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Out of the darkness: the Evolution of EMS
and the EMS Subspecialty

by Richard A. Walker MD

Associate Professor

Department of Emergency Medicine
University of Nebraska Medical Center
Nebraska Medical Center Emergency
Services

Emergency Medical Services
(EMS) has roots in ancient
times, but continues to evolve with the
American Board of Medical Specialties
approving EMS as the newest
Emergency Medicine subspecialty in
September 2010. The first EMS subspe-
cialty examination was administered
October 23-25, 2013, and the first
EMS board certified physicians were
notified of successful completion in late
2013. Where did EMS start, where has
it been, where are we now, and what in
the heck is this EMS subspecialty thing?
Some experts date the development
of EMS back to the Good Samaritan as
recounted in the Bible, but it can be
traced further back to the writings of
Homer. Machaon (Son of Asculapius

who was deified as the Greek god of

medicine) extracted the barbed arrow,
sucked the wound, and applied a secret
ointment.

Many credit Baron Dominique-Jean
Larrey, chief physician in Napoleon’s
army, with institution of the first pre-
hospital system in 1797. He developed
the concept of triage and, inspired by
horse-drawn "flying artillery,” he devel-
oped a "flying ambulance" designed to
transport the injured from the field to
aid stations. During the civil war, the
Union Army developed an organized
system to evacuate soldiers from the
field, and in the mid to late 1860s, the
first civilian ambulance services devel-
oped in Cincinnati and New York City.
Volunteer ambulance services first
developed on the East Coast in the
1920s with ongoing growth resulting in
a disorganized system of variable and
sometimes poor quality.

In 1960, there was litde regulation of
EMS training or ambulance specifica-
tions, but at that time President

Kennedy announced that traffic acci-

dents were a major public health prob-
lem. President Johnson formed the
President’s Commission on Highway
Safety in 1965 and their
report identified motor vehi-
cle crashes as a large public
health burden, recommended
development of a coordinat-
ed national highway safety
program, and felt that the
timeliness and adequacy of
care of the injured patient were critical.
In 1966, The National Academy of
Sciences—National Research Council
released the report titled “Accidental
Death and Disability: The Neglected
Disease of Modern Society” that docu-
mented the absence of quality in emer-
gency care. Their criticisms included
lack of treatment protocols, few trained
medical personnel, inefficient trans-
portation, lack of modern communica-
tions and equipment, the abdication

of responsibility by political authorities,
and the lack of research evaluating

prehospital care. The recommendations

(continued on Page 3)
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Out of the darkness: the Evolution of EMS
and the EMS Subspecialty (continued)

of this report were incorporated into
the Highway Safety Act of 1966.

The Act established the cabinet-level
Department of Transportation (DOT)
to accelerate highway traffic safety
programs and improve EMS through a
combination of demonstration projects
and matching grants which allowed the
development of regional experimenta-
tion with different types of EMS sys-
tems. Federal funding encouraged the
development of state EMS systems
through 1981 at which time the fund-
ing switched to block grants at the state
level.

Development of Emergency
Medicine (EM) as a specialty paralleled
that of EMS, and the first EM residency
program was established at the
University of Cincinnati in 1972. EM
was recognized as a specialty in 1975.

The American Board of Medical
Specialties is a not-for-profit organiza-
tion that assists 24 approved medical
specialty boards in the development
and use of standards in the ongoing
evaluation and certification of physi-
cians. The American Board of
Emergency Medicine (ABEM) became a
member board in 1979. ABMS has over
150 specialty and subspecialty boards
and defines a medical subspecialty as:

* being a primary clinical specialty
and having a unique body of
knowledge,

* a scientific body of literature as the
underpinnings of the subspecialty
(dedicated journals, textbooks),

* presence of a significant number
of physicians practicing in the
specialty,

* presence of a sufficient number

of training programs to ensure
training of subspecialists,

* and evidence of benefits to

patients and society.

ABEM first investigated pursuing
EMS as a subspecialty in the 1990s. At
that time, it was felt that EMS was too
administrative, had no unique body of
knowledge, and lacked sufficient scien-
tific underpinnings. In 2001, the
National Association of EMS Physicians
(NAEMSP) formed a task force to
investigate the possibility of NAEMSP
offering certification. Then, in 2006,
the Institute of Medicine report stated
that: “physicians who provide medical
direction for EMS systems should meet
standardized minimum requirements for
training and certification that are reflec-
tive of their responsibilities,” and “rec-
ommends that the American Board of
Emergency Medicine create a subspe-
cialty certification in EMS.” A draft
application was begun in 2007, submit-
ted in 2009, and EMS was approved as
an Emergency Medicine subspecialty in
2010. EMS joins the existing EM sub-
specialties of Anesthesiology Critical
Care Medicine, Hospice and Palliative
Medicine, Internal Medicine-Critical
Care Medicine, Medical Toxicology,
Pediatric Emergency Medicine, Sports
Medicine, and Undersea and
Hyperbaric Medicine.

Emergency Medical Services is a clin-
ical specialty that includes the care of
patients in all environments outside of
traditional medical care facilities includ-
ing clinics, offices, and hospitals until
arrival to a definitive medical care facili-
ty. It includes evaluation and treatment

of acute injury and illness in all age

groups, planning and prevention, moni-
toring, and team oversight.

“The purpose of subspecialty certifi-
cation in EMS is to standardize physi-
cian training and qualifications for EMS
practice, to improve patient safety, and
enhance the quality of emergency med-
ical care provided to patients in the pre-
hospital environment, and to facilitate
further integration of prehospital patient
treatment into the continuum of patient
care.”

There are two pathways for certifica-
tion in EMS: the practice pathway and

the training pathway.

Practice Pathways
(sunsets five years after ABMS approval)

* OPTION #1

- Successful completion of an accept-
able, unaccredited fellowship in
Emergency Medical Services, and

- Within six years immediately pre-
ceding the application, a minimum
of 24 months EMS practice (at
least 400 hours/yr) as:

o Assistant, Associate, or Medical
Director of an EMS agency with
patient care responsibility or

* Direct provider of prehospital

emergency care

* OPTION #2
- Within six years immediately pre-
ceding the application, a minimum
of 60 months EMS practice (at
least 400 hours/yr) as:

* Assistant, Associate, or Medical
Director of an EMS agency with
patient care responsibility or

* Direct provider of prehospital
emergency care

(continued on Page 11)
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before the patient arrives at your hospital

by Donald T. Rice, MD
EMS Physician Medical Director,
State of Nebraska

As the EMS physician medical
director to the State of
Nebraska, I am surprised at the variety
of responses I receive from doctors
when asked how they manage a heart
attack patient. For the purpose of this
article I want to focus on STEMI (ST
Elevation Myocardial Infarction)
patients. Now, maybe you are an obste-
trician reading this and think this does-
o't apply to you. It actually does. You
might be the next cardiac patient.
Understanding the changes in care in
Nebraska over the last two years could
save your life.

It wasn’t until December 2012 that
the State EMS program finally
approved a statewide STEMI system
allowing paramedics and EMTs to
effectively manage STEMI patients.
Would it surprise you to know it took
10 years to get approval? The game
changer was the ability to analyze pre-
hospital electronic medical records.
With computerized data, we were able
to sift through case after case revealing
some very disappointing facts about
heart attack victims in Nebraska.

We found that many lingered in
small emergency rooms for an average
of four hours before being transferred
to a cardiology center. We followed up
our initial research and conducted a
grassroots survey asking providers at
critical access hospitals to talk about

heart attack care at their facility.

We published the data last year as
the RAMIS report.' Here is what we
found:

* 41.5 percent of Critical Access
Hospitals did not have standing
patient acceptance agreements with
regional STEMI centers forcing
them to withstand delayed transfer.

* Although 99 percent of the Critical
Access Hospitals have policies in
place for thrombolytic therapy, 23
percent of the providers admitted
they had providers or partners who
did not use their own policies even if
the patient was a candidate for fibri-
nolytic therapy.

* Although most Critical Access
Hospitals had equal access to
Advanced Life Support services, 70
percent would not allow a STEMI
patient to bypass their own facility.
This would condemn the patient to
a lengthy delay.

To make treatment recommenda-
tions even more difficult, guidelines
written by the American Heart
Association focus on starting the clock
when “first medical contact” is made.?
This practice, however, is devoid of how
long the patient has been actually suf-
fering myocardial ischemia. So, let’s get
back to the obstetrician reading this
article and bring this point out. Let’s
say you get called at your home and
have a patient on the OB floor who has
been having late decelerations and the
fetal heart rate is dropping well down to
60. How would you feel if ACOG
(American College of Obstetrics and

Gynecology) revised their standards to

state that the “decision to incision” time
was flexible and even allowed you to
add time on evenings and weekends?
Albeit a crude analogy, I personally like
it. Late decelerations are
indicative of fetal ischemia.
With a child we wouldn’t tol-
erate these practices. With
adults... are we ok with this?
Several articles recently pub-
lished have criticized the
“door to balloon” concept and
have cited increased mortality rates
when patients inconveniently have
heart attacks after hours or on week-
ends when cath labs are usually not
staffed. ** Shiomi, et al, 2012, reports
what would seemingly be obvious that
symptom to balloon time is more
important than door to balloon time. °
If we are to make significant
improvements in managing these
patients, change needs to begin in the
prehospital environment. Based on cur-
rent American Heart Association
Guidelines (and an extremely large
body of evidence) here is what you need
to know.®
¢ Patients need definitive treatment
within 120 minutes of “first medical
contact.” This means the hospital
community needs to rely on the pre-
hospital community. If we can make
the diagnosis in the field, we can
give you more time to assemble a
cath team in your hospital.” “Door
to balloon time” is antiquated.
* In Nebraska, paramedics are quali-
fied to diagnose and manage STEMI
patients. They should be allowed to

(continued on Page 12)
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Evolution in Cardiac Arrest Care

by Jason Kruger, MD
NMA Board Member
EMS Oversight Authority, Medical
Director, Greater Lincoln/Lancaster

County Area, Lincoln

ccording to the American

Heart Association, out-of-
hospital cardiac arrest accounts for over
350,000 deaths in the United States
each year. Survival for out-of-
hospital cardiac arrest hovers
around 9 percent. CPR as we
know it today (combining
mouth to mouth ventilations
with chest compressions) was

first presented as an unnamed

concept in a meeting of the
Maryland Medical Society in 1960.
With CPR now being slightly over 50
years old, it is interesting to note that
survival from out-of-hospital cardiac
arrest has been flat for most of those 50
years, with only a very recent increase
in survival being noted. Also of
note/concern: there is a substantial vari-
ance in survival from cardiac arrest by
community.

The recent increase in survival from
out-of-hospital cardiac arrest is likely
secondary to a greater understanding of
what saves lives in cardiac arrest and
what does not. Survival is dependent
upon high-quality CPR. Survival is
dependent on chest compressions being
the right depth, the right rate, providers
allowing appropriate time for chest
recoil, minimizing interruptions in
chest compressions, and early defibrilla-
tion of appropriate cardiac dysrhyth-
mias. Bystander CPR is important in
improving survival. There has been a

recent movement in promoting hands-

only CPR for lay rescuers as a means
for minimizing interruptions in chest
compressions and encouraging
bystanders to perform CPR. Things
that have been shown to decrease sur-
vival in out-of-hospital cardiac arrest
include prolonged pauses in chest com-
pressions along with hyperventilation
during resuscitation. It is interesting to
note that some recent large studies have
associated advanced airway placement
with worse outcomes in out-of-hospital
cardiac arrest. This association does not
prove causation, but it is an interesting
trend to monitor.

Where does a community start to
try to improve survival in out-of-hospi-
tal cardiac arrest? The first and most
basic step is to accurately measure sur-
vival. In October 2013, Lincoln Fire
and Rescue became the first EMS
agency in the state of Nebraska to be
accepted into the CARES registry.
CARES (Cardiac Arrest Registry to
Enhance Survival) was started in 2004
as a partnership between the CDC and
Emory University. The registry allows
communities to input their cardiac
arrest data and then compare their local
data to national numbers. Generally
speaking, if you do not know your
baseline save rates, it is hard to
improve. There are currently more than
40 communities in 26 states participat-
ing in the CARES registry. This
includes eight states that are participat-
ing with entire statewide registries.
Based on the successful implementation
in Lincoln, the state of Nebraska has
been invited to become the ninth state

to participate with an entire statewide

registry in CARES. This will allow

every EMS agency in Nebraska to par-
ticipate so that every community in
Nebraska can determine its own sur-
vival rates for out-of-hospital cardiac
arrest.

Lincoln Fire and Rescue (LF&R)
currently analyzes every out-of-hospital
cardiac arrest in which it provides care.
Using software from their monitor/
defibrillators, LF&R can accurately
measure a chest compression fraction in
every code. Chest compression fraction
is simply the percentage of time during
a code in which chest compressions are
being performed. Nationally published
data puts the national chest compres-
sion fraction average around 50 pet-
cent. Survival in cardiac arrest correlates
strongly with higher chest compression
fractions being associated with higher
survival rates. LF&R routinely averages
around 90 percent for chest compres-
sion fractions in out-of-hospital cardiac
arrest. If it is not measured, it is hard to
improve. LF&R is doing a number of
other things to help improve survival in
cardiac arrest patients. Metronomes are
used during every code to ensure chest
compressions are being done at the cor-
rect rate. Prehospital therapeutic
hypothermia is being initiated in select
patients in order to try to improve neu-
rologic outcome in survivors of cardiac
arrest. Patients are being taken preferen-
tially to hospitals with cardiac catheteri-
zation labs because a number of studies
have shown improved survival in
patients taken promptly to the catheter-
ization lab after achieving a return of
spontaneous circulation.

There are a number of questions

that remain in the treatment of cardiac

(continued on Page 13)



Air Medical Transport

by 1add Delozier, MD
Medical Director, StarCare, Lincoln

Although ground transport

remains the mainstay of most
prehospital services, helicopters and
fixed wing aircraft are integral parts of
EMS systems. Air Medical Transport
(AMT) is a term covering the use of an
airplane or helicopter to move patients
to and from health care facilities and
accident scenes. Personnel provide com-
prehensive prehospital, emergency, and
critical care to all types of patients dur-
ing acromedical or rescue operations.

The use of air transport of patients
dates to World War I, but its role was
dramatically expanded during the
Korean and Vietnam conflicts where it
became the mainstay of rapid transport
of wounded soldiers to definitive surgi-
cal care. The successful use of helicopter
transport in military trauma was even-
tually extrapolated to the civilian world.
The first helicopter program was estab-
lished in Denver by St. Anthony
Hospital in 1972.

The advantages of AMT are to pro-
vide critical care capabilities during
inter-facility transport and/or deliver a
higher level of care at the scene of a
trauma with a decrease in the time
required to transport a patient to a
trauma center or receiving hospital that
can provide definitive care.

Effective use of helicopter services
depends on the initial assessment, by
either the EMS responder or original
provider, to determine whether the
patient’s condition warrants AMT.
Protocols and training must be devel-

oped to ensure that appropriate triage

criteria are applied. In the case of trau-
ma, activation will depend on the “real-
time” assessment of a trauma victim’s
injuries or potential injuries based on
the mechanism of injury. The purpose
of triage is to assure that the majority of
seriously ill and injured patients receive
appropriate transportation.

This system assumes a significant
over-triage rate to assure that critically
ill and injured patients are not missed.

Crew and patient safety is the single
most important factor to be considered
when deciding whether to transport a
patient by helicopter. Weather, air traf-
fic patterns, and distances between the
facilities must also be considered. The
general rule of safety is upon the crew.
If one flight member is not comfortable
with the flight for whatever reason, the
flight is cancelled.

An air ambulance is a specially out-
fitted aircraft that carries medical staff
and equipment vital to monitoring and
treating critically ill or injured patients.
Common supplies include: IV fluids,
medications for emergent conditions,
ventilators, ECG monitors, CPR and
advanced airway equipment. The med-
ical crew usually consists of two very
experienced members. A paramedic-
nurse combination is a widely used
configuration that has many strengths.
The paramedic has expertise, training,
and experience in handling the uncon-
trolled scene and the unpackaged
patient, while the critical care nurse has
vast experience in caring for unstable
patients utilizing multiple advanced
monitoring and treatment modalities.
An important and expanding role for

AMT is the transfer of the “specialty

Nebraska Medicine | Spring 2014

patient.” Such patients are ones who
can best be served by a crew that has
specific training and experience distinct
from that of the standard flight crew.
Examples include the unstable neonatal
or ECMO patient for whom
a neonatal nurse might be
critical, the high risk obstetri-
cal patient, or the unstable
ventilator patient who could
benefit from the care of a res-
piratory therapist. At larger
medical centers, the organ
harvest and transplant team may bene-
fit from utilization of the air medical
transport system. Pilots often have an
extensive military background including
rescue and medical transport missions
utilizing a variety of aircrafts. This
requires a great deal of experience with
their program’s aircraft because the con-
ditions of air ambulance flights are
often more challenging than regular
non-emergency flight services.

The nature of the air medical pro-
gram frequently determines the type of
medical direction required. In most
cases, the medical crew has considerably
advanced skills so medical control per-
mits them to exercise more decision-
making latitude. Their assessment and
treatment abilities tend to be more
complex and particularly on inter-facili-
ty transfers, permit reading X-rays and
interpretation of lab results and acting
on those abnormalities. With multisys-
tem trauma or patients with critical care
needs, the crew is capable of life saving
treatments and procedures not typically
performed at the referral hospital or by
local EMS providers. Some systems

operate almost entirely offline using
(continued on Page 14)
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Exploring the use of paramedics

to aid in reducing hospital readmissions

by Shirley Knodel, RN, MS
Scotssbluff and Gering, Nebraska

I Iospitals are searching for ways

to reduce unnecessary readmis-
sions. According to CMS, the top three
hospital readmission diagnoses are acute
myocardial infarctions (AMI),
heart failure (HF/CHEF), and
pneumonia. Regional West
Medical Center (RWMC) data
reflects that these are also the
top three diagnoses for read-
mission to RWMC. CMS has
instituted a Hospital
Readmissions Reduction Program
(Centers for Medicare and Medicaid
Services (CMS), 2012). A complex cal-
culation that is utilized by CMS to cal-
culate penalties for hospitals with exces-
sive readmission rates as compared to
the national average began for dis-
charges after Oct. 1, 2012, with the cal-
culation being modified each successive
year. The Medicare Payment Advisory
Commission (MedPAC), which reports
to Congress, has estimated that 12 per-
cent of Medicare patients may be read-
mitted for potentially avoidable reasons.
Averting one out of every 10 of those
returns could save Medicare $1 billion,
MedPAC says. (Hagland, 2013)
Nationally, the average fine decreased
from 0.42 percent in the first year of
the program to 0.38 percent. Other
payers are also looking to partner with
hospitals that have been successful at
reducing costs of care, including
readmission reductions.

While RWMC has not been

penalized for high readmission rates, an

interest exists in finding ways to pre-
vent unnecessary emergency depart-
ment visits and hospital admissions.
The rural area in the panhandle of
Nebraska presents unique challenges in
recruiting and retaining adequate num-
bers of medical providers and nurses. In
a rural setting, creativity and looking
beyond traditional models is necessary.

Discussions led to an idea for trial-
ing the use of paramedics to do home
visits to patients post discharge. The
concept was that a paramedic could do
the visits between ambulance runs.
Further discussion led to determining
what exactly the team believed would
help these patients stay well and in their
own home. This led to a review of the
scope of practice of the paramedic in
comparison with the scope of practice
of the RN. The determination made
was that the visits needed to focus on
health maintenance and teaching, not
complex nursing care visits. The patient
population would focus on those with a
diagnosis of heart failure or pneumonia.

On Feb. 14, 2013, Valley
Ambulance and RWMC partnered
together in a pilot project aimed at just
that. The pilot project was coordinated
by Randy Meininger, NRP, ASM,
owner of Valley Ambulance; Diana
Rohrick, RN, BSN, home health direc-
tor, RWMGC; Shirley Knodel, RN, MS,
CNO/VP RWMC; and medical direc-
tor for the project, Jeffrey Holloway,
MD.

The program was narrowed in scope
to patients discharged from the RWMC
medical floor who live within the cor-

porate boundaries of Scottsbluff and

Gering with the diagnosis of heart fail-
ure or pneumonia. The discharge staff
on the medical floor explained the pro-
gram to the eligible patients and sought
consent for participation. The patients
were then randomly assigned to receive
visits from a paramedic or a homecare
RN. The outcomes were measured to
determine the effectiveness of the health
maintenance and teaching model based
on readmissions. The readmission out-
comes were also compared between
those patients receiving visits by a home
health RN versus a paramedic.

Eligible patients were offered the
option of receiving a visit within 24
hours of discharge and one a week there
after for a total of four visits. The pro-
tocols, teaching tools, and documenta-
tion were standardized and used by
both the paramedics and the RNs. The
discharge staff on the medical floor
explained the program to the eligible
patients and sought consent for partici-
pation. The patients were then random-
ly assigned to be visited by a paramedic
or a homecare RN.

Examples of lessons learned were
that medication confusion was the most
common problem for patients of both
diagnoses in the beginning of the proj-
ect, but through joint problem solving,
this became less of an issue as the proj-
ect progressed. Simple things like own-
ing a scale to monitor weight were bar-
riers to overcome. Follow-up appoint-
ments with primary care providers did
not always occur within the first week
of discharge; more calls were made to

providers on these patients to prevent

(continued on Page 8)



readmissions. Compliance with follow-
up visits to the primary care provider
was highest when the patient left the
hospital with the appointment already
made. Weekend discharges where the
appointments were not made had the
lowest compliance with prompt follow-
up with the primary care provider. The
discharge instructions would often say
to call the primary care provider for a
weight gain of two pounds in 24 hours,
however when the patient called their
provider they often reached an answer-
ing service or an office nurse who told
them to go to the emergency depart-
ment. Discharge instructions were
sometimes taken home by a family
member who did not live with the
patient. The patient then did not have a
copy to refer to. Typed instructions
were easier for patients to read versus
templates where blanks were filled in
with hand-written instructions. Some
patients stated they could not afford
their medications despite having been
screened for this before discharge.
When a patient would call on Monday
after a weekend admission to seek an
appointment, the primary provider was
not aware of the patient’s hospitaliza-
tion as the hospitalists would make
those calls on Monday during office
hours. These lessons learned have been
shared with hospital leadership as well
as providers, and they are driving
changes within the system of care.

The pilot project concluded Feb. 14,
2014. The results in the following table
indicate that health monitoring and
teaching post-hospital discharge is ben-

eficial due to the complexity of the

Nebraska Medicine | Spring 2014

Paramedic Readmission Prevention Project

February 2013 - December 2013

Comparison Group

Total Total Readmission

Patients Readmissions Rate

Total Patient .

Population * 159 34 21.4%

Study Participants - .

Sample Group 63 9 14.3%
Non-Participants -

96 25 26.0%

Study Participants - 63 9 14.3%
Sample Group
Heart Failure Diagnosis 26 I 3.8%
Pneumonia Diagnosis 32 6 18.8%
Other Diagnoses ** 5 4 80.0%

opportunity to participate in the study.

Study Participants - 63 9 14.3%
Sample Group
Paramedic Home Visit 37 4 10.8%
Home Health RN Home Visit 26 5 19.2%

* “Total Patient Population” includes all patients discharged from the RWMC Medical/Oncology unit with
a diagnosis of PN or CHF, whose primary residence was within the Scottsbluff/Gering corporate limits.
Non-participants include both those patients who met the population definition but chose not to
participate in the study, as well as those who fit the population definition but were not given the

** “Other Diagnoses” includes study participants who were identified by the discharge nurse as having
CHF or Pneumonia but did not have CHF or Pneumonia on final coding.

heart failure and pneumonia patients.
This can be safely provided by para-
medics when the right support is
available. Examples are a medical
director as well as support from primary
care providers, nursing leadership, and
pharmacy leadership. This group can
provide oversight and development of
protocols, teaching, and monitoring
tools. This partnership is essential as
lessons learned can be addressed real

time to improve outcomes. There were

instances when the paramedic deter-
mined that the patient was in need of
more complex care and contacted the
provider. Some of these instances did
result in the providers ordering home
health care for the patient.

The sample size for this pilot project
is small due to a variety of reasons.
Despite the sample size, the hospital
administration, providers, and Valley

Ambulance leadership all see this as a

(continued on Page 15)
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Gage County EMS is calling 911...
the challenges facing rural EMS

by Robin DeVries, RN, BSN, EMT
Gage County EMS

The rural system for emergency
medical services (EMS) in Gage

County has reached a breaking point.
Over the past two decades, the expense
for emergency medical care has
increased substantially while the fund-
ing from all sources has decreased.
This path has made the current state

of services unsustainable.

What is EMS?

Emergency Medical Services (EMS)
is an integrated system of emergency
responders to handle medical or trauma
needs. It starts with a call to 911 and
ends with care provided by a hospital
emergency department. EMS has been
available with a 911 call since the late
1970s. It involves more than just ambu-
lance transporting services or just a first
responder unit. EMS is prehospital
emergency care.

EMS also includes on-site volunteers
at community events or assisting with
first aid. Many local high school foot-
ball games have EMS volunteers in
attendance to care for a critically
injured player or a fan having a medical
emergency. Fans tend to assume that
there will be someone available to care
for a medical situation especially with
the recent increase in awareness sur-
rounding athletics and the potendial for
head injuries. EMS also offers health
and safety education and health screen-
ings to the public. This is in addition to
fire safety and prevention efforts that

take place at schools and daycares.

Within Gage County, there are three
levels of emergency medical response.
First, non-transport squads (often the
first people at the scene) respond quick-
ly and assist before the ambulance
arrives with emergency equipment.
Personnel are Emergency Medical
Technicians and have basic life support
training. Such squads are not able to
charge patients for services rendered.
The second level of care - the transport
squads that have an ambulance and the
ability to transport a patient - are able
to charge for services. Lastly, the
Advanced Life Support (ALS) system
provides the most advanced emergency
care. The ALS system is comprised of
paid professionals. These responders
and paramedics have the ability to
administer life-saving medicines and
treatments. Rural Gage County can
receive these services from either
Beatrice or Lincoln Fire and Rescue.
Transporting agencies charge for their
services and are reimbursed by insur-
ances companies or Medicare and

Medicaid at a reduced rate.

Who is EMS?

Emergency responders are your
neighbors. Over 80 percent of
Nebraska’s ambulance squads are staffed
by volunteers. They often have family
obligations that may take precedence
over their volunteer time. Many of
these volunteers have paid jobs outside
of their hometown. We estimate that
approximately three-quarters of the
population within a rural community is

out of town during any given work day.

Why do we need volunteer
EMS:

The Department of Labor estimates
that a volunteer system is a savings of
$299,592 in donated labor costs
($17.10 per hour).

What EMS costs are increasing?

Fuel costs are triple what they were
20 years ago. Medical supplies, emer-
gency medical equipment, emergency
medicines, and personnel training has
increased with general medical infla-
tionary costs.

The State of Nebraska, in the inter-
est of public safety, has increased the
legal requirements for training for first
responders and emergency medical
responders. Twenty years ago, volun-
teers needed only to be trained in CPR.
Now, training involves more rigorous
education and testing at frequent inter-
vals. This involves more volunteer time.

EMT class is 150 hours initially and
they are required 20 hours of education
every two years to maintain license.
Paramedic training is in excess of 15
months with 72 hours of continuing
education requirements every 18
months. The state has continuing edu-
cation requirements that must be main-
tained to assure proficiency. This is nec-
essary to assure the high quality of care
to all patients. This is in addition to the
monthly meetings, trainings, and the
critique of calls that are taxing to the
volunteer. According to Safe Tec
Solutions, to appropriately staff a 24
hour service you need 14 active EMT

members with the realistic assumption

(continued on Page 10)



that only one out of four members are
really an active member.

The cost of a new ambulance starts
at $160,000 and they are typically
replaced every 10 years. This expense
increases rapidly when you take into
account the cost of the equipment and
medicines on board. Currently, more
than one small town in Gage County
shares funding for an ambulance.

Even the ALS services have budget
issues within their own respective
squads. This is not realistic going for-
ward with few new recruits. We also
need the continued support of our local
communities, counties, and the State of
Nebraska with the need for a reliable
source of funding. Those squads that
transport patients to the hospital are
able to charge for such transportation if
the patient has medical insurance to
cover expenses. However, the squads
that do not transport have no way of
recovering expenses for education,
supplies, insurance, and maintenance

of equipment.

How is EMS currently funded?
For all the attention that first
responders have received since 9/11,
Gage County EMS receives no federal
funding. The State of Nebraska also
does not provide any direct funding for
Gage County EMS. Gage County cur-
rently provides $5,000 per year, but this
funding will be discontinued in 2014.
Much of this funding is allocated for a
future replacement ambulance. Little is
left for operating costs. Some depart-
ments are fortunate to receive funding

from local rural fire district taxes. This

funding is invaluable, but not mandato-
ry. The remainder comes from private
donations. An exception is that the vil-
lage of Cortland provides $8,000 per
year to the city of Clatonia to help fund

the volunteer ambulance service.

What happens if the local EMS
system breaks down?

People will still get emergent care in
rural areas because there will always be
local volunteers to assist in a time of
crisis. These are qualified medical per-
sonnel who feel called to serve their fel-
low community members.

However, the concern is twofold.
First, even well-meaning volunteers
need a system or network in place to
help provide care. This involves know-
ing where, when, and how to provide
medical assistance. An organized
response may break down if there is
no identifiable EMS system.

A second concern is the time to
response. If EMS services are not
organized, patients must rely on the
third or highest level of EMS. This
means that paid medical providers from
Lincoln or Beatrice respond to urgent
calls. This presumably would detract
from their ability to respond to emer-
gencies in bigger population centers.
Rural response times could be much
slower or non-existent in some cases.
This may be troublesome for some peo-
ple moving from larger cities to rural
areas and expecting the same immediate
emergency response. Nebraska currently
has no state statutes requiring that citi-
zens must have access to medical servic-

es at all. Only two states have regula-
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tions requiring emergency medical aid
to the public.

Medically this is important. Irrevers-
ible brain damage starts in as little as
four minutes of cardiac arrest. The
American Heart Association says that
88 percent of cardiac arrests occur at
home. In addition, the American Stroke
Association states that EMS is the first
medical contact for more than half of
all patients who have a stroke. For best
outcomes, strokes must be treated
within three hours of symptom onset.
A recent three-year data analysis also
found that stroke patients brought in
by EMS were twice as likely to receive
a timely CT scan. With FAST recogni-
tion of symptoms in the field and
appropriate medical intervention, stroke

patients can have positive outcomes.

Does anybody really care about
EMS?

Right now, it appears that nobody
is answering the call from EMS. We
assume in the world of national terror-
ism, natural disasters, and health care
reform that the federal government is
providing funding to care for our emer-
gencies. Gage County has not had extra
empbhasis in providing funding for
EMS. Small villages have very limited
budgets to provide for this, nor any
legal responsibility. To add to the
dilemma, private donations have fallen
over the past 20 years as rural families
become more cash-strapped themselves.

It has become increasingly more
difficult to find volunteers to provide

emergency medical services as they

(continued on Page 15)
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Out of the darkness: the Evolution of EMS
and the EMS Subspecialty (continued)

Training Pathway Eligibility

¢ Successful completion of an ACGME
accredited fellowship in Emergency

Medical Services

There are currently 29 accredited
fellowship programs in EMS with more
in the pipeline for 2014-15.

EMS certification is valid for 10
years and is attained by passing a writ-
ten exam based on The Core Content of
EMS which was developed by the EMS
Examination Task Force of ABEM. The
Core Content defines the content for
the 2013 initial certification examina-
tion for the ABEM Subspecialty of EMS
medicine.

One Nebraska physician is currently
training in an accredited EMS fellow-

ship program while another has

achieved certification through the
practice pathway.

Dr. Eric Ernest attended the
Creighton University EMS education
program receiving a BSEMS degree. He
then attended Creighton University
School of Medicine and completed an
Emergency Medicine residency at the
University of Nebraska Medical Center
in 2013. Staying true to his EMS roots,
he will complete a one year EMS fellow-
ship in June 2014. Dr. Ernest plans to
return to UNMC as faculty as the first
EMS fellowship trained physician in the
state of Nebraska and plans to become
involved in local EMS medical direc-
tion. He will sit for the next EMS certi-
fication exam tentatively scheduled in
2015.

Dr. Tim Larsen has been on faculty
in the Department of Emergency
Medicine at UNMC for the last 13
years. He assumed the position of med-
ical director of LifeNet of the
Heartland, an Air Methods community-
based air medical transport service in
2005. Staying true to his commitment
to EMS, he decided to follow the clini-
cal pathway to EMS certification. He
took the examination in October 2013
and is now the first EMS board-certified
physician in the state of Nebraska.

EMS has come of age: out of the
darkness and into the light! Please join
me in welcoming the newest subspecial-
ty in EM and those trailblazing physi-
cians who are following the pathway of
EMS certification. U



Caring for Myocardial Infarction
before the patient arrives at your hospital  (consinued)

activate a STEMI system where they
operate.

Nebraska also allows for basic EMTs
to collect prehospital 12 Lead ECGs.
These ECGs are sent elsewhere for
interpretation.

We have arranged for grants and
money to give rescue services 12 lead
equipment and training to accom-
plish this. If you have a rescue serv-
ice in your area that is progressive
and wants to learn how to help your
community by collecting prehospital
ECGs, have them contact the EMS
office.

The office of EMS is educating
Critical Access Hospitals on the
importance of allowing direct trans-
fer of patients to PCI centers.
Bypassing local facilities with ALS
transport has been shown to improve
outcomes in cardiac care.®

It is important for Critical Access
Hospitals that do receive STEMI

patients to make sure they are “in

and out” of your hospital in less

than 30 minutes. Diagnosis is on the

ECG alone. Drawing labs is allow-
able, but the patient should be sent
ahead of the results of those labs.

* Hospitals, physician, and rescue
services should develop regionalized
plans that allow for the best use of

the resources in their particular area.
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Evolution in Cardiac Arrest Care  (continued)

arrest. For example, therapeutic
hypothermia has been shown in a num-
ber of studies to improve survival in
cardiac arrest. However, the research has
not been able to answer: how cold, how
long to keep the patient cold, how soon
does the cooling need to be started,
what method of cooling is superior, and
who should/should not be cooled?
Communities across the country are
putting substantial effort into attempts
to improve survival amongst their citi-
zens. Public, hands-only CPR cam-
paigns have occurred in Lincoln, Neb.,
as well as a number of other communi-

ties across the country. By the end of

2014, the city of Lincoln will be partic-
ipating in the PulsePoint program.
PulsePoint is a mobile phone app that
alerts CPR trained individuals that a
person nearby may be in cardiac arrest.
The alert is sent out along with dis-
patch of EMS. The alert includes the
location of the patient in cardiac arrest
as well as the location of the closest
public access defibrillator. This has the
potential to increase the percentage of
patients receiving bystander CPR as
well as decrease the time to first defib-
rillation.

For the first time in 50 years of CPR

and measuring survival numbers, we are

beginning to see an increase in survival
from out-of-hospital cardiac arrest.
There is substantial variation in survival
by community. Seattle, Wash., had a 57
percent survival rate for out-of-hospital
witnessed v-fib cardiac arrests in the
year 2012. Tragically, there are major
metropolitan areas that have survival
rates less than a tenth of that.
Witnessed v-fib cardiac arrest is a
survivable disease. As we move forward,
we physicians need to be vocal leaders
in our communities to champion
efforts to improve survival for our
fellow citizens, neighbors, friends,

and family members. U



Air Medical Tr ansport  (continued)

protocols to direct care and only resort
to online medical control when proto-
cols have been exhausted. Some pro-
grams have full-time, on-site medical
directors with pertinent backgrounds
(Emergency Medicine) while others are
available by cell phone. The medical
director oversees and is responsible for
the quality of medical care provided by
the transport team. This includes ensur-
ing continuing medical education and
competency of the flight crew along
with regular reviews of the policies and
patient care protocols used to direct the
crew in providing state-of-the-art care.
After a spike in air ambulance crash-
es in the U.S. in the 1990s, the U.S.
government and the Commission on
Accreditation of Air Medical Services,
(CAAMS), now known as the

Commission on Accreditation of

Medical Transport Systems (CAMTS),
stepped up the air ambulance flight
requirements, ensuring that all pilots,
personnel, and aircraft meet much
higher standards. This accreditation is
still voluntary, but it displays to poten-
tial customers and patients the willing-
ness to meet the standards of excellence
in patient care and safety of the trans-
port environment.

Air medical services should seek to
develop and maintain good professional
relationships with all EMS agencies
within their service area. In many
systems, EMTs or paramedics are
empowered with the ability to request
a helicopter for scene response. Rural
populations are unique in that they

have limited access to the lifesaving

specialized care common to urban areas.

Geographic and financial limitations
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severely hinder the ability of rural
communities to provide the equipment,
personnel and training necessary to
deliver optimal prehospital care. AMT
delivers Advanced Life Support services
to the patient which enhances prehospi-
tal survival. The operating range and
speed of AMT systems optimizes the
efficiency of rural caregivers. Inter-hos-
pital cooperation is enhanced as the
transport team promotes education,
skill retention, and camaraderie among
participants. The impact of rural AMT
and the cost efficiency of care cannot be
overlooked. Improvements in cost con-
tainment will be seen as patients obtain
care faster, reducing the amount of
specialized procedures performed,

and decreasing the length of stay.  []
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Exploring the use of paramedics
to aid in reducing hospital readmissions

step in the right direction and believe
that the work needs to continue. New
concepts are already being discussed
such as a primary provider clinic case
manager to communicate with the
paramedics regarding needs as well as to
conduct phone calls to the patients
identified at risk after the home visits
are concluded. Carrying this concept
out to rural communities is also being
discussed. Traditional models of care are
not adequate for patients with complex
needs. In rural areas where provider
shortages exist and patients often travel
30 miles or up to two hours to see their
primary provider, creative solutions

need to be explored.
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Gage County EMS is calling 911....
the challenges facing rural EMS  (ontinued)

travel outside their community for jobs.
The requirements for training also
add a burden as citizens try to find a

balance of time.

What does the future hold for
EMS:?

As previously stated, funding from
Gage County will discontinue for 2014,
and there are no future plans for receiv-
ing federal grant funding for Gage
County EMS. There are committed
volunteers currently involved in this
issue, but their future involvement may

be tenuous if the population sees no
value in EMS. The federal health care

changes largely ignore funding for EMS
and are instead focusing on individual
coverage for health care.

There is a state statute that delegates
a responsibility to have fire protection
available. Your home owner’s insurance
is affected by such quality, but there is
no such thing for medical protection.
Maybe new legislation is needed.

It is the intent of this article to bring
awareness to this issue. We want to
continue to provide EMS in Gage
County into the future. We do make a
difference and are proud of our results.
We, along with other EMS squads

across the state, need the continued

support from our local communities,
counties, and the State of Nebraska for
a reliable source of stable funding. The
State of Nebraska has heard the
concerns and the idea of a county-wide
department for such services is an idea
that was brought forth. There is no
such change in the works, however.

We realize, of course, that Gage County
is not the only county experiencing
these issues. This is a statewide, if not
nationwide, issue and solutions need

to be brought forth and implemented
for the good of all Nebraskans. ]
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ew hope

for patients with Acute and Chronic Pancreatitis

“Pain-free is the
new normal for me.”

Charlene, auto Islet Cell Transplant Patient

Charlene suffered more than 20 years
with the debilitating pain of pancreatitis.
Unable to live with it any longer, she
came to The Nebraska Medical Center's
comprehensive clinic for the treatment
of pancreatic and biliary disorders.

After an extensive evaluation by a group
of specialists, she underwent an auto
islet cell transplant. Today Charlene is
pain-free. "It was a great option for me.
And, there is no pain. It gave me my
life back.”

Call 800.401.4444 today or go to’
NebraskaMed.com/pancreasclinic

D, | Neliasa

Looking for a better
way to manage risk?

Get on board.

At MMIC, we believe patients get the best care when their
doctors feel confident and supported. So we put our energy
into creating risk solutions that everyone in your organization
can get into. Solutions such as medical liability insurance,
physician well-being, health IT support and patient safety
consulting. It's our own quiet way of revolutionizing health care.

To join the Peace of Mind Movement, give us a call at
1.800.328.5532 or visit MMICgroup.com.

CELEBRATE LIFE

Become a Living Kidney Donor Today!

Learn more by calling:
(402) 559-5000 or (800) 401-4444
or visit us online at
www.nebraskamed.com/transplant.

7 it
AR

UNIVERSITY OF NEBRASKA
-4

MEDICAL CENTER
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Working with
you for a
healthy
Nebraska

Our finger is on the pulse of
the insurance industry!

Employee Benefits « Workers’ Compensation
Physicians’ Professional Liability - Property
Retirement Plans « Life Insurance & Disability

lI The Harry A. Koch Co.
; 5 Pl el Gl

Fir
Member of First Insurance Group, LLC

nebraskablue.com Scott Morris
Blue s e il of etrso s ncepercen 402.861.7059
NEBRASKA - www.hakco.com

Receive the Highest Level of Cancer Care for your Patients.

NEBRASKA CANCER SPECIALISTS
IS NOW QOPI" CERTIFIED!

Nebraska Cancer Specialists was recently awarded QOPI Certification for our outpatient Alegent Creighton Health Cancer Center - Bergan
oncology-hematology practice by ASCO, the largest oncology society in the U.S. (402)393-3110
Methodist Estabrook Cancer Center

Based on careful analysis and on-site  + Treatment planning (402) 354-8124
inspections, we met core standards - Staff training and education M:‘thw.st(.1-_1::_.=r£emp: ll’ﬂl]illinn
in all areas of treatment, including: « Chemotherapy orders and drug preparation (402) 593-3141

+ Patient consent and education

» Safe chemotherapy administration

- Monitoring and assessment of patient well-being

Midwest Cancer Center Legacy

(402) 334-4773

Fremont (FAMC)

(402) 941-7030

This certification is an honor, a testament to our high standard of care — and a reminder that we
must always strive to exceed our own expectations in order to better care for our patients. NEBRASKA

Give your patients the opportunity to benefit from everything we can _ SPECIALISTS
offer as the largest independent QOPI-certified cancer practice in Nebraska. it B e !

Refer them to Nebraska Cancer Specialists today. nebraskacancer.com
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Nebraska’s

leader in
stroke
rehabilitation.

OTHER HOSPITALS SAVE LIVES.

WE REBUILD THEM.

Jo was enjoying a summer day with her young son
when a blinding headache caused her to collapse.
Her son called for help and she was transported to the
nearest hospital where she was diagnosed with a rare

hemorrhagic stroke.

When Jo transferred to Madonna Rehabilitation
Hospital, she couldn’t walk or talk and required a
feeding tube. Her Madonna care team surrounded Jo
with compassionate care and helped her overcome
the effects of the stroke. Today, Jo is a busy wife and

mother, back to teaching preschool and spending time

with her family.

CHOOSE A BETTER OUTCOME.
CHOOSE MADONNA.

Lincoln, NE « www.madonna.org - 800.676.5448

BETTER TEAMS MEAN

BETTER OUTCOMES.

Unlike a rehabilitation unit at a regular hospital, the care
teams at Madonna are specialized in their particular
program area. Doctors, therapists and nurses are united in
one cause: to achieve the outcome for those recovering
from catastrophic injury or iliness. Together with Madonna's

state-of-the-art technology, they help individuals achieve

exceptional outcomes that exceed regional benchmarks.

YOU HAVE A CHOICE.

Madonna is the only hospital in the country that has all
levels of rehabilitation care under one roof, ensuring
consistent quality care. If you or someone you love is
ever faced with the "What's next?” that comes after a
disabling injury or iliness, insist on the very best in care,
from Madonna — the experts setting new standards in

excellence.

MADONNA

Rehabilitation Hospital
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Tips for Talking to Your Children about Money

by Ross Polking
Provided by the Foster Group

aving a conversation with your

kids about finances is no easy
task, but it is important to educate
your children on effective money man-
agement.

The importance of teaching such
skills to children was most recently
substantiated by a 2013 survey con-
ducted by Junior Achievement. The
results showed that teens who feel that
they will be able to support themselves
without parental assistance between the
ages of 18 and 24 declined to 59 per-
cent in 2013, noticeably down from 75
percent in 2011. Some of this is a result
of general economic conditions and the
challenging job-market. Other causes,
though, certainly could be found in the
lack of financial acumen within our
younger generations. Hard lessons are
being learned more and more as kids
transition off of mom and dad’s payroll.

Equipping children to better under-
stand and manage financial resources
should start early and be done with
patience and persistence. With a few
simple steps, you may be able to give
your kids an age-appropriate under-
standing of how money is used and
why properly managing finances is
necessary. Some considerations to
make in establishing your financial

« . »
curriculum”:

e Start early. Talking with a 4-year-old
about the intricacies of mutual funds
may be a fruitless venture, but that
doesn't mean you can't teach your
kids about income and expenses and
the need to save. As they get older,
you will be able to move on to more
complicated topics such as taxes,

insurance and retirement.

Give them an allowance. Allowances
can give your kids a concept of how
finite money can be. This provides
them with the experience of seeing
money dwindle or accrue based

upon their handling of it.

Set up a budget. Help them create a
budget. For instance, you can allow
them to spend a certain amount of
their money on entertainment, but
the remaining amount should be set

aside for savings and charity.

Pay them. Consider paying your
kids for at least one of their chores
to show your children that money is
not free and comes in exchange for
hard work. In that same vein, once
your kids start driving, it's a good
idea to remind them that gas isn't
free. There are few faster ways to
teach the importance of being
conservative with money and
resources than to have your kids
start paying at the pump each time

they take the car out for a spin.

* Open checking & savings accounts.
Help them create vehicles to
facilitate their spending and saving.
Walk them through how to balance
a checkbook, the benefit of earning
interest, and to be mindful of service

charges and fees where applicable.

Set the example. Put theory into
practice by showing your children
your own money-saving strategies at
work. Take them grocery shopping
with you and stick to a strict list to

demonstrate successful budgeting,.

Talk often. Speaking with your kids
about money is not a one-time
discussion. They need guidance
throughout their lifetime, even after
they are adults themselves. Be an
open ear for their concerns and offer

advice when necessary.

The more prepared and educated
your children are on managing their
own piggy bank, the better their
chances of making sound financial
decisions. Not to mention fewer calls

to mom and dad for money!

The information and material
provided in this article is for information-
al purposes and is intended to be educa-
tional in nature. We recommend that
individuals consult with a professional
advisor familiar with their particular
situation for advice concerning specific
investment, accounting, tax, and legal

matters before taking any action. 0
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CELEBRATING

25 YEARS

OF FINANCIAL SOLUTIONS.

ol | WS ~

Foster Group is a proud supporter of the Nebraska Medical Association and
equally proud to mark 25 years of helping clients meet their financial goals
and achieve their personal dreams.

As an independent, fee-only registered investment advisor firm, Foster
Group employs a solid, academic approach to investing—one that leads to
real-world solutions.

Enter a conversation focused on your financial future:
Call or email us today for a free, no-obligation consultation.

8901 Indian Hills Drive, Suite 300A | Omaha, Nebraska 68114
402.733.1700 | 800.798.1012 | rossp@fostergrp.com

FOSTER 1001 Grand Avenue | West Des Moines, IA 50265
GROUP 515.226.9000 | 800.798.1012
1289-2014 www.fostergrp.com
T - | i 2 I —

Foster Group’s marketing materials (1) should not be construed by any existing or prospective client as a guarantee that they will experience a certain level of results if
they engage or continue to engage the advisor's services; (2) should not be construed as a current or past endorsement of the advisor by any of its clients.
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When you need it.

Medical professional liability insurance specialists
providing a single-source solution

ProAssurance.com

PROASSURANCE.

Treated Fairly
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Approximately 70% of adult smokers want to quit.’

Talke with Qbur
Paﬁ ents about

@/H’ it Mé, tobacco
Y U Y Y NS I N S

Three minetes of your time

covld add years to their |Ivec

Nebraska Tobacco Quitline
QuitNow.ne.gov | 1-800-QUIT-NOW (784-8669)

Tobacco Free Nebraska = Nebraska Department of Health & Human Services * Division of Public Health
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It takes collaboration to achieve great

i

things, such as improved medicine
and superior patient care. That's why
COPIC offers medical liability insurance A,\ advocate on your
that delivers more, including expertise bealf for 1&33514\4-}\!&
and resources to guide you through the dnd Por'c)f mallers
rapidly evolving health care landscape.

If you aspire to something better, call
COPIC today at (800) 421-1834. Together,

4 _ Nationally-recognized
we can achieve great heights.

patient safety and

L@ risk Md\v\d\gew\en-[- programs

Better Medicine « Better Lives

. COW\pe-{'H]ve Coverage
callcopic.com apsFiarcs o A

your specific situation

Nebraska Office: 233 S. 13th St., Ste. 1200, Lincoln, Nebraska 68508 = (800) 421-1834
COPIC is exclusively endorsed by the Nebraska Medical Association n m

as the medical liability carrier of choice.





