EMS must develop and refine information systems that describe entire EM S events. They
should link multiscore databases so that patient outcomes can be determined following
EMS treatment. They should readily support ongoing systems evduation and EMS-
related research. Thisis necessary if the cost-effectiveness of EMSis to be determined.

EMS should collaborate with other health care providers and community resources to
develop integrated information systems. Such efforts should provide each participant
with petient-related data that potentially affects the continuum of care, facilitates access
for patients to gppropriate care and attention, enhances clinical care decision making, and
facilitates follon-up care.

Information system users must provide feedback to those who generate data. Feedback
should include, but be not limited to, results of evaluations and research.

The Bureau of Emergency Management along with other State Agencies should continue
to promote the centralized collection of data for all EMS calls (both emergent and non
emer gent).



INFORMATION SYSTEMS:

Adopt uniform data e ements and . Deveop integrated information
definitions and incorporate them systems with other hedth care
into information systems providers, public safety agencies,
Develop mechanisms to generate and community resources
and transmit deta that are valid, - Provide feedback to those who
reliable, and accurate generate data
Deveop information systems that . Work towards collection of dataon
are able to describe an entire EMS dl EMScdlsin Texas
event

EVALUATION:

EMS systems evauation and EM S research both rely on information systems as sources
of data. However, research athough very important, is an optiond activity for every
system. Furthermore, research seeks to enhance the knowledge base by answering new
guestions. On the other hand, continuous evauation is essentid for every EMS system,
and it should be a pervasive part of the environment. It seeks to determine the outcome
changes that occur with gpplication of new knowledge and system aterations.

WHERE WE ARE:

While the majority of EMS Systems in Texas have processes in place to for system
evaluation, often times these processes are inadequate due to the lack of reliable data.
Numerous Rural/Frontier Systems have only a minimal “ Quality Improvement “
programsin place that only reviews only a few key components of their operation. Even
systems where more comprehensive programs exist often fail to follow-up on patient
outcomes.

WHERE WE WANT TO BE:

Continuous comprehensive evauation of EM S assesses dll aspects of the system. Such
evauations include structural, process (i.e., key pointsin EMS processes), and outcome
measures, and are undertaken with condderation of confidentidity issues. Evaduetion is
integrd to quality improvement systems that continuoudy measure, maintain, and
improve the efficiency of EMS. These system andyses help determine optima design
and effect enhancements to meet individud patient and community hedlth care needs.

Evduation involves many dinica conditions. Thus, the vaue of EMS is determined
relaive to the medica needs of an expanded portion of the population served.

Other outcomes, in addition to death, are utilized to determine the effects of EMS. These
include disease, disability, discomfort, dissatisfaction, and destitution. This enables
gopreciation of the complete spectrum of EMS effects for the community.



The cogt-€effectiveness of EMSis evaduated. This includes the cost- effectiveness of
system preparedness (e.g., maintaining a sate of readiness that is suitable to the mission)
and the cost-effectiveness rddtive to various ilinesslinjury conditions and to specific
treatments. This helps determine the value related to EM S as a continued hedlth care
expenditure.

Public satisfaction and consumer input is afocus of EMS evauation. The interests of
consumers are acknowledged as paramount. This helps to ensure that EMS is adequately
mesting the expectations of the population it serves.

HOW TO GET THERE:

EMS system administrators and researchers must develop vaid modelsfor EMS
evauations. Such models should include structura, process, and outcome features.
Furthermore, outcomes should be objective and relevant to EM S care.

Modes must be standardized and EM S system eva uations should incorporate multiple
outcome categories. Evauations must seek to determine system effects for severd
outcome determinants if the full impact of EMSisto be appreciated.

EMS system administrators and researchers must determine the cost- effectiveness of
EMS. This should include andyses relative to pecific illnesses and injuries, specific
interventions, and system preparedness.

EMS evauation processes must incorporate consumer input. Such input may be sought in
various forms (e.g., follow-up, surveys, focus groups, layperson representation in
evauation councils, and others) and should determine if patient and community needs
and expectations are being met by the EMS system.

Work to implement a system of collections that gathers information on all EMScalls and
follows patients throughout the system.

EVALUATION: - Determine EM S cogt-effectiveness
- Incorporate consumer input in

Develop vadid moddsfor EMS evaluation processes

evauaions - Implement a centralized

Evduate EMS effects for multiple comprehensive data collection

medica conditions system

Determine EM S effects for multiple

outcome- categories



KEY AREA IV
LEGISLATION AND REGULATION:

Issues rdating to legidation, and its resulting regulations, are centrd to the provison of
EMSin the public' s behdf. Legdation and regulations affect EM S funding, system
designs, research, and EM S personndl credentialing and scope of practice.

WHERE WE ARE:

Texas has legidation that provides a statutory basis for EMS activities and programs. .
Sate and regional authorities responsible for implementing regulations, are, in general,
extensively involved in personnel licensing, training program certification, EMS provider
licensing, and record keeping. However, comprehensive enabling EMS|egisation for
development of a statewide EMS systemis lacking.

In some cases, locd governments also have passed ordinances to delineate EMS
gtandards for their communities. These may relate to system components or define
process standards.

WHERE WE WANT TO BE

The Bureau of Emergency Management is adequately funded to ensure its effectiveness.
Enabling legidation dlows flexibility; the ability to adapt and be respongive to the hedth
care and public safety environment. It is afacilitator, a clearinghouse for information, a
developer of guiddines, and apromoter and educator. This helps ensure that statewide
EMS system devel opment occurs and continues, that its development and oversight are
efficient, and that EMS of acceptable quality is available to the entire population.

Legislation provides a broad template that alows loca medical directors to determine the
specific parameters of practice for their EMS systems and to conduct credible research
and pilot projects. This ensures substantid uniformity within state, but provides the
degree of flexibility necessary to ensure that EM S systems, given their resources, are able
to optimally meet the hedlth care needs of their communities. Judtification for practice
parameters are required, as is maintaining minimum qudity standards.

In addition to regulating EMS, The Bureau and Regions provide technical assistance to
EMS systems. They provide coordination and geographic integration among locd EMS
systems, and provide technica expertise that may not be available within individua

systems. They facilitate credible EM S research and innovative pilot projects.

The Bureau has the authority and means to ensure the rdiable avalability of EMSto the
entire population. Such authority is exercised to act on the public’s bendf when
eventudities occur, such as potentia changes in the hedlth care system or EMS Structurd
or financid circumstances, and thregten its quaity or availability to the entire population.



HOW TO GET THERE:

Collectively, those responsible for EMS must convince State legidaorsto sufficiently
fund the Bureau of Emergency Management.

The Bureau must work to pass, and periodically review, enabling legidation that supports
innovation and integration,

While retaining respongbility for licensing, the Bureau must enhance its ahilitiesto
provide facilitation and technica assstance to locd EMS systems.

The Bureau should establish and fund the position of State EMS Medica Director,
ddinegte the authority of al EMS medicd directors within the Sate, and establish
qudifications for various medica director postionsin the state. Medical directors, within
broad guidelines, should be responsible for determining the parameters of EMS practice
within their systems.

The Bureau must be authorized to act on the public's behaf in cases of thregts to the
availability of quaity EMS to the entire population. Actions should ensure that some
segments of the population are not underserved, or denied immediate accessto EM S due
to socioeconomic or other factors.

The Bureau should work to pass legidation that provides protection from ligbility for
EMSfidd and medica direction personnd when dedling with unexpected and/or unusud
stuations faling outside the reelm of current protocols. These should include provisons
for in-depth review of such cases, and not dter liability for grosdy negligent conduct

LEGISLATION AND

REGULATION: Establish and fund the position of State
. EMS Medicd Director

grjrf]fel%emly ];\ljlnd the Bureaul of Act on the publi(_:’ S l:_)e_hdf in cases of
medlcyperi odai cdlagly review threetsto the availability of quality

EMSto the entire population
Implement laws that provide protection
from liability for EMS field and

medical direction personne when
dedling with unusud Stuations

enabling legidation that supports
innovation and integration,
Enhance abilities to provide
technica assstance



KEY AREA V.
SYSTEM FINANCE

Emergency medica services sysems, smilar to dl public and private organizations, must
be financidly viable. In an environment of congtant economic flux, it iscriticd to
continuoudy drive for asolid financia foundation.

WHERE WE ARE:

While the exact figures are not known, the cost of EMS in Texas runsinto the millions
each year. Such expense includes the costs of dl the infrastructure and activities required
to provide service. For example, communications systems, vehicle/equipment acquisition
and maintenance, personnd training and continuing education, first response and
ambulance operations, medicd direction, and licensaing and regulation activities dl
contribute to EM S costs. Also, process (e.g., response time) standards and staffing
requirements greatly influence these cogts. In tota, the combined costs of dl EMS
components and activities, the overd| cost of EMS, is equivaent to the cost of
preparedness, and it is greetly affected by community requirements.

In Texas, EMS systems are funded by a combination of public and/or private funds.
Primary revenue streams include governmenta subsidy viatax dollars, subscription
revenue, and fees generated by providing service,

Fee for sarvice revenue comes from five main sources. Medicare, Medicad, private
insurance companies, private paying patients, and specia service contracts. Of these,
Medicare, Medicaid, and private insurance company revenues are probably the most
important. Rates of payment, in genera, are based on customary charges and the
prevaling charge in the area. However, rules vary sgnificantly among insurance carriers,
and payment can be affected by what neighboring systems charge.

Those EMS systems relying on third party payors for significant revenue mug, in

generd, provide transportation in order to charge for their services. In other words, if the
EMS system provides treatment, but does not actudly transport a person to a hospitd,
third party payors are not obliged to pay for the service provided. Furthermore, payment
is often based on the level of care required during transport. It ignores that more
advanced resources may have been initialy required by the patient, based on the first
available information, but that less advanced resources were required for transport

Treatment followed by trangport (by the EM S system) to a hospital is not dways
necessary or the most efficient means of delivering needed care. However, current EMS
financid incentives may not be digned with efforts of the hedth care system asawhole
to optimize out-of-facility care and enhance hedlth care efficiency. With current payment
policies, decreasing the percentage of transports per patient assessed or treated resultsin
decreased EM S system revenue, reduced operating margin, and impaired ability to shift
costs.



The primary determinants of EMS cost relate to system preparedness, or the cost of
maintaining the resources necessary to meet a benchmark for emergency response. On
the other hand, the primary determinant of payment (one source of revenue) is patient
transport. Thus, the driving forces for cost and payment are not digned.

In some cases hedlth care insurers or providers stipulate to their subscriber patients that
authorization must precede utilization of EMS. Refusd to pay EMS for services provided
may be based on lack of preauthorization or clams that the patient condition did not
represent an emergency. Furthermore, regiond health care providers (e.g., managed care
organizations) frequently require their patients to seek care a specific facilities. EMS
systems are then requested to provide transport to locations that are not aways
geographically convenient. Accommodation of these requests may require additional
resources, with their associated costs, to be deployed by EMS systems.

WHERE WE WANT TO BE

In as much as EM S is a component of the hedlth care ddlivery system, and provides
hedth care sarvices, it is consstently funded by mechanisms that fund other aspects of

the system. These mechanisms are proactive and recognize the value of trestment that is
provided without transport. Trangport is not a prerequisite for funding. Payment for EMS
is preparedness-based (i.e., the cost of maintaining a suitable state of readiness), and
depends on service area size and complexity, utilization, and pre-determined quality
gandards (i.e., staffing, level of care, response time, and others). This provides EMS with
financia incentives that encourage, as gppropriate, provison and/or direction of EMS
patients to efficient care or other resources. It links finance to vaue, as determined by
community consumers, and digns cost and payment drivers.

The continued development of EM S systems on regiond and state-wide basesis
facilitated by locdl, regiond, and State Government. Sufficient funds are dlocated to
ensure EMS preparedness, including its first response functions.

HOW TO GET THERE

EMS systems must continualy determine and improve their cost-effectiveness and
evauate trends within the hedth care sysem as awhole. Evaluations should enable
optimization of financia resources to provide improved care.

EMS systems must develop proactive reationships with health care insurers and other
providers. Such relationships should include implementing pilot projects that determine
ways for EMS and other hedlth care organizations to collaborate to increase the
efficiency of patient care ddivery. These could address such issues as patient and system
outcomes when patients are not transported to an emergency department.



Hedth care insurers and provider organizations must compensate EM S as a component of
the hedlth care system caring for their clients/'subscribers/ members/ patients/consumers.
Mode formulas for use among these entities should be developed. Criteriafor payment,
that are preparedness-based, do not necessarily require patient transport, and are not
volume driven, must be developed between EM S systems and insurers/provider
organizetions.

Hedth care insurers/provider organizations must dlow immediate accessto EMS for
their patients who believe that amedical emergency exists. They must recognize an
emergency medica condition asamedica condition, with a sudden onset, that manifests
itself by symptoms of sufficient severity, such that a prudent layperson, possessing an
average knowledge of health and medicine, could reasonably expect the absence of
immediate medica attention to result in placing the person’s health in serious jeopardy.
Such a condition should serve as sufficient cause to access EMS,

Governmenta agencies responsible for hedlth care finance policy must incorporate
divisons that address issues relevant to EMS. Such issues should include reimbursement
for services when transport does not occur, and development of preparedness-based or
other dternative, proactive criteriafor EM S reimbursement/finance.

Locd and gtate governments must commit to funding agencies primarily responsible for
facilitating coordinated EM S development and evolution. Such funding should be from
stable sources that enable future planning to occur. It should provide resources for
infrastructure development, EM S evauation and research, and pilot project
implementation.

SYSTEM FINANCE:

Collaborate with other hedlth care - Provideimmediate accessto EMS
providers and insurers to enhance for emergency medical conditions
patient care efficiency - AddressEMS rdlevant issues within
Deveop proactive financid governmenta hedlth care finance
relationships between EMSS, other policy-

hedlth care providers, and hedlth - Commit loca and state attention and
care insurers/provider organizations fundsto continue EMS
Compensate EMS on the basis of a infrastructure

preparedness- based modd,
reducing volume-related incentives
and redlizing the cogt of an

emergency safety net



BaGH

Appendices

This page left blank at thistime. Appendices will be added to the actual
plan.

Balt



